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ABSTRACT 

The primary aim of this study is to better understand the link between supportive and 

influential communication among individuals in romantic relationships and health 

behavior changes in their partners. Interdependence theory (Thibaut & Kelley, 1959) 

posits that individuals in relationships may interact in ways that emphasize their 

interconnected relationship by making behavioral transformations to align their own 

behavior with their partner (Kelley, 1979). In general, research suggests that behavioral 

transformations are associated with rewarding relationship outcomes (Rusbult & Van 

Lange, 2003), yet little is known about the communication climate within relationships 

and why individuals may engage in healthy or unhealthy behaviors for the sake of their 

relational partners. The present study examines how individuals make health-related 

transformations and how these transformations- both healthy and unhealthy- are 

associated with relationship quality, social support, and positive and negative social 

influence. Using the Actor-Partner Interdependence Model (Kenny, Kashy & Cook, 

2006) and cross-sectional dyadic data from 169 couples, results indicate that individuals 

in relationships engage in healthy and unhealthy transformations for their partners and 

that interdependence theory assumptions can be applied to an interpersonal health 

communication context. Specifically, being in a supportive relationship was positively 

associated with health, relationship quality, and healthy behavior transformations. Social 

influence results were mixed. Positive social influence was associated with an 

individual’s own health, relationship satisfaction, and their partner’s health behavior 

transformations; negative social influence was associated with lower relationship 
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satisfaction and commitment and more frequent unhealthy behavior transformations. 

Individuals who reported making healthy behavior changes for their partners experienced 

better relationship quality. Taken together, the results of this study highlight the 

importance of investigating health behaviors and communication as interdependent 

components of interpersonal relationships.  
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CHAPTER I 

INTRODUCTION 

Investigating Health Behaviors in Romantic Relationships 

 The link between a healthy romantic relationship and good physical health is well 

established in academic research. Romantic relationships have been connected to several 

different health outcomes. Individuals who are in satisfactory, committed romantic 

relationships (usually operationalized as married partnerships) tend to live longer, (Coyne 

et al., 2001), suffer from fewer diseases, have improved immune functioning (Robles & 

Kiecolt-Glaser, 2003), heal faster (Kiecolt-Glaser et al., 2005) and have fewer mental 

health and depressive symptoms (Seeman, 2001) than unmarried or unhappily married 

counterparts. Also, there is some evidence that individuals who remain in lower quality 

romantic relationships tend to experience negative overall health effects when compared 

to individuals who leave unhappy relationships (Hawkins & Booth, 2005; Robles & 

Kiecolt-Glaser, 2003).  

Thus, it appears that the quality of close romantic relationships may have effects 

on individual physical health outcomes (Graham, Christian, & Kiecolt-Glaser, 2006). The 

mechanism through which close relationships benefit health has been a recent topic of 

empirical investigation. Many scholars point to the receipt of effective social support 

from one’s partner as a catalyst for physical health (for reviews, see House, Landis, & 

Umberson, 1988; Uchino, Cacioppo, & Kiecolt-Glaser, 1996); while additional research 

suggests that a relational partner may be a primary source of influence for engaging in 

health behavior change (Umberson, 1987; Butterfield & Lewis, 2002). Additionally, 
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individuals’ healthy and unhealthy behaviors are predictive of their partners’ health-

related behaviors over time (Homish & Leonard, 2008). In all, research suggests that 

romantic relationships may provide an ideal avenue for investigating specific health 

behaviors and a variety of outcomes for the individual, the partner, and the relationship. 

The aim of this study is to examine how social influence and social support within a 

relationship are associated with healthy and unhealthy behaviors, and how doing healthy 

or unhealthy activities for a romantic partner can influence relationship quality, health, 

and well-being. See Figure 1 for a conceptual map of the variables of interest to this 

study. 

Interdependence Theory 

Interdependence theory (Kelley & Thibaut, 1978; Thibaut & Kelley, 1959) 

suggests that individuals make interaction decisions based on the perceived costs and 

benefits to themselves, their relationship, and their partner.  Interdependence theory is 

based on the minimax principle of social exchange theory, in which individuals weigh the 

costs and rewards of their interactions in an effort to increase the probability of rewarding 

outcomes (Thibaut & Kelley, 1959). Interdependence theory posits that individuals will 

consider their own and their partner’s behaviors and cognitions when making decisions 

that may impact the relationship.  

Due to the interdependent nature of romantic relationships, all of the interactions 

in the relationship have a potential to create conflicts of interest (Kelley, 1979). Conflicts 

of interest, according to Kelley (1979), may arise from, “problems of each individual 

doing what is rewarding to the other,” or “problems of coordinating on mutually 
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rewarding joint activities” (p. 31). Further, Kelley notes that interdependent individuals 

exchange and coordinate their conflicts of interest; when individuals have an opportunity 

to engage in a behavior that rewards their partner, the individual may consider what 

available exchanges may produce rewarding results, and when an individual recognizes 

an opportunity for joint enactment of a rewarding behavior, partners often coordinate 

their respective actions to alleviate conflict in the relationship. Interdependent individuals 

have an opportunity to have correspondent and noncorrespondent outcomes in close 

relationships. 

The level of correspondence in the dyad’s outcomes (how similar or different an 

individual’s outcome is from the partner’s outcome) is a precursor of transformations of 

motivation, according to interdependence theory. Transformations are the result of 

conflicts of interest or a noncorrespondence of outcomes (Kelley, 1979; Rusbult, Arriaga, 

& Agnew, 2001). When individuals perceive that their outcomes have low 

correspondence (one person wants an outcome different from the other), the partners each 

have the opportunity to transform their motivations, or make a sacrifice for the sake of 

their partner or relationship (Rusbult et al., 2001). Transformations of motivation and 

sacrifice have not been empirically differentiated, thus, in the present study the two 

constructs are used as synonyms. 

Interdependence theory suggests that individuals who wish to remain in romantic 

relationships will be considerate of their partner’s desires, making cognitive and 

behavioral “adjustments” in order to adapt and maintain their relationships (Rusbult & 

Van Lange, 2003; Rusbult et al., 2001). These adaptations, which may take the form of 
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behavioral or cognitive sacrifices, occur when one partner engages in a selfless behavior 

for their relationship or their partner. In other words, when a conflict of interest arises, 

individuals may transform their motives to maintain their relationship with their partner.  

These transformations can be categorized into two different sacrifices, active and 

passive, according to Impett, Gable, and Peplau (2005). Active sacrifices occur when an 

individual does something for the partner that he or she typically does not enjoy, while 

passive sacrifices are those in which one person forgoes an enjoyed activity for the sake 

of the partner or relationship (Impett et al., 2005; Van Lange et al., 1997; Whitton, 

Stanley, & Markman, 2007).  

Research suggests that in general, sacrifices are prosocial in nature; however, the 

type of sacrifice (active versus passive) may be associated with positive or negative 

relationship outcomes. Partners may enact sacrifices to enhance the well-being of their 

partner or the relationship; and the individual dually benefits from making one’s partner 

happy or the relationship more satisfying (Impett et al., 2005; Van Lange et al., 1997). 

Some apparently prosocial sacrifices have ulterior motives, according to Impett et al. 

(2005), in that individuals may make passive sacrifices to alleviate relationship negativity 

(e.g., “I just did it to avoid a fight”). Thus, the type of sacrifice, categorized as either 

active or passive, may provide insight into the motivations for engaging in relationship 

maintenance behaviors, although virtually no research has addressed the link between 

types of sacrifices and motivations for behavior change within a health context. 

Prior research suggests that sacrifices, in general, are associated with positive 

relationship outcomes. Making sacrifices, or reports of one’s willingness to make 
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sacrifices, is considered a constructive form of relationship maintenance, and is 

associated with positive relationship outcomes, such as adjustment, commitment, and 

overall couple well-being (Powell & Van Vugt, 2003; Rusbult et al., 2001; Stanley, 

Whitton, Sadberry, Clements, & Markman, 2006). Conversely, when individuals perceive 

that a sacrifice is harmful or particularly difficult, the relationship may suffer (Whitton et 

al., 2007). 

According to interdependence theory, transformations of motivation are most 

likely to occur when an individual is in a satisfying, stable relationship. Transformations 

of motivation are often associated with positive relational outcomes because of the 

interdependent nature of a romantic relationship. That is, when interdependent partners 

encounter a conflict of interest, both partners should take into account how their present 

and future interactions may affect their partner, themselves, and their relationship, and act 

appropriately (Kelley & Thibaut, 1978; Thibaut & Kelley, 1959).  Partners also tend to 

consider their level of investment in the relationship, what they think they deserve 

(comparison level), and what resources may be available in different relationships 

(comparison level for alternatives) (Kelley & Thibaut, 1978; Thibaut & Kelley, 1959). 

When one or both partners has a desire to improve the relationship, interdependence 

theory posits that individuals will make transformations, or sacrifices, for their partner 

(Rusbult et al., 2001). In a health context, then, it may be reasonable to hypothesize that 

individuals will consider their own preferences, their partner’s input, and how their 

romantic relationship may be affected by their decisions to engage in healthy or 

unhealthy behaviors.  
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Romantic relationship scholars have recognized the highly interdependent nature 

of committed relationships. The goals and actions of one individual may coincide with or 

contradict the partner’s goals. When goals are noncorrespondent, and both individuals 

respond with self-interested behaviors, relationship deterioration or conflict may be the 

result (Rusbult et al., 2001). Ideally, partners negotiate their activities and behaviors to 

complement one another. Interdependence theory provides a theoretical explanation for 

why and how people make behavior changes based on their perception of how the 

behavior might positively or negatively influence themselves and their partner. Whereas 

the interdependence framework provides a useful outline for how individuals mutually 

negotiate relationship activities, the theory has only recently been used to understand 

dyadic health-related phenomenon (Lewis et al., 2006; Lewis & Butterfield, 2007).  

Health-Related Transformations of Motivation 

Interdependence theory’s notion of relational sacrifices can provide a framework 

for understanding how people make health decisions within the context of a romantic 

relationship. For example, food decisions are fairly common in most couples’ daily lives, 

and food can be a source of conflict in a relationship, especially when two people 

disagree about the types of food they prefer to eat (Bove, Sobal, & Rauschenbach, 2003). 

When a food conflict arises, one person may resolve the conflict by making the decision 

to engage in a food-related sacrifice (e.g., foregoing the piece of chocolate cake) in order 

to maintain harmony in the relationship and align with one’s partners wishes. Similarly, 

exercise or physical activity sacrifices may occur within a relationship (Hong et al., 

2005). It is likely that individuals influence each other’s eating and exercise activities, 
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whether they intend to or not (Craig & Truswell, 1990; Treiber et al., 1991). According to 

interdependence theory, individuals in interdependent relationships have more 

possibilities for behavior convergence as they encounter conflicts of interest (Kelley, 

1979). Further, when one person relies on a partner for something (e.g., one person 

depends on the other person to cook dinner) this sets the stage for the less dependent 

person to exercise more control or influence over the others’ behavior (Thibaut & Kelley, 

1959).  

The interdependent nature of romantic relationships implies that one person’s 

behaviors can influence their own outcomes and their relational partner’s outcomes 

(Kelley & Thibaut, 1978; Thibaut & Kelley, 1959). In a health context, interdependence 

theory might be applied to a situation in which an individual weighs the outcomes of a 

certain healthy (or unhealthy) behavior. Any given health behavior could have numerous 

possible outcomes, depending on the individual’s motivation. Some health behaviors 

might be intrinsically rewarding (e.g., going on a scenic bicycle ride), while other health 

behaviors may be enacted primarily for health outcomes (e.g., eating more raw foods to 

lower cholesterol), or relationship outcomes (e.g., going on a walk to spend quality time 

as a couple). Therefore, this study examines healthy and unhealthy behavior 

transformations and their associations with relationship quality (Path a in Figure 1) and 

health and well-being (Path b in Figure 1). It is likely that the same behavior may have 

multiple motivations; thus, the motivating factor(s) behind health behaviors are important 

to consider.  
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The relation between health behaviors and relationship quality is complex. 

Although much social scientific research has revealed a strong association between 

personal relationships and health, researchers have yet to provide conclusive evidence 

that causally links relationships to health outcomes or vice versa. It may be that positive 

romantic relationships lay the foundation for health behavior change, or that problematic 

relationships can inhibit health behavior change (McCartney, 1995) or motivate 

dysfunctional eating as a coping mechanism (Butler, Young, & Randall, in press). On the 

other hand, enacting health behaviors for oneself could also have positive effects on 

relationship quality. Hafner, Rogers, and Watts (1990) found in longitudinal weight loss 

study that weight loss after one year was positively associated with marital adjustment. 

Further, the strong associations in literature suggest that more than one of the above 

mechanisms may be linking health behaviors and relationship quality.  

The aim of this project is to investigate several specific health maintenance 

behaviors, including preventative behaviors such as diet, exercise, sleep, and 

examinations with health professionals, as these behaviors have proven to lower one’s 

risk for serious diseases (McGinnis & Foege, 1993). Health maintenance behaviors are 

especially important to study within the context of a committed romantic relationship 

because partners likely influence each other’s decisions to engage in these behaviors 

(Lewis & Butterfield, 2007). In one study an overwhelming majority of married couples 

(95%) reported trying to influence or regulate their partner’s health behaviors, and most 

couples reported that their influences on their partner were ongoing in their relationship 

(Lewis & Butterfield, 2007).  
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As interdependence theory studies would suggest, people in relationships are 

likely to impact one another, and individuals in relationships make decisions considering 

the actions of their partner and the perceived consequences of their actions. The 

theoretical framework for studying health communication and behaviors among people in 

relationships necessarily includes individual-level reports of data from both people in the 

relationship, with statistical controls in place to account for the interdependence that is 

inherent in relationships. The Actor-Partner Interdependence Model (APIM) (Kenny, 

Kashy, & Cook, 2006) treats the dyad as the level of analysis, assuming that variables can 

vary between and within individuals in relationships. See Figure 2 for a conceptual model 

of the APIM. Applied to a health context, individuals in relationships can make healthy 

and unhealthy decisions that affect themselves and their partner. Together with 

interdependence theory, the APIM tests the assumption that people in relationships likely 

engage in behaviors that impact themselves and their partners. 

Shared Healthy and Unhealthy Behaviors among Romantic Partners 

Romantic partnerships may provide the opportunity for individuals to improve 

their health, especially when both individuals participate in healthy behaviors together 

(Markey, Gomel, & Markey, 2008; Markey, Markey, & Birch, 2001; Zimmerman & 

Connor, 1989). First, there is some evidence that couples may self-select into marriage 

non-randomly, as healthier individuals tend to pair into romantic relationships 

(Umberson, 1987; Waldron, Hughes, & Brooks, 1996). Also, food decisions and eating 

habits tend to converge after cohabitation and marriage (Craig & Truswell, 1988), and 

qualitative interview studies report that individuals may reinforce positive or negative 
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eating habits of their romantic partners (Anderson, Marshall, & Lea, 2004; Bove et al., 

2003; Marshall & Anderson, 2002). In addition, weight gain often occurs within the 

context of these shared eating and exercise patterns (Craig & Truswell, 1990; Burke, 

Beilin, Dunbar, & Kevan, 2004). Although these studies do not explicitly cite 

interdependence theory as a framework, the present study suggests that the health 

behaviors of people in relationships are inherently connected. Thus, using an 

interdependence framework, this study examines two distinct communicative 

mechanisms, social influence and social support, and how these communication 

mechanisms are associated with one’s own and a partner’s healthy and unhealthy 

behaviors and relationship quality. 

Communication Mechanisms for Health Transformation Behaviors: Social Influence and 

Social Support 

Health Behaviors and Social Influence 

 One mechanism through which individuals can change their partner’s behavior is 

through social influence. Social influence refers to an attempt to change the goals or 

behaviors of others and is common within close relationships (Dillard, 1989; Dillard & 

Fitzpatrick, 1985). Early studies of social influence revealed several tactics that people 

use to influence others. Marwell and Schmitt (1967) identified 16 separate compliance-

gaining techniques, including using promises, threats, positive or negative expertise, 

liking, pregiving, aversive stimulation, debt, moral appeal, positive or negative self-

feeling, positive or negative altercasting, altruism, and positive or negative esteem. These 
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16 categories describe different ways in which one person can attempt to change the 

behavior of another person. 

Romantic partners may be the most effective at persuading each other (Sillars, 

1979). Roloff (1987) suggested that intimate partners may be especially influential 

because of the nature of their interdependent relationship. Within romantic relationships, 

Roloff suggests, individuals anticipate the needs and desires of their partners, and they 

want the best outcomes possible, which may mean abiding by their partners’ requests. 

