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Abstract 

Background. Self-monitoring of blood glucose helps people with type 1 diabetes to maintain 

glycaemic control and reduce the risk of complications. However, adherence to blood glucose 

monitoring is often suboptimal. Purpose. Like many health behaviours, self-monitoring of 

blood glucose involves exerting effort in the present in order to achieve future benefits. As 

such, the present research explored whether individual differences in time perspective – 

specifically, the extent to which people have a balanced time perspective – are associated 

with the frequency with which people with type 1 diabetes monitor their blood glucose and, 

thus, maintain glycaemic control. Methods. Adults with type 1 diabetes completed measures 

of time perspective, feelings associated with monitoring, attitudes toward monitoring, and 

trait self-control. Objective data regarding the frequency with which participants monitored 

their blood glucose levels and their long-term glycaemic control was extracted from their 

medical records. Results. Hierarchical regression analyses and tests of indirect effects (N = 

129) indicated that having a more balanced time perspective was associated with more 

frequent monitoring of blood glucose, and as a result, better glycaemic control. Further 

analyses (N =158) also indicated that there was an indirect relationship between balanced 

time perspective and monitoring of blood glucose via the feelings that participants associated 

with monitoring and their subsequent attitudes toward monitoring. Conclusions. These 

findings point to the importance and relevance of time perspective for understanding health-

related behaviour and may help to inform interventions designed to promote self-monitoring 

of blood glucose in people with type 1 diabetes.  

 

Keywords: Type 1 diabetes, balanced time perspective, self-monitoring of blood glucose, 

glycaemic control, HbA1c levels 
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The Relationship between Time Perspective and Self-Monitoring of Blood Glucose among 

people with Type 1 Diabetes 

Diabetes Mellitus is a group of metabolic disorders that are characterised by an excess 

of glucose circulating in the blood stream, known as hyperglycaemia. Type 1 diabetes 

accounts for approximately 5 to 10% of cases of diabetes [1] and occurs due to the 

destruction of insulin-producing cells that impairs the body’s ability to metabolise glucose. 

The management of type 1 diabetes is directed toward maintaining healthy blood glucose 

levels in order to reduce the risk of microvascular complications (e.g., damage to the eyes, 

kidneys, and nervous system) and macrovascular complications (e.g., heart attack, heart 

failure, and strokes), that can have serious and life-debilitating consequences, including loss 

of vision, limb amputation, and premature death [2, 3].  

Self-monitoring of blood glucose has been identified as a key strategy in maintaining 

glycaemic control [4]. Obtaining reliable information about glycaemic variations enables the 

individual and their healthcare providers to make informed adjustments to their therapeutic 

regime (e.g., diet, exercise, insulin dosage [5]). Indeed, numerous studies have shown that 

frequent monitoring of blood glucose (i.e., three to four times daily) is associated with 

reductions in glycated haemoglobin (HbA1c; a measure of long-term glycaemic control) and 

improved health outcomes [6, 7]. However, despite clear recommendations and the potential 

benefits, adherence to blood glucose monitoring is often suboptimal, with studies suggesting 

that 21% of adults never engage in glucose monitoring [8] and 60% monitor less frequently 

than recommended [9]. As such, identifying factors that are associated with adherence to 

glucose monitoring has become a focal point of research [10]. 

Factors associated with Self-Monitoring of Blood Glucose  

Previous research has demonstrated that demographic factors (e.g., older age, male 

gender, ethnic minority, low socioeconomic status, and lower levels of education) and 
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biomedical factors (e.g., longer time since diabetes diagnosis and less intensive treatment 

regimens) are associated with less frequent monitoring of blood glucose [9, 10]. However, 

researchers have recently highlighted the importance of identifying psychological factors 

(e.g., locus of control and compensatory beliefs [11]) that can help to understand self-

management behaviours in diabetes, especially as such research could inform health 

education and interventions designed to promote adherence [12]. 

Many psychological models of health behaviour suggest that the extent to which a 

person values future benefits over more immediate benefits or costs is an important 

determinant of health behaviour [13]. For example, the possible benefits of regularly 

monitoring blood glucose (e.g., lower likelihood of kidney failure, stroke, and heart attack) 

may not come to fruition for many years, while at the same time monitoring blood glucose 

may involve short-term costs (e.g., inconvenience, discomfort, difficulty, or fear of a “bad” 

monitoring result). Furthermore, it has been suggested that some people are motivated to 

avoid monitoring their blood glucose as it serves as a reminder of their diabetes diagnosis 

[14]. Thus, while some individuals may value their future health and will take steps to ensure 

it, others may discount their future health in favour of more immediate benefits or to avoid 

short-term costs. The present research therefore suggests that time perspective may be 

associated with the extent to which people monitor their blood glucose. 

Time Perspective 

Time perspective refers to cognitive and affective biases that people have for the past, 

present, and / or future, and has been found to motivate and influence behaviour [15]. 

According to Zimbardo and Boyd [15], there are five time perspectives: (i) Past-negative, 

reflecting an adverse view of the past, (ii) past-positive, reflecting a warm and sentimental 

view of the past, (iii) present-hedonistic, reflecting a pleasure-seeking attitude toward life, 

(iv) present-fatalistic, reflecting the belief that much of life is determined by fate, and (v) 
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future time perspective, reflecting a greater consideration of the effects of current actions on 

future outcomes. Previous research has indicated that specific time perspectives are 

associated with specific health behaviours (for a review, see [16]), including the health 

behaviours of people with diabetes. For example, studies have shown that a future time 

perspective is associated with more adaptive behaviours, such as medication adherence [17], 

weight management behaviours (e.g., eating less fatty foods and engaging in more physical 

activity [18]), and stronger intentions to attend a diabetes screening appointment [19]. 

Although this evidence seems to suggest that having a future time perspective is 

beneficial for engaging in health-protective behaviours, researchers have also argued that 

focusing on one time perspective, while excluding others, can be detrimental [20]. For 

example, while having a future time perspective may encourage people to set goals for the 

future (e.g., to achieve long-term glycaemic control), it would be difficult for an individual to 

form plans in order to achieve these goals without using information from the past (e.g., past 

knowledge of how certain foods influence their blood glucose levels) or the present (e.g., 

information obtained from monitoring their blood glucose). As such, it has been suggested 

that having a balanced time perspective is most beneficial, where people are able to draw 

from multiple timeframes and switch flexibly between them in order to meet situational 

demands and achieve their goals [21, 22]. Interestingly, however, although differences in a 

balanced time perspective have been explored in relation to psychological well-being (e.g., 

happiness and life satisfaction [23]), very little research has explored the relationship between 

balanced time perspective and specific health behaviours. Given the importance of blood 

glucose monitoring for managing the symptoms of type 1 diabetes and promoting future 

health, the present research explored whether individual differences in a balanced time 

perspective was associated with the frequency with which participants monitored their blood 

glucose, and thus, achieved long-term glycaemic control. 
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Why might a Balanced Time Perspective be associated with Blood Glucose Monitoring? 

