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The social context of the
relationship between
glycemic control and
depressive symptoms
in type 2 diabetes
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Abstract

Objective: Individuals with type 2 diabetes and depressive symptoms have poorer diabetes

outcomes than those with diabetes alone, and there is need for improved understanding of the

relationship between illness markers and depressive symptoms. The role of social support is well

established; less is known about social comparisons (i.e. comparisons to others in the social

environment), which are common and influential in chronic illness. The present study examined the

mediating effects of social comparison and social support on the relationship between glycemic

control and depressive symptoms.

Method and outcome measures: Participants with physician-diagnosed type 2 diabetes

(N¼ 185) completed an electronic survey about recent depressive symptoms, glycemic control

(HbA1c), perceived social support, and social comparison.

Results: Controlling for relevant covariates, social comparison and social support showed

independent statistical mediation of the relationship between glycemic control and depressive

symptoms (ps< 0.05). Path analysis also showed that including indirect pathways through social

comparison and social support reduced the relationship between glycemic control and depressive

symptoms to nonsignificance (�¼ 0.10, p¼ 0.14).

Conclusion: These findings demonstrate that social comparison plays a role in the relationship

between diabetes regulation and depression, independent of social support. Greater attention to

this aspect of the social environment may render better diabetes outcomes.

Chronic Illness

2015, Vol. 11(1) 33–43

! The Author(s) 2014

Reprints and permissions:

sagepub.co.uk/journalsPermissions.nav

DOI: 10.1177/1742395314531990

chi.sagepub.com

1Drexel University, Philadelphia, USA
2The Pennsylvania State University, University Park, USA
3Bancroft Brain Injury Rehabilitation Services,

Haddonfield, USA

Corresponding author:

Danielle Arigo, Department of Psychology, Drexel

University, 3141 Chestnut Street, Stratton 119,

Philadelphia, PA 19104, USA.

Email: dra23@drexel.edu

 at DREXEL UNIV LIBRARIES on January 21, 2016chi.sagepub.comDownloaded from 

http://chi.sagepub.com/


Keywords

Type 2 diabetes, depression, social influence, social support, social comparison

Received 22 January 2014; accepted 26 March 2014

The global burden of diabetes and
depression

Type 2 diabetes currently afflicts over 334
million people worldwide,1 and moderate to
severe depressive symptoms are present in
up to half of patients assessed.2 Patients with
depressive symptoms tend to exhibit poorer
quality of life, worse diabetes management
and medical outcomes, and greater all-cause
mortality than those with diabetes alone.3–9

Available evidence also suggests a causal
relationship between diabetes symptomatol-
ogy and incident depressive symptoms, or
‘‘diabetes distress.’’ Distress may result from
the diagnosis of diabetes, difficult lifestyle
changes, and continuous threat to longevity,
among other negative medical and psycho-
social consequences of the disease.10

Depressive symptoms that are not directly
related to diabetes itself also may be exacer-
bated by the disease process.

Interventions for diabetes have focused
on increasing patient medical knowledge
and enhancing individual motivation for
difficult self-care behaviors.11,12 Although
these efforts have been modestly effective,
millions of individuals with type 2 diabetes
continue to struggle with depressive
symptoms.10,13 Emerging evidence demon-
strates that the social environment exerts
powerful effects on health behaviors, such as
food consumption14,15 and physical activ-
ity,16,17 health status (e.g. obesity18), and
overall affect.19 As a result, increasing atten-
tion is directed to features of the social
environment associated with depressive
symptoms among individuals with type 2
diabetes.

The social context of diabetes

Much of the existing empirical work relevant
to social influences in diabetes has focused
on the role of social support. For instance,
assistance with food shopping, meal plan-
ning, or medication adherence can facilitate
self-care, and positive emotional support can
reduce barriers to engagement in healthy
behaviors.20 Lack of support, in contrast, is
associated with poor self-care.21 Social sup-
port also has been shown to mediate the
relationship between diabetes-related
impairment and depressive symptoms.22,23

Although social support is known to affect
the diabetes–depression relationship, there is
more to understand about the broader social
context of diabetes.24 Social comparisons, or
self-evaluations relative to others, represent a
key source of information about one’s health
status and potential self-care behaviors.25 For
example, patients with chronic illnesses
encounter others in the social environment
(e.g. peers, familymembers,media figures26,27)
and may perceive these others as ‘‘doing
better’’ or ‘‘doing worse’’ than themselves.