Further, Umberson (1987) discovered that family members, particularly spouses, may act 

as a catalyst for health behaviors through the use of social control, which may contribute 

to the mortality differences among married and unmarried people. Married partners may 

serve a regulatory function for health behaviors, and partners can be an indirect deterrent 

(via social norms for conventional behavior) or a direct deterrent (via explicit social 

control) for negative health behaviors. From these earlier social control studies, 

Butterfield and Lewis (2002) extended the social influence literature to include couple-

level health influence behaviors. 

The health behaviors reported by one individual in a romantic relationship may be 

dependent on their partner’s use of health-related social control tactics (Lewis & 

Butterfield, 2007). Lewis operationalized health-related social control as several subsets 

of behaviors in which individuals attempted to use power tactics to influence their 

spouse’s health behaviors (Lewis, Butterfield, Darbes, & Johnston-Brooks, 2004). The 

most effective health-related social control tactics, or the ones that resulted in health-

enhancing behavioral reactions, included positive (e.g. model behavior, rather than create 
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fear), direct (e.g. persuade, rather than induce guilt), and bilateral (e.g. discuss topics, 

rather than drop hints) influence attempts (Lewis & Butterfield, 2007). In general, 

individuals who reported using more frequent health-related social control tactics were 

more likely to influence their partners to do as they wanted.  

Similarly, Dennis (2006) found that romantic partners used positive and negative 

influence strategies to promote health protecting behaviors in their partners.  Appeals 

related to liking, caring, and threat were judged to be the most effective persuasive tactics 

to motivate young adults’ specific health behaviors, including diet, exercise, smoking, 

and safe sex. Dennis (2006) asked participants to reflect on potential motivating 

influences and results suggest that influence strategies may impact each of the health 

outcomes differently, although results were hypothetical and for one partner only. Several 

studies have examined the role of health-related social control or social influence in 

romantic relationships (Dennis, 2006; Lewis et al., 2004; Lewis et al., 2006; Lewis & 

Butterfield, 2007); however, less is known about the ways in which specific health 

maintenance behaviors impact relationship outcomes.  

Romantic partners may be a frequent source of influence for health behaviors; and 

the direction of influence points toward partners having a positive impact on each other’s 

health behaviors. In one study, researchers asked dyads to list all of the positive and 

negative ways that their partners influenced their health (Markey, Markey, & Gray, 

2007). Dyads reported more positive influences than negative, and women tended to 

report that they made a higher number of influence attempts than men; however women 

noted that their partners had more of an influence on their health than men did. Further, 
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when considering the ratio of positive influence attempts to total number of influence 

attempts, individuals who reported a higher percentage of positive influence strategies 

also reported better relationship quality outcomes, including love and understanding. 

Additionally, several health outcomes were related to reports of individuals’ partners 

overall (positive and negative) health influence, such that men and women who reported 

more partner influence for certain health behaviors (such as Body Mass Index, physical 

activity, medical symptoms, alcohol consumption, smoking, and stress) also reported 

better relationship outcomes (Markey et al., 2007). This study provides strong evidence 

that social influence attempts can have a positive effect on health and positive types of 

social influence can also impact positive relationship outcomes.  It is important to note, 

however, that Homish and Leonard (2008) reported that both healthy and unhealthy 

behaviors of one individual can be an influential source of behavior change for one’s 

partner within a romantic relationship. 

The social influence literature lends itself to interdependence theory through the 

concept of transformations of motivation. Indirectly, individuals may make 

transformations, or sacrifices for their partner because they predict that their actions may 

influence their partner to engage in a certain behavior (Kelley, 1979). In other words, 

social influence may be positively or negatively associated with health-related sacrifices 

(Path c in Figure 1). On one hand, an individual who is attempting to make healthier food 

choices might influence his or her partner to also eat healthier, while the partner might 

regard this decision as a health-related sacrifice. Conversely, when one individual wants 

to change unhealthy eating habits (e.g., going on a lower calorie diet), he or she may 
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attempt to influence the partner to engage in the behavior together and the partner may 

refuse the influence attempts and avoid making a health-related sacrifice. In the latter 

case, the individual who is attempting to change his or her unhealthy eating may decide 

to sacrifice his or her healthier goals for the sake of the partner (e.g., giving up on the low 

calorie diet and eating at a fast food restaurant at the partner’s request). In some cases, 

partners may be giving up, or passively sacrificing, their health behaviors for their 

partner’s desires. To the author’s knowledge, these passive health sacrifices have not 

been examined in regards to general health or relationship outcomes. 

Health Behaviors and Social Support 

Romantic relationships may function as a mechanism of social support, which has 

been empirically associated with positive health outcomes across situations (House et al., 

1988). Having a supportive confidant, often operationalized as a marital partner or 

romantic partner in research, has been connected to both positive physical and 

psychological health outcomes (Seeman, 2001; Uchino et al., 1996) and positive 

relational outcomes, such as satisfaction (Bradbury, Fincham, & Beach, 2000; Mickelson, 

Claffey, & Williams, 2006). Committed partners can provide physical and emotional 

support in times of stress, which may have positive health effects (Coan, Schaefer, & 

Davidson, 2006; Uchino et al., 1996); however, not all romantic relationships are 

associated with positive health outcomes, and mere presence of a romantic partner may 

not provide the social support necessary for health outcomes. Troubled relationships may 

also be associated with negative health and interpersonal consequences (Coyne et al., 

2001; Repetti, Taylor, & Seeman, 2002; Seeman, 2001). In other words, the quality of a 



26 
 

personal relationship is associated with social support, rather than the mere presence of a 

partner (McCartney, 1995).  

The receipt of social support has been regarded as a positive influence on health 

outcomes, especially evident in studies of women. The premise that social support can 

positively impact health behaviors has garnered much empirical evidence in recent years. 

For example, women who report higher amounts of social support tend to also report 

positive health maintenance behaviors, such as lower incidence of weight (re)gain, report 

being more physically active, and engage in cancer screening (Brunt, 1999; Hafner et al., 

1990; Kelsey et al., 2000). Further, Jackson (2006) reported that women with higher 

close support also tended to have better dietary practices and were more willing to have 

regular medical exams.  

In addition, lower reports of social support have been found to negatively impact 

health behaviors. In one study, low levels of available social support (operationalized as 

fewer than two available supportive others) was related to irregular sleep and sedentary 

behavior in men and women (Allgöwer, Wardle, & Steptoe, 2001), and other studies find 

that drug, tobacco, and alcohol use is inversely related to social support (e.g. Barnes, 

Reifman, Farrell, & Dintcheff, 2000; Feldman, Gowen, & Fisher, 1998; McCartney, 

1995) and unmarried people who lived alone tended to engage in more maladaptive 

behaviors than those who lived with a partner (Hughes & Gove, 1981). Thus, it appears 

that having little or no social support may be a detriment to a healthy lifestyle.  

Including measures of both perceived social support from partner and influence 

strategies will provide a more complete glimpse into the couple’s use of health-related 
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communication and which types of communication are associated with health behavior 

changes. In at least one study, researchers operationalized significant others’ health 

influence via a social support mechanism. Zimmerman and Connor (1989) asked 

participants how much their partners supported them as they tried to change health habits, 

how much partners supported them by changing their own habits, and encouraged them 

to keep their own habits. While social support and social influence may seem 

conceptually similar, Lewis et al. (2004) concluded that health-related social control 

tactics were not significantly correlated with social support. Therefore, including both 

social influence and social support measures may result in a better understanding of the 

mechanism of health behavior change.  

In addition, the relation between social influence and health status may be 

moderated by age or relationship stage. Some health maintenance behaviors may be 

perceived as irrelevant to younger adults (such as sleep or preventive care), whereas they 

may be especially relevant to adults in other stages of their life. For example, college 

students may not view regular physician checkups, adequate sleep, or limited alcohol and 

drug consumption as a requirement for a healthy lifestyle. Burke et al. (2004) concluded 

that young adults, while they seem to be a relatively healthy age group, are at a 

particularly strong risk for developing unhealthy lifestyle habits as they transition into 

adult roles, such as cohabitation with a partner and child bearing. Also, older adults may 

face a myriad of health concerns when compared to younger adults. The health concerns 

of older couples may lead them to engage in different health maintenance behaviors 

(Pettee et al., 2006) or view their health differently than younger adults (Benyamini, 
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Leventhal, & Leventhal, 2000). Thus, age or relationship stage may moderate the relation 

between social influence and health outcomes such that older adults or individuals in 

longer term relationships may report more influence attempts because health maintenance 

is more relevant. 

The Present Study 

The aim of the current project is to better understand the role of romantic 

partners’ mutual influence and support in enacting health maintenance behaviors. Studies 

examining health behaviors in committed dyads frequently note the importance of social 

support in enacting and maintaining behavior change (Anderson et al., 2004; Jackson, 

2006; Verheijden, Bakx, van Wheel, Koelen, & van Staveren, 2005), however social 

support is often vaguely defined, leaving the communicative mechanisms unclear. In 

addition, most studies examine only one specific health behavior of interest (for example, 

smoking cessation) and few studies assess a variety of health maintenance behaviors 

(Lewis et al., 2004; Lewis & Butterfield, 2007). 

The current project uses an interdependence theory framework in order to 

examine individual and dyadic mechanisms of social influence and social support for 

encouraging health maintenance behaviors and the potential impact of health 

maintenance on relationship quality. Previous research has not tackled the intersection of 

health maintenance behaviors, social control, and the role of relational interdependence 

within a romantic relationship. Importantly, the theoretical framework is tied to the 

Actor-Partner Interdependence Model, which suggests that individuals in relationships 

will impact their own and their partner’s outcomes. Theoretically, interdependence theory 
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highlights the relevance of partner-level effects, or the amount of influence the actor 

independent variable has on the partner dependent variable, controlling for the 

association of the actor’s own dependent variable. Each research question will be 

examined in two separate paths, according to APIM, to test actor effects (the association 

between x1 and y1, x2 and y2) and partner effects (the association between x1 and y2 and 

x2 and y1). Though the actor effects are reported in the results, the partner effects are most 

informative for the aim of the current study. Models for hypothesis tests 1 – 5 are 

available in Figures 3 – 8. The following hypotheses and research are proposed: 

Hypothesis 1A: Reports of social influence tactics will be positively related to health-

related transformations. 

Hypothesis 1B: Reports of social support from partner will be positively related to health-

related transformations. 

Hypothesis 2A: Reports of social support from partner will be positively related to health 

status and wellbeing. 

Hypothesis 2B: Reports of social support from partner will be positively related to 

relationship quality. 

Hypothesis 3A: Reports of social influence tactics will be positively associated with 

reports of health and well-being.  

Hypothesis 3B: Reports of social influence tactics will be associated with relationship 

quality.  

Hypothesis 4: Age and relationship stage will moderate the association of social influence 

on health and well-being. 
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Hypothesis 5: The frequency of unhealthy transformations will be associated with lower 

relationship quality, while healthy transformations will be associated with higher 

relationship quality. 

Research Question 1: Are health transformations associated with (1a) one’s own 

motivations for being healthy or unhealthy, (1b) one’s partner as a motivation for being 

healthy or unhealthy, and (1c) one’s relationship as a motivation to be healthy or 

unhealthy? 

Research Question 2: How are active and passive health transformations of motivation 

(e.g., doing something unwanted for the partner or giving up something enjoyed for the 

partner) associated with (3a) social influence tactics, (3b) social support, and (3c) 

motivation for engaging in health maintenance behaviors for the partner? 
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CHAPTER II 

METHOD 

Design and Procedures 

 The sample consisted of adults who self-identified as being involved in a romantic 

relationship. Individuals from different stages of relationships, including dating and 

married couples, were invited to participate. The criteria for participation in the study 

included: 1) participants must be in a romantic relationship, of any duration 2) all 

participants must be at least 18 years old, 3) able to read English, and 4) both partners 

must be willing and able to participate in the one-time online study.  

Survey data were collected from a non-random convenience sample of couples 

who met study criteria using a student-referral system, in which undergraduate students 

were able to earn extra credit for a class in exchange for registering a couple for the 

study. The extra credit opportunities were presented to several undergraduate classes, and 

students who were enrolled in two classes could earn credit in both classes for registering 

two couples who met the study criteria as long as the couples were not related to one 

another. Undergraduate students were asked to visit an online study registration website 

and provide the names and email addresses of both individuals in the relationship. 

Students were encouraged to register couples who were not university students and 

students were informed that they were not eligible to participate in the study themselves. 

The sample invitations were stratified such that different study invitations were used to 

solicit couples in age groups so that an approximately equivalent number of couples 

would be in their 20’s, 30’s, and over age 40. Non-student participants were offered 
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compensation for their time with a $10 Target gift card. At the end of the survey, 

participants were directed to a separate online survey to register for their gift cards.  

Student recruitment registration resulted in a total of 210 couples (420 individuals 

in relationships) who were invited to complete the online survey. The researcher sent 

emails to each individual with unique code numbers and survey weblinks. Of the 420 

individuals who were invited to participate via email, 360 individuals (86%) completed 

the survey.  

The completed survey responses were then paired using couple identification 

codes given to participants, and 28 were omitted from data analysis because only one 

individual from the relationship completed the survey. Of the remaining 332 individuals, 

seven couples (14 individuals) were in a same-sex relationship; thus, they were omitted 

from analyses because of the lack of distinguishable characteristics of same-sex couples 

(Kenny et al., 2006). The final sample consisted of 318 individuals, or 169 couples 

matched by their unique code numbers. 

Participants 

 Participants were on average 35.77 years old (median = 30.00 years old, SD = 

13.94, range 19-71). All participants noted that their relationship status to their partners 

was either dating or married, and just over half of the participants were married 

(52.51%). Of those who were not married, 32.65% of the dating participants were living 

together. Participants categorized their relationship as either first marriage (43.35%), 

never married (38.29%), second marriage (8.54%) divorced from their first marriage 
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(5.37%), divorced from their second marriage (1.58%), married in their third marriage or 

more (1.58%), separated (0.95%), or widowed (0.32%).  

Most participants reported that they live full time with their current partner 

(65.92%). Others reported that they maintain separate residences but stay together one or 

more times per week (12.42%), maintain separate residences and stay together 

occasionally (9.55%), live apart at all times (6.68%), and live together full time but 

maintain separate residences (5.41%).  Just over half of the participants had children 

(52.08%), and six were currently pregnant (1.88%). Each individual reported on the 

length of their relationship, and differences between partners were resolved by averaging 

the couple’s relationship length reports. On average couples had been together for 11.32 

years (SD = 11.91, relationship duration ranged from 3 months to just over 44 years).  

 Most participants reported their race as non-Hispanic White (73.27%), with 

16.35% Hispanic Latino/a, with several participants reporting mixed ethnicity (2.83%), 

Black (2.51%), Asian (2.20%), Hawaiian or Pacific Islander (0.62%), and American 

Indian or Alaska Native (0.31%). A majority of participants had a post-high school 

education (35.53% had some college, 4.71% had trade or vocational degrees, 29.24% 

were college graduates, 16.98% had postgraduate degrees and 3.77% had some 

postgraduate work completed). Some participants were high school graduates (8.17%) or 

had less than a high school education (0.94%). Few participants (13.52%) were 

University of Arizona students. Most were employed full-time (55.97%), part time 

(12.57%), or students (19.81%), with a few homemakers (5.34%), retirees (2.83%), and 

unemployed or looking for work (2.83%).  
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Measures 

 Health-related social influence attempts were assessed using a measure adapted 

from Lewis et al.’s (2004) health-related social control tactics, which included power 

tactics used to influence partners about their health. The 12 tactics included in this study 

were both positive and negative aspects of social influence. Respondents were asked, 

“How often in the last six months have you used these tactics to influence your partner to 

engage in healthy activities?” on a 1 to 7 Likert scale, with responses ranging from never 

to frequently. According to Lewis and Butterfield (2007), positive health-related social 

control tactics reflect a positive emotional tone and rational logic while negative 

influence tactics induce negative emotions in the target. Based on prior literature, twelve 

compliance strategies outlined by Marwell and Schmitt (1967) and used in previous 

dyadic health communication research (Lewis & Butterfield, 2007) were grouped into 

positive and negative strategies. The six positive tactics (α = .93) included asked, used 

persistence, expressed positive emotion, reasoned, stated importance, and made 

suggestions. The six negative tactics (α = .93) included bargained, used guilt, expressed 

negative emotions, invoked obligation, told, and used withdrawal. For scale descriptive 

and separate alpha reliabilities by sex, see Table 1, and correlations in Table 2. A 

complete list of study measures is available in Appendix A. Exploratory factor analysis 

supported the two factor structure of positive and negative social influence, with two 

factors emerging with eigenvalues greater than 1 using principal component extraction 

methods with varimax rotation. The six positive tactics, explaining 74% of the variance, 

loaded on one factor with factor loadings greater than .74 for each item and no greater 
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than .14 on the other factor. The six negative tactics, explaining 74% of variance, loaded 

on one factor with loadings above .83 and no greater than .36 on the other factor.  