There are several reasons to think that differences in the extent to which people have a 

balanced time perspective may be associated with the frequency with which they monitor 

their blood glucose levels. First, empirical research has indicated that having a more balanced 

time perspective is associated with higher levels of positive affect (e.g., the extent to which 

people tend to feel excited and determined) and lower levels of negative affect (e.g., the 

extent to which people tend to feel scared and ashamed [23]). Therefore, individuals with a 

more balanced time perspective may associate more positive feelings with monitoring (e.g., 

monitoring their blood glucose makes them feel relaxed and reassured) and so monitor more 

frequently as a result. Second, having a more balanced time perspective may be associated 

with people’s attitudes toward monitoring their blood glucose. Specifically, individuals with 

a more balanced time perspective may consider monitoring to be more beneficial and 

worthwhile for their future health (i.e., they have more positive attitudes toward monitoring) 

and so monitor more frequently as a result. Additionally, given that past research has 

highlighted that people’s feelings toward a particular behaviour (or the emotions that they 

associate with performing the behaviour) can influence their subsequent attitudes toward that 

behaviour (for a review, see [24]), it also seems likely that feelings and attitudes are related, 

such that positive feelings toward monitoring promote positive attitudes toward monitoring 

(i.e., these mediators may occur sequentially).  

Finally, previous research has demonstrated that having a more balanced time 

perspective is associated with greater self-control ability [25]. Furthermore, greater self-

control ability has been found to be associated with better glycaemic control in adolescents 

with type 1 diabetes [26]. Therefore, there may be an indirect relationship between balanced 

time perspective and blood glucose monitoring via self-control ability. In light of these 

considerations, the present research will explore three possible mediators of the relationship 
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between a balanced time perspective and the frequency of blood glucose monitoring: (i) The 

feelings that people associate with monitoring, (ii) people’s attitudes toward monitoring, and 

(iii) self-control ability.  

The Present Research 

People with type 1 diabetes need to self-monitor their blood glucose in order to 

maintain glycaemic control and reduce the risk of future health complications. The present 

research proposes that differences in people’s time perspective and, specifically, differences 

in the extent to which people hold a balanced time perspective, may be associated with the 

frequency with which people with type 1 diabetes monitor their blood glucose, and thus, 

achieve long-term glycaemic control. A second aim of the present research was to explore 

potential reasons why balanced time perspective may be associated with self-monitoring. 

Specifically, the following hypotheses were tested: 

Hypothesis 1: A more balanced time perspective will be associated with more frequent 

self-monitoring of blood glucose and, as a consequence, lower HbA1c levels, indicating 

better long-term glycaemic control.  

Hypothesis 2: The feelings that people associate with monitoring, their attitudes toward 

monitoring, and their self-control ability, will mediate the relationship between the extent 

to which people hold a balanced time perspective and the frequency with which people 

self-monitor their blood glucose levels. 

Method 

Study Setting and Recruitment 

The study was conducted in collaboration with the Adult Diabetes Outpatient Clinics 

at Sheffield Teaching Hospitals NHS Foundation Trust in the UK. This Trust has two 

diabetes centres, based at the Royal Hallamshire Hospital and the Northern General Hospital. 

Potential participants were identified by nurse specialists, clinicians, and research 
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coordinators at these diabetes centres. To be eligible to participate, individuals needed to be 

aged 18 or over, have had a diagnosis of type 1 diabetes for at least 12 months (as assessed by 

the date on which they were clinically diagnosed), and have access to an electronic glucose 

meter to monitor their blood glucose. 

Eligible participants were provided with a recruitment pack that contained a letter of 

invite, an information sheet, a consent form, a questionnaire, and a stamped addressed 

envelope. This information was either sent to eligible participants via post, or it was given to 

them when they attended an appointment at the clinic. Participants were able to decide 

whether they would like to complete a paper copy of the consent form and questionnaire, or 

whether they would prefer to provide this information online via the survey software, 

Qualtrics (https://www.qualtrics.com/). Participants who chose to complete a paper copy of 

the questionnaire were asked to return this, along with their consent form, using the envelope 

provided. Participants did not receive any incentives for taking part in this research. 

Between April 2016 and January 2017, 779 postal questionnaires were distributed. Of 

those contacted, 165 (21%) agreed to participate. A further 74 participants were approached 

at the diabetes outpatient clinics and 22 (30%) agreed to take part. Four participants (2%) 

were removed from the analyses because they did not meet the inclusion criteria (i.e., they 

did not have a diagnosis of type 1 diabetes), resulting in a final sample of 183 participants.  

Participant Characteristics 

Table 1 displays the demographic and biomedical characteristics of the sample. 

Participants were aged between 18 and 88 years (M = 49.95; SD = 17.18). Approximately one 

half of the sample were female (49%) and the majority were White British (97%). An Index 

of Multiple Deprivation (IMD) score was calculated using postcode data. The English IMD 

ranks every postcode area in England from the most deprived area (ranked 1) to the least 

deprived area (ranked 32,844). Due to this wide range, ranks were divided by 1,000 for ease 
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of comprehension. The mean IMD for the present sample was 18.01 (SD = 98.00) which is 

slightly higher than the overall mean rank for England (16.42), suggesting that the sample 

was, on average, marginally more deprived than the population of England as a whole. 

Participants were, on average, 21 years post diagnosis at the time that they completed the 

study (SD = 15.99; range: 1 to 73 years). The mean HbA1c for the sample was 63 mmol/mol 

(SD = 14.71), which is higher than the recommended value (≤ 48 mmol/mol; [27]), indicating 

that the sample tended to have difficulties controlling their blood glucose levels. The mean 

HbA1c level for the current sample was also compared to the mean HbA1c level for other 

patients with Type 1 diabetes under the care of Sheffield Teaching Hospitals. Research co-

ordinators at these diabetes centres identified 1,437 patients who matched our inclusion 

criteria (i.e., had Type 1 diabetes for longer than 12 months and were aged 18 or over). The 

average HbA1c level for this patient group was 68.4 mmol/mol, which is slightly higher (d = 

0.37) than the average HbA1c level for our sample (i.e., 62.99 mmol/mol). Although this 

suggests that our sample tended to have difficulties controlling their blood glucose, they had 

slightly better glycaemic control than the average patient under the care of Sheffield 

Teaching Hospitals.  

Design and Procedure 

The study employed a cross-sectional design in which participants were asked to 

complete measures of time perspective, the feelings that they associate with monitoring their 

blood glucose levels, their attitudes toward monitoring their blood glucose, and their ability 

to exert self-control. Permission was also obtained for the research team to access 

participants’ Diasend database and medical records in order to extract information regarding 

the frequency with which they monitored their blood glucose levels and their long-term 

glycaemic control (i.e., their HbA1c level). The study was presented to participants as an 

investigation into the factors that influence blood glucose monitoring and glycaemic control; 
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however, no details were provided on the specific factors of interest or how they might relate 

to these outcomes.  

Measures 

Demographics. The following demographic information was collected from 

participants: Date of birth, gender, ethnicity, country of birth, postcode, occupation, 

employment status, and level of education. Participants were also asked to indicate whether 

they had participated in the Dose Adjustment for Normal Eating (DAFNE) training course. 

This course is offered to adults with type 1 diabetes across the UK and provides formal 

training on how to adjust insulin doses according to diet (e.g., carbohydrate intake) and 

lifestyle (e.g., amount of exercise). The course trains attendees to monitor their blood glucose 

levels before each meal in order to guide the calculation of their insulin dose. 

Time perspective. Time perspective was measured using Zimbardo’s Time 

Perspective Inventory (ZTPI; [15]). This measure contains 56-items that assess five 

dimensions of time perspective; (i) past-positive (e.g., “It gives me pleasure to think about 

my past”), (ii) past-negative (e.g., “I often think of what I should have done differently in my 

life”), (iii) present-fatalistic (e.g., “It doesn’t make sense to worry about the future, since 

there is nothing I can do about it anyway”), (iv) present-hedonistic (e.g., “I find myself 

getting swept up in the excitement of the moment”), and (v) future (e.g., “I am able to resist 

temptations when I know there is work to be done”). Participants are asked to respond to each 

of the items on a 5-point Likert scale, anchored by ‘very untrue of me’ to ‘very true of me’. 

