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Article

Over the last several decades, researchers have documented 
the critical interplay between close relationships and health. 
Close relationship partners—and the quality of relation-
ships with partners—impact mortality and morbidity and 
their underlying determinants (Brown et al., 2018; Holt-
Lunstad, 2018; Leigh-Hunt et al., 2017; Robles et al., 2014; 
Valtorta et al., 2016). This work has primarily examined the 
effects of relationship functioning on biological stress-
related pathways and/or psychosocial pathways that impact 
health, whereas the interplay between relationship func-
tioning and health behaviors has been relatively understud-
ied (Pietromonaco & Collins, 2017). Given the effect health 
behaviors have on overall short-term and long-term health 
outcomes (Bauer et al., 2014; McGinnis et al., 2002), 
understanding the ways in which relationship partners 
shape each other’s health beliefs and behavior is crucial.

Although investigators recognize that partners matter, 
effectively leveraging their impact on behavior change has 
been surprisingly difficult (e.g., Carr et al., 2019; Faseru 
et al., 2018; Gorin et al., 2020). A key challenge for these 
efforts has been the absence of a theoretical model that maps 
the different ways in which close relationship partners 
directly and indirectly shape each other’s health behavior. 
We propose three routes by which they may do so: Partners 
can serve as models of healthy behavior; they can cultivate a 
supportive interpersonal environment within which their 
partner can manage their health behavior; and they can 
employ strategies designed to influence their partner’s 

behavior. This article presents a new model—the Dyadic 
Health Influence Model (DHIM)—that describes each of 
these routes and, in doing so, maps how the interplay between 
key interpersonal and intrapersonal processes jointly affects 
health behavior change in close relationships. By recogniz-
ing the different ways in which partners can affect one anoth-
er’s health behavior, the DHIM provides investigators with a 
structure to organize the existing literature, revealing what is 
currently known about these processes and what remains 
unknown or untested, and a framework for specifying how to 
capitalize on the potential impact of close relationship part-
ners. Importantly, the DHIM also emphasizes the need to 
examine the impact of these three routes on relational out-
comes in addition to health outcomes. We argue that the 
effects of partner behaviors on both health and relational out-
comes, together, will determine the success of efforts to pro-
mote the initiation and maintenance of health behavior 
change.
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Abstract
Relationship partners affect one another’s health outcomes through their health behaviors, yet how this occurs is not well 
understood. To fill this gap, we present the Dyadic Health Influence Model (DHIM). The DHIM identifies three routes 
through which a person (the agent) can impact the health beliefs and behavior of their partner (the target). An agent may 
(a) model health behaviors and shape the shared environment, (b) enact behaviors that promote their relationship, and/or 
(c) employ strategies to intentionally influence the target’s health behavior. A central premise of the DHIM is that agents act 
based on their beliefs about their partner’s health and their relationship. In turn, their actions have consequences not only 
for targets’ health behavior but also for their relationship. We review theoretical and empirical research that provides initial 
support for the routes and offer testable predictions at the intersection of health behavior change research and relationship 
science.
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The Need for an Integrated Model of 
Relationships and Health Behavior

There are myriad ways in which relationship partners might 
affect and be affected by each other’s health and health 
behaviors (Pietromonaco & Collins, 2017; Slatcher & 
Selcuk, 2017; Umberson et al., 2010). For instance, research 
has shown that, within a relationship, changes in the health 
behavior of one partner can elicit similar changes in the 
behavior of the other partner (Jackson et al., 2015), and inter-
ventions to change health behaviors in one person can have 
“ripple” effects on the health behaviors of their close rela-
tionship partners (e.g., Golan et al., 2010; Gorin et al., 2008; 
White et al., 1991).

There is also mounting evidence that certain characteris-
tics of close partners and relationships (e.g., interdepen-
dence: the degree to which each partner’s outcomes are 
dependent on the other’s) create a social context that is 
marked by support and connectedness, which, in turn, pro-
mote key psychosocial (e.g., emotion, coping; Kiecolt-Glaser 
et al., 2002; Pietromonaco et al., 2013; Slatcher & Selcuk, 
2017) and biological processes (e.g., immune function; 
Gouin et al., 2009; Robles & Kane, 2014; Uchino, 2006). 
This environment affects not only distal health outcomes 
such as morbidity and mortality (e.g., Holt-Lunstad et al., 
2010) but also more proximal outcomes such as treatment 
adherence (e.g., DiMatteo, 2004), stress reduction (e.g., 
Hostinar, 2015), and chronic illness management (e.g., 
Martire & Helgeson, 2017).