Health-related transformations were operationalized using two scales of healthy 

and unhealthy sacrifices created for this study for the purpose of measuring 

interdependence theory’s construct of relationship sacrifices, as applied to health 

behaviors. Sacrifices, or transformations for partner, have been operationalized in several 

different ways (for example, see Van Lange et al., 1997); however, the measures often 

omit important details about sacrifice frequency, type, difficulty or ease, and other 

aspects which may provide a more cohesive view of the variable. In the current study, a 

list of health-related transformations of motivation was presented which included five 

healthy and five unhealthy items representing health behaviors. Participants were given 

the instructions, “Some people do healthy things for their partners. Respond to the 

following…” for healthy transformations and “Sometimes people might do unhealthy 

things for their partner. Respond to the following…” for unhealthy transformations. 

Response options included: never (coded as 0), yearly (1), monthly (2), weekly (3), or 

daily (4). The 10 items assessing healthy and unhealthy transformation frequency are 

available in Table 3. Descriptive statistics for items are available in Table 4. Sacrifice 

frequency was summed for all healthy transformations (α = .72) and unhealthy 

transformations (α = .64). Results of an exploratory factor analysis revealed a scree plot 

with two distinct factors with eigenvalues above 1. All five healthy items loaded on one 

factor with factor loadings between .63 and .74 and the highest item loading no higher 

than .47 on the second factor, and 47% of variance explained by the single factor. The 
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five unhealthy items loaded on one factor with factor loadings between .45 and .72 and 

item loadings no higher than .42 on the second factor, with 41% of variance explained by 

the single factor. Respondents who reported “never” doing healthy or unhealthy 

behaviors for their partner were asked to skip the questions about type of sacrifice. 

In order to operationalize active versus passive sacrifices, participants responded 

to the question “How would you describe the last time you did this for your partner?” 

Participants categorized their changes as active (“I did something for my partner that I 

did not want to do.”), passive (“I gave up something I liked doing for my partner”), both 

active and passive, or neither. Frequencies for active and passive healthy and unhealthy 

sacrifices are reported in Table 4. Factor analyses were not run on frequency data from 

perceived difficulty or ease and active or passive sacrifices because of the large amount 

of missing data due to not all participants reporting making the sacrifices.  

Relationship quality variables related to interdependence theory included 

satisfaction, commitment, and investment. These three variables were measured using 

items from Rusbult, Martz, and Agnew (1998) to assess satisfaction (nine items, e.g., 

“My relationship is close to ideal”) α = .96, commitment (seven items, e.g., “I want our 

relationship to last forever”) α = .86, and investment (five items, e.g., “I have put a great 

deal into our relationship that I would lose if the relationship were to end”) α = .83. 

Responses were collected on a seven point Likert scale (where 1 = not at all and 7 = 

agree completely). Reliability estimates by sex and scale descriptive are reported in Table 

1.  
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Social support was measured using the multi-dimensional perceived social 

support measure of general social support from one’s partner (Zimet, Dahlem, Zimet, & 

Farley, 1988). The 8-item scale included items such as “My partner is available when I 

am in need”. Responses ranged from 1 = strongly disagree to 7 = strongly agree, and the 

scale achieved high reliability, α = .97.  

Motivations for healthy and unhealthy behaviors were operationalized by asking 

participants about why they enact healthy and unhealthy behaviors, and whether the 

motivations to improve health were for the individual’s self, partner, or relationship. 

Specifically, questions about healthy motivations asked, “To what extent do you work to 

maintain your health for (a) your own reasons (b) your partner, and (c) your 

relationship?” For each question, participants were able to rate the extent to which they 

enact healthy behaviors for each motivating factor on a scale of 1 = not at all motivated 

for these reasons, 2 = only somewhat motivated for these reasons, 3 = mostly motivated 

by these reasons, and 4 = completely motivated by these reasons. The questions were 

repeated for unhealthy behaviors with the same responses. These questions tapped into 

the individual’s motivating factors for engaging in health-related activities. The 

frequencies of healthy and unhealthy motivations are recorded in Table 5. To summarize, 

most people reported that they engaged in healthy behaviors because of themselves and 

their partner. People were less likely to admit that their relationship or their partner was 

an underlying factor in why they were engaging in unhealthy behaviors. 

Health status was assessed using global items to assess the participants’ 

perception of their own health and well-being. Participants were asked to rate their 
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general health with a single item, “My overall health is…”, with responses ranging from 

poor (assigned a scale value of 1), fair, good, to excellent (scale value = 4), M = 3.22, SD 

= .69.  

Well-being was operationalized using five items from the Satisfaction with Life 

Scale (SWLS) (Diener, Emmons, Larsen, & Griffin, 1985), α = .89. The items assess 

global well-being by asking participants to respond, on a Likert scale of 1 (strongly 

disagree) to 7 (strongly agree) to items such as, “The conditions in my life are excellent.” 

Health status was significantly correlated with well-being, r = .27, p < .001. 

Control Variables. In order to maintain consistency across all model tests, a single 

control variable, marital status, was included in all APIM models. Previous research has 

empirically linked marital status with positive health behaviors (Umberson, 1992), 

relational quality and longevity (Impett, Beals, & Peplau, 2001; Stafford, Kline, & 

Rankin, 2004). Marital status was coded as coded as 0 = not married (46%) and 1 = 

married. A single control variable was chosen for analyses because marital status was 

strongly associated with other potential control variables, including age, (marrieds were 

significantly older, p < .001) and in longer relationships, p < .001. Marital status had the 

lowest percentage of missing data across the sample (n = 2 individuals missing marital 

status versus n = 79 were missing age and n = 37 were missing relationship length). T-

tests revealed that being married was significantly associated with higher well-being (p < 

.05), M = 27.93 for married versus M = 25.86 for those not married, and lower health 

status (p < .05), M = 3.17 for married versus M = 3.28 for not married. Marital status was 

not significantly associated with relationship quality variables (all t-tests p > .05). While 
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marital status was included in all model tests, statistics for the control were only reported 

in results when there was a significant correlation with the dependent variable(s) of 

interest. 

Data Analysis 

Hypotheses were analyzed using the Actor-Partner Interdependence Model 

(APIM, Kenny et al., 2006) to account for the level of interdependence in dyadic data, 

and to examine the level of influence each partner has on their own and partner’s 

outcomes. This statistical technique controls for the inherent interdependence between 

couples (i.e., the likelihood that one person’s data is correlated with their partner’s data). 

APIMs allow for hypotheses to account for interpersonal effects (also called “partner 

effects”, the effects of one person’s scores of x on the partner’s y score) and intrapersonal 

effects (also called “actor effects”, the effects of one person’s x score on his or her own y 

score). See Figure 2 for a conceptual picture of the APIM. The results presented include 

actor effects and partner effects, which are estimated controlling for actor effects, and an 

estimation of dyadic interdependence for each dependent variable (Cook & Kenny, 2005; 

Kenny et al., 2006). Although both actor and partner effects are presented in the tables, 

the focus of this study, following interdependence theory, is on the partner-level effects. 

That is, controlling for the actor effects, the level of influence between individuals in 

relationships is most relevant to the hypotheses and research questions presented here. 

All means and standard deviations for the measures are available in Table 1, and a 

correlation table is available in Table 2.  The within-dyad correlation for nearly all of the 

models revealed significant associations among individuals’ variables in the dyads, 
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supporting that data were interdependent. APIM analysis for the hypotheses and research 

questions were conducted in SAS PROC MIXED, which uses multilevel modeling to 

account for the autocorrelation of data nested within couples.  

Although the study hypotheses do not predict sex differences that would impact 

the strength of the relationships between variables within the actor partner models, a 

feature of distinguishable dyadic data is that the associations among variables can be 

constrained equal or examined separately by the distinguishable variable. In constrained 

models, actor and partner effects are held equal and the results indicate actor and partner 

associations for all participants. Using the same analytical techniques, the APIM can also 

test directional effects by sex. The benefit of using this technique is that the results are 

more nuanced and provide statistics for associations by sex (or by any distinguishable 

dyad variable). Directional effects by sex can indicate whether partner effects for female 

actors on male partners or male actors on female partners are significant. In the present 

study, hypotheses were tested using both models and the results from the best-fitting 

model are reported here. In the cases where model fit was not statistically significantly 

different, the more parsimonious model (the constrained model) was reported. In models 

where the directional effects provided a better model fit or a more detailed picture of the 

results, the effects of associations by sex were reported from the unconstrained models. 
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CHAPTER III 

RESULTS 

Hypothesis 1A: Reports of social influence tactics will be positively related to health-

related transformations. 

Hypothesis 1 predicted that both positive and negative social influence tactics 

would be related to healthy and unhealthy sacrifices (See Figure 3). Models were run 

separately for the two dependent variable measures, healthy and unhealthy 

transformations, for actor and partner social influence variables. Directional effects by 

sex did not provide a significantly better model fit or significant results (healthy 

transformation model, χ
2
Δ = 1.07, df = 1, ns, unhealthy transformation model χ

2
Δ = 0.51, 

df = 1, ns), thus the constrained models are reported. The APIM results for hypothesis 1 

can be found in Table 6. For the actor’s healthy transformation frequency, results suggest 

that positive social influence attempts reported by the self and partner were not 

significantly associated with the actor’s reports of healthy or unhealthy transformations. 

Negative social influence tactics reported by actors were marginally positively associated 

with their own reports of making healthy transformations, b = 0.11, p = .06, and 

significantly associated with their own reports of making unhealthy transformations, b = 

0.16, p < .001. For healthy transformations, a partner effect emerged such that partner’s 

reports of positive social influence tactics were positively related to the actor’s healthy 

transformations, b = 0.12, p < .01. Also, partner reports of using negative social influence 

tactics was a marginally positively associated with unhealthy transformations, b = 0.06, p 

= .09. 
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Hypothesis 1 received partial support as significant or marginally significant 

associations were found for half (4 of 8) of the predicted paths. In summary, negative 

social influence tactics were positively associated with actor effects for both healthy and 

unhealthy transformations, and positive social influence tactics reported by a partner were 

associated with the actor’s increased frequency of healthy transformations. 

Hypothesis 1B: Reports of social support from partner will be positively related to 

health-related transformations. 

Hypothesis 1B predicted that social support would be positively associated with 

both healthy and unhealthy transformations. Models were run separately for the two 

dependent variables, healthy and unhealthy transformations, and results of the 

constrained model APIMs can be found in Table 7, as the unconstrained models did not 

produce significantly better model fit (healthy transformation model, χ
2
Δ = 0.10, df = 1, 

ns, unhealthy transformation model, χ
2
Δ = 0.82, df = 1, ns). For unhealthy 

transformations, the actor’s level of perceived social support from their partner was 

negatively associated with his/her own report of making unhealthy transformations, b = -

0.11, p < .001. For healthy transformations, the actor’s level of perceived social support 

from partner was marginally significantly associated with making healthy 

transformations, b = 0.06, p = 08. There were no partner effects for social support 

perceptions on healthy or unhealthy sacrifices, yet the nature of the social support 

variable (operationalized as social support received from partner) imply that actor effects 

are actually measuring partner-level variance. 
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Hypothesis 1B was partially supported for actor effects only. The results suggest 

that when individuals report that they receive more social support from their partner, they 

report more frequent healthy transformations and less frequent unhealthy transformations. 

The hypothesis predicted a positive association between social support and health 

transformations. In contrast to the predicted positive association of social support on 

unhealthy transformations, having a supportive partner was negatively associated with 

the frequency that individuals report making unhealthy behaviors for their partner. 

Hypothesis 2A: Reports of social support from partner will be positively related to health 

status and well-being. 

 Hypothesis 2A predicted that social support would be related to health status (the 

single item measure of self-report health) and well-being (the composite score of well-

being). Models were run separately for each dependent variable for both actors and 

partners. APIM results are reported in Table 8. Reports of social support from partner 

were marginally associated with the actor’s health status, b = 0.01, p = .07, and well-

being, b = 0.30, p < .001. Partner reports of social support received from actors was also 

positively associated with the actor’s health status, b = 0.01, p < .05, and well-being, b = 

0.07, p < .05. The model testing the directional effects between men and women did not 

have a significantly better model fit than the constrained model (well-being model, χ
2
Δ = 

0.65, df = 1, ns, health model, χ
2
Δ = 0.08, df = 1, ns); therefore only the constrained 

models are reported in Table 8.  

In summary, hypothesis 2A was supported for actor and partner effects of social 

support. Having a supportive relational partner was positively associated with well-being 
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and marginally positively associated with health reports (as is evident through the actor 

effects). Further, the interpretation of the partner effects suggests that actors who offer 

social support to their partners also have better health and well-being.  

Hypothesis 2B: Reports of social support from partner will be positively related to 

relationship quality. 

 Hypothesis 2B posited that social support reports would be positively associated 

with relationship quality, specifically satisfaction, investment, and commitment. Each 

model was run separately for the three dependent variables; all models included actor and 

partner social support as predictors and marital status as a control variable, and models 

were run separately to test for directional effects of sex. For the dependent variable 

satisfaction, the constrained model provided a significantly better model fit when 

compared to the unconstrained model (χ
2
Δ = 4.25, df = 1, p < .05), and for investment 

and commitment the constrained models are also reported for Hypothesis 2B in Table 9, 

as there were not significant differences between model fit, (investment model, χ
2
Δ = 

0.13, df = 1, ns, commitment model, χ
2
Δ = 0.12, df = 1, ns).  

For satisfaction, perceived partner social support was a significant and positive 

predictor of relationship satisfaction (actor effect, b = 0.87, p < .001, partner effect, b = 

0.20, p < .01). For investment, one’s own reports of social support from partner was a 

significant and positive predictor of relationship investment, b = 0.18, p < .001. Social 

support from partner was also significantly associated with relationship commitment 

(actor effect, b = 0.40, p < .001, and partner effect, b = 0.12, p < .01). Married individuals 

were significantly more invested in their relationships than non-married individuals, b = 
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3.27, SE = 4.52, t (164) = 4.60, p < .001, and significantly more committed, b = 3.85, SE 

= 0.67, t (164) = 5.84, p < .001. There were no significant partner effects for social 

support on relationship investment.  

Hypothesis 2B was fully supported for actor reports of social support in predicting 

relationship quality, and mostly supported for partner effects. In all three models, reports 

of social support from a partner were significantly positively associated with satisfaction, 

investment, and commitment. For the models predicting satisfaction and commitment 

from social support, partner effects emerged such that people who reported receiving 

social support were likely to be in relationships where their partners reported higher 

satisfaction and commitment.  

Hypothesis 3A: Reports of social influence tactics will be positively associated with 

reports of health and well-being.  

 To test hypothesis 3A, both positive and negative social influence tactics were 

regressed on health and well-being, separately. That is, two separate APIM models 

(separate models for dependent variables, health and well-being) were run with four 

predictors (actor and partner positive and negative social influence reports), with the 

control variable marital status. In the well-being model, married individuals reported 

significantly better well-being, b = 2.16, SE = 0.84, t (153) = 2.59, p < .05. Constrained 

models are reported, as the unconstrained models did not provide significantly better 

model fit (health model, χ
2
Δ = 1.99, df = 1, ns, well-being model, χ

2
Δ = 0.05, df = 1, ns). 

For full APIM results, see Table 10. Positive social influence tactics reported by the actor 

were significantly predictive of the actor’s overall health, b = 0.01, p < .05. No actor or 
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partner effects of social influence on well-being emerged, and partner effects for social 

influence on health were not significant.  

Taken together, the results provide little support for Hypothesis 3A. In only 1 of 

the 8 potential associations between social influence and health and social influence and 

well-being, positive social influence emerged as a significant and positive predictor of 

overall health. The data indicate that by and large, social influence tactics are not 

associated with health and well-being.  

Hypothesis 3B: Reports of social influence tactics will be associated with relationship 

quality.  

 Hypothesis 3B predicted that positive and negative social influence tactics would 

be associated with relationship quality. See Table 11 for complete results. This 

hypothesis was tested with 3 separate models, each with a different relationship quality 

dependent variable, four independent variables (positive and negative social influence 

strategies from actors and partners), plus the control variable marital status. Marital status 

was a significant control variable predicting investment, b = 3.10, SE = 0.80, t (151) = 

3.87, p < .001, and commitment b = 3.62, SE = 0.91, t (152) = 3.98, p < .001; married 

people were significantly more invested and committed in their relationships. The 

constrained model is reported for satisfaction, as the unconstrained model for satisfaction 

did not provide significantly better model fit or significant results by sex (χ
2
Δ = 3.64, df = 

1, ns). For the investment model, although the unconstrained model did not provide a 

significantly better fit, χ
2
Δ = 0.35, df = 1, ns, a significant directional effect emerged, 

therefore the unconstrained model is reported for investment. For the commitment model, 
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the unconstrained model did not provide a better model fit or significant directional 

associations by sex, χ
2
Δ = 3.79, df = 1, ns, therefore the constrained model is reported.  