In chronic illness groups, a greater
tendency toward social comparison has been
associated with more severe depressive symp-
toms and worse self-rated health.28 However,
these conclusions have been drawn mainly
from studies of cancer, cardiovascular dis-
ease, and rheumatoid arthritis.29 Type 2
diabetes is unique in its intensive—and
often,long-term—self-managementburden,30

and few studies of social comparison have
focused specifically on the experiences of
patients with diabetes. Existing findings sug-
gest that comparisons are common among
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individuals with diabetes31 and can influence
motivation for diabetes self-care.32,33

Study aims and hypotheses

The presence of an illness such as diabetes
may increase social comparison activity,
which is associated with depressive symp-
toms in illness groups. Consequently, an
improved understanding of the role of com-
parisons—independent of the role of social
support—may elucidate processes that
maintain depression among individuals
with diabetes. To our knowledge, these
relationships have not been explored in
previous research. The present study was
designed as a preliminary evaluation of the
mediating effect of social comparison, as
separate from the known mediating effect of
social support, on the relationship between
glycemic control and depressive symptoms.

Both social comparison and social support
were expected to mediate the relationship
between glycemic control and depressive
symptoms, representing two distinct pathways
from illness severity to depression (see
Figure 1). We tested the direct pathway from
glycemic control (HbA1c) to depressive symp-
toms (represented as path A) and the inde-
pendent explanatory value of social support
(path B andC) and social comparison (pathD
and E). We expected that the direct

relationship between HbA1c and depressive
symptoms (pathA) would be weakened by the
inclusion of social support and social com-
parison as indirect paths. In exploratory ana-
lyses, we also examined the relationship
between social support and social comparison,
and contrasted the mediational effects of
social support and social comparison.

Method

Participants and procedure

Individuals with type 2 diabetes were
recruited to participate in an online assess-
ment of diabetes experiences, depression,
and social behavior. Inclusion criteria
required that participants be at least 25
years old, fluent in English, have a physician
diagnosis of type 2 diabetes, and able to
report their most recent HbA1c levels (i.e.
assessed within the past 6 months). A total
of 185 individuals met these criteria and
completed the study. On average, partici-
pant age was 49 years (SD¼ 10.47), and
time since diabetes diagnosis was 4.35 years
(SD¼ 4.59). Mean body mass index (BMI)
for the sample was 28.59 (SD¼ 7.53) kg/m2.
Most participants were male (55%),
Caucasian (87%), and married (74%).
Most participants (92%) also indicated
that they resided in the United States at
the time of participation. The remainder
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Figure 1. Path model demonstrating the influence of social comparison and social support on the

relationship between glycemic control and depressive symptoms. Covariates included were age, BMI, income,

and time since type 2 diabetes diagnosis. t< 0.10, *p< 0.05, **p< 0.01.
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(8%) comprised English-speaking individ-
uals from other geographic regions, includ-
ing Canada, Europe, Southeast Asia, and
the Middle East.

All procedures were approved by the
Institutional Review Board at the supporting
university. Recruitment posts appeared on
diabetes-specific websites and directed inter-
ested individuals to a web-based, electronic
portal to complete a one-time assessment
of their illness characteristics, mood, and
social experiences. Those who visited the
portal were asked to provide informed
consent before completing the validated
self-report measures (detailed below).
Participants received a $5 discount coupon
to Amazon.com as compensation. All recruit-
ment and data collection procedures were
conducted between June 2010 and September
2011.

Measures

Demographics and illness characteristics.

Participants reported demographic informa-
tion (e.g. age, gender, ethnicity), time since
type 2 diagnosis, and their most recent HbA1c

level. HbA1c reflects the average level of blood
glucose over a period of 2–4 months. HbA1c is
widely considered a good indicator of gly-
cemic control and is routinely assessed every
3–6 months.34 Higher HbA1c denotes worse
glycemic control; standard treatment recom-
mendations include the reduction of HbA1c

to 7% (8.6mmol/l) or lower.