Investigators have also documented how close others 
deliberately try to shape each other’s health beliefs and 
health behaviors, referred to here as health-related influence 
strategies but also known as social control strategies (Hughes 
& Gove, 1981; Lewis & Rook, 1999; Umberson, 1987; see 
Craddock et al., 2015, for a meta-analysis of the effects of 
social control on health behaviors and well-being). Efforts to 
map how relationship partners try to modify each other’s 
behavior have led investigators to recognize the interper-
sonal context in which people’s health behavior typically 
unfolds (e.g., Lewis et al., 2006; Pietromonaco & Collins, 
2017). However, there is a need for investigators to move 
from describing which health-related influence strategies are 
used toward formulating and testing hypotheses regarding 
when and why these strategies affect behavior and well-being 
(Craddock et al., 2015).

Although investigators recognize the different routes 
through which relationship partners can shape each other’s 
behavior (e.g., Berli, Bolger, et al., 2018; Fitzsimons et al., 
2015; Hohl et al., 2016; Lewis et al., 2006; Loving & 
Slatcher, 2013; Lüscher et al., 2019; Martire et al., 2010; J. 
R. Novak, 2019; Pietromonaco et al., 2013; Skoyen et al., 
2013; Slatcher & Selcuk, 2017; Zee et al., 2020), prior work 
has not highlighted or drawn out the manner in which these 
routes complement, compensate, or intersect with each other. 
This state of affairs is not surprising given the limited 

theoretical guidance investigators have had regarding how 
the interpersonal processes that unfold within a relationship 
map onto the intrapersonal processes that guide how people 
manage their health behavior.

Research and theory in relationship science, for example, 
has provided a rich description of the verbal and nonverbal 
behaviors that people use to shape the thoughts and feelings 
of others along with the conditions under which these strate-
gies tend to be used and are most effective (e.g., Jayamaha 
et al., 2016; Oriña et al., 2008; Overall et al., 2009, 2013; see 
Simpson et al., 2015). Although relationship scientists have 
documented how these interpersonal processes affect rela-
tional outcomes, these descriptions say little about implica-
tions for health behaviors. For instance, how and when can 
these strategies be deployed to facilitate changes in partners’ 
health beliefs and behaviors? To what extent are strategies 
that elicit favorable relational outcomes also likely to elicit 
favorable health outcomes?

Research and theory on health behavior change, on the 
contrary, has focused primarily on delineating intrapersonal 
processes that impact health behavior (e.g., Conner & 
Norman, 2017; Rothman & Salovey, 2007). Through these 
efforts, we understand the cognitions, emotions, and skills 
that guide individuals’ health behavior, which, in turn, pro-
vides a working list of psychological processes that relation-
ship partners might try to engage. Some people, for instance, 
may benefit from influence strategies that help them recog-
nize the personal relevance of a health threat, whereas oth-
ers might benefit from those that help them develop the 
skills needed to engage in a new pattern of behavior. Yet, 
models of health behavior offer no guidance regarding how 
interpersonal process might be used to engage these targeted 
constructs.

Research on health behavior change in interpersonal con-
texts has developed a taxonomy of health-related influence 
strategies and underlying tactics used in romantic relation-
ships (Butterfield & Lewis, 2002; Lewis & Butterfield, 2007; 
Lewis et al., 2004) and has worked to map the effect of these 
strategies on people’s emotions regarding their partner’s 
attempts to change their health behavior as well as the effect 
of these strategies on people’s health behaviors (Lewis & 
Rook, 1999; Newsom et al., 2018; Okun et al., 2007). Yet, 
given their prevailing focus on changes in health and health 
behavior within individuals, these models are less attentive 
to how the pursuit of such changes might affect important 
relational outcomes. For instance, health-related influence 
strategies that elicit favorable changes in health behavior 
may or may not have a favorable effect on key relational out-
comes such as relationship satisfaction. Health-related influ-
ence strategies that produce favorable changes to an 
individual’s health behavior might be considered effective, 
but if they have adverse effects on their relationship, partners 
may be reluctant to use them.