People’s reports of negative social influence were predictive of their own (actor 

effect, b = -0.27, p < .05) and their partner’s (partner effect, b = -0.25, p < .05) decreased 

satisfaction.  Also, a partner’s use of positive social influence tactics was positively 

associated with actor satisfaction, b = 0.20, p < .05. 

 For investment, a marginally significant actor effect for positive social influence 

emerged. The unconstrained model testing for directional effects by sex revealed a 

significant actor effect for females such that female actors who reported using positive 

social influence tactics were slightly more invested in their relationships, b = 0.23, p < 

.05, and the remaining actor and partner effects were non-significant. 

 For the dependent variable commitment, positive social influence tactics were 

associated with commitment, b = 0.13, p < .05, and negative social influence tactics were 

associated with lower commitment, b = -0.25, p < .01. There were no partner effects for 

positive or negative social influence on either investment or commitment. 

 Hypothesis 3B received partial support. In general, negative social influence does 

not bode well for relationship quality, namely satisfaction and commitment, as actor and 

partner reports of using negative social influence tactics was associated with lower 

relationship satisfaction, and actor reports of lower commitment. An investigation of sex 

differences revealed that women who report using negative social influence tended to be 

more invested in the relationship. In general, using positive social influence was 
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associated with higher relationship quality (including a partner effect for satisfaction, an 

actor effect for commitment, and a marginally significant actor effect for investment).  

Hypothesis 4: Age and relationship stage will moderate the association of social 

influence on health and well-being. 

 Previous literature suggested that differences in age or relationship stage could 

impact physical health (Benyamini et al., 2000; Pettee et al., 2006) and the strategies 

people in relationships might employ to influence their partner to engage in healthy 

behaviors (Roloff, 1987; Umberson, 1987). Cook and Kenny (2005) identify two separate 

interaction effects present in actor-partner models. First, a partner-moderated partner 

effect suggests that the partner’s level of the moderator variable can impact the relation 

between the actor and partner variables. Second, an actor-moderated partner variable 

predicts that an additional actor-level variable could impact the relation between the actor 

and partner associations. Using previous research as a guide for Hypothesis 4, the age of 

either the actor or the partner was predicted to moderate the relation between social 

influence and health variables, such that older individuals may employ more social 

influence strategies to improve their partner’s health or having an older partner might be 

a reason to engage in persuasive health communication. Also, relationship status was 

hypothesized to affect the association between social influence and health variables, such 

that people who are married, cohabiting, or have children, may be more invested in their 

partner’s long term health status, and may employ more social influence tactics to 

improve their partner’s health. To represent relationship status in interaction analyses, 

three separate categorical variables were created to reflect the marital status (married 
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versus not married), living status (cohabiting versus not cohabiting), and child status 

(having a child versus not having a child). In order to test hypotheses that age and 

relationship status would moderate the relation of social influence on health or well-

being, centered terms were created for positive and negative social influence predictor 

variables, as suggested by Aiken and West (1991).  Interaction terms for age and 

relationship status and social influence were entered with main effects into models 

predicting health and well-being.  

Hypothesis 4 was not supported for age or relationship status moderating social 

influence and health or well-being. There was no evidence that the age of participants or 

their partners interacted with actor or partner predictions of positive or negative social 

influence strategies to predict health status, although several marginally significant 

findings emerged (see Table 12). Both the single item health and the composite measure 

of well-being were tested as health status outcomes, without significant age interactions. 

The main effects for age and partner age were not significantly associated with health 

(age, b = -0.00, partner age b = -0.00, p’s > .05) or well-being (age, b = -0.11, partner 

age, b = 0.03, p’s > .05). The marginally significant findings for age moderating social 

influence and each of the health status variables included interactions of age with 

negative social influence in association with marginally significant lower well-being 

(actor age b =0.07, p = .06, partner age b = -0.06, p = .07), and an interaction with age 

and positive social influence associated with lower well-being (b = -0.04, p = .09). These 

effects should be interpreted with caution as they are only marginally significant. Figures 

9 and 10 depict the interactions of age and social influence. For younger people, using 
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frequent positive and less frequent negative social influence tactics was associated with 

better well-being. For older adults, using fewer positive influence strategies was 

associated with higher well-being and more negative strategies with lower well-being. 

The findings for older adults suggest that older adults’ well-being may not be as closely 

tied to their use of positive communication strategies. Perhaps older individuals feel the 

need to be less polite when it comes to influencing their partner’s health and using more 

negative strategies represents their desire to help their partner be healthy. The graph for 

partner age moderating negative social influence was not included because it represents a 

nearly identical relationship from Figure 9. 

 To investigate how relationship stage could impact the association between social 

influence strategies and health, three separate relationship stage dummy variables were 

created to represent couples who were married, cohabiting, and had children. For 

interactions of relational stage with social influence tactics in predicting health status, one 

significant actor effect emerged. For the dependent variable well-being, main effects for 

cohabitation and children were not significant (cohabitation b = -0.17, children b = -0.20, 

p’s > .05), and the main effect for marriage approached significance, b = 2.28, p = .05. 

None of the relationship status variables were significant main effects for the health 

dependent variable (cohabitation, b = -0.03, children b = -0.03, and marriage b = -0.09, 

all p’s > .05). See Table 13 for complete statistics predicting health status from 

interactions with relationship stage and social influence and statistics predicting well-

being from interactions with relationship stage. The association between negative social 

influence strategies and health was stronger for cohabitors, b = 0.03, p < .05 (see Figure 
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11). For people in non-cohabiting relationships, reports of using more negative social 

influence strategies were associated with better overall health reports. Cohabitors who 

used more negative social influence strategies reported worse health compared to non-

cohabitors and cohabitors who used fewer negative social influence strategies reported 

better health than did non-cohabitors.  

Overall, hypothesis 4 was not supported. There was very little empirical evidence 

that people in different relationship types or people of older or younger age differ in their 

health or well-being when considering both positive and negative social influence 

strategies.   

Hypothesis 5: The frequency of unhealthy transformations will be associated with lower 

relationship quality, while healthy transformations will be associated with higher 

relationship quality. 

 To test hypothesis 5, healthy and unhealthy transformation reports by actors and 

partners were entered as independent variables in models. In each model, the dependent 

variables included one of the three relationship quality variables (satisfaction, investment, 

and commitment). Models were run separately for each dependent variable. Directional 

effects did not differ by sex (χ
2
Δ < 1.08 for all dependent variables, df = 1, all ns), thus 

the constrained model statistics are reported in Table 14. Marital status was a significant 

control, such that married individuals were significantly more invested, b = 3.36, SE = 

0.78, t (152) = 4.28, p < .001 and committed, b = 3.66, SE = 0.91, t (154) = 4.01, p < 

.001.  
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 Hypothesis 5 was fully supported for healthy transformations in predicting better 

relationship quality, and partially supported for unhealthy sacrifices in predicting 

associations with lower relationship quality. Results revealed predominant intrapersonal 

effects (actor effects) for associations of healthy and unhealthy transformation frequency 

on relationship quality. For each dependent variable, one’s own healthy transformation 

frequency report was significant and positively related to relationship quality reports. See 

Table 14. Satisfaction, investment, and commitment were significantly associated with 

one’s own frequency of healthy transformations (satisfaction, b = 0.41, investment, b = 

0.38, and commitment b = 0.21, all p’s < .01). There was one marginally significant 

partner effect for the association between healthy transformations and relationship 

satisfaction. Partners’ reports of healthy transformation frequency was marginally 

positively associated with the actor’s relationship satisfaction, b = 0.22, p = .07.  

 The hypothesis was mostly supported for predictions of unhealthy transformations 

predicting lower relationship quality, with 2 out of 3 significant actor associations. More 

frequent reports of unhealthy transformations were associated with lower relationship 

satisfaction, b = -0.97, and lower commitment, b = -0.49, p’s < .001. There were no 

significant partner effects between unhealthy transformations and lower relationship 

quality.  

 Overall, hypothesis 5 was supported, suggesting that healthy transformations are 

positively associated with all three positive relationship outcomes and unhealthy 

transformations are negatively associated with satisfaction and commitment. One 

marginal partner effect for healthy transformations emerged for satisfaction; however 
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there were no significant partner effects present for investment or commitment and health 

transformations. 

Research Question 1: Are health transformations associated with (1a) one’s own 

motivations for being healthy or unhealthy, (1b) one’s partner as a motivation for being 

healthy or unhealthy (1c) one’s relationship as a motivation to be healthy or unhealthy? 

 The first research question sought to explore the association between healthy and 

unhealthy transformations and actor and partner motivations for being healthy or 

unhealthy. To investigate the research question, four separate models were created: two 

APIM models predicting healthy transformation frequency (one to test associations 

between actor and partner healthy motivations and one to test associations between actor 

and partner unhealthy motivations) and two models predicting unhealthy transformation 

frequency (using the same structure as the first models). Using data from the questions 

about motivations for being healthy and unhealthy (See Table 5 for descriptive statistics), 

the predictor variables in each model included six motivation items (three items assessing 

actor motivation, three items assessing partner motivation). Each of the three items 

assessed separate motivating factors for health behaviors, including (1a) being motivated 

to be healthy or unhealthy for personal reasons, (1b) being motivated to be healthy or 

unhealthy because of a relational partner, and (1c) being motivated to be healthy or 

unhealthy because of the relationship. There were no differences in model fit or 

significant results by sex; constrained models are reported in Table 15. 

 The results provide some support that having different motivations for unhealthy 

and healthy behaviors is associated with making healthy and unhealthy transformations. 
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First, in examining the frequency of healthy transformations, when actors reported that 

they were motivated to be healthy by their relationships, they also reported making 

healthy behavior transformations for their partners, b = 2.13, p < .001. One partner effect 

emerged in predicting healthy transformations from unhealthy motivations. When 

partners attributed their unhealthy behaviors to their own motivations, the actors reported 

making fewer healthy behavior changes for their partner, b = -1.26, p < .001.  

 Second, in examining the frequency of unhealthy transformations, several 

different motivations were associated with making unhealthy transformations. Individuals 

with partners who were self-motivated to be healthy were less likely to make unhealthy 

transformations for their partners, b = -0.63, p < .05. Interestingly, when actors claimed 

that their partner was a source of their motivation to be healthy, the actors actually 

reported a slightly higher frequency of unhealthy transformations, but this association 

was only marginally significant, b = 0.59, p = .09.  These results, while they might seem 

contradictory, suggest that people who are healthy for personal reasons may be less likely 

to engage in unhealthy behaviors for their partners and people who rely on their partners 

for healthy motivation may be more susceptible to engaging in unhealthy behaviors for 

their partners.  

Not surprisingly, unhealthy motivators were the strongest predictors of making 

unhealthy transformations. A significant partner effect and a marginally significant actor 

effect emerged such that individuals who attributed their own unhealthy behaviors as 

motivated by themselves were less likely to report making unhealthy transformations for 

their partner, actor effect b = -0.31, p = .08, partner effect b = -0.46, p < .01. As would be 
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expected, actors who were motivated by their partners and their relationships to engage in 

unhealthy behaviors also reported more frequent unhealthy behavior transformations for 

their partners, b = 1.72, p < .001 for individuals motivated to be unhealthy by their 

partners, b = 1.15, p < .001 for actors motivated to be unhealthy for their relationships. 

Also, having a partner who reported that unhealthy behaviors were motivated by 

relationship reasons was positively associated with the actor’s own frequency of 

unhealthy transformations, b = 0.69, p < .05.   

 The results from APIM tests of motivations for healthy and unhealthy behaviors 

suggest that different sources of motivation were associated with healthy and unhealthy 

behaviors. For the most part, it appears that people’s motivations tend to transfer to their 

behaviors. For example, when individuals reported that they were motivated by their 

relationship to be healthy, they also reported making more healthy transformations for 

their partner. When individuals reported that they were motivated by their partner or 

relationship to be unhealthy, they tended to make more unhealthy transformations for 

their partners.   

Research Question 2: How are active and passive health transformations of motivation 

(e.g., doing something unwanted for the partner or giving up something enjoyed for the 

partner) associated with (3a) social influence tactics, (3b) social support and (3c) 

motivation for engaging in health maintenance behaviors for the partner? 

 The second research question was posed to investigate how active and passive 

sacrifices are associated with positive and negative social influence strategies, social 

support, and identifying the partner as a motivation for engaging in health maintenance 
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behaviors. Participants who reported that they had made a healthy or unhealthy 

transformation for their partners were then asked to identify whether they made an active 

or passive sacrifice. Participants were asked whether they had given up an enjoyable 

activity for their partner (passive sacrifice), done something they did not want to do for 

their partner (active sacrifice), both, or neither. For the purpose of investigating this 

research question, active and passive responses were summed across all 10 healthy and 

unhealthy transformation items. Participants who reported “neither”- that they did not 

make an active or a passive sacrifice were omitted from analyses, and those who reported 

“both” were added to the total.  

 The number of active and passive sacrifices across all ten items was relatively 

low. Of the 318 participants, only 79 (25%) had categorized sacrifices as either active or 

passive. Passive sacrifices (M = 1.84, SD = 2.78, range 0-10) were marginally more 

frequently occurring than active sacrifices (M = 1.54, SD = 2.36, range 0-10), paired t 

(78) = 1.79, p = .08.   

 To test whether social influence, social support, and partner health motivation 

were associated with active and passive sacrifice, three separate APIM models were run 

for each dependent variable (active or passive sacrifice). The results of the analyses 

support that negative social influence and social support were the most informative 

predictors of sacrifice. Results did not differ in the constrained versus the unconstrained 

models, and Table 16 includes results for the constrained models. Being in a supportive 

relationship was predictive of lower active sacrifices; actor effects, b = -0.07, p < .05, and 

was marginally significant for partner effects, b = -0.07, p = .06. Also, having a partner 
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who reported using positive social influence tactics to encourage one’s health behaviors 

was marginally negatively associated with the actor’s report of active sacrifice, b = -0.05, 

p = .08. Negative social influence was the strongest predictor of increased active 

sacrifice. People’s use of negative social influence was associated with both their own 

(actor effect, b = 0.13, p < .001) and their partner’s (partner effect, b = 0.10, p < .01) 

enactment of healthy and unhealthy behaviors for their partner. 

 For passive sacrifice, or giving up something enjoyable for one’s partner, two 

significant associations arose. Congruent with active sacrifice, social support was 

associated with passive sacrifice reports, b = -0.08, p < .05; and negative social influence 

tactics were associated with passive sacrifice reports, b = 0.15, p < .01. There were no 

partner effects for social support or negative social influence on passive sacrifice. One 

marginally significant partner effect emerged, such that attributing a relational partner as 

a source of healthy motivation was positively associated with giving up something 

enjoyable for a partner, b = 0.60, p = .09. 

 In summary, the results of several APIMs indicate that negative social influence 

may be the strongest predictor of active and passive sacrifice. The positive association 

suggests that individuals who use negative social influence tactics also reported active 

and passive sacrifices. Social support was negatively associated with passive and active 

sacrifices, for actors. These results suggest that individuals who receive social support 

from their partner are less likely to categorize their transformations as active or passive 

sacrifices. 
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CHAPTER IV 

DISCUSSION 

The purpose of this study was to investigate how people in relationships negotiate 

healthy and unhealthy behaviors. Based on interdependence theory, it was assumed that 

people in relationships may choose to change their own behavior to benefit their partner 

or their relationship. This study extends interdependence theory by investigating 

transformations in the context of health behaviors and examines healthy and unhealthy 

behavior transformations through two communication mechanisms: social support and 

social influence. In addition to healthy and unhealthy behaviors, the present study 

examines how relationship quality and health status are associated with positive and 

negative health-related social influence and social support. 

To test hypotheses based on interdependence theory, a cross-sectional dyadic 

questionnaire asked individuals in relationships to report about the healthy and unhealthy 

behaviors they do for their partners, which types of positive and negative social influence 

strategies they have used to encourage partners to make healthy decisions, and variables 

associated with relationship quality, such as social support, satisfaction, commitment, and 

investment. Data were analyzed using the Actor Partner Interdependence Model, which 

accounts for the inherent correlations in responses among individuals in relationships. 

The APIM was used to estimate actor effects (how much one person’s reports on two 

separate constructs were related) and partner effects (the association between that 

person’s reports and their partner’s reports, controlling for the level of interdependence 

between individuals). The results suggest that individuals in relationships make both 
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healthy and unhealthy transformations for their partners, and that in some cases 

supportive and influential communication is associated with relationship quality, health 

behavior transformations, and health status. The following discussion highlights findings 

from the present study, grouping results from hypotheses and research questions by topic 

and variables. Implications for the theory and future research are discussed. 

Social Influence, Social Support and Health Transformations 

A primary aim of the current study was to investigate how health-related 

transformations were related to social influence and social support. Interdependence 

theory suggests that people in relationships make transformations to alleviate conflicts of 

interest in the relationship (Kelley & Thaibaut, 1978); yet the theory does not elaborate 

on the internal communication dynamics surrounding the transformation process. The 

first hypothesis predicted that the frequency of health-related transformations would be 

associated with the level of social support and social influence in intimate relationships.   