Iowa-Netherlands Comparison Orientation

Measure (IN-COM). A 23-item questionnaire
that evaluates engagement in social com-
parison activity. Items related to one’s ten-
dency to make comparisons are rated on a
scale ranging from 1 (strongly disagree) to 5
(strongly agree). Test–retest reliability of the
IN-COM declines from 0.71 over 3–4 weeks
to 0.60 over 1 year, reflecting that one’s
tendency to make comparisons changes with
context.35 Thus, this measure best captures

comparisons made over the past month.
Cronbach’s alphas for this measure have
ranged from 0.78 to 0.85 across two previ-
ous samples, indicating good internal con-
sistency. Alpha for the present sample
was 0.80.

Social Support Appraisals Scale. This 23-item
inventory assesses perceived social support
from close others. Items are rated on a scale
of 1 (strongly disagree) to 4 (strongly agree);
summary scores are computed for total
perceived social support, perceived support
from family, and perceived support from
friends. Previous validation studies have
shown high internal consistency for all
three scales (a¼ 0.90 for total score;
a¼ 0.81 for family; a¼ 0.84 for friends).36

Cronbach’s alphas in the present study were
0.93 (total score), 0.85 (family), and 0.86
(friends). Although test–retest coefficients
are not available for this scale, similar
scales have shown modest stability over 2
months (e.g. 0.75–0.8037), are known to be
influenced by recent mood,38 and have been
used as mediators in various models of
health.39,40

Center for Epidemiological Studies-Depression

scale (CES-D). The CES-D is one of the
most commonly used self-report inventories
for depressive symptoms.41 It includes
20 items related to individual depressive
symptoms, as experienced over the past 4
weeks. Items are rated on a scale of 0 (not at
all) to 4 (very much), with higher scores
indicating more severe symptoms. This
measure has shown excellent psychometric
properties in both healthy and chronic
illness samples.42 Alpha for the present
study was 0.93.

Data analysis plan

All analyses were conducted using SAS
Version 9.3. Of the demographic character-
istics assessed, age, BMI, income, and time

36 Chronic Illness 11(1)

 at DREXEL UNIV LIBRARIES on January 21, 2016chi.sagepub.comDownloaded from 

http://chi.sagepub.com/


since diabetes diagnosis were associated with
at least one key variable and were therefore
included in analyses as covariates.

Descriptive statistics and bivariate

correlations. The frequency of social com-
parisons rarely has been quantified among
individuals with type 2 diabetes. To
provide this background information,
descriptive statistics and bivariate correl-
ations between social comparison and
other key variables (i.e. depressive symp-
toms, glycemic control, and social support)
are presented.

Multiple mediation with path analysis. Initially,
support for statistical mediation effects was
evaluated with separate models for social
support and social comparison. Mediation
was tested using Bootstrap estimates from
1000 resamples.43 Social support and social
comparison then were included in a simple

path analysis. Chi-square and root mean
square error of approximation (RMSEA)
estimates were used to determine model fit.
Bootstrap estimates from 1000 resamples
were included as indicators of the indirect
effects of social support and social compari-
son in a multiple mediator model.43 This
approach has been documented in previous
studies of multiple mediation in chronic
illness groups.44

Results

Glycemic control and depressive
symptoms

Descriptive statistics for variables of inter-
est are presented in Table 1, and bivariate
correlations are presented in Table 2. On
average, participants endorsed moderate to
severe depressive symptoms (M¼ 24.95,
SD¼ 9.66); this mean is similar to

Table 1. Descriptive statistics for covariates, diabetes characteristics, and social experiences.