By developing theoretical models that engage both rela-
tional and health behavior outcomes, investigators will be in 
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a better position to generate and test predictions regarding 
how characteristics of both individuals (e.g., their percep-
tions of their own as well as their partner’s health behavior 
and beliefs) and relationships (e.g., their degree of interde-
pendence and reciprocity) shape how close others regulate 
each other’s health behavior.

Orientation to the DHIM

The DHIM (Figure 1) describes three primary routes through 
which one partner in a relationship (i.e., the agent1 of health 
behavior change) can affect the health beliefs and/or behav-
ior of the other partner (i.e., the target of health behavior 
change). These routes capture processes associated with (a) 
the agent’s own health behavior (the health behavior trans-
mission route), (b) the relationship between the agent and 
target (the relational behaviors route), and (c) health-related 
influence strategies enacted by the agent (the influence strat-
egies route).

The health behavior transmission route in the DHIM 
(Route A, indicated by the boxes on the left-hand side of the 

model in Figure 1) focuses on the agent’s own health beliefs 
and behavior. For example, it depicts how the agent’s beliefs 
about their own health can affect their own health behavior, 
which in turn may directly or indirectly affect the target’s 
health beliefs and behavior. Next, the relational behaviors 
route in the DHIM (Route B, indicated by the boxes on the 
right side of the model) identifies ways in which the agent’s 
relational beliefs and behavior can facilitate the link between 
the target’s health beliefs and health behaviors by reducing 
the target’s stress or by increasing their self-esteem or self-
compassion. The agent’s relational beliefs may also indi-
rectly affect the target’s health behavior through the selection 
and use of health-related influence strategies (hereafter 
referred to as influence strategies). Finally, the influence 
strategies route in the DHIM (Route C, indicated by the 
boxes in the center of the model) focuses on the influence 
strategies the agent intentionally uses to attempt to modify 
the target’s health beliefs and behavior. Finally, the feedback 
paths in the DHIM illustrate that these efforts unfold over 
time and, in doing so, create a relational and health history 
between the agent and the target—a feature that has not been 

Figure 1. The DHIM.
Note. The solid black lines refer to the paths in the three central routes (Section I). The dashed, black lines represent the ways in which the target’s 
relational beliefs moderate other routes (Section II). The solid gray lines on the outside of the figure illustrate the feedback paths (Section III). The light 
gray, dotted lines represent paths that exist but are not central to the core tenets of the DHIM and, therefore, are minimally discussed. The square 
boxes represent the agent’s beliefs and behaviors. The ovals represent the target’s beliefs and behaviors. DHIM = Dyadic Health Influence Model.
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sufficiently integrated into existing theoretical models of 
interpersonal processes (Eastwick et al., 2019), including 
those addressing health behavior (Reed et al., 2013; Scholz, 
2019).

Parameters and Scope of the DHIM

Five parameters guided the development of the model. First, 
the DHIM is a dyadic model. Each partner in a relationship 
can be simultaneously the target (whose health behavior 
change is the focus of the model) and the agent (whose 
actions generate the target’s health behavior change). 
However, unlike most dyadic models (e.g., which have a 
similar structure to the Actor–Partner Interdependence 
Model; Kenny et al., 2006), the DHIM is a theoretical pro-
cess model in which only one partner is an agent in any given 
situation while the other partner is a target. We chose this 
layout to demonstrate more clearly how the precursors and 
consequences of each person’s behavior affect the other per-
son’s behavior in ways that reverberate back into the rela-
tionship over time.

Second, the agent’s health behaviors, relational behaviors, 
and influence strategies are conceptualized from the perspec-
tive of the agent (rather than the target) to disentangle the 
effects of the agent’s intention and the target’s perceptions. 
Within the DHIM, influence strategies are engaged in inten-
tionally by the agent to change the target’s behavior. 
However, their own health behaviors (e.g., their own diet), 
along with their relational behaviors toward the target (e.g., 
supporting the target), are not engaged in with the intention 
of changing the target’s behavior.