Hypothesis 1A examined the association between two distinct forms of social 

influence, positive social influence and negative social influence, and whether the type of 

social influence used- and the direction of influence- would be associated with reports of 

healthy and unhealthy sacrifices. The findings suggest that negative social influence (e.g., 

using guilt or negative emotions to encourage a partner to be healthy) may not be 

effective in regards to making health behavior changes. In actuality, reports of using 

negative influence strategies to influence a partner may have deleterious effects on one’s 

own behaviors. Individuals who reported using more negative tactics to influence their 

partners also reported making unhealthy behavior transformations for their partners. 
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These results suggest that some individuals may be caught in an unhealthy cycle in their 

relationships where they make unhealthy transformations and use negative influence 

strategies out of desperation to influence their partners to start making healthier choices. 

On the same note, however, reports of negative social influence were also associated with 

slightly higher reports of healthy transformations. These findings may appear to be 

contradictory, but it seems likely that individuals could employ a variety of techniques to 

influence their partners, including positive and negative influence strategies and making 

healthy and unhealthy behavior changes.  

In line with previous research (Lewis & Butterfield, 2007; Umberson, 1987), 

positive social influence strategies reported by partners were associated with healthy 

behaviors in actors. While previous studies have addressed both positive and negative 

aspects of social influence in a health context (Dennis, 2006; Lewis & Butterfield, 2007), 

the findings presented here suggest that positive and negative aspects of social influence 

may contribute differentially to behavior change. Receiving positive influence messages 

from a partner is likely good for behavior change, but being the sender or receiver of 

negative influence could be detrimental to a healthy lifestyle, as negative influence 

strategies represent messages which may activate emotional negativity within the 

relationship. 

Social influence literature lends an explanation of these results through the 

concept of psychological reactance, which suggests that some persuasive messages may 

have a “boomerang effect”, such that if a message is perceived as threatening to one’s 

personal freedom, the intended direction of the persuasive communication may backfire 
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(Brehm, 1976). In the context of a health message, using some negative strategies to 

persuade a partner to be healthy may be okay, but employing many negative strategies 

may push a partner- or oneself, as the findings indicate- into enacting unhealthy 

behaviors.  

 In addition to social influence strategies, the level of social support available in a 

relationship was also hypothesized to predict healthy and unhealthy transformations. 

Based on previous research, which suggests that social support from personal 

relationships has been connected to positive health outcomes (Seeman, 2001; Uchino et 

al., 1996), from an interdependence theory perspective, social support should also serve 

as a catalyst for making behavioral transformations. This hypothesis was confirmed in the 

present study. Individuals who reported more social support from a partner were 

somewhat more likely to report making healthy transformations and significantly less 

likely to report unhealthy transformations for their partners.  

 There were only actor effects present for the association between social support 

from a partner and health-related transformations. While actor effects are usually 

considered intrapersonal effects, for a dyadic variable such as social support, the actor 

effects represent effects of one individual’s reports of their partner’s behavior. It is not 

surprising that partner effects were not present for this association because the nature of 

the social support variable implies that the effects are inherently relational in nature. 

 Importantly, the findings indicate that people with supportive partners may have a 

built-in support system for making health behavior changes. Individuals who have 

supportive personal relationships tend to engage in positive health maintenance behaviors 
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at a higher rate than do individuals without supportive others (Brunt, 1999; Hafner et al., 

1990).  The link between social support and healthy transformations in the present study 

confirms the expected direction of effects from past literature, while also extending a new 

component of the social support literature by investigating the link between supportive 

communication and making healthy and unhealthy behavior changes for a partner. While 

a supportive partner seems to be an asset to making healthy changes and avoiding 

unhealthy behaviors, the findings are correlational in nature and should be interpreted as 

such. It may be that individuals with supportive partners either (1) report fewer unhealthy 

behaviors overall or (2) do not attribute their unhealthy behaviors to their partners. The 

nature of the dynamic interplay of social support and health maintenance behaviors has 

opened the door for future research in this area.   

In general, the findings on social support and social influence suggest that some 

relationships may provide more of a basis for better health and well-being than other 

relationships. The communication environment of a relationship, which includes social 

support and positive influence messages, may be an important component in 

understanding the context for health transformations. The results presented here confirm 

that negativity in a relationship can saturate communication behaviors (via negative 

social influence) and health behaviors (via unhealthy transformations).  

Social Support, Health and Relationship Quality 

Using social support research as a guide, the second hypothesis posited that social 

support within relationships would be positively associated with health, well-being, and 

relationship quality. Investigating these associations confirms previous research and 
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contextualizes the relationship quality components of interdependence theory, setting the 

stage for investigating healthy and unhealthy transformations. 

 Social support from a partner was found to be positively associated with one’s 

own health and well-being. Individuals who reported that their partners were available 

when needed were likely to report that they had better overall health (a single-item 

subjective assessment of their physical health) and higher well-being, which was 

operationalized through items indicating satisfaction with the conditions of one’s life. In 

addition, the partner effects for social support suggest that partners who receive more 

social support (from actors, in this case), were in relationships with people who reported 

better health and well-being. These results confirm the reciprocal nature of social support 

and suggest that people in supportive relationships (whether they are the “givers” or the 

“recipients” of support) enjoy better overall health and well-being. In concert with 

previous literature, social support can have positive health effects (Coan et al., 2006; 

Uchino et al., 1996).  

 If the reciprocal effects of social support can be beneficial to health outcomes, it 

follows, then, that in some couples the level of support may be unequal. For example, one 

person may report giving more support to their partner than they report receiving. If this 

is the case, there may be differential health outcomes for individuals in relationships 

when differing levels of support are exchanged. In post hoc analyses examining 

differences in social support on health and well-being, a difference score was created to 

examine the differences in levels of social support by subtracting the partner’s level of 

received support from the actor’s. Results suggest that the within-dyad difference in the 
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level of social support is significant and positive in predicting well-being, b = 0.11, SE = 

0.03, t (158) = 4.22, p < .001, but not significant for predicting health. In these results, a 

larger difference favored the actors (or the recipients) of social support; when individuals 

received more social support than their partner, they reported higher well-being, 

compared with others in the sample who had a minimal difference in their perceived 

receipt of social support. This finding speaks to the positive nature of social support on an 

individual’s well-being and the importance of studying social support levels within 

couples.  

 Overall, social support was positively associated with relationship quality. Strong 

actor and partner effects emerged supporting the assertion that social support contributes 

to positive relationship functioning. The results confirmed that perceiving one’s partner 

as supportive was associated with one’s own reports of relationship satisfaction, 

investment, and commitment. Similarly, partner reports of social support within the 

relationship were associated with the actor’s reports of relationship satisfaction and 

commitment. Although interdependence theory does not explicitly mention the exchange 

of social support as a predictor of relationship quality, the results are consistent with the 

notion that individuals in relationships gauge their own behavior from their interactions 

with their partner. Specifically, according to interdependence theory, individuals who 

wish to maintain their current relationship will make behavioral decisions (here, the 

decision to be supportive of a partner) that lead to the most rewarding outcomes. 

 Results were in line with previous research suggesting that social support is good 

for relationship outcomes (Bradbury et al., 2000; Mickelson et al., 2006). The present 
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study employed a measure of social support which reflected how much social support 

each individual receives from their partner, and one of the benefits of dyadic data is that 

reports from both individuals provide a more complete picture of the reciprocal effects 

for social support on relationship quality. From a dyadic perspective, the results for 

hypothesis 2B suggest that being a recipient and a sender of supportive communication 

bodes well for relationship quality, namely for satisfaction and commitment. Given the 

correlational nature of these results, the opposite direction of these effects is likely also 

true: individuals in satisfying relationships may be inclined to give more social support.  

Social Influence, Health and Relationship Quality 

The third hypothesis predicted that social influence strategies reported by 

individuals and their partners would be associated with health, well-being and 

relationship quality. The hypothesis tests suggest that engaging in positive social 

influence may be more indicative of health, and both positive and negative social 

influence emerged as predictors of relationship quality. As would be expected, positive 

social influence tactics were associated with higher relationship quality while negative 

social influence tactics tended to be associated with lower satisfaction, investment, and 

commitment. 

 The first part of the hypothesis predicted that influence strategies would be 

associated with health and well-being. This hypothesis was only partially supported, as 

positive social influence strategies reported by actors were associated with their own 

reports of better health. There were no partner effects and no effects for well-being or 

negative social influence strategies.  
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This isolated finding may be understood through the selection bias evident in 

relationships and the potential overlap between social support and positive social 

influence. Not only is there some evidence that individuals select into relationships with 

people who are similar in health status (Umberson, 1987; Waldron et al., 1996), but the 

individuals who report that their subjective health is better may also use positive social 

influence to encourage their partners to maintain their healthy behaviors as well. The 

explanation is further supported in the results from the second hypothesis. Actor reports 

of social support were positively related to their own health status, therefore; it seems 

reasonable to examine subjective health and its association with positive social influence 

in conjunction with social support.  

To further investigate how social support and positive social influence could be 

associated with health reports, a follow-up to the second and third hypotheses combined 

the actor and partner variables in a model predicting health status. The independent 

variables in the gender-constrained model included actor and partner social support and 

positive social influence reports, and the dependent variables included health status. The 

results suggest that actors and partners who report more social support enjoy better 

subjective health and that individuals who report positive social influence are healthier 

themselves and have partners who report lower health. In line with interdependence 

theory, this dyadic effect suggests that people who exchange social support are healthier 

and those who are already healthy may be using positive influence strategies to 

encourage their less-healthy partners to model their behavior. See Table 17 for follow-up 

results of the constrained APIM. 
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 The second part of Hypothesis 3 investigated how positive and negative social 

influence was associated with the relationship quality variables of satisfaction, 

investment, and commitment. Previous research suggests that relational partners may be 

the most effective at using persuasive strategies to encourage health behaviors 

(Umberson, 1987; Butterfield & Lewis, 2002), yet it is important to note that not all 

influence strategies are positive (Dennis, 2006; Markey et al., 2007).  

The results of Hypothesis 3B revealed that both positive and negative influential 

communication is differentially associated with relationship quality. Positive social 

influence reports were significant positive predictors for female actor reports of 

investment and commitment, regardless of sex. Also, a positive partner effect emerged 

for positive social influence and relationship satisfaction. Taken together, the results for 

positive social influence provide some support that individuals who use positive forms of 

influence are in relationships of better quality. 

Overall, negative strategies of social influence have a negative impact on 

relationship satisfaction. Actor and partner effects suggest that individuals who reported 

using more frequent negative social influence strategies were less satisfied, and when a 

partner reported using more negative influence strategies, the individual also reported 

lower satisfaction. Thus, negative social influence may exacerbate a relationship that is 

already lower quality. An interesting dyadic effect emerged for the effects of negative 

social influence and relationship investment by sex. For women, positive social influence 

was associated with higher investment when women were the senders of positive 

influential messages. These findings suggest that women may be more prone to positive 
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social influence strategies when they are highly invested in their relationships, perhaps to 

project a need to influence their partners because they see themselves in a relationship for 

the long haul. 

Age and Relationship Stage as Moderators of Social Influence and Well-Being or Health 

 Based on previous research, Hypothesis 4 predicted that age and relationship 

stage would moderate the association between social influence and well-being or health. 

Older individuals may have different health concerns (Benyamini et al., 2000; Burke et 

al., 2004; Pettee et al., 2006); however, the results of this study did not support that 

people’s age or relationship stage was significant in conjunction with social influence in 

predicting health status or well-being. Across the entire sample, there was very limited 

evidence that age differences or relationship stage impacts the association of social 

influence on health variables. In three of the 16 interactions, age emerged as a marginally 

significant moderator for the relation of social influence on well-being. The marginally 

significant trends for age indicate that using fewer positive and more negative social 

influence messages was associated with higher well-being for older adults, when 

compared to younger adults. Only one out of 24 interaction terms was significant for 

relationship status as a moderator of social influence and health and well-being. The 

limited finding indicated that people who were not in cohabiting relationships tended to 

report better health when they used more frequent negative social influence tactics and 

report worse health when they used fewer negative social influence tactics. The opposite 

was true for cohabitors: they reported worse health with more frequent negative social 

influence reports. This trend may suggest that health status differs by the frequency of 
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negative social influence tactics used among cohabiting and non-cohabiting couples.  

These interaction effects were only evident in a small number of models, therefore should 

be interpreted with caution. The lack of significant moderation results suggests that the 

process of persuasive communication and health status may be universal, regardless of 

age or relationship stage. 

 The limited interaction effects for age and relationship type indicate that perhaps 

everyone in the sample was reporting using persuasive strategies at similar rates, rather 

than people in certain types of relationships or certain age groups reporting fewer or more 

persuasive attempts. An explanation may be understood in terms of interdependence 

theory. For some individuals, making changes for a partner becomes habitual (Kelley, 

1979), and perhaps some individuals have become accepting of their partner’s health 

habits and do not report trying to change their behaviors because they may no longer 

consider what they do to be influence strategies. This may be especially true among older 

adults; one example is illustrated by health “influence” behaviors among established 

couples whose individual roles as a caretaker of their partner has become habitual. These 

individuals may not consider their behaviors as influence attempts, even though they fit 

the description of influential behaviors (e.g., making a low calorie meal to “help” a 

partner lose weight).  

Health Transformations and Relationship Quality 

 The results of the final hypothesis confirm and extend interdependence theory. 

Based on the theory, people in relationships who transform their motivations for the sake 

of their partner or their relationship should experience positive relationship outcomes 
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(Kelley & Thibaut, 1978; Thibaut & Kelley, 1959). In light of this, previous research 

suggests that sacrificing for a relationship may not always be positive (Impett et al., 2005; 

Whitton et al., 2007), especially when the transformations involve engaging in unhealthy 

behaviors. Taken together, the results of Hypothesis 5 confirm that healthy 

transformations are associated with positive relationship quality and that unhealthy 

transformation frequency is associated with lower relationship quality. The hypothesized 

direction of results supports previous research findings that people in satisfying 

relationships have better health (Coyne et al., 2001; Robles & Kiecolt-Glaser, 2003). 

Significant actor effects were positive for healthy transformations and all three 

measures of relationship quality (satisfaction, investment, and commitment), and 

marginally significant partner effects were present for satisfaction only. Significant actor 

effects also emerged in the hypothesized direction for unhealthy transformations 

predicting lower relationship satisfaction and commitment. 

In line with interdependence theory, making transformations for a partner bodes 

well for relationship quality. These altruistic behaviors indicate that people are willing to 

do unselfish and healthy things for their partner. In the present study, making a healthy 

transformation for a partner may serve as a confirmation that their relationship is 

associated with mutually rewarding outcomes for themselves and their partner, 

confirming previous research which suggests that making relationship sacrifices can be 

considered an effective form of relationship maintenance (Powel & Van Vugt, 2003; 

Rusbult et al., 2001; Stanley et al., 2006). 
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The results for Hypothesis 5 add to interdependence theory by extending the 

evidence that some transformations of motivation can have negative relationship effects. 

When done for the wrong reasons, even an inherently positive maintenance strategy 

(according to the theory) can have ill effects for the relationship, in line with Whitton et 

al. (2007), who suggested that some sacrifices which are perceived as harmful to the self, 

can have negative relationship outcomes. In addition, Impett et al. (2005) noted that 

transformations done for the wrong reasons (i.e., to avoid an argument) may not provide 

the same positive outcomes as transformations done to enhance the relationship. Thus, it 

appears that the findings here, combined with evidence from previous interdependence 

theory investigations, suggests that sometimes changing behaviors for the sake of a 

partner can be detrimental for a relationship.   

The predominant actor effects present for healthy and unhealthy transformations 

predicting relationship quality show that transformations, while a relationship-centered 

process, are still largely an intrapersonal phenomenon. At least in the present study, 

people make attributions about the behaviors they do for their partners and they do so in 

tandem with reporting higher relationship quality.  

In order to more fully understand healthy and unhealthy transformations in the 

conceptual model (see Figure 1, path b), the link between transformation frequency and 

health and well-being was also tested, in post hoc exploratory analyses.  Two additional 

APIM analyses regressed healthy and unhealthy transformation frequency, along with 

marital status as a control variable, on health and well-being, as separate dependent 

variables. See Table 18 for complete APIM results. The results were in line with findings 
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from Hypothesis 5; making healthy transformations for a partner was positively 

associated with well-being for actor and partner effects, and making unhealthy 

transformations for a partner were negatively associated with health (partner effects only) 

and well-being (actor effects only). In line with the findings for greater relationship 

quality associated with healthy transformations, when individuals or their partners 

reported making healthy transformations, they also reported enjoying better subjective 

well-being. Not surprisingly, making more unhealthy sacrifices for a partner (such as 

getting less sleep or eating unhealthily), was associated with lower well-being. 