N %

Household income

<$20,000 per year 19 9

$00,000–$39,999 17 8

$40,000–$59,999 25 12

$60,000–$79,999 36 17

$80,000–$99,999 25 12

>$100,000 per year 90 42

M SD Minimum Maximum

Age 49.08 11.04 25 78

Time since diabetes diagnosis (years) 4.35 4.59 <1 39

BMI 28.59 7.53 18.54 50.29

HbA1c 7.89 1.69 4.90 14.70

Depressive symptoms 24.95 9.66 7.00 52.00

Perceived social support total 68.70 9.29 97.00 92.00

Perceived social support—family 24.35 3.96 11.00 32.00

Perceived social support—friends 20.66 3.35 8.00 28.00

Social comparison 35.08 6.28 15.00 52.00
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published scores in diabetes samples.45 In
contrast, mean HbA1c level was 7.89%
(SD¼ 1.75; 11mmol/l), suggesting moder-
ately good glycemic control. HbA1c was
positively associated with depressive symp-
toms (r¼ 0.19, p¼ 0.02). Participants per-
ceived relatively high social support
(overall M¼ 68.70 out of 92, SD¼ 9.29).
Mean scores for social support were some-
what higher than estimates in other patient
samples46 and comparable to those from
samples of individuals in recovery from
major depressive disorder.47 Participants
also endorsed moderate levels of social
comparison (M¼ 35.08 out of 55,
SD¼ 6.28) that were slightly higher than
estimates in samples of individuals with
cancer.35 To our knowledge, estimates for

social comparison norms from diabetes
samples are not available.

Simple mediation

A Sobel test confirmed that social support
significantly statistically mediated the rela-
tionship between HbA1c and depressive
symptoms (p¼ 0.04). A second Sobel test
demonstrated that social comparison also
significantly statistically mediated the rela-
tionship between HbA1c and depressive
symptoms (p¼ 0.03).

Multiple mediation

The proposed model demonstrated
optimal fit (�2¼ 0.00, p< 0.001;

Table 2. Correlation coefficients for relationships between diabetes characteristics, mood, and social

experiences.

DS PSS total PSS family PSS friends SC

HbA1c 0.19* �0.23** �0.25** �0.17* 0.09t

Depressive symptoms – �0.46*** �0.45*** �0.34*** 0.28**

Perceived social support total – 0.89*** 0.87*** �0.18*

Perceived social support—family – 0.63*** �0.19**

Perceived social support—friends – �0.10

tp< 0.10; *p< 0.05; **p< 0.01; ***p < 0.001

DS: depressive symptoms; PSS: perceived social support; SC: social comparison.

-0.10t

0.09 

-0.14** 

0.19** 
0.15t

Social Support 

HbA1c Depressive 
Symptoms

Social 
Comparison 

-0.12* 

Figure 2. Proposed model describing the paths from glycemic control to depressive symptoms through

social comparison and social support.
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RMSEA¼ 0.01; see Figure 2). Participants
with higher HbA1c levels showed trends
toward less social support (path B:
�¼�0.11, p¼ 0.09) and more frequent
comparisons (path D: �¼ 0.15, p¼ 0.06)
than those with less severe depressive
symptoms. Participants with higher
HbA1c levels and more frequent compari-
sons also reported more severe depressive
symptoms (path E: �¼ 0.24, p¼ 0.001).
Similarly, participants with higher HbA1c

levels and less social support also reported
more severe depressive symptoms (path C:
�¼�0.37, p< 0.001). The relationship
between social influences was unidirec-
tional (from social comparison to social
support; path F �¼�0.12, p¼ 0.02).

Both social support and social compari-
son emerged as statistically significant med-
iational pathways (ps¼ 0.04). A direct
contrast between the mediating effects of
social support and social comparison
resulted in a 95% confidence interval that
included 0 (CI¼�0.08 to 0.07), indicating
no significant difference between these
effects. Although the overall model was
statistically significant (�¼ 0.18, p¼ 0.0,
R2
¼ 0.36), the direct path from HbA1c to

depression was no longer significant when
both mediators were included in the model
(path A: �¼ 0.09, p¼ 0.14).

Discussion

Individuals with type 2 diabetes often experi-
ence depressive symptoms that can impede
their illness management and quality of
life.48 Previous work has documented the
relationship between glucose dysregulation
and depressive symptoms,49 as well as the
role of perceived social support in both
diabetes outcomes20,24 and depressive symp-
toms.50 In contrast, little is known about the
influence of related aspects of social dynam-
ics, including social comparison. In the
present study, we expected that social com-
parison would play a key role in the

relationship between glycemic control and
depression for individuals with type 2 dia-
betes, such that adding this construct to
explanatory models would provide a more
complete understanding of the relationships
among glycemic control, social support, and
depression.