Third, although the DHIM is designed to be applicable 
across different types of relationships, we focus on implica-
tions for adult individuals involved in romantic relationships. 
We begin here because adult romantic relationships are char-
acterized by not only high levels of motivation for interde-
pendence but also opportunities for interdependence through 
cohabitation, shared routines, and overlapping social net-
works (Agnew et al., 1998; Kelley & Thibaut, 1978; Lewis 
et al., 2006). In addition, much of prior theoretical and 
empirical work has focused on influence and health in 
romantic relationships (e.g., Berli, Bolger, et al., 2018; Berli, 
Lüscher, et al., 2018; Butterfield & Lewis, 2002; Craddock 
et al., 2015; Hohl et al., 2018; Lewis & Butterfield, 2007; 
Lüscher et al., 2017, 2019; Martire et al., 2010; Robles et al., 
2014), which affords a large body of empirical evidence to 
inform theoretical development.

Fourth, the DHIM assumes the agent has good inten-
tions—that they want the best health outcomes for the target. 
The DHIM, therefore, does not address relational behaviors 
or influence strategies that are enacted with mal-intent, 
although it recognizes that behaviors engaged in with posi-
tive intentions may sometimes result in adverse target reac-
tions or behaviors. Relatedly, the DHIM focuses on behavior 
change that promotes better health. Although there are times 

when agents might want the target to engage in patterns of 
unhealthy behavior (e.g., substance use; Kehayes et al., 
2017; Mushquash et al., 2013), these instances are not the 
focus of the model.

Fifth, the DHIM is predicated on the assumption that 
research delineating the operation of any one of the three 
routes—health behavior transmission, relational behavior, 
and influence strategies—must be mindful of the existence of 
the other routes. For example, the relational behaviors route 
creates a context within which to understand the use and 
effectiveness of health behavior transmission (e.g., modeling) 
or specific influence strategies (e.g., directly limiting a part-
ner’s behavioral alternatives). Thus, agents who have more 
supportive or satisfactory relationships with targets may be 
able to rely on behavioral transmission (modeling) rather than 
overt influence strategies to induce changes in a target’s 
health behavior. And targets in better relationships might be 
better able to respond favorably to the strategies that their 
partners (agents) use to modify their behavior. Influence pro-
cesses and effectiveness, in other words, cannot be fully 
understood without considering relationship factors.

Taken together, the DHIM provides a theoretical frame-
work for conceptualizing the key routes through which rela-
tionship partners can affect one another’s health-relevant 
behavior and outcomes. It also provides a framework within 
which existing empirical findings on how partners affect 
each other’s health behavior can be placed and organized, 
allowing critical gaps in the current literature to be more 
readily identified and, eventually, addressed. The DHIM, 
therefore, is a catalyst for generating and testing hypotheses 
involving core constructs of the model (e.g., health beliefs, 
relational beliefs), allowing researchers to apply existing 
interpersonal and intrapersonal theories to formulate specific 
predictions with respect to specific health outcomes.

Given the scope of the model, we introduce each aspect of 
it incrementally in four sections of the paper. In Section I, we 
discuss what is and is not known regarding each of the three 
primary routes. In Section II, we describe how the target’s 
beliefs about the agent and their relationship may determine 
whether and how agents are able to change the target’s health 
behavior. In Section III, we describe how the DHIM may 
operate over time and, in particular, the iterative processes 
that link the agent’s behavior and the target’s response to the 
agent’s behavior. Finally, in Section IV, we discuss contex-
tual considerations, such as how features of the health behav-
ior and features of the environment may affect different 
routes in the DHIM.

Section I: Primary Routes From 
Agent’s Beliefs and Behavior to 
Target’s Beliefs and Behavior

The primary routes posited by the DHIM include (a) the health 
behavior transmission route, (b) the relational behaviors route, 
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and (c) the influence strategies route (see Figure 2 for path 
labels within each route). Each construct is described within 
its respective route, and for each of the arrows linking con-
structs (e.g., Agent’s Beliefs About the Target’s Health → 
Influence Strategies), we review the existing evidence for the 
connection between the constructs, identify gaps, and offer 
“Promising Research Directions,” which illustrate predictions 
derived from the paths that will help advance research at the 
intersection of relationships and health.