Interestingly, actors’ reports of worse health were associated with partner’s reports of 

unhealthy transformations. As an explanation, having an unhealthy partner may be the 

catalyst for the healthier person in the relationship to engage in unhealthy behaviors. This 

finding represents a potential “sinking ship” phenomenon, whereas unhealthy individuals 

may be slowly pulling their healthier partners into engaging in unhealthy behaviors. 

In order to more fully understand health-related transformations of motivation, the 

underlying motivations for the altruistic behaviors were also examined. Several research 

questions were posed to investigate how individuals were motivated to engage in healthy 

or unhealthy behavior transformations. Individuals responded to questions about how 

motivated they were to engage in healthy and unhealthy behaviors for their own personal 

reasons, their partner, and their relationship. Overall, the results can be simplified to 

represent other-centered motivations and self-motivations. Other-centered motivations 

reflect individuals who make most of their healthy and unhealthy choices for their partner 
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or their relationship. Self-motivating factors imply that individuals were more motivated 

to be healthy or unhealthy because of their own reasons. 

The results suggested that, when it comes to healthy transformations, people who 

reported they were more motivated to be healthy for other-centered reasons were more 

likely to note that they made healthy sacrifices. These other-centered individuals were 

also more likely to report making unhealthy sacrifices. These results suggest that some 

people may be more motivated to change their behaviors because of their partner or their 

relationship, and that being motivated by a partner can have healthy or unhealthy 

implications.  

Self-motivated actors and partners were less likely to make both healthy and 

unhealthy transformations. If a partner attributed unhealthy behaviors to the self, the actor 

was significantly less likely to report making healthy sacrifices for their partner. The 

same partner effect was present for unhealthy sacrifices. In summary, being other-

centered was a positive predictor of making health-related transformations, and having a 

partner who was self-motivated was a negative predictor of health-related 

transformations.  

The results of the first research question confirm that individuals do indeed 

engage in healthy and unhealthy behaviors because of their partners. True to the 

conceptual definition of a transformation of motivation based on interdependence theory, 

people who make healthy or unhealthy decisions based on their partner’s preference also 

attributed more of their own healthy and unhealthy behaviors to their partners. 
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In addition to understanding the motivations behind healthy and unhealthy 

transformations, interdependence theorists suggest that the type of transformation may 

inform how transformations of motivation function in relationships. Impett et al. (2005) 

defined transformations of motivation in terms of active and passive sacrifices. Active 

sacrifices refer to an unfavorable activity that one does for a partner, while passive 

sacrifices refer to when an individual forgoes a favorable activity for a partner. For the 

present study, individuals were asked to categorize their behavior changes as active or 

passive. These data were used to examine the second research question and explore how 

several study variables, including partner health motivation, social support, and social 

influence, were associated with active and passive transformations. 

Negative social influence emerged as the strongest predictor of active and passive 

sacrifices. An actor effect emerged for negative social influence and passive sacrifice, 

such that individuals who reported using more negative social influence tactics to 

persuade their partner to engage in healthy behaviors were more likely to report passive 

sacrifices. Actor and partner effects also emerged for negative social influence and active 

sacrifices, such that individuals and their partners who use more frequent negative social 

influence also reported more active sacrifices. In addition, actor effects for social support 

also emerged. Individuals who reported that their partners were available and supportive 

were less likely to make both active and passive sacrifices. 

The results for social support and negative social influence contextualize active 

and passive sacrifices within relationships. The finding that active and passive sacrifices 

were associated with negative social influence indicates that, without referring to healthy 
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or unhealthy transformations as negative within the study measure items, individuals may 

have conceptualized sacrificial behaviors as negative in the context of their relationship. 

The negative association between social support and active and passive sacrifice supports 

this assertion. This finding expands research by Impett et al. (2005) and Whitton et al. 

(2007), and suggests that the way people think about sacrifices may be closely tied to 

their own motivation to continue to make these behavior changes. In the present study, 

the association of active and passive transformations with negative communication 

behaviors could imply that individuals feel compelled to “obey” the request of a partner 

who is using negative social influence strategies.  

It is important to remember that active and passive sacrifice delineations were 

only available for about 25% of the sample. The low response rate reflects that many 

individuals did not categorize their behaviors as active or passive, and are two possible 

explanations for this. Namely, individuals may not have reported making a particular 

transformation for their partner in the first place, and also, they may have been unable to 

categorize their behavior as either doing something disliked for their partner or giving up 

something enjoyed for their partner (hence the majority of participants selected “both” or 

“neither” as a response to this question). Overall, the results from the first and second 

research questions provide a basis for better understanding the communication context of 

transformations of motivation within relationships. 

Theoretical Implications 

 Interdependence theory suggests that people consider the costs and rewards of 

interactions with the hope of rewarding outcomes (Thibaut & Kelley, 1959), and that 



76 
 

when conflicts of interest occur in a relationship, individuals have an opportunity to 

change their behavior in ways that accommodate their partner (Rusbult et al., 2001). This 

study focuses on these behavioral accommodations, called transformations of motivation 

or sacrifices, and how communication variables and relationship quality are associated 

with engaging in health-related transformations. 

 The present study extends interdependence theory in several important ways. 

First, this study examines transformations of motivation in a new context: health 

behaviors. While several interdependence theory studies have examined how relationship 

quality and transformations are associated, few studies view an individual’s health 

behaviors as interdependent with their partners (Lewis et al., 2004; Lewis & Butterfield, 

2007), and of these, none focus on the role of communication to better understand 

interdependence theory’s construct of transformations of motivation. The present study 

assesses communication-relevant variables (including social support and social influence 

as ways to predict transformations and relationship quality) using interdependence theory 

as a theoretical framework to investigate the way people negotiate health behaviors. 

 According to seminal investigations of interdependence theory, transformations of 

motivation were viewed as inherently positive for the relationship (Stanley et al., 2006; 

Van Lange et al., 1997). Consistent with this evidence, this study also found positive 

associations for relationship quality and transformations, but the relationship between 

unhealthy sacrifices and lower relationship quality is a new addition for the theory. The 

present study does not attempt to categorize healthy or unhealthy transformations as 

inherently positive or negative, yet the associations with social support and relationship 
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quality revealed in this study imply that the context of a transformation, combined with 

the motivation for making the transformation, may be especially relevant to 

understanding sacrifices and their impact on relationship quality. Further, the lack of 

effects by sex suggest that people in relationships, regardless of their sex, experience 

similar health transformation processes in regards to social influence and social support 

communication behaviors.  

 The results of this study provide insight into the way that people in relationships 

negotiate their healthy and unhealthy behaviors. On the surface, health appears to be an 

individual-level variable of interest, yet this study acknowledges that being healthy or 

unhealthy does not occur in a vacuum, as people in relationships frequently noted that 

they were transforming their own health-related behaviors for the sake of their partner.   

 Interdependence theory suggests that the interactions of a relationship are 

inherently dyadic, and that one person’s actions will impact the other’s outcomes 

(Rusbult et al., 2001). One of the strengths of gathering data from both people in 

relationships is that actor and partner effects can be investigated as separate indicators of 

outcome variables. The predominant actor effects for the present study indicate that, at 

least for the variables included in this study, a person’s own behaviors was a larger 

contributor to his or her own outcomes than was the partner’s behaviors. Perhaps the 

preponderance of actor effects, and the relative scarcity of partner effects, highlights the 

importance of measuring partner behaviors in terms of social support and relationship 

quality, and social influence and relationship quality, where partner effects were most 

prevalent in this study.  
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 Finally, categorizing types of transformations as active or passive have been of 

recent interest to interdependence researchers (Impett et al., 2005). In the present study, 

individuals who made healthy or unhealthy transformations were given an option to 

categorize them as either (1) active, “I did something for my partner that I did not want to 

do”, (2) passive, “I gave up something I liked doing for my partner”, (3) both, or (4) 

neither. Regardless of health behavior type, the most frequent response given was 

“Neither” (See Table 4). The infrequent categorization for active or passive sacrifices 

indicates that there may be additional categories of sacrifice behaviors. For these 

individuals, perhaps an open-ended question could provide an opportunity to write about 

how they would categorize their transformations. Based on the motivations for healthy 

and unhealthy behaviors, many individuals reported that they were motivated to be 

healthy for their partner; however, being motivated may not always contribute to actual 

behavior. As is the case in previous research, individuals who are willing to make 

sacrifices for their partners do not always encounter conflicts of interest, which enable 

them to make transformations for their partner (Kelley, 1979). Thus, from a theoretical 

perspective, the active and passive transformation delineation may be less important than 

enacted behaviors in terms of health and relationship outcomes. 

Relational and Health Implications 

The results of this study have several important implications for relationship and 

health practitioners and researchers. In summary, the findings suggest that individuals in 

relationships do use social influence strategies to influence their partners’ health. By and 

large, positive social influence (e.g., using persistence, positive emotions) and social 
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support both have positive associations with relationship quality and health for 

individuals. From a relational perspective, these findings are important because they not 

only indicate that positive communication strategies, for example, asking partners to do 

something to improve their health, may be more beneficial in terms of getting partners to 

make healthy behavior transformations, but these findings also suggest that the same 

strategies may engulf the relationship in positivity (i.e., better health and better 

relationship quality). In general, negative social influence strategies reported by 

individuals were not as consistently associated with relational and health implications. 

Negative strategies appear to be ineffective at introducing health behavior change, and 

they may even exacerbate unhealthy behaviors. Even though an individual’s intention 

may be to get a partner to be healthier, using negative strategies such as withdrawal or 

bargaining may have the reverse effect by increasing unhealthy behaviors in a partner. In 

addition, opposed to positive social influence strategies, there is evidence in this study 

that negative social influence is associated with lower relationship satisfaction and 

commitment. 

 This study makes a contribution to the understanding of how healthy and 

unhealthy behaviors can be attributed to a partner. While individuals were more likely to 

attribute their healthy behaviors to partners (given the higher frequency of healthy 

transformations reported here), fewer individuals did admit that they made unhealthy 

behavior changes for the sake of their partner. Individuals who report these behaviors 

may represent an important part of the population, who, according to interdependence 

theory, should attribute their unhealthy behaviors as “sacrifices”. This study showed that  
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these individuals, who received less social support from their partners and reported lower 

relational quality, did attribute their unhealthy behaviors to their relationships and their 

partners. In other words, some individuals may be likely to blame their partners for their 

unhealthy behaviors. These findings provide a basis for understanding how making 

healthy and unhealthy behaviors for a partner could impact health and relationship 

quality. 

Limitations 

 There are several notable limitations to the present study. First, the cross-sectional 

design of the study prohibits making inferences about causal relationships among 

variables. The associations reported among variables are limited to a single time self-

report from couples. In addition, the sample was rather homogeneous in terms of race, 

and all participants were in heterosexual relationships. For ease of interpreting results by 

sex, a small number of same-sex couples were omitted from analyses.  

In addition to the methodological limitations, two notable measurement issues 

should be noted. First, the frequency measure for unhealthy sacrifices had a rather low 

alpha reliability (α = .64 averaged across the sample). This low reliability is somewhat 

concerning, given that the scale was constructed for this study. Future studies using this 

scale or similar items may be a valuable contribution to establishing reliability 

coefficients for this scale. The unhealthy transformations were also less frequently 

occurring than healthy transformations across the five items. For example, eating 

unhealthy and getting less sleep were the two most frequently occurring unhealthy 

transformations. On average, participants reported that they made these sacrifices about 
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once a year, compared to eating healthier and getting more sleep for a partner, which 

participants reported doing on a monthly basis. Given the low frequency of unhealthy 

transformation reports, the null findings predicting lower relationship investment from 

unhealthy transformations may have been influenced by this floor effect for unhealthy 

behaviors.  

A second potential limitation of this study includes the operationalization of 

healthy and unhealthy transformations. Participants were asked to self-identify their own 

healthy and unhealthy behaviors, and they were not given examples in the survey 

instrument. While the self-identification of healthy and unhealthy behaviors may be 

appropriate for exploratory research with new constructs (such as healthy and unhealthy 

transformations, as is the case here), the results are somewhat limited in that respondents 

did not identify specific behaviors that they would consider healthy or unhealthy. That is, 

the measure utilized for this study used the terms healthy and unhealthy generally, rather 

than asking participants to give specific examples of healthy or unhealthy behaviors.  

Additionally, the low frequency of some healthy and unhealthy sacrifices is also 

noteworthy. The means for each behavior, reported in Table 4, suggest that healthy 

activities, especially eating, physical activity, and sleep, were most prevalent and these 

means provide insight into which healthy and unhealthy behaviors might be a basis for 

future interdependence theory-based investigations of health transformations in 

relationships. Other healthy or unhealthy items may be added to the scale in future tests. 

In addition, the low number of individuals who categorized their transformations as 

active or passive indicates a potential “floor effect” for this variable.  
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Directions for Future Research 

 The context of health communication within romantic relationships begs for 

longitudinal investigation. In order to better understand the effects of social influence and 

supportive messages on healthy and unhealthy behaviors in relationships, multiple time 

points of data on relationship quality and health behaviors would be informative. In 

addition to self-reported subjective health and well-being, future research on health 

variables would benefit from more objective health measures, including disease 

diagnosis, health history, or symptom reports from individuals in relationships. 

Knowledge of physical health and well-being trajectories would provide a more 

comprehensive view of how people’s communication strategies could be associated with 

health and relationship quality over time. 

 In addition to longitudinal research and additional health variables, future 

research of romantic relationships would benefit from more diverse sampling. A 

limitation of the present study is that it includes only heterosexual couples, although few 

sex differences emerged among couples. Future research on same-sex couples and more 

ethnic or racially diverse samples would provide more generalizable results. 

 Finally, this study highlights the need to study how people conceptualize 

“healthy” versus “unhealthy” behaviors. Future research on healthy and unhealthy 

transformations could address how people categorize healthy and unhealthy behaviors, as 

one’s attributions of making healthy and unhealthy transformations rely on the individual 

self-identifying their behaviors as healthy or unhealthy. In actuality, health behaviors are 

likely individualistic and additional reporting options for respondents to give examples of 
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their healthy or unhealthy behaviors may provide a more complete view of how 

transformations impact health and relationship quality. 

 In conclusion, this study examines how people in relationships use 

communication strategies, including social support and social influence, in the context of 

their relationships and how these messages are associated with health-related 

transformations and relationship quality. Specifically, results indicated that a supportive 

relationship with a romantic partner was positively associated with health, relationship 

quality, and healthy behavior transformations. Social influence results were mixed. 

Positive social influence reports were associated with actor health, relationship 

satisfaction, and partner behavior transformations, while negative social influence 

strategies were associated with lower relational satisfaction and commitment and more 

frequent unhealthy behavior transformations. Individuals who reported making healthy 

behavior changes for their partners also reported better relationship quality. Taken 

together, the results of this study highlight the importance of investigating health 

behaviors and communication as interdependent components of interpersonal 

relationships.
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Table 1 

 

Scale Descriptives 

 

Variable Cronbach’s 

alpha 

overall 

Alpha 

Males 

Alpha  

Females 

Mean Standard 

Deviation 

Observed 

Range 

Positive Social 

Influence 

.93 .93 .92 19.21 10.39 6 - 42 

Negative Social 

Influence 

.93 .94 .92 11.77 8.35 6 - 42 

Healthy 

Transformation 

Frequency 

.72 .70 .73 7.18 5.26 0 - 20 

Unhealthy 

Transformation 

Frequency 

.64 .67 .60 2.54 3.37 0 - 18 

Satisfaction 

 

.96 .96 .96 53.16 11.52 9 - 63 

Commitment 

 

.86 .87 .86 44.46 7.21 12 - 49 

Investment 

 

.83 .85 .81 26.81 6.44 5 - 35 

Social Support 

 

.97 .96 .97 50.08 8.81 8 - 56 

Wellbeing 

 

.89 .90 .89 26.97 6.14 5 - 35 
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Table 2 

 

Correlations 

 

 SAT INV COM SS NSI PSI USFRQ HSFRQ WB Health 

SAT 

 
.53*** .48*** .57*** .68*** -.23** -.19* -.28** .20* .53*** .21** 

INV 

 

.43*** .26*** .47*** .34*** .09 .06 -.04 .36*** .30*** .10
m
 

COM 

 

.57*** .43*** .22*** .48*** .01 .00 -.18* .23** .27** .04 

SS 

 

.82*** .28*** .55*** .40*** -.23** -.15
m
 -.39*** .11 .42*** .16

m
 

NSI 

 

-.09 .17* .08 -.18* .41*** .79*** .48*** .10 -.10 -.03 

PSI 

 

.04 .23** .14
m
 -.05 .73*** .14* .39*** .02 -.08 .02 

USFRQ 

 

-.19* .06 -.02 -.26** .24** .11 .46*** .15
m
 -.12 -.11 

HSFRQ 

 

.14
m
 .27** .20* -.08 .17* .21** .20* .36*** .23** .04 

WB 

 

.63*** .30*** .40*** .55*** -.03 .01 -.24** .06 .39*** .24** 

Health 

 

.29*** .10 .24** .22** .04 .17* -.13 -.06 .31*** .26*** 

 

Note. Correlations for men appear above the diagonal. Correlations for women appear below the diagonal. Correlations along 

the diagonal are between dyad members. SAT = Relationship Satisfaction, INV = Relationship Investment, COM = 

Relationship Commitment, SS = Perceived social support from partner, NSI = Negative Social Influence strategies, PSI = 

Positive Social Influence strategies, USFRQ = Unhealthy Sacrifice Frequency, HSFRQ = Healthy Sacrifice Frequency, WB = 

Wellbeing, Health = Perceived Health. * p < .05, ** p < .01, *** p < .001, 
m
 = p < .10 
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Table 3 

 

Healthy and Unhealthy Transformation Scale Items 

 

How often, in general, do you do this for your partner? 