Cronbach’s alpha suggested that each subscale was internally reliable: Past-positive (α = .75); 

past-negative (α = .86), present-fatalistic (α = .72), present-hedonistic (α = .80), and future (α 

= .80). In order to measure a balanced time perspective, we first computed a deviation from a 

balanced time perspective (DBTP) score [25] by subtracting participants’ scores for each 
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subscale from the “optimal” score, as specified by Zimbardo and Boyd [28]. This measure 

was then reverse-scored so that higher scores indicated a more balanced time perspective. 

Affect associated with self-monitoring blood glucose. How participants typically 

feel when they self-monitor their blood glucose was measured using the stem “Monitoring 

my blood glucose makes me feel…”, followed by 8 items: Guilty, bad about myself, good 

about myself, relaxed, disappointed, at ease, anxious, and reassured. These items were 

devised for the purpose of this study and were informed by the literature and attendance at a 

DAFNE training course. Items were rated on a 5-point Likert scale ranging from ‘strongly 

disagree’ to ‘strongly agree’. Negative items were reverse coded so that higher scores 

indicated that participants associated monitoring with more positive affect (α = .86).  

Attitudes toward self-monitoring blood glucose. Participants’ attitudes toward 

monitoring were measured with the stem “I think that monitoring my blood glucose every 

time that I am supposed to is…” followed by six bipolar adjectives rated on a 5-point scale: 

‘Important – unimportant’, ‘easy – difficult’, ‘harmful – beneficial’, ‘worthwhile – pointless’, 

‘unpleasant –  pleasant’, and ‘wise – foolish’. After reverse coding negative items, the items 

were averaged such that higher scores indicated that participants held more positive attitudes 

toward self-monitoring their blood glucose levels (α = .77). We also measured the extent to 

which participants found their current monitoring regime effective, convenient, and intrusive 

using the Glucose Monitoring Experiences Questionnaire (GME-Q; [29]); however, none of 

these subscales mediated the relationship between balance time perspective and the frequency 

with which participants monitored their blood glucose (see Electronic Supplementary 

Material 1). 

Self-control. Trait self-control was assessed using the 13-item Brief Self-Control 

Scale (BSCS; [30]). Previous studies have demonstrated that the BSCS is a valid measure of 

self-control [e.g., 30] and it has been found to be associated with glycaemic control in 
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individuals with type 1 diabetes [26]. Example items include: “I am good at resisting 

temptation” and “I often act without thinking through all the alternatives”. Items were rated 

on a 5-point Likert scale, anchored by ‘not at all’ to ‘very much’. After reverse scoring 

negative items, items were averaged such that higher scores reflected greater levels of trait 

self-control (α = .77). 

Clinical Outcomes  

Biomedical information. The following information was collected from participants’ 

medical records: Time since diabetes diagnosis, name of consultant in charge of care, and 

current insulin regime (e.g., frequency of injections, insulin types, and doses). 

Frequency of blood glucose monitoring. The frequency with which participants 

monitored their blood glucose was measured using Diasend® software 

(https://diasend.com//en). Diasend is a system for recording information from electronic 

blood glucose meters, including the value, date, and time of each measurement. This 

information is uploaded by patients or their healthcare providers to a secure online database. 

To account for any effects of participation in the research on the frequency with which 

participants monitored their blood glucose, this data was extracted for three separate weeks: 

(i) the week prior to when participants completed the questionnaire (or nearest available 

date), (ii) the week when participants completed the questionnaire, and (iii) the week after the 

questionnaire was completed (or nearest available date). A one-way repeated measures 

ANOVA was conducted to test whether there were differences in the frequency with which 

participants monitored their blood glucose between these weeks. Mauchly’s test of sphericity 

indicated that the assumption of sphericity had been violated (χ2 (2) = 9.31, p = .010), and 

therefore the degrees of freedom were corrected using the Huynh-Feldt estimate of sphericity 

(ε = .90). There were no differences in the frequency with which participants monitored their 

blood glucose according to the week that the data was extracted, F(1.81, 117.44) = 1.68, p = 
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.193; Time 1: M = 28.55, SD = 12.99; Time 2: M = 29.71, SD = 13.70; Time 3: M = 28.35, 

SD = 13.55. This confirms that participating in the study did not influence the frequency with 

which participants monitored their blood glucose. If no data was available within a year of 

the date required, then the data was recorded as missing. The number of times that 

participants monitored their blood glucose in each of these weeks (where available) was 

averaged to provide an objective measure of the frequency with which participants self-

monitored their blood glucose during the study period.  

Participants also reported how often they monitored their blood glucose each week 

using a single item: “On average, how many times a week do you monitor your blood 

glucose?” If participants provided a range (e.g., 25 to 30), then the median value was 

recorded. There was a high correlation between the data extracted from the Diasend software 

and the self-reported frequency with which participants monitored their blood glucose (r = 

.75; see Table 3). As such, to reduce missing data in these variables (Nmissing = 45 and 5 for 

the objective and self-report measures, respectively) and to ensure sufficient power for 

subsequent analyses, a composite measure was created. That is, when data was available for 

both of these measures, an average was taken, otherwise scores were based on either the 

objective or self-reported data depending on which was available.  

Long-term glycaemic control. Medical records were reviewed to extract 

participants’ most recent HbA1c level. HbA1c is a measure of glycosylated haemoglobin that 

reflects overall blood glucose levels over the previous 6 to 8 weeks [31]. Previous research 

has demonstrated a strong relationship between high levels of HbA1c and complications [2] 

and, as such, HbA1c is considered to be the ‘gold standard’ measure of long-term glycaemic 

control [32]. HbA1c levels are measured in mmol/mol, with levels exceeding 48 mmol/mol 

reflecting difficulties controlling blood glucose levels [27]. The HbA1c reading that most 

closely corresponded to the date that the participant completed the questionnaire was 
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extracted from participants’ medical records. If a participants’ HbA1c level had not been 

tested within a year of the date that the questionnaire was completed, then it was recorded as 

missing.  

Analytic Strategy 

The aim of the present research was to investigate whether individual differences in a 

balanced time perspective are associated with the frequency with which people with type 1 

diabetes monitor their blood glucose levels and, as a result, maintain glycaemic control. To 

address these questions, the data was analysed in three stages. First, the relationships between 

the demographic factors (e.g., age, gender, ethnicity) and biomedical factors (e.g., time since 

diagnosis) and the outcome variables (i.e., frequency of self-monitoring of blood glucose and 

HbA1c levels) were explored using correlations, t-tests, and ANOVAs as appropriate. When 

significant relationships between these factors and the outcome variables were found, the 

relevant factors were controlled for in subsequent analyses. Second, hierarchical regression 

analyses were conducted, with balanced time perspective as the independent variable (entered 

in Step 2) and the frequency of blood glucose monitoring or HbA1c level as the dependent 

variables, controlling for any covariates identified in the first step of the analyses (entered in 

Step 1). These analyses were conducted using SPSS version 23 [33]. Finally, a series of 

mediation models were conducted using PROCESS [34]. These models explored (i) whether 

the relationship between balanced time perspective and long-term glycaemic control was 

mediated by the frequency with which participants monitored their blood glucose and (ii) 

whether the relationship between balanced time perspective and self-monitoring of blood 

glucose was mediated by the feelings that participants’ associated with monitoring, their 

attitudes towards monitoring, and/or their self-control ability. In all of the mediation models, 

the indirect effect was tested using a bootstrap estimation approach with 10,000 resamples. 