Route A: Health Behavior Transmission (How 
Agent’s Health Beliefs Affect Agent’s Health 
Behavior and Elicit Change in Target’s Health 
Beliefs and/or Health Behavior)

The first route in the DHIM (see Route A on the left side of 
Figure 2) illustrates the simplest way that an agent can affect 

the target’s health behavior: through their own health behav-
ior. In this route, we begin with the intrapersonal factors that 
have been central to many social cognitive models of health 
behavior (Conner & Norman, 2017; Rothman & Salovey, 
2007), namely, that an individual’s health beliefs are a key 
determinant of their own health behavior. Health beliefs 
include constructs such as risk appraisals, attitudes toward 
the health behavior, norms for the behavior, and behavioral 
intentions; as well as perceptions of the self in relation to 
health, such as feeling capable of changing one’s health 
behavior and achieving better health. This is not an exhaus-
tive list of health beliefs that could be applied in the DHIM; 
rather, it reflects frequently studied beliefs that are supported 
by experimental evidence showing that changes in these 
classes of beliefs lead to changes in health behavior (e.g., 
Sheeran et al., 2016). Within the DHIM, these beliefs are the 
key proximal determinants of the agent’s (A1) and target’s 

Figure 2. Primary routes in the DHIM.
Note. The solid black lines reflect the paths in the three central routes (Section I). The light gray, dotted lines represent pathways that exist but are not 
central to the core tenets of the DHIM and, therefore, are minimally discussed. The square boxes represent the agent’s beliefs and behaviors. The ovals 
represent the target’s beliefs and behaviors. The paths are labeled and correspond to their description in the text. DHIM = Dyadic Health Influence Model.
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(A4) health behavior and, in many cases, are the beliefs held 
by the target that may shift in response to the agent’s 
behavior.

Agent’s health behavior → Target’s health beliefs (A2). In the 
health behavior transmission route (Route A), the agent is 
engaging in a health behavior in response to their own health 
beliefs. The agent’s health behavior may then unintentionally 
lead to changes in the target’s health beliefs. This shift in 
beliefs could reflect observational learning or imitation on 
the part of the target in response to what the agent typically 
does or responses by the target to changes to the shared envi-
ronment the agent has made while in pursuit of their own 
health goals. Despite the intuitiveness of this prediction, lit-
tle research in the context of romantic relationships has 
directly examined whether one partner’s health behavior 
facilitates changes in the other’s health beliefs. There is some 
evidence of concordance in partners’ health beliefs, such as 
worry about risk of genetic conditions in one’s family (Tur-
bitt et al., 2018) and information avoidance (Huelsnitz et al., 
2021). Although it is possible that targets’ observations of 
agents’ health behavior and/or changes the agent makes to 
their shared environment could explain concordance in these 
health beliefs, reasons for concordance in beliefs were not 
directly measured in these studies. Thus, it is important to 
assess whether agents’ engagement in health behavior and/or 
the changes agents make to the shared environment cause 
changes in targets’ health beliefs, which can then cause 
changes in targets’ health behavior (A3).

Agent’s health behavior → Target’s health behavior (A3). The 
agent’s health behavior may also change the target’s behav-
ior directly, bypassing the target’s health beliefs, via changes 
made to the shared environment and through modeling. 
Because the target and agent are relationship partners, the 
agent’s environments and habits may affect what is available 
to the target (e.g., Theiss et al., 2016). If, for example, the 
agent and target share a living environment, and the agent 
buys whole fruit instead of potato chips for snacks, the target 
may end up eating more fruit simply because it is available, 
regardless of their beliefs about doing so.

A considerable body of research has documented concor-
dance between romantic partners’ health behaviors across 
behavioral domains (e.g., physical activity, smoking, alcohol 
consumption, diet; Birditt et al., 2018; Christakis & Fowler, 
2008; Meyler et al., 2007; Myers Virtue et al., 2015; Pachucki 
et al., 2011). However, most studies rely on cross-sectional 
data, which do not allow investigators to rule out the possibility 
that concordance is due to similarities between the partners and 
between their environments that predate their relationship.

The strongest evidence for a causal link between agents’ 
and targets’ health behavior comes from longitudinal studies 
and health behavior change interventions. Some studies have 
shown that, within a relationship, one partner’s health behav-
ior or health behavior change can elicit similar changes in the 
behavior of the other partner (Homish & Leonard, 2008; 

Jackson et al., 2015; but see Brazeau & Lewis, 2020), and 
that health interventions that target individuals can have “rip-
ple” effects on the health and health behaviors of their rela-
tionship partners (e.g., Golan et al., 2010; Gorin et al., 2008; 
Schierberl Scherr et al., 2013; White et al., 1991).