Findings from the present study are con-
sistent with this hypothesis and provide a
framework for future research to extend
these novel findings. Of note, these findings
are based on reports from a subset of the
broader population of individuals with dia-
betes (i.e. primarily affluent Caucasians who
use the internet). As predicted, the extent to
which individuals in the present study
compared themselves with others was asso-
ciated with both glycemic control (HbA1c)
and depressive symptoms. These findings
align with evidence from samples of patients
with cancer (i.e. greater comparison asso-
ciated with worse depression and medical
markers28,51). The present findings also aug-
ment previous work by demonstrating that
comparisons statistically mediate the rela-
tionship between HbA1c and depressive
symptoms. Thus, regardless of perceived
social support, more (vs. less) engagement
in social comparison is associated with
increased depression among type 2 diabetes
patients. The relationship between social
comparison and poor health outcomes has
been shown in other illnesses52,53; the pre-
sent study extends this relationship to a
sample of individuals with type 2 diabetes
and suggests that social comparisons may
serve to maintain depressive symptoms in
this patient group.

The observed inverse (and unidirectional)
association between social comparison and
perceived social support raises several pos-
sibilities. For example, comparisons to
others (with or without diabetes) may be
made on the basis of social support. Thus,
some patients may perceive others as having
relatively greater support, leading them
to rate their own social support as low.
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This explanation is consistent with previous
work in both the general population (e.g.
Mussweiler et al.54) and patients with
chronic illness.27 Another potential explan-
ation for the finding is that the frequency
with which some individuals engage in social
comparisons negatively affects their social
behaviors and is correlated with a loss in
social support.

Social support figures also may serve as
primary comparison targets. Patients with
rheumatoid arthritis report using close
others who are healthy as models for desired
levels of functioning55; similar processes
may be operating in patients with diabetes.
Identification with healthy social support
figures (i.e. individuals perceived as ‘‘better
off’’ than the self, or upward targets) may
provide inspiration or instruction, whereas
contrast against these individuals could
increase patient awareness of the limitations
or burden of their illness (e.g. ‘‘my sister can
eat whatever she wants, but I have to be so
restrictive’’56). To our knowledge, there has
been little direct investigation of social
comparisons with social support figures
among patients with type 2 diabetes. The
present findings suggest that such work
could improve upon our current under-
standing of barriers to chronic illness self-
management.

Practice implications

Opportunities to engage in social compari-
son are ubiquitous (e.g. friends and family
members, other patients in clinics or doc-
tors’ offices), and comparisons serve as a key
source of information for individuals with
type 2 diabetes.31,57 Comparisons that result
in negative self-perceptions (and consequent
negative affect) could intensify or maintain
overall depressed mood.58 The present find-
ings serve as preliminary evidence to suggest
that, for some patients, modifying one’s
response to comparisons might positively
influence affect, social functioning, and

thereby, physical health status. Existing
intervention techniques, such as encourage-
ment to focus on contrasting oneself against
‘‘worse off’’ others59 and challenges to one’s
negative interpretations of a comparison
(e.g., cognitive restructuring60), may be par-
ticularly useful for diabetes educators,
nurses, psychologists, and others who pro-
vide psychosocial intervention. Future work
that applies such approaches to type 2
diabetes and other chronic illnesses could
improve the effectiveness of existing
interventions.

Strengths, limitations, and future
directions

Primary strengths of this study include the
use of path and multiple mediation models
and a substantial sample size. The ratio of
cases to path model parameters was 24:1,
including covariates, which exceeds recom-
mended thresholds for simple models.61

Path analysis allows for tests of directional
relationships; in the present study, this
advantage allowed for specification of the
relationships of interest. The use of vali-
dated instruments to assess primary psycho-
social constructs, including social
comparison, social support, and depression,
represents an additional strength. These
methods may be easily replicated in future
research. Finally, the geographic heterogen-
eity of the sample (participants were from
eight different countries and numerous loca-
tions within the United States) enhances the
generalizability of the present findings.