Confidence intervals excluding zero were considered statistically significant at the p < 0.05 
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level. All of the analyses used the composite measure of the frequency with which 

participants monitored their blood glucose to reduce missing data and increase the statistical 

power of these analyses. 

Additional analyses were also conducted to explore the relationship between the 

individual dimensions of time perspective and the outcome variables (i.e., frequency of self-

monitoring of blood glucose and HbA1c levels), to permit comparison with previous studies 

that have focused on these variables. These analyses are not reported here, but can be found 

in Electronic Supplementary Material 2. 

Results 

Preliminary analyses 

Preliminary analyses were conducted to establish whether the data met the statistical 

assumptions for the analyses outlined above. These analyses revealed the presence of outliers. 

Specifically, an analysis of standardised residuals indicated that four participants had outlying 

values (i.e., z-scores greater than +/- 3.29 standard deviations from the mean) on the measure 

of the frequency of self-monitoring of blood glucose and one participant had an outlying 

HbA1c value. As such, these participants were removed from subsequent analyses involving 

these variables. The means, standard deviations, and range for the key study variables 

(excluding the outliers identified above) are presented in Table 2. 

Identification of covariates 

We measured a number of demographic and biomedical factors that have previously 

been found to be associated with the frequency with which people monitor their blood 

glucose levels. However, to avoid reducing the statistical power of our main analyses, our 

decision as to which of the covariates to include in our analyses was determined by 

identifying the demographic and biomedical factors that have significant relationships with 

the outcome variables in the current sample. The correlations between the study variables are 
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presented in Table 3. Neither age, time since diabetes diagnosis, nor index of multiple 

deprivation scores were significantly associated with the frequency with which participants 

self-monitored their blood glucose or HbA1c levels (ps > .05). Thus, these factors were not 

controlled for in later analyses. Independent t-tests indicated that gender was not significantly 

associated with either the frequency of blood glucose monitoring or HbA1c values (p’s > .05). 

However, there was a significant difference in the frequency of monitoring blood glucose 

between participants who had attended a DAFNE course and those who had not, t(174) = -

3.49, p = .001. As might be expected, participants who had attended a DAFNE course tended 

to monitor their blood glucose levels more frequently (M = 30.91; SD = 12.70) than those 

who had not attended (M = 23.75; SD = 12.21). Thus, whether participants had attended a 

DAFNE course was controlled for in analyses exploring the relationship between time 

perspective and the frequency with which participants monitored their blood glucose levels. 

There was no difference in HbA1c levels as a function of DAFNE attendance, t(46.24) = -

0.10, p = .925, and so DAFNE attendance was not controlled in the analyses focusing on 

HbA1c levels. 

Two ANOVAs were conducted to examine whether participants’ level of education or 

employment status influenced the outcome variables. Given that some levels of these 

variables contained just a small number of participants (e.g., only 3 participants reported 

having no formal education, see Table 1), some of the groups were combined in order to 

reduce unequal group sizes and to ensure that post hoc tests could be conducted if required. 

Specifically, for level of education, the lowest two levels (i.e., ‘no formal education’ and 

‘primary education’) were combined, as were the upper two levels (i.e., ‘postgraduate degree’ 

and ‘PhD/ doctorate’). For employment status, the groups ‘unemployed’ and ‘unable to work’ 

were combined, and the group ‘other’, which only contained three observations, was 

excluded. The analyses indicated that there were no differences in HbA1c levels according to 
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level of education or employment status (p’s > .05). Similarly, there was no difference in the 

frequency with which participants self-monitored their blood glucose levels according to 

employment status, F(4,151) = 1.78, p = .136. There was, however, a significant difference in 

the frequency with which participants monitored their blood glucose according to their level 

of education, F(4, 151) = 3.42, p = .010. Post hoc tests revealed that participants who had 

completed secondary education (i.e., up to GCSE level) monitored their blood glucose more 

frequently (M = 33.15, SE = 2.19) than those who had completed college/ sixth form (i.e., up 

to A-level; M = 24.37, SE = 2.16, p = .038). Thus, level of education was controlled for in 

analyses exploring the relationship between balanced time perspective and the frequency with 

which participants monitored their blood glucose. As the sample in this study were 

predominantly White British (97.3%) and from the UK (90.7%), differences in ethnicity and 

country of birth could not be explored. Finally, given that our sample was recruited using two 

different methods (i.e., via postal questionnaires or approached in clinic) independent t-tests 

and chi-squared tests were conducted to explore whether the demographics, biomedical 

factors, or the outcome measures varied according to how participants were recruited. These 

analyses revealed that none of the variables differed according to how the sample was 

recruited (ps > .05), and therefore, the method of recruitment was not considered further. 

Is a balanced time perspective associated with (i) the frequency of blood glucose 

monitoring and (ii) long-term glycaemic control?  

The correlation between balanced time perspective and the frequency of blood 

glucose monitoring was small and not statistically significant (r = 0.14; p = .066); as was the 

correlation between balanced time perspective and HbA1c levels (r = -0.08; p = .365; see 

Table 3). However, given that our earlier analyses indicated that whether participants had 

attended a DAFNE course and their level of education were significantly associated with the 

frequency with which they monitored their blood glucose, further tests of these relationships 
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were conducted as planned, using hierarchical regression and mediation analyses. These 

analyses provide a better estimate of the relationship between balanced time perspective and 

the frequency with which people with Type 1 diabetes monitor their blood glucose and HbA1c 

levels as they enable us to control for these confounding factors.  

Frequency of self-monitoring blood glucose levels. Participants’ level of education 

and whether they had attended a DAFNE course were entered into Step 1 of a hierarchical 

regression and explained 8% of the variance in the frequency with which participants 

monitored their blood glucose levels (R2 = .08, adj.R2 = .07, F(2, 159) = 6.66, p = .002). 

Inspection of the beta weights revealed that, while attendance on a DAFNE course was a 

significant predictor (β = 0.28, p < .001), level of education was not (β = -0.07, p = .391). The 

addition of the variable representing a balanced time perspective in Step 2 led to a significant 

increase in the variance explained in the frequency with which participants self-monitored 

their blood glucose levels (R2
change = .03, Fchange(1, 158) = 4.97, p = .027). The beta weight 

indicated that balanced time perspective was positively associated with monitoring (β = 0.18, 

p = .027). This suggests that the more balanced a participant’s time perspective, the more 

frequently they monitored their blood glucose levels. In the final model, the variables 

explained 11% of the variance in the frequency with which participants self-monitored their 

blood glucose levels, F(3, 158) = 6.21, p = .001, with DAFNE course attendance and a 

balanced time perspective both emerging as significant, independent predictors. 

Long-term glycaemic control. In order to explore whether a balanced time 

perspective predicted long-term glycaemic control, a second regression analysis was 

conducted with participants’ HbA1c levels as the dependent variable and balanced time 

perspective as the independent variable. We did not control for DAFNE course attendance or 

level of education, as our initial analyses suggested that these factors were not associated 

with HbA1c levels. This regression analysis indicated that a balanced time perspective was not 
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a significant, direct predictor of participants’ long-term glycaemic control, F(1, 134) = 1.01, p 

= .317, β = -0.09, p = .317. 

Does self-monitoring of blood glucose mediate the relationship between balanced time 

perspective and long-term glycaemic control? 