Promising Research Directions for Route A

Behavioral concordance among romantic partners is well 
established, but there is a need to specify how changes in one 
partner’s health behaviors affect changes in the other part-
ner’s health behaviors. One potential explanation for behav-
ioral concordance findings is that shifts in the agent’s health 
behavior affect the target’s perception of how normative it is 
to engage in that behavior (e.g., Chung & Rimal, 2016; Reid 
et al., 2010), which then affects the target’s likelihood of 
engaging in that behavior. For example, running may seem 
more normative to the target (a social norm) if an important 
part of their social circle (the agent) joins a running club. To 
date, research has not examined how changes in agents’ health 
behavior affect targets’ social norms regarding that behavior.

Another potential mechanism is self-efficacy, which has 
been shown to be responsive to behavioral modeling (often 
referred to as “vicarious experience,” Bandura, 1977; for 
example, Jiang et al., 2019; Rieder et al., 2021; Selzler et al., 
2020; but see Warner et al., 2018). A next step for researchers 
is to examine whether targets who view their romantic part-
ners succeed—or struggle—with engaging in a health behav-
ior report changes in their own perceptions of self-efficacy. 
For instance, do people who see their partners struggle to 
lose weight feel less efficacious at losing weight, whereas 
those who observe their partner successfully modify their 
diet or physical activity as part of a weight-loss intervention 
report increased perceptions of efficacy?

This predicted pattern of effects is analogous to the obser-
vation that the behavioral effects of interventions can “rip-
ple” from a treated individual to their untreated partner (e.g., 
Gorin et al., 2008, 2018). In fact, increases in self-efficacy 
through vicarious experience may be one explanation for 
these “ripple effects.” Some research has shown that one’s 
romantic partner’s self-efficacy is associated with one’s own 
health behavior (in the context of smoking; Berli, Lüscher, 
et al., 2018), but it is unclear whether this association is 
mediated through changes in individual’s own self-efficacy. 
In addition, Warner and colleagues (2018) found that, for 
dual-smoker couples, partners’ successful performance of a 
health behavior did not affect individual’s self-efficacy in the 
context of smoking cessation. This mixed evidence high-
lights the need for further research.

Summary

The health behavior transmission route (Route A) is the most 
straightforward way in the DHIM through which the agent 
can affect the target’s health behavior. It illustrates how intra-
personal factors, such as health beliefs that lead to health 
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behavior change, have the potential to elicit interpersonal 
effects. Although the intrapersonal links between health 
beliefs and health behavior are well studied, there is very 
little evidence regarding whether these links are observed 
across individuals (Karney et al., 2010)—Do changes in an 
agent’s health behavior elicit changes in a target’s health 
beliefs and, if so, do these changes lead to changes in the 
target’s behavior? These questions can be tested in existing 
evidence-based interventions by collecting belief and behav-
ior change data from the untreated romantic partners of 
participants.

Route B: Relational Behaviors (How Agent’s 
Relational Beliefs Affect Their Relational 
Behaviors and Facilitate Change in Target’s 
Health Behavior)

The behaviors that individuals enact toward their relation-
ship partners can have short- and long-term effects on their 
partner’s health, an idea that has been pursued by health psy-
chologists and relationship scientists alike (e.g., Karney 
et al., 2010; Robles & Kiecolt-Glaser, 2003; Slatcher & 
Selcuk, 2017). To date, much of this work has focused on 
whether and how indicators of relationship quality are asso-
ciated with downstream health outcomes (Shor et al., 2013; 
Uchino, 2006). Yet, the ways in which romantic partners 
unintentionally affect each other’s health behaviors remain 
understudied. In the DHIM, we focus on how the agent’s 
relational behaviors may affect health behavior change (see 
Route B on the right side of Figure 2).

An agent’s relational behaviors are actions that the agent 
engages in that aid the target and/or create a positive relation-
ship with them. These behaviors are enacted without the inten-
tion of changing the target’s health behavior and are typically 
informed by agents’ relational beliefs. Thus, the second of the 
three central routes from agent’s beliefs to target’s health 
behavior change begins with the agent’s relational beliefs, 
which affect the agent’s relational behaviors, and then, in turn, 
the target’s health behavior. We propose that relational behav-
iors can do this in two ways. First, agents can facilitate changes 
in the target’s health behavior by providing support or reduc-
ing targets’ stress, allowing the health behavior to be more eas-
ily enacted. Second, agents can act in ways that uplift the 
target and cultivate a stronger sense of self-esteem and self-
compassion, which may then facilitate health behavior change 
in targets. Notably, in this route, agents’ relational behaviors 
do not directly affect targets’ health beliefs or health behaviors 
because agents’ behaviors are not enacted to intentionally 
affect targets’ health. We begin by defining agents’ relational 
beliefs and relational behaviors. Then, we discuss what is 
known—and what research is needed—about how agents’ 
relational behaviors affect targets’ health behaviors.