The present study is limited by self-
selection and self-report biases. As noted,
participants were primarily Caucasian and
affluent, and thus do not represent the
broader population of individuals with
type 2 diabetes.1 For example, the preva-
lence and incidence of diabetes,62 as well as
the clinical presentation of depression,63

differ among racial and ethnic groups.
Accordingly, it is possible that relationships
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among glycemic control, social perceptions,
and depressive symptoms function differ-
ently in minority groups (or other samples
not captured in this study). This work thus
presents only the first step in extending our
understanding of the role of social factors in
type 2 diabetes. Future work should exam-
ine the generalizability of these findings to
minority and other samples, and explore the
potential role of social factors and/or pro-
cesses in understanding health disparities.

In addition, as all data were collected at a
single point in time, it is not possible to
make confident temporal nor causal infer-
ences, although the data are consistent with
some such interpretations. Alternative
explanations for the observed statistical
patterns cannot be ruled out. For instance,
it is possible that social comparison con-
founds the relationship between glycemic
control and depressive symptoms, rather
than mediates it. The primary predictor
(HbA1c) also was patient reported and not
corroborated in the lab/clinic. Although
efforts were made to capture HbA1c within
the past 6 months, there was heterogeneity
in the timing of participants’ most recent
HbA1c tests. As a result, these data must, of
course, be interpreted with caution, and
there is need to replicate the present findings
using objective and longitudinal methods.
Finally, reports of recent diabetes self-care
behaviors (e.g. frequency of self-monitoring,
exercise, diet) were not collected. Reports of
these behaviors may be a useful addition to
the proposed model. These limitations not-
withstanding, findings from this study pro-
vide evidence to support future work that
could employ objective, temporally sensitive
assessment of glycemic control.

Conclusions

Individuals with type 2 diabetes respond to
various aspects of their social environments.
This study demonstrates that, in addition to
the potential adverse influence of low

perceived social support, frequent engage-
ment in social comparison represents an
important pathway between glycemic con-
trol and depressive symptoms. In addition,
this study found evidence of a significant
pathway between social comparison and
perceived social support, providing further
justification for the inclusion of social com-
parison in frameworks for understanding
the social context of diabetes. Future
research should replicate and extend these
findings, with the ultimate goal of improving
future treatment efforts for those with type 2
diabetes.

Declaration of Conflicting Interests

The author(s) declared no potential conflicts of

interest with respect to the research, authorship,

and/or publication of this article.

Funding

The author(s) received no financial support for

the research, authorship, and/or publication of

this article.

References

1. Federation ID. Diabetes: The global burden, http://

www.idf.org/diabetesatlas/5e/the-global-burden

(accessed May 2013).

2. Gary TL, Crum RM, Cooper-Patrick L, et al.

Depressive symptoms and metabolic control in

African-Americans with type 2 diabetes. Diabetes

Care 2000; 23: 23–29.

3. Egede LE and Ellis C. Diabetes and depression:

Global perspectives. Diabetes Res Clin Pract 2010;

87: 302.

4. Egede LE, Ellis C and Grubaugh AL. The effect

of depression on self-care behaviors and qual-

ity of care in a national sample of adults

with diabetes. Gen Hosp Psychiatr 2009; 31:

422–427.

5. Katon W, Russo J, Lin E, et al. Diabetes and poor

disease control: Is comorbid depression associated

with poor medication adherence or lack of treat-

ment intensification? Psychosom Med 2009; 71:

965–972.

6. Lustman PJ and Clouse RE. Section III: Practical

considerations in the management of depression in

diabetes. Diabetes Spectr 2004; 17: 160–166.

Arigo et al. 41

 at DREXEL UNIV LIBRARIES on January 21, 2016chi.sagepub.comDownloaded from 

http://chi.sagepub.com/


7. Zhang X, Norris SL, Gregg EW, et al. Depressive

symptoms and mortality among persons with and

without diabetes. Am J Epidemiol 2005; 161:

652–660.

8. Egede LE. Effect of comorbid chronic diseases on

prevalence and odds of depression in adults with

diabetes. Psychosom Med 2005; 67: 46–51.

9. Goldney RD, Phillips PJ, Fisher LJ, et al.

Diabetes, depression, and quality of life: a popu-

lation study. Diabetes Care 2004; 27: 1066–1070.