A mediation analysis was conducted to explore whether there was an indirect 

relationship between balanced time perspective and HbA1c levels, via the frequency with 

which participants monitored their blood glucose. As before, we controlled for whether 

participants had attended a DAFNE course and their level of education. As can be seen in 

Figure 1, a balanced time perspective was positively associated with the frequency with 

which participants monitored their blood glucose (a = 5.119, p = .004), and more frequent 

monitoring was negatively associated with HbA1c levels (b = -0.204, p = .034), indicating that 

more frequent monitoring led to better glycaemic control. There was also a significant 

indirect effect of balanced time perspective on HbA1c levels via the frequency of blood 

glucose monitoring (indirect effect = -1.045, 95% CI: [-2.696, -0.018]). Taken together, these 

findings suggest that participants with a more balanced time perspective monitored their 

blood glucose more frequently, which resulted in lower (and therefore healthier) HbA1c 

levels. In support of the regression analysis, there was not a direct relationship between 

balanced time perspective and HbA1c levels (c’ = -0.870, p = .657). 

Which factors mediate the relationship between a balanced time perspective and the 

frequency of blood glucose monitoring? 

The final set of analyses explored whether the relationship between a balanced time 

perspective and the frequency with which participants monitored their blood glucose was 

explained by the feelings that they associate with monitoring, their attitudes towards 

monitoring, and / or their self-control ability. Two different predictions can be made 

regarding the ordering of these variables. On the one hand, it is possible that these variables 
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mediate the relationship independently (i.e., parallel mediation). On the other hand, it is 

possible that the feelings that participants associate with monitoring are related to their 

attitudes towards monitoring that, in turn, influence the frequency with which they monitor 

their blood glucose (i.e., serial mediation). In order to test these predictions, two mediation 

models were tested: (i) A parallel mediation model (containing all of the potential mediators), 

and (ii) a serial mediation model (containing feelings and attitudes associated with 

monitoring in series). 

The findings from the parallel mediation model are presented in Figure 2. Balanced 

time perspective was significantly related to the feelings that participants associated with 

monitoring their blood glucose levels (a1 = 0.343, p < .001) and their attitudes towards 

monitoring (a2 = 0.152, p = .021), but not participants’ self-control ability (a3 = 0.133, p = 

0.067). The only significant predictor of the frequency with which participants monitored 

their blood glucose levels was their attitudes towards monitoring (b2 = 6.293, p = .004). 

However, tests of the indirect effects indicated that none of these factors independently 

mediated the relationship between balanced time perspective and the frequency with which 

participants monitored their blood glucose levels (see Table 3). The direct effect was also not 

significant (c’ = 1.594, p = .321). 

The findings from the serial mediation model are presented in Figure 3. When 

feelings associated with monitoring and attitudes towards monitoring were placed in series, 

balanced time perspective significantly related to feelings associated with monitoring (a1 = 

0.343, p < .001), but not attitudes towards monitoring (a2 = 0.022, p = .694). In turn, the 

feelings that participants’ associated with monitoring did not significantly predict the 

frequency with which they monitored their blood glucose levels (b1 = 1.635, p = .265), but 

attitudes towards monitoring did (b2 = 6.183, p = .004). Clarifying these findings, there was a 

significant indirect effect of balanced time perspective on the frequency with which 
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participants monitored their blood glucose levels through the feelings that they associated 

with monitoring and then their attitudes towards monitoring (indirect effect = 0.800, 95% CI: 

[0.25, 1.86]). Furthermore, after controlling for the feelings that participants associated with 

monitoring and their attitudes towards monitoring, the direct effect was not significant (c’ = 

1.579, p = .324). This provides support for a serial mediation model in which a balanced time 

perspective influences the feelings that participants associate with monitoring that, in turn, 

influences their attitudes toward monitoring and so the frequency with which they do so.  

Discussion 

The aim of the present research was to test whether time perspective was associated 

with the frequency with which people with type 1 diabetes monitored their blood glucose 

levels, and as a result, achieved long-term glycaemic control. Consistent with our initial 

hypotheses, we found that, after controlling for participants’ level of education and whether 

they had attended a DAFNE course, a more balanced time perspective was associated with 

more frequent self-monitoring of blood glucose. Furthermore, the findings indicated that, 

although there was not a direct relationship between the extent to which participants had a 

balanced time perspective and long-term glycaemic control, there was a significant indirect 

effect, suggesting that a more balanced time perspective is associated with better long-term 

glycaemic control via its relationship with the frequency of blood glucose monitoring. 

A second aim of the present research was to identify factors that explain why the 

extent to which participants had a balanced time perspective was associated with self-

monitoring of blood glucose. Our findings suggested that the feelings that participants 

associated with monitoring their blood glucose (e.g., the extent to which doing so made them 

feel reassured) and participants’ subsequent attitudes towards monitoring (e.g., the extent to 

which they believed that monitoring their blood glucose is worthwhile) mediated the 

relationship between a balanced time perspective and the frequency with which participants 
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monitored their blood glucose levels. Specifically, participants with a more balanced time 

perspective tended to associate more positive affect with monitoring their blood glucose 

levels. This, in turn, was associated with more positive attitudes toward monitoring, which 

were associated with more frequent monitoring.  

These findings are important from both a theoretical and practical perspective. From a 

theoretical perspective, the findings are consistent with theories and past research that points 

to the importance of time perspective for understanding health behaviour (e.g., [16]), 

including the self-management behaviours of people with diabetes (e.g., [17-19]), and 

research that has demonstrated the importance of self-monitoring of blood-glucose for 

maintaining glycaemic control (e.g., [6, 7]). Furthermore, and in light of the findings from 

our serial mediation analysis, the present research also indicates that how people typically 

feel when they monitor their blood glucose is related to their attitudes toward monitoring. 

This is important because, although attitudes are commonly featured in models of health 

behaviour (e.g., the Theory of Planned behaviour [35]), a common criticism of these models 

is that they assume that behaviour is rational and, as such, they fail to acknowledge the role 

of other non-cognitive determinants, such as emotions [36]. Thus, our findings provide 

empirical support for these criticisms and for past research that has highlighted the role of 

(anticipated and experienced) emotions in shaping people’s attitudes toward various 

behaviours [24]. 

The present findings also extend previous investigations in two ways. First, while 

previous research has highlighted the benefits of a future time perspective, the present 

research demonstrates the efficacy of having a balanced time perspective in promoting the 

performance of health-protective behaviours. This is significant as it suggests that the optimal 

time perspective is more nuanced than simply a focus on the future and that other dimensions 

of time perspective should not be ignored. Second, while previous research has explored the 
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relationship between balanced time perspective and psychological well-being (e.g., [23]), the 

present research is the first study, to our knowledge, that has explored the relationship 

between having a more balanced time perspective and a specific health behaviour – namely, 

the extent to which people with type 1 diabetes monitor their blood glucose levels.  

In contrast to previous research, the present research did not find a relationship 

between a balanced time perspective and self-control ability [25]. Similarly, we did not find a 

relationship between participants’ self-control ability and the extent to which they self-

monitored their blood glucose levels. This is perhaps surprising as previous research has 

found that self-control is associated with a wide range of behaviours [37], including better 

glycaemic control in adolescents with type 1 diabetes [26]. One possible explanation for the 

lack of relationship in the present research is that a core component of self-control is the 

ability to resist immediate temptation (i.e., an inhibitory response [38]), whereas self-

monitoring of blood glucose is considered an active and deliberate behaviour that does not 

necessarily require the person to overcome or resist an alternative course of action. As such, 

the self-regulatory challenges involved in blood glucose monitoring are likely motivational 

(e.g., is this something that I want to do?) rather than volitional (e.g., I want to do this, but 

struggle to do so). Self-control may be more strongly associated with self-management 

behaviours that involve inhibiting impulses (e.g., resisting fatty foods), rather than self-

management behaviours that involve deciding whether to take proactive steps to benefit 

future health (e.g., checking blood glucose levels). Nonetheless, the present research further 

highlights the need to explore psychological factors for understanding self-management 

behaviours in diabetes [12]. 