 

Healthy Transformations Unhealthy Transformations 

1. I eat healthier because of my partner. 

 

1. I eat unhealthily because of my partner. 

2. I get more physical activity because of 

my partner. 

 

2. I get less physical activity because of my 

partner. 

3. I monitor my health (get checkups, tests) 

because of my partner. 

 

3. I avoid or delay health checkups because 

of my partner. 

4. I avoid alcohol, tobacco, or drugs 

because of my partner. 

 

4. I consume alcohol, tobacco, or drugs 

because of my partner. 

5. I get more sleep because of my partner. 5. I get less sleep because of my partner. 
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Table 4  

 

Healthy and Unhealthy Transformation Descriptives  

 

Healthy Transformations      

 Eat Physical Activity Monitor Health Substances Sleep 

N 311 311 307 311 312 

Mean (Standard Deviation) 2.21 (1.69) 1.82 (1.60) 0.80 (1.13) 0.96 (1.50) 1.43 (1.76) 

 Percent who report Never 

making transformation 

33.12% 39.23% 53.09% 67.20% 58.01% 

Healthy Transformations were categorized as:     

Active  n = 17 n = 17 n = 13 n = 7 n = 9 

Passive  n = 42 n = 15 n = 10 n = 26 n = 15 

Both n = 17 n = 14 n = 11 n = 13 n = 6 

Neither n = 157 n = 156 n = 145  n = 108 n = 122 

Missing n = 85 n = 113 n = 139 n = 164 n = 122 

      

Unhealthy Transformations      

 Eat Physical Activity Monitor Health Substances Sleep 

N 311 310 310 310 310 

Mean (Standard Deviation) 0.78 (1.26) 0.47 (1.07) 0.10 (0.54) 0.40 (1.05) 0.79 (1.37) 

 Percent who report Never 

making transformation 

69.77% 81.61 % 95.48 % 86.13% 72.90% 

Unhealthy Transformations were categorized as:     

Active n = 18 n = 8 n = 4 n = 4 n = 9 

Passive n = 6 n = 20 n = 4 n = 7 n = 10 

Both n = 11 n = 9 n = 10 n = 8 n = 15 

Neither n = 110 n = 73 n = 66 n = 83 n = 87 

Missing n = 173 n = 208 n = 234 n = 216 n = 197 
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Table 5  

 

Frequency of Healthy and Unhealthy Motivations  

 

Healthy Motivations     

 Not at all Somewhat Mostly Always 

Self 2% 20% 54% 24% 

Partner 9% 60% 25% 4% 

Relationship 8% 54% 28% 8% 

     

Unhealthy Motivations     

 Not at all Somewhat Mostly Always 

Self 13% 29% 38% 18% 

Partner 54% 36% 7% 1% 

Relationship 54% 36% 7% 2% 
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Table 6 

 

APIM Results for Positive and Negative Social Influence and Healthy and Unhealthy Transformations 

 

   Actor Effect Partner Effect 

Dependent 

Variable 

Independent 

Variable 

Dyadic 

Interdependence Estimate SE t df Estimate SE t df 

Healthy 

Transformations 

Positive 

Social 

Influence 

.35*** -0.02 0.04 0.44 271 0.12 0.04 2.63** 272 

  

Negative 

Social 

Influence 

 0.11  0.06 1.86
 m

 280 -0.09 0.06 1.56 281 

           

Unhealthy 

Transformations 

Positive 

Social 

Influence 

.43*** -0.02 0.03 0.64 260 -0.03 0.03 1.25 262 

  

Negative 

Social 

Influence 

 0.16 0.03 4.63*** 284 0.06 0.03 1.71
 m

 284 

 

Note. * p < .05, *** p < .001, 
m
 p < .10. 
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Table 7 

 

APIM Results for Social Support and Healthy and Unhealthy Transformations 

 

   Actor Effect Partner Effect 

Dependent 

Variable 

Independent 

Variable 

Dyadic 

Interdependence Estimate SE t df Estimate SE t df 

Healthy 

Transformations 

Social 

Support 

from Partner 

.35*** 0.06 0.03 1.73 
m
 304 0.01 0.03 0.14 304 

           

Unhealthy 

Transformations 

Social 

Support 

from Partner 

.42*** -0.11 0.02 5.26*** 309 -0.02 0.02 1.00 309 

 

Note. *** p < .001, 
m
 p < .10. 
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Table 8 

 

APIM Results for Social Support and Health or Well-being 

 

   Actor Effect Partner Effect 

Dependent 

Variable 

Independent 

Variable 

Dyadic 

Interdependence Estimate SE t df Estimate SE t df 

Well-being Social Support 

from Partner .26*** 0.30 0.03 8.50*** 309 0.07 0.04 2.06* 308 

           

Health Social Support 

from Partner 
.22** 0.01 0.01 1.81

 m
 301 0.01 0.01 2.51* 301 

 

 

Note. * p < .05. ** p < .01, *** p < .001, 
m
 p < .10. 
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Table 9 

 

APIM Results for Social Support and Relationship Quality 

 

   Actor Effect Partner Effect 

Dependent 

Variable 

Independent 

Variable 

Dyadic 

Interdependence Estimate SE t df Estimate SE t df 

Satisfaction Social 

Support 

from Partner 

.31*** 0.87 0.05 17.11*** 313 0.20 0.05 4.03*** 313 

           

Investment Social 

Support 

from Partner 

.20* 0.18 0.04 4.59*** 296 0.04 0.04 0.94 296 

           

Commitment Social 

Support 

from Partner 

.13 0.40 0.04 10.73*** 290 0.12 0.04 3.29*** 290 

 

Note. * p < .05, *** p < .001.  
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Table 10 

 

APIM Results for Social Influence and Health or Well-being 

 

   Actor Effect Partner Effect 

Dependent Variable 

Independent 

Variable 

Dyadic 

Interdependence Estimate SE t df Estimate SE t df 

Health Positive 

Social 

Influence 

.32*** 0.01 0.01 2.46* 277 -0.01 0.01 0.87 277 

  

Negative 

Social 

Influence 

 -0.01 0.01 0.97 278 -0.01 0.01 1.55 278 

           

Well-being Positive 

Social 

Influence 

.39*** 0.03 0.05 0.58 266 -0.06 0.05 1.22 266 

  

Negative 

Social 

Influence 

 -0.07 0.07 1.07 286 -0.03 0.07 0.39 286 

 

Note. * p < .05, *** p < .001. 
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Table 11 

 

APIM Results for Social Influence and Relationship Quality 

 

   Actor Effects Partner Effects 

Dependent 

Variable 

Independent 

Variable 

Dyadic Inter-

dependence Estimate SE t df Estimate SE t df 

Satisfaction 
Positive Social 

Influence 
.54*** 0.10 0.10 1.01 242 0.20 0.10 2.06* 242 

 
Negative Social 

Influence 
 -0.27 0.12 2.27* 282 -0.25 0.12 2.11* 282 

Commitment 
Positive Social 

Influence 
.31* 0.13 0.06 2.17* 280 0.03 0.06 0.49 280 

 
Negative Social 

Influence 
 -0.25 0.08 3.25** 286 -0.05 0.07 0.64 286 

Investment Positive Social 

Influence 

.18* 0.14 0.07 1.86
 m

 279 0.01 0.08 0.01 278 

   

 
Negative Social 

Influence 
 -0.03 0.10 0.33 280 -0.02 0.11 0.19 279 

   Directional Effects by Sex (Investment Only) 

   Female → Male Male → Female 

Investment Positive Social 

Influence 

 0.23 0.11 2.00* 261 -0.09 0.11 0.79 261 

    

 
Negative Social 

Influence 
 -0.21 0.15 1.34 220 0.09 0.15 0.58 221 

 

Note. * p < .05, *** p < .001, 
m
 p < .10. 
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Table 12 

 

APIM Results for Age Moderating Social Influence and Health or Well-being 

 

   Actor Effect Partner Effect 

Dependent 

Variable Independent Variable 

Dyadic Inter-

dependence Estimate SE t df Estimate SE t df 

Health Positive Social 

Influence 
.36** 0.01 0.01 1.35 168 -0.01 0.01 0.74 170 

  

Interaction with: 
Own Age <-0.01 <0.01 1.16 126 <0.01 <0.01 0.38 121 

  Partner Age <0.01 <0.01 0.81 122 <-0.01 <0.01 0.53 119 

 Negative Social 

Influence 
 -0.01 0.01 0.84 171 -0.01 0.01 0.74 170 

  

Interaction with: 
Own Age <0.01 <0.01 0.93 143 <-0.01 <0.01 0.45 139 

  Partner Age <-0.01 <0.01 0.73 139 <-0.01 <0.01 0.50 137 

           

Well-

being 

Positive Social 

Influence 
.45*** 0.02 0.07 0.25 165 -0.02 0.06 0.26 162 

  

Interaction with: 
Own Age -0.04 0.02 1.71

 m
 122 -0.03 0.02 1.26 117 

  Partner Age 0.03 0.02 1.54 118 0.03 0.02 1.34 116 

 Negative Social 

Influence 
 -0.07 0.09 0.73 169 -0.11 0.09 1.17 166 

  

Interaction with: 
Own Age 0.07 0.03 1.89

 m
 137 0.01 0.03 0.15 132 

  Partner Age -0.06 0.03 1.80
 m

 133 -0.01 0.03 0.39 130 

 

Note. ** p < .01, *** p < .001, 
m
 p < .10.  
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Table 13 

 

APIM Results for Relationship Stage Moderating Social Influence and Health  

 

   Actor Effect  Partner Effect 

Dependent 

Variable Independent Variable 

Dyadic Inter-

dependence Estimate SE t df Estimate SE t df 

Health Positive Social 

Influence  

(Main Effect) 

.26*** 0.02 0.01 2.58* 277 <0.01 0.01 0.28 276 

 
Negative Social 

Influence 

(Main Effect) 

.24** -0.01 0.01 0.76 271 -0.01 <0.01 1.64 270 

 Interaction Effect by Positive Social 

Influence 
Actor Effect Partner Effect 

  Marriage <-0.01 0.01 0.60 292 -0.01 0.01 1.47 292 

  Cohabitation 0.01 0.01 1.22 292 <0.01 0.01 0.59 292 

  Children <0.01 <0.01 0.26 284 <0.01 <0.01 0.70 284 

 Interaction Effect by Negative Social 

Influence 
Actor Effect Partner Effect 

  Marriage <0.01 0.01 0.04 272 -0.02 0.01 1.27 271 

  Cohabitation 0.03 0.01 2.16* 174 0.01 0.01 0.99 279 

  Children -0.01 0.01 0.84 271 <-0.01 0.01 0.49 267 

 

Table continues on following page. 
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Table 13, continued 

 

APIM Results for Relationship Stage Moderating Social Influence and Well-being  

 

   Actor Effect  Partner Effect 

Dependent 

Variable Independent Variable 

Dyadic Inter-

dependence Estimate SE t df Estimate SE t df 

Well-being Positive Social 

Influence  

(Main Effect) 

.40*** 0.03 0.05 0.58 252 -0.05 0.05 0.89 262 

 
Negative Social 

Influence 

(Main Effect) 

.36*** -0.06 0.07 0.90 282 0.03 0.07 0.42 282 

 Interaction Effect by Positive Social 

Influence 
Actor Effect Partner Effect 

  Marriage -0.01 0.09 0.14 290 0.13 0.09 1.48 291 

  Cohabitation -0.07 0.09 0.73 294 0.08 0.09 0.87 294 

  Children 0.07 0.08 0.88 288 -0.11 0.08 1.43 288 

 Interaction Effect by Negative Social 

Influence 
Actor Effect Partner Effect 

  Marriage -0.01 0.12 0.12 283 0.17 0.12 1.46 282 

  Cohabitation 0.07 0.12 0.58 278 -0.05 0.12 0.40 281 

  Children <-0.01 0.10 0.02 273 -0.08 0.10 0.77 270 

 

Note. * p < .05, ** p < .01, *** p < .001. 
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Table 14 

 

APIM Results for Healthy and Unhealthy Transformations and Relationship Quality 

 

   Actor Effects Partner Effects 

Dependent 

Variable 

Independent 

Variable 

Dyadic Inter-

dependence Estimate SE t df Estimate SE t df 

Satisfaction 
Healthy 

Transformations 
.55*** 0.41 0.12 3.39*** 278 0.22 0.12 1.79 

m
 278 

 
Unhealthy 

Transformations 
 -0.97 0.20 4.95*** 279 -0.02 0.20 0.08 278 

Investment 
Healthy 

Transformations 
.26*** 0.38 0.07 5.52*** 286 0.02 0.07 0.24 287 

 
Unhealthy 

Transformations 
 -0.02 0.11 0.21 286 0.06 0.11 0.54 286 

Commitment 
Healthy 

Transformations 
.34*** 0.21 0.08 2.78** 291 -0.03 0.08 0.36 291 

 
Unhealthy 

Transformations 
 -0.49 0.12 4.01*** 291 0.02 0.12 0.36 291 

 

 

Note. * p < .05, *** p < .001, 
m
 p < .10. 
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Table 15 

 

APIM Results for Healthy and Unhealthy Motivations and Healthy and Unhealthy Transformations 

 

    Actor Effect Partner Effect 

Dependent 

Variable Independent Variable 

Dyadic Inter-

dependence Estimate SE t df Estimate SE t df 

 

Healthy 

Transformations 

Motivated 

to be 

healthy by: 

Self .34*** -0.65 0.39 1.65 274 -0.56 0.39 1.44 273 

Partner  0.75 0.51 1.47 268 -0.42 0.52 0.81 269 

Relationship  2.13 0.46 4.61*** 2.74 0.71 0.48 1.49 279 

            

Healthy 

Transformations 

Motivated 

to be 

unhealthy 

by: 

Self .27*** -0.47 0.32 1.48 2.85 -1.26 0.32 3.99*** 285 

Partner  0.87 0.62 1.41 2.76 0.15 0.61 0.24 275 

Relationship  -0.50 0.61 0.83 283 0.23 0.61 0.37 284 

            

 

Unhealthy 

Transformations 

 

 

 

Unhealthy 

Transformations 

Motivated 

to be 

healthy by: 

Self .46*** -0.42 0.27 1.55 256 -0.63 0.27 2.37* 256 

Partner  0.59 0.35 1.68 
m
 248 0.27 0.35 0.76 252 

Relationship  0.45 0.32 1.40 257 0.45 0.32 1.41 261 

           

Motivated 

to be 

unhealthy 

by: 

Self .40*** -0.31 0.18 1.77
 m

 271 -0.46 0.18 2.61** 270 

Partner  1.72 0.34 5.02*** 257 -0.28 0.34 0.81 257 

Relationship  1.15 0.34 3.42*** 268 0.69 0.33 2.07* 267 

 

Note. * p < .05, ** p < .01, *** p < .001, 
m
 p < .10. 
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Table 16 

 

APIM Results for Health Motivation from Partner, Social Support, and Social Influence on Active and Passive Sacrifice 

 

   Actor Effect Partner Effect 

Dependent 

Variable 

Independent 

Variable 

Dyadic Inter-

dependence Estimate SE t df Estimate SE t df 

Active 

Sacrifice 

Partner Health 

Motivation 
.83*** 0.05 0.31 0.17 73.9 0.25 0.29 0.86 78 

 
Social Support .76*** -0.07 0.03 2.61* 68.7 -0.07 0.04 1.93 

m
 63.3 

 Positive Social 

Influence 
.68*** -0.01 0.03 0.43 70.2 -0.05 0.03 1.78

 m
 71.8 

 Negative Social 

Influence 
.68*** 0.13 0.04 3.64*** 64.5 0.10 0.04 2.82** 64.7 

           

Passive 

Sacrifice 

Partner Health 

Motivation 
.74*** -0.33 0.38 0.86 69.3 0.60 0.35 1.71

 m
 77.2 

 Social Support .60** -0.08 0.04 2.26* 75.3 -0.05 0.05 1.05 74.7 

 Positive Social 

Influence 
.25 -0.04 0.04 0.92 71.9 -0.05 0.04 1.26 72 

 Negative Social 

Influence 
.25 0.15 0.05 3.06** 69 0.12 0.05 0.92 69.3 

 

Note. * p < .05, ** p < .01, *** p < .001, 
m
 p < .10. 
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Table 17 

 

APIM Results for Positive Social Influence and Social Support on Health  

 

   Actor Effect Partner Effect 

Dependent Variable 

Independent 

Variable 

Dyadic 

Interdependence Estimate SE t df Estimate SE t df 

Health Positive 

Social 

Influence 

.22** 0.01 <0.01 2.65** 294 -0.01 <0.01 2.77* 294 

  

Social 

Support 

from Partner 

 0.01 <0.01 2.22* 294 0.01 <0.01 2.30* 294 

 

Note. * p < .05, ** p < .01, *** p < .001. 
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Table 18 

 

APIM Results for Healthy and Unhealthy Transformations and Health or Well-being 

 

   Actor Effect Partner Effect 

Dependent 

Variable 

Independent 

Variable 

Dyadic 

Interdependence Estimate SE t df Estimate SE t df 

Well-being Healthy 

Transformation 

Frequency 
.32*** 0.15 0.07 2.95* 291 0.18 0.07 2.62* 291 

 Unhealthy 

Transformation 

Frequency 

 -0.29 0.11 2.59** 290 -0.12 0.11 1.04 290 

           

Health Healthy 

Transformation 

Frequency 
.26** 0.00 0.01 0.62 285 0.00 0.01 0.32 286 

 Unhealthy 

Transformation 

Frequency 

 -0.02 0.01 1.54 285 -0.03 0.01 2.66* 285 

 

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

b 

 

Figure 1 

Conceptual Model of the Proposed Relationships Among Variables of Interest 

 

 

 

  

 

 

 

 

Note. Proposed relationships among variables corresponding to study hypotheses are represented by solid lines. Dashed line 

represents a post hoc test.
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Effect 
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Figure 2 

Conceptual Model of the Actor Partner Interdependence Model 
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C 
+ 

+ 
D 

Figure 3 

Conceptual Model for Hypothesis 1A 

Hypothesis 1A: Reports of social influence tactics will be positively related to health-

related transformations.  