10. Nezu A, Raggio G, Evans A, et al.. Diabetes

mellitus. In: Nezu A, Nezu CM, Geller P, et al.

(eds) Handbook of psychology, health psychology,

2nd ed. Wiley: Hoboken, NJ, 2013.

11. Ismail K, Winkley K and Rabe-Hesketh S.

Systematic review and meta-analysis of rando-

mised controlled trials of psychological interven-

tions to improve glycaemic control in patients with

type 2 diabetes. Lancet 2004; 363: 1589–1597.

12. Norris SL, Engelgau MM and Narayan KV.

Effectiveness of self-management training in type 2

diabetes: A systematic review of randomized

controlled trials. Diabetes Care 2001; 24: 561–587.

13. De Groot M, Kushnick M, Doyle T, et al.

Depression among adults with diabetes:

Prevalence, impact, and treatment options.

Diabetes Spectr 2010; 23: 15–18.

14. Hermans RC, Larsen JK, Lochbuehler K, et al.

The power of social influence over food intake:

Examining the effects of attentional bias and

impulsivity. Br J Nutr 2012; 109: 1.

15. McFerran B, Dahl DW, Fitzsimons GJ, et al. I’ll

have what she’s having: Effects of social influence

and body type on the food choices of others. J

Consum Res 2010; 36: 915–929.

16. Leahey TM, Crane MM, Pinto AM, et al. Effect of

teammates on changes in physical activity in a

statewide campaign. Preventive Med 2010; 51:

45–49.

17. Irwin BC, Scorniaenchi J, Kerr NL, et al. Aerobic

exercise is promoted when individual performance

affects the group: A test of the Kohler motivation

gain effect. Ann Behav Med 2012; 44: 151–159.

18. Christakis NA and Fowler JH. The spread of

obesity in a large social network over 32 years. N

Engl J Med 2007; 357: 370–379.

19. Fowler JH, Christakis NA, Steptoe A and Roux D.

Dynamic spread of happiness in a large social

network: longitudinal analysis of the Framingham

Heart Study social network. Br Med J 2009; 338:

23–27.

20. Song Y, Song H, Han H, et al. Unmet needs for

social support and effects on diabetes self-care

activities in Korean Americans with type 2 dia-

betes. Diabetes Educ 2012; 38: 77–85.

21. Tang TS, Brown MB, Funnell MM, et al. Social

support, quality of life, and self-care behaviors

among African Americans with type 2 diabetes.

Diabetes Educ 2008; 34: 266–276.

22. White NE, Richter JM and Fry C. Coping, social

support, and adaptation to chronic illness. West J

Nurs Res 1992; 14: 211–224.

23. Littlefield CH, Rodin GM, Murray MA, et al.

Influence of functional impairment and social

support on depressive symptoms in persons with

diabetes. Health Psychol 1990; 9: 737.

24. Strom JL and Egede LE. The impact of social

support on outcomes in adult patients with type 2

diabetes: A systematic review. Curr Diabetes Rep

2012; 12: 769–781.

25. Festinger L. A theory of social comparison

processes. Human Relat 1954; 7: 117–140.

26. Wheeler L and Miyake K. Social comparison in

everyday life. J Pers Soc Psychol 1992; 62: 760.

27. Devellis RF, Blalock SJ, Holt K, et al. Arthritis

patients’ reactions to unavoidable social compari-

sons. Pers Soc Psychol Bull 1991; 17: 392–399.

28. Bennenbroek FT, Buunk BP, Van der zee KI, et al.

Social comparison and patient information: What

do cancer patients want? Patient Educ Couns 2002;

47: 5–12.

29. Arigo D, Suls JM and Smyth JM. Social compar-

isons and chronic illness: research synthesis and

clinical implications. Health Psychol Rev 2014; 8:

154–214.

30. Association AD. Standards of medical care in

diabetes—2012. Diabetes Care 2012; 35: S11–S63.

31. Gorawara-Bhat R, Huang ES and Chin MH.

Communicating with older diabetes patients: Self-

management and social comparison. Patient Educ

Couns 2008; 72: 411–417.