The present findings also have a number of practical implications; not least for 

interventions designed to promote self-monitoring of blood glucose levels. Specifically, 

future research could explore whether it is possible to facilitate a balanced time perspective in 
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order to promote self-monitoring of blood glucose. For example, previous research with 

individuals with Post Traumatic Stress Disorder has developed a therapy that involves 

identifying and modifying time perspective [39]. During this therapy, deviations from a 

balanced time perspective are identified (e.g., a high score on the past-negative subscale) and 

efforts are made to enhance neglected dimensions of time perspective in order to promote 

balance (e.g., by asking the individual to think about all the positive things in their past that 

they have previously ignored). It would be interesting to investigate if a similar intervention 

could also increase the frequency with which participants with type 1 diabetes monitor their 

blood glucose levels. Such studies would not only be practically important, but would also 

represent the first experimental tests of the relation between balanced time perspective and 

health outcomes. 

Strengths and limitations 

Although the present research provides support for the significance of time 

perspective for understanding how frequently people with type 1 diabetes self-monitor their 

blood glucose levels, we acknowledge that the size of the effects found were relatively small. 

That is, after controlling for whether participants had attended a DAFNE course and their 

level of education (which together explained 8% of the variance in the frequency with which 

participants monitored their blood glucose), differences in time perspective only explained an 

additional 3% of the variance. These effects are, however, comparable to other studies 

exploring psychological correlates of health behaviour (e.g., [40]), and variables explaining a 

similar percentage of variance are often included in models of health behaviour (e.g., [41]). 

Furthermore, even small effects can have substantive implications for public health [42, 43]. 

However, in order to provide stronger support for interventions designed to modify time 

perspective, future research could consider context-specific measures of time perspective. For 

example, previous studies have demonstrated that using a measure of time perspective that is 
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specific to the health condition being studied (e.g., using the Hypertension Temporal 

Orientation Scale [44]), to assess differences in time perspective in individual with 

hypertension), can explain a larger amount of the variance in subsequent behaviour (e.g., 

[45]). This suggests that a diabetes-specific measure of time perspective may increase the size 

of the effects found, therefore providing greater support for the development of interventions 

designed to modify time perspective. It may also be easier to modify time perspective with 

respect to a specific issue, than more general perspectives. 

A strength of the present research was the use of an objective measure of glycaemic 

control and the frequency with which participants self-monitored their blood glucose levels. 

Although this is not the first study to use HbA1c levels to measure glycaemic control, it is 

one of the first studies to use Diasend software for research purposes. The promising findings 

reported here suggest that the software may be a useful way to investigate other research 

questions (e.g., exploring habits associated with blood glucose monitoring). The present 

research found a high correlation between participants’ self-reported frequency of monitoring 

and the objective data extracted from participants’ electronic blood glucose meters, and so 

these measures were combined to reduce missing data and to ensure that the analyses were 

sufficiently powered. While this suggests that people are fairly accurate in reporting their 

blood glucose monitoring practices, future studies that use data provided by Diasend software 

may want to recruit larger samples in order to compensate for data that may not have been 

uploaded onto the system. 

There are; however, some further limitations to the present research that warrant 

discussion. One limitation is the cross-sectional nature of this research which means that any 

inferences about the causal nature of these relationships are based on theoretical 

considerations that cannot be empirically verified using the present data. Although it seems 

reasonable to assume that time perspective (being a relatively stable individual difference 
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[14]) is a precursor to the frequency with which people monitor their blood glucose and, in 

turn, outcomes such as glycaemic control, future studies could and should utilise a 

longitudinal design – or better still, an experimental design as suggested above – in order to 

provide empirical support for these ideas.  

A second limitation of the present research was the relatively low response rate (22% 

of those invited to take part agreed to do so). Low response rates can introduce self-selection 

bias and, as a result, our sample may not be representative of individuals with type 1 diabetes. 

For example, given that we told participants that we were interested in blood glucose 

monitoring and glycaemic control, it is possible that individuals who monitored their blood 

glucose more frequently and had better glycaemic control were more likely to take part. That 

said, the average HbA1c level for the current sample was only slightly lower than the average 

HbA1c level for the 1,437 patients at Sheffield Teaching Hospitals who matched our inclusion 

criteria (63 mmol/mol compared to 68 mmol/mol), and the size of this effect was estimated to 

be small (d = 0.37). This suggests that, although the current sample had slightly better 

glycaemic control, there was not a substantial difference between those participants who took 

part in this study and the larger population pool. Our sample did, however, lack ethnic 

diversity as 97% of the sample was White British. Given that previous research has indicated 

that ethnic minority groups are less likely to monitor their blood glucose [9], future studies 

with more ethnically diverse samples are important in order to ensure that the findings can be 

generalised. 

Finally, given the limited population from which participants could be recruited (i.e., 

adults with type 1 diabetes attending the outpatient clinics at Sheffield Teaching Hospitals) 

and due to missing data, the size of the sample obtained to test our hypotheses was smaller 

than anticipated. Therefore, it is possible that our analyses failed to detect some potentially 

significant associations (i.e., there was an increased chance of making a type 11 error). 
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Although our sample size is comparable to similar studies conducted within this population 

(e.g., [26]), the findings should be interpreted with caution. 

Conclusion 

The present research found that a more balanced time perspective was associated with 

more frequent self-monitoring of blood glucose among adults with type 1 diabetes and, as a 

consequence, better long-term glycaemic control. The present research also sheds light on 

why a balanced time perspective is associated with blood glucose monitoring. Specifically, 

the findings suggest that people with a more balanced time perspective monitor their blood 

glucose more frequently because they associate more positive feelings with monitoring and 

thus have more positive attitudes towards monitoring. From a theoretical standpoint, these 

findings suggest that future research should consider whether and how balanced time 

perspective influences the performance of other health behaviours. From a practical 

standpoint, the research suggests that a promising intervention for people with type 1 diabetes 

might be to try to promote a balanced time perspective in order to increase the frequency with 

which people monitor their blood glucose and thus improve glycaemic control.  



Time perspective and blood glucose monitoring 

28 
 

References 

1. Forouhi NG, Merrick D, Goyder E, Ferguson BA, Abbas J, Lachowycz K, Wild SH. 

Diabetes prevalence in England, 2001—estimates from an epidemiological model. 

Diabetic Med. 2006; 23: 189-197. doi:10.1111/j.1464-5491.2005.01787.x. 

2. Diabetes Control and Complications Trial Research Group. The effect of intensive 

treatment of diabetes on the development and progression of long-term complications 

in insulin-dependent diabetes mellitus. New Engl J Med. 1993; 329: 977-986. 

doi:10.1056/NEJM199309303291401. 

3. Wang PH, Lau J, Chalmers TC. Meta-analysis of effects of intensive blood-glucose 

control on late complications of type I diabetes. Lancet. 1993; 341: 1306-1309. 

doi:10.1016/0140-6736(93)90816-Y. 

4. American Diabetes Association. Glycemic targets. Diabetes Care. 2016; 39: 39-46. 

doi:10.2337/dc16-S008. 

5. Benjamin EM. Self-monitoring of blood glucose: the basics. Clin Diabetes. 2002; 20: 

45-47. doi:10.2337/diaclin.20.1.45. 

6. Davidson PC, Hebblewhite HR, Bode BW, Steed RD, Steffes PG. Statistically-fitted 

curve for A1c as a function of the SMBG tests per day. Diabetes. 2004; 53: A101. 