Actor effects = Paths A, B 

Partner effects = Paths C, D 
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C 
+ 

+ 
D 

Figure 4 

Conceptual Model for Hypothesis 1B 

Hypothesis 1B: Reports of social support from partner will be positively related to health-

related transformations. 

Actor effects = Paths C, D 

Partner effects = Paths A, B 
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A1 

B1 

 

A2 

Figure 5 

Conceptual Model for Hypothesis 2 

Hypothesis 2: Social support will be positively associated with (2A) health status and 

(2B) relationship quality. 

Actor effects = Paths A1, A2 

Partner effects = Paths B1, B2  
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A1 

B1 

A2 

B2 

Figure 6 

Conceptual Model for Hypothesis 3 

Hypothesis 3: Social influence will be positively associated with (3A) health status and 

(3B) relationship quality. 

Actor effects = Paths A1, A2 

Partner effects = Paths B2, B2 
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A 

 

C 

D 

Figure 7 

Conceptual Model for Hypothesis 4 

Hypothesis 4: Age and relationship stage will moderate the association of social influence 

on health and well-being. 

Actor and partner moderated effects = Path A 

Partner effects = Paths C, D 

 

 

 

  

 

 

 

 

  

Actor reports of 

social influence 

tactics 

Partner reports of 

social influence 

tactics 

 

Actor health 

status 

Partner health 

status 

 

Partner age, Actor 

Age 

 

Relationship Stage 

 



110 
 

C 
+ 

+ 
D 

Figure 8 

Conceptual Model for Hypothesis 5 

Hypothesis 5: The frequency of unhealthy sacrifices will be associated with lower 

relationship quality, while healthy sacrifices will be associated with higher relationship 

quality. 

Actor effects = Paths A, B  

Partner effects = Paths C, D 
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Figure 9 

Actor Age Moderating Positive Social Influence and Well-being 

 

 

0

10

20

30

40

50

5 10 15 20 25

Younger Age

Older Age

Well-being 

Low   High 

 

Positive Social Influence 



112 
 

Figure 10 

 

Age Moderating Negative Social Influence and Well-being 
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Figure 11 

 

Cohabitation Status Moderating Negative Social Influence and Health 

 

 

 

3.15

3.3

3.45

3.6

Not 

Cohabiting

Cohabiting

Low   High 

 

Negative Social Influence 

Health 



114 
 

APPENDIX A 

SURVEY INSTRUMENT 

Age 

What is your age? 

 

Sex 

What is your sex? 

Male 

Female 

 

What is your partner’s sex? 

 Male 

 Female 

 

Weight 

 What is your weight? ________ pounds 

 What is your height? _________ feet  _______ inches 

 What is your partner’s weight? _________ pounds 

 What is your partner’s height? _________ feet _________ inches 

 

Marital Status 

What is your current marital status? 

Never married 

Married, 1
st
 marriage 

Married, 2
nd

 marriage 

Married, 3
rd

 marriage or more 

Separated 

Divorced, 1
st
 marriage 

Divorced, 2
nd

 marriage or more 

Widowed 

 

If you are not currently married to your partner, do you have: 

 Plans to marry in the near future 

 Plans to marry in the distant future 

 No plans to marry current partner at this time 

 

What is your current living status with your partner? 

 Live apart at all times 

 Maintain separate residences but stay together occasionally 

 Maintain separate residences but stay together 1 or more times per week 

 Maintain separate residences and stay together full time 

 Live together full time and do not maintain separate residences 
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Race/Ethnicity 

How would you describe yourself? 

American Indian or Alaska Native 

Asian or Asian American 

Black 

Hawaiian or Other Pacific Islander 

Hispanic or Latino 

Non-Hispanic White 

More than one ethnicity 

 

Education 

What is the highest level of education you have completed? 

Some high school 

High school graduate 

Some college 

Trade/technical/vocational training 

College graduate 

Some postgraduate work 

Postgraduate degree 

 

Are you currently a University of Arizona student? 

 Yes 

 No 

 

Employment Status 

How would you describe your current employment status? 

Employed full time 

Employed part time 

Unemployed / looking for work 

Student 

Homemaker  

Retired 

 

Income 

What was your household’s total income for the most recent calendar year? 

Less than $25,000 

$25,000 to $49,999 

$50,000 to $74,999 

$75,000 to $99,999 

$100,000 or more 
 

Children 

Do you have children? _________yes _________no 
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If yes, how many? __________ 

What ages are your children? __________ 

 

Social Support 

Respond to the following:  

1 = strongly disagree 2 3 4 5 6 7= strongly agree 

1. My partner is available when I am in need. 

2. My partner is a special person with whom I can share my joys and sorrows.  

3. My partner really tries to help me.  

4. I get the emotional help and support I need from my partner.  

5. My partner is a person who is a real source of comfort to me.  

6. I can count on my partner when things go wrong.  

7. I can talk about my problems with my partner.  

8. My partner is a special person who cares about my feelings.  

 

Health-related social control  

How often in the last 6 months have you used these tactics to influence your partner to 

engage in healthy activities? 

     1 = never  2 3 4 5 6 7 = frequently 

1. Asked (asked partner to do something to improve their health)  

2. Bargained (offered partner an exchange or trade-off to engage in healthy behaviors) 

3. Guilt (made your partner feel bad for being unhealthy) 

4. Expressed negative emotions (displayed anger, frustration, or resentment towards 

partner for not engaging in healthy activities) 

5. Persistence (reminded or reinforced previous requests to be healthy) 

6. Persuasion (used influence to get partner to engage in healthy behaviors) 

7. Expressed positive emotions (displayed happiness, pleasure, kindness to partner when 

engaging in healthy activities) 

8. Reasoned (introduced evidence, examples, or facts to partner about health) 

9. Stated importance (tried to help partner understand why healthy activities are 

important) 

10. Made suggestions (offered alternative ideas to help improve partner’s healthy 

lifestyle) 

11. Invoked obligation (made partner feel like he/she has to engage in healthy activities 

out of obligation to you, work, children, etc.) 

12. Told (made a demand that partner be healthier) 

13. Used withdrawal (avoided interacting with partner to get them to engage in healthier 

activities) 

 

Relationship Quality 
Please indicate the degree to which you agree with each of the following statements 

regarding your current relationship. 

1 = strongly disagree  2 3 4 5 6 7= strongly agree 

1. My partner fulfills my needs for intimacy (sharing personal thoughts, secrets, etc.) 
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2. My partner fulfills my needs for companionship (doing things together, enjoying each 

other’s company, etc.) 

3. My partner fulfills my sexual needs (holding hands, kissing, etc.) 

4. My partner fulfills my needs for security (feeling trusting, comfortable in a stable 

relationship, etc.) 

5. My partner fulfills my needs for emotional involvement (feeling emotionally attached, 

feeling good when another feels good, etc.) 

6. I feel satisfied with our relationship. 

7. My relationship is much better than others’ relationships. 

8. My relationship is close to ideal. 

9. Our relationship makes me very happy. 

10. Our relationship does a good job of fulfilling my needs for intimacy, companionship, 

etc.)  

11. I have put a great deal into our relationship that I would lose if the relationship were 

to end. 

12. Many aspects of my life have become linked to my partner (activities, etc.) and I 

would lose all of this if we were to break up. 

13. I feel very involved in our relationship- like I have put a great deal into it. 

14. My relationships with friends and family members would be complicated if my 

partner and I were to break up (e.g. partner is friends with people I care about). 

15. Compared to other people I know, I have invested a great deal in my relationship with 

my partner. 

16. I want our relationship to last for a very long time. 

17. I am committed to maintaining my relationship with my partner 

18. I would not feel upset if our relationship were to end in the near future. *** 

19. It is likely that I will date someone other than my partner within the next year. *** 

20. I feel very attached to our relationship- very strongly linked to my partner. 

21. I want our relationship to last forever. 

22. I am oriented toward the long-term future of my relationship (for example, I imagine 

being with my partner several years from now). 

 

Health Status 

1. My overall health is: 

1 = poor  2 = fair  3 = good 4 = excellent 

 

Below are five statements that you may agree or disagree with. Using the 1 - 7 scale 

below indicate your agreement with choosing the appropriate number on the line 

preceding that item. Please be open and honest in your responses. 

 

1 = strongly disagree  2 3 4 5 6 7= strongly agree 

1. In most ways my life is close to my ideal. 

2. The conditions of my life are excellent. 

3. I am satisfied with my life. 

4. So far I have gotten the important things I want in life. 
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5. If I could live my life over, I would change almost nothing. 

 

Below are seven questions about your general health. Respond to the following: 

 

3 = All the time 2 = Most of the time 1 = Sometimes  0 = Never 

1. In the last month, does your health limit you from moderate activities (pushing a 

vacuum cleaner, bowling, golf)? 

2. In the last month, does your health limit you from accomplishing work or regular daily 

activities? 

3. In the last month, does your health limit you from social activities (visiting friends, 

relatives, etc.)? 

4. In the last month, how often does pain interfere with your normal work (including 

work outside the home and housework)? 

5. Do you feel calm and peaceful? 

6. Do you have a lot of energy? 

7. Do you feel downhearted and depressed? 

 

Health Transformations of Motivation 

 How often, in 

general, do you 

do this for your 

partner?  

How difficult or 

easy was it to do 

this?  

How would you 

describe the last time 

you did it? 

1. I eat healthier 

because of my 

partner. 

Never (skip to next 

item) 

Daily 

Weekly 

Monthly  

Annually 

-3  Very difficult    

-2                               

-1                               

 0  Neutral              

 1                               

 2                               

 3  Very easy         

- I did something for 

my partner that I did 

not want to do. 

- I gave up something I 

liked doing for my 

partner.  

-both 

-neither 

2. I get more 

physical activity 

because of my 

partner. 

Never (skip to next 

item) 

Daily 

Weekly 

Monthly  

Annually 

-3  Very difficult    

-2                               

-1                               

 0  Neutral              

 1                               

 2                               

 3  Very easy         

- I did something for 

my partner that I did 

not want to do. 

- I gave up something I 

liked doing for my 

partner.  

-both 

-neither 

3. I monitor my 

health (get checkups, 

tests) because of my 

Never (skip to next 

item) 

Daily 

-3  Very difficult    

-2                               

-1                               

- I did something for 

my partner that I did 

not want to do. 
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partner. Weekly 

Monthly  

Annually 

 0  Neutral              

 1                               

 2                               

 3  Very easy         

- I gave up something I 

liked doing for my 

partner.  

-both 

-neither 

4. I avoid alcohol, 

tobacco, or drugs 

because of my 

partner. 

Never (skip to next 

item) 

Daily 

Weekly 

Monthly  

Annually 

-3  Very difficult    

-2                               

-1                               

 0  Neutral              

 1                               

 2                               

 3  Very easy         

- I did something for 

my partner that I did 

not want to do. 

- I gave up something I 

liked doing for my 

partner.  

-both 

-neither 

5. I get more sleep 

because of my 

partner. 

Never (skip to next 

item) 

Daily 

Weekly 

Monthly  

Annually 

-3  Very difficult    

-2                               

-1                               

 0  Neutral              

 1                               

 2                               

 3  Very easy         

- I did something for 

my partner that I did 

not want to do. 

- I gave up something I 

liked doing for my 

partner.  

-both 

-neither 

Sometimes, people might do unhealthy things for their partner.  

 How often, in 

general, do you 

do this for your 

partner?  

How difficult or 

easy was it to do 

this?  

How would you 

describe the last time 

you did it? 

1. I eat unhealthy 

because of my 

partner. 

Never (skip to next 

item) 

Daily 

Weekly 

Monthly  

Annually 

-3  Very difficult    

-2                               

-1                               

 0  Neutral              

 1                               

 2                               

 3  Very easy         

- I did something for 

my partner that I did 

not want to do. 

- I gave up something I 

liked doing for my 

partner.  

-both 

-neither 

2. I get less physical 

activity because of 

my partner. 

Never (skip to next 

item) 

Daily 

Weekly 

Monthly  

Annually 

-3  Very difficult    

-2                               

-1                               

 0  Neutral              

 1                               

 2                               

 3  Very easy         

- I did something for 

my partner that I did 

not want to do. 

- I gave up something I 

liked doing for my 

partner.  

-both 

-neither 
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3. I avoid or delay 

health checkups 

because of my 

partner. 

Never (skip to next 

item) 

Daily 

Weekly 

Monthly  

Annually 

-3  Very difficult    

-2                               

-1                               

 0  Neutral              

 1                               

 2                               

 3  Very easy         

- I did something for 

my partner that I did 

not want to do. 

- I gave up something I 

liked doing for my 

partner.  

-both 

-neither 

4. I consume 

alcohol, tobacco, or 

drugs because of my 

partner. 

Never (skip to next 

item) 

Daily 

Weekly 

Monthly  

Annually 

-3  Very difficult    

-2                               

-1                               

 0  Neutral              

 1                               

 2                               

 3  Very easy         

- I did something for 

my partner that I did 

not want to do. 

- I gave up something I 

liked doing for my 

partner.  

-both 

-neither 

5. I get less sleep 

because of my 

partner. 

Never (skip to next 

item) 

Daily 

Weekly 

Monthly  

Annually 

-3  Very difficult    

-2                               

-1                               

 0  Neutral              

 1                               

 2                               

 3  Very easy         

- I did something for 

my partner that I did 

not want to do. 

- I gave up something I 

liked doing for my 

partner.  

-both 

-neither 

 

Desires or Motivations  

To what extent do you work to maintain your health for the following reasons: 

 

Yourself (to improve your physical well-being, because you enjoy certain healthy 

activities, etc.) 

1 = not at all   2 3 4 5  6  7= all health maintenance done for 

self 

 

Your partner (because your partner wants you to be healthy) 

1 = not at all   2 3 4 5  6  7= all health maintenance done for 

partner 

 

Your relationship (because you want to improve or maintain your relationship, do 

activities together, etc.) 

1 = not at all   2 3 4 5  6  7= all health maintenance done for 

relationship 

 

To what extent does your health suffer for the following reasons: 
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Yourself (you personally do not enjoy eating healthy, exercising, etc.) 

1 = not at all   2 3 4 5  6  7= my health suffers entirely because 

of myself 

 

Your partner (because your partner would rather not engage in healthy eating, exercise, 

etc.) 

1 = not at all   2 3 4 5  6  7= my health suffers entirely because 

of my partner 

 

Your relationship (because you and your partner enjoy engaging in sedentary or 

unhealthy activities together: drinking alcohol, eating, watching television, etc.) 

1 = not at all   2 3 4 5  6  7= my health suffers entirely because 

of my relationship 
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