32. Schokker MC, Keers JC, Bouma J, et al. The

impact of social comparison information on

motivation in patients with diabetes as a function

of regulatory focus and self-efficacy. Health

Psychol 2010; 29: 438.

33. Arigo D and Smyth JM. The impact of social

comparisons on motivation for self-care among

individuals with type 2 diabetes. Psychosomatic

Medicine 2013; 75: A73–A74.

34. American Diabetes Association. Standards of

medical care in diabetes–2012. Diabetes Care 2012;

35: S11.

35. Gibbons FX and Buunk BP. Individual differences

in social comparison: Development of a scale of

social comparison orientation. J Pers Soc Psychol

1999; 76: 129–142.

36. Vaux A, Phillips J, Holly L, et al. The social

support appraisals (SS-A) scale: Studies of reli-

ability and validity. Am J Commun Psychol 1986;

14: 195–218.

42 Chronic Illness 11(1)

 at DREXEL UNIV LIBRARIES on January 21, 2016chi.sagepub.comDownloaded from 

http://chi.sagepub.com/


37. Zimet GD, Dahlem NW, Zimet SG, et al. The

multidimensional scale of perceived social support.

J Pers Assess 1988; 52: 30–41.

38. Procidano ME and Heller K. Measures of per-

ceived social support from friends and from family:

Three validation studies. Am J Commun Psychol

1983; 11: 1–24.

39. Norris FH and Kaniasty K. Received and per-

ceived social support in times of stress: a test of the

social support deterioration deterrence model.

J Pers Soc Psychol 1996; 71: 498.

40. Yang Y. How does functional disability affect

depressive symptoms in late life? The role of

perceived social support and psychological

resources. J Health Soc Behav 2006; 47: 355–372.

41. Radloff LS. The CES-D scale A self-report

depression scale for research in the general popu-

lation. Appl Psychol Meas 1977; 1: 385–401.

42. Devins GM, Orme CM, Costello CG, et al.

Measuring depressive symptoms in illness popula-

tions: Psychometric properties of the Center for

Epidemiologic Studies Depression (CES-D) scale.

Psychol Health 1988; 2: 139–156.

43. Preacher KJ and Hayes AF. Asymptotic and

resampling strategies for assessing and comparing

indirect effects in multiple mediator models. Behav

Res Methods 2008; 40: 879–891.

44. Fortmann AL, Gallo LC and Philis-Tsimikas A.

Glycemic control among Latinos with type 2

diabetes: The role of social-environmental support

resources. Health Psychol 2011; 30: 251.

45. Franciosi M, Pellegrini F, De Berardis G, et al.

The impact of blood glucose self-monitoring on

metabolic control and quality of life in type 2

diabetic patients: an urgent need for better educa-

tional strategies. Diabetes Care 2001; 24:

1870–1877.

46. Kiley DJ, Lam CS and Pollak R. A study of

treatment compliance following kidney trans-

plantation. Transplantation 1993; 55: 51.

47. Nasser E and Overholser J. Recovery from major

depression: The role of support from family,

friends, and spiritual beliefs. Acta Psychiatr Scand

2005; 111: 125–132.

48. McKellar JD, Humphreys K and Piette JD.

Depression increases diabetes symptoms by com-

plicating patients’ self-care adherence. Diabetes

Educ 2004; 30: 485–492.

49. Lustman PJ and Clouse RE. Depression in diabetic

patients: the relationship between mood and gly-

cemic control. J Diabetes Complicat 2005; 19:

113–122.

50. Ibarra-Rovillard M and Kuiper NA. Social sup-

port and social negativity findings in depression:

Perceived responsiveness to basic psychological

needs. Clin Psychol Rev 2011; 31: 342–352.

51. Vanderzee K, Buunk B and Sanderman R. The

relationship between social comparison processes

and personality. Pers Indiv Diff 1996; 20: 551–565.

52. Buunk BP, Collins RL, Taylor SE, et al. The

affective consequences of social comparison:

Either direction has its ups and downs. J Pers Soc

Psychol 1990; 59: 1238–1249.

53. Hemphill KJ and Lehman DR. Social comparisons

and their affective consequences: The importance

of comparison dimension and individual difference

variables. J Soc Clin Psychol 1991; 10: 372–394.
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