7. Evans JM, Newton RW, Ruta DA, MacDonald TM, Stevenson RJ, Morris AD. 

Frequency of blood glucose monitoring in relation to glycaemic control: observational 

study with diabetes database. BMJ. 1999; 319: 83-86. doi:10.1136/bmj.319.7202.83. 

8. American Diabetes Association. Self-monitoring of blood glucose. Diabetes Care. 

1994; 17: 81-86. doi:10.2337/diacare.17.1.81. 

9. Karter AJ, Ferrara A, Darbinian JA, Ackerson LM, Selby JV. Self-monitoring of 

blood glucose: language and financial barriers in a managed care population with 

diabetes. Diabetes Care. 2000; 23: 477-483. doi: 10.2337/diacare.23.4.477. 



Time perspective and blood glucose monitoring 

29 
 

10. Vincze G, Barner JC, Lopez D. Factors associated with adherence to self-monitoring 

of blood glucose among persons with diabetes. Diabetes Educator. 2004; 30: 112-125. 

doi:10.1177/014572170403000119. 

11. Martinez K, Frazer SF, Dempster M, Hamill A, Fleming H, McCorry NK. 

Psychological factors associated with self-management among adolescents with Type 

1 diabetes: a systematic review. J Health Psychol. 2016;1-7. doi: 

10.1177/1359105316669580 

12. Hunter CM. Understanding diabetes and the role of psychology in its prevention and 

treatment. Am Psychol. 2016; 71: 515-525. doi: 10.1037/a0040344. 

13. Bandura A. Social cognitive theory of self-regulation. Organ behav and hum dec. 

1991; 50: 248-287. doi:10.1016/0749-5978(91)90022-L. 

14. Candib LM. Screening for type 2 diabetes: Why patients who self monitor glucose 

might be more depressed. BMJ. 2008; 336: 1263-1264. doi:10.1136/bmj.a246. 

15. Zimbardo PG, Boyd JN. Putting time in psychological perspective: a valid, reliable 

individual-differences metric. J Pers and Soc Psychol. 1999; 77: 1271-1288. 

doi:10.1037/0022-3514.77.6.1271 

16. Hall PA, Fong GT, Sansone G. Time perspective as a predictor of healthy behaviors 

and disease-mediating states. In: Stolarski M, Fieulaine N, van Beek W, eds. Time 

Perspective Theory; Review, Research, and Application. Cham, Switzerland: Springer 

International; 2015: 339-352. doi:10.1007/978-3-319-07368-2_22. 

17. Sansbury B, Dasgupta A, Guthrie L, Ward M. Time perspective and medication 

adherence among individuals with hypertension or diabetes mellitus. Patient educ 

couns. 2014; 95: 104-110. doi:10.1016/j.pec.2013.12.016. 



Time perspective and blood glucose monitoring 

30 
 

18. Hall PA, Fong GT, Cheng AY. Time perspective and weight management behaviors 

in newly diagnosed Type 2 diabetes: a mediational analysis. J Behav Med. 2012; 35: 

569-580. doi:10.1007/s10865-011-9389-6 . 

19. Orbell S, Hagger M. Temporal framing and the decision to take part in type 2 diabetes 

screening: effects of individual differences in consideration of future consequences on 

persuasion. Health Psychol. 2006; 25(4): 537-548. doi:10.1037/0278-6133.25.4.537. 

20. Boniwell I, Osin E, Alex Linley P, Ivanchenko GV. A question of balance: Time 

perspective and well-being in British and Russian samples. J Posit Psychol. 2010; 5: 

24-40. doi:10.1080/17439760903271181. 

21. Boniwell I, Zimbardo PG. Balancing time perspective in pursuit of optimal 

functioning. In: Linley PA, Joseph S, eds. Positive Psychology in Practice: Promoting 

Human Flourishing in Work, Health, Education, and Everyday Life. 2nd ed. New 

Jersey: John Wiley & Sons; 2015: 223-236. doi: 10.1002/9780470939338.ch10. 

22. Boyd JN, Zimbardo PG. Time perspective, health, and risk taking. In: Strathman A, 

Joireman J, eds. Understanding behavior in the context of time. Hillsdale, NJ: 

Lawrence Erlbaum Associates; 2005: 85-107. 

23. Zhang JW, Howell RT, Stolarski M. Comparing three methods to measure a balanced 

time perspective: The relationship between a balanced time perspective and subjective 

well-being. J Happiness Stud. 2013; 14: 169-184. doi:10.1007/s10902-012-9322-x. 

24. Schwarz N. Emotion, cognition, and decision making. Cogn Emot. 2000; 14:433-40. 

doi: 10.1080/026999300402745 

25. Stolarski M, Bitner J, Zimbardo PG. Time perspective, emotional intelligence and 

discounting of delayed awards. Time Soc. 2011; 20: 346-363. 

doi:10.1177/0961463X11414296. 



Time perspective and blood glucose monitoring 

31 
 

26. Lansing AH, Berg CA, Butner J, Wiebe DJ. Self-control, daily negative affect, and 

blood glucose control in adolescents with Type 1 diabetes. Health Psychol. 2016; 35: 

643-651. doi:10.1037/hea0000325 

27. NICE Guidelines. Type 1 diabetes in adults: diagnosis and management. Available at 

https://www.nice.org.uk/guidance/ng17. Accessibility verified November 22, 2017. 

28. Zimbardo P, Boyd J. The Time Paradox: The New Psychology of Time that will 

Change your Life. New York, NY: Simon and Schuster; 2008. 

29. Speight J, Holmes-Truscott E, Little S, & Shaw JAM. Psychometric Validation of the 

Novel Glucose Monitoring Experiences Questionnaire (GME-Q) among Adults with 

Type 1 Diabetes. Presented at: 76th Scientific Sessions of the American Diabetes 

Association; New Orleans, USA. 2016. 

30. Tangney JP, Baumeister RF, Boone AL. High self‐control predicts good adjustment, 

less pathology, better grades, and interpersonal success. J Pers. 2004; 72: 271-324. 

doi:10.1111/j.0022-3506.2004.00263.x. 

31. Kilpatrick ES. Glycated haemoglobin in the year 2000. J Clin Path. 2000; 53: 335-

339. doi:10.1136/jcp.53.5.335. 

32. American Diabetes Association. Diagnosis and classification of diabetes 

mellitus. Diabetes Care. 2010; 33: 62-69. 

33. IBM Corporation. IBM SPSS Statistics for Windows, Version 23. Armonk, NY: IBM 

Corp; 2014 

34. Hayes AF. Introduction to mediation, moderation, and conditional process analysis: A 

regression-based approach. New York, NY: Guilford Press; 2008. 

35. Ajzen I. The theory of planned behavior. Organ Behav Hum Decis Process. 1991; 

50:179-211. doi:10.1016/0749-5978(91)9002 



Time perspective and blood glucose monitoring 

32 
 

36. Conner, M., & Sparks, P. (2005). The theory of planned behaviour and health 

behaviours. In M. Conner and P. Norman (Eds.), Predicting health behaviour: 

Research and practice with social cognition models (2nd Edn.; pp. 170-222). 

Maidenhead: Open University Press. 

37. de Ridder DT, Lensvelt-Mulders G, Finkenauer C, Stok FM, Baumeister RF. Taking 

stock of self-control: A meta-analysis of how trait self-control relates to a wide range 

of behaviors. Pers Soc Psychol Rev. 2012; 16: 76-99. doi: 

10.1177/1088868311418749 

38. Vohs KD, Baumeister RF, editors. Handbook of self-regulation: Research, theory, and 

applications. New York, NY: Guilford Publications; 2016. 