Agent’s (and target’s) relational beliefs. Both agents and targets 
have relational beliefs, but they function differently in the 

DHIM. The agent’s relational beliefs should inform their 
relational behavior, which may indirectly affect the target’s 
health behavior, whereas the target use their relational beliefs 
to interpret and respond to the agent’s actions. Relational 
beliefs encompass the agent’s or target’s beliefs about their 
relationship, and include constructs such as interdependence, 
commitment, relationship quality, satisfaction, power, 
equity/reciprocity, attachment, closeness, and responsive-
ness. This is not an exhaustive list of relational beliefs that 
could be applied in the DHIM; rather, it is a list of beliefs that 
are common across theories from relationship science (e.g., 
interdependence theory, Kelley & Thibaut, 1978; Rusbult, 
1983; attachment theory, Bowlby, 1969; Mikulincer & 
Shaver, 2016; risk regulation theory, Murray et al., 2006). 
The degree to which relational beliefs complement, overlap 
with, or conflict with each other remains unclear and work 
designed to clarify these constructs is ongoing (Finkel et al., 
2017). Thus, we recommend that researchers who use the 
DHIM select a theory or model in relationship science and its 
related constructs, rather than examine an exhaustive list of 
relational beliefs.

As close relationship partners, agents and targets have 
unique knowledge and beliefs about each other. These beliefs 
are composed of their perceptions of each other’s specific 
needs and motivations, and their personalities and prefer-
ences. The agent should be inclined to tailor their behavior 
based on these beliefs about the target (Fitzsimons et al., 
2015; Simpson & Overall, 2014), as well as how they per-
ceive the target will respond, think, and feel in response to 
the agent’s behavior.

Agent’s relational behaviors. The agent’s beliefs about the rela-
tionship and the target become visible to the target when they 
are expressed in the agent’s behavior. In the DHIM, rela-
tional behaviors are conceptualized according to the agent’s 
intention rather than the target’s perception. In addition, they 
are not undertaken to affect the target’s health behavior per 
se; instead, they are relationship-promoting behaviors that 
might, over time, unintentionally and indirectly facilitate 
health behavior change. Finally, because the DHIM describes 
the determinants of positive health behavior change, only 
supportive relational behaviors are included in the model. 
Negative relational behaviors such as criticism and hostility 
have been shown to be associated with worse health and/or 
relational outcomes over time (e.g., Kiecolt-Glaser et al., 
2005, 2010; S. R. Klein et al., 2016; see Meltzer et al., 2013, 
for an exception). An agent may also act destructively toward 
a target to change the target’s health behavior, but the agent’s 
intention renders these examples of influence strategies, 
which we discuss in the next route.

With their relational behavior, agents may aim to alleviate 
negative states and prevent negative outcomes (i.e., nega-
tive-alleviating behaviors) or promote positive states and 
outcomes (i.e., positive-promoting behaviors) in targets. 
Some relational behaviors, for example, can mitigate stress 
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or soothe negative emotions, whereas others can uplift part-
ners, enhance their positive affect, or encourage personal 
growth. Alleviating negative outcomes involves actions such 
as partner buffering—emotionally or behaviorally regulating 
one’s partner when they are distressed so that they can man-
age their negative emotions and think and behave more con-
structively (Simpson & Overall, 2014). Behaviors that 
alleviate negative outcomes can also entail providing sup-
port, which can be emotional (e.g., giving reassurance), 
informational (e.g., giving advice), or tangible (e.g., giving 
time, effort, or money) (G. S. House, 1981).

Romantic partners can not only buffer one another from 
stressors and emotional distress, they can also encourage 
each other to approach and pursue positive goals and out-
comes. Using positive-promoting behaviors, agents may 
encourage targets to explore new activities and pursue their 
most important goals, including health-relevant ones (Feeney 
& Van Vleet, 2010). Similarly, agents may respond enthusi-
astically when