39. Sword RM, Sword RK, Brunskill SR, Zimbardo PG. Time perspective therapy: A 

new time-based metaphor therapy for PTSD. Journal of Loss and Trauma. 2014; 19: 

197-201. doi: 10.1080/15325024.2013.763632 

40. Norman P, Conner M. Predicting health‐check attendance among prior attenders and 

nonattenders: The role of prior behavior in the theory of planned behavior. J Appl Soc 

Psychol. 1996; 26:1010-26. doi: 10.1111/j.1559-1816.1996.tb01122.x 

41. Conner M, Armitage CJ. Extending the theory of planned behavior: A review and 

avenues for further research. J Appl Soc Psychol. 1998; 28:1429-64. doi: 

10.1111/j.1559-1816.1998.tb01685.x 

42. West R. The clinical significance of ‘small’effects of smoking cessation treatments. 

Addiction. 2007; 102:506-9. doi: 10.1111/j.1360-0443.2007.01750.x 

43. Onwezen MC, Van't Riet J, Dagevos H, Sijtsema SJ, Snoek HM. Snacking now or 

later? Individual differences in following intentions or habits explained by time 

perspective. Appetite. 2016; 107:144-51. doi: 10.1016/j.appet.2016.07.031 



Time perspective and blood glucose monitoring 

33 
 

44. Brown CM, Segal R. Ethnic differences in temporal orientation and its implications 

for hypertension management. J Health Soc Behav. 1996: 350-61. doi: 

10.2307/2137262 

45. Alberts J, Dunton GF. The role of temporal orientation in reactive and proactive 

illness management. Psychol Health. 2008; 23:175-93. doi: 

10.1080/14768320601103521 

  



Time perspective and blood glucose monitoring 

34 
 

Table 1. Demographic and biomedical characteristics of the sample. 

Characteristic 
 

n (missing) % Mean (SD) 

 

Sex 
 

177 (6) 
  

   Male 87 47.5  

   Female 90 49.2  

Age (years) 177 (6)  49.95 (17.17) 

Ethnicity 182 (1)   

   White British 178 97.3  

   Non-white 4 2.2  

Country of birth 170 (13)   

   UK 166 90.7  

   Other 4 2.2  

Education Level 180 (3)   

   No formal education 3 1.6  

   Primary education 7 3.8  

   Secondary education 45 24.6  

   College/ sixth form 48 26.2  

   Undergraduate degree 46 25.1  

   Postgraduate degree 22 12.0  

   PhD/ Doctorate 9 4.9  

Employment Status 182 (1)   

   Full-time 84 45.9  

   Part-time   24 13.1  

   Unemployed 8 4.4  

   Student 8 4.4  

   Retired 43 23.5  

   Unable to work   12 6.6  

   Other 3 1.6  

Index of Multiple Deprivation score 177 (6)  18.01 (98.00) 

Attended a DAFNE course 181 (2)   

   Yes 125 68.3  

   No 56 30.6  

Time since diabetes diagnosis (years) 172 (11)  21.34 (15.99) 

HbA1c value 
 

147 (36)  62.99 (14.71) 
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Table 2. Means, standard deviations, and range for key study variables  

Variable Sample Size 

(N) 

Mean (SD) Range 

Balanced time perspective 164 2.80 (0.66) 3.98 

Affect associated with monitoring 175 3.55 (0.82) 4.00 

Attitudes towards monitoring 174 4.22 (0.59) 3.67 

Self-control 178 3.23 (0.60) 3.15 

Self-reported SMBG frequency 173 30.01 (13.91) 74.00 

Objective SMBG frequency 136 27.85 (13.53) 72.00 

Combined SMBG frequency 177 28.61 (13.00) 73.00 

HbA1c level 142 62.94 (13.62) 82.00 

Notes. SMBG = Self-monitoring of blood glucose, HbA1c = glycated haemoglobin. Outliers have been 

excluded.



   

Table 3. Descriptive statistics and Pearson’s bivariate correlations between study variables  

Variables 

 

 2. 3. 4. 5. 6. 7. 8. 9. 10. 11.  

1. Age .07 .44** -.02 .29** .28** .35** .06 -.05 .05 -.13 

   N  172 167 159 169 169 172 167 136 171 142 

2. Index of multiple deprivation            .04 .12 -.02 .06 .09 .03 -.00 .04 -.14 

    N 167 159 169 169 172 167 136 171 142 

3. Time since diagnosis (in years)  -.08 .18* .07 .04 .13 .14 .13 .01 

    N  157 165 164 167 162 134 166 142 

4. Balanced Time Perspective  .26** .18* .13 .15 .19* .14 -.08 

   N  162 162 164 160 126 164 132 

5. Affect associated with monitoring    .53** .34** .25** .20* .24** -.37** 

   N    171 175 170 134 174 141 

6. Attitudes towards monitoring     .29** .35** .16 .31** -.20* 

   N     174 170 134 174 139 

7. Self-control ability      .08** .01 .07 -.31** 

   N      173 136 177 142 

8. Self-reported SMBG frequency       .75** .95** -.18* 

   N       132 173 137 

9. Objective SMBG frequency        .93** -.15 

   N        136 122 

10. Combined SMBG frequency         -.20* 

   N         141 

11. HbA1c value         - 

          
 

Notes. ZTPI = Zimbardo Time Perspective Inventory, SMBG = Self-monitoring of blood glucose, HbA1c = glycated haemoglobin. N = sample size for each 

correlation. 

* p < .05, ** p < .01, *** p < .001 

 



   

Table 3. Summary of indirect effects (N = 158) for the parallel mediation model depicted in 

Figur

e 3 

 

 

 

 

 

 

 

 

Notes. Effect = Unstandardized indirect effect, SE = Standard error, CI = Confidence interval, SMBG 

= Self-monitoring of blood glucose. Confidence intervals for indirect effects are based on 10,000 

bootstrapped samples. Confidence intervals excluding zero are considered statistically significant at 

the p < 0.05 level. 

  

 Indirect effect 

Variable Effect SE Lower 

95% CI 

Upper  

95% CI 

Affect associated with SMBG 0.591 0.503 -0.221 1.809 

Attitudes towards SMBG 0.955 0.632 -0.027 2.570 

Self-control ability -0.075 0.230 -0.677 0.304 

Total indirect effect 1.471 0.815 0.001 3.215 
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Figure 1. Mediation model of the relationship between a balanced time perspective and long-

term glycaemic control (i.e., HbA1c levels) via the frequency with which participants self-

monitor their blood glucose levels (N = 129). 

 
Notes. As recommended by Hayes (2013), values represent unstandardized beta coefficients with the 

standard error (SE) shown in parentheses.  

* p < .05, ** p < .01, *** p < .001. 
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Figure 2. Parallel mediation model of the relationship between a balanced time perspective 

and the frequency of blood glucose monitoring via the feelings that participants associate 

with monitoring, their attitudes towards monitoring, and self-control ability (N = 158). 

 

 
Notes. As recommended by Hayes (2013), values represent unstandardized beta coefficients with 

standard error (SE) shown in parentheses.  

* p < .05, ** p < .01, *** p < .001 
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Figure 3. Sequential mediation model of the relationship between a balanced time 

perspective and the frequency of blood glucose monitoring via the feelings that participants 

associate with monitoring and their subsequent attitudes towards monitoring (N = 158). 

Notes. As recommended by Hayes (2013), values represent unstandardized beta coefficients with 

standard error (SE) shown in parentheses.  

* p < .05, ** p < .01, *** p < .001 

 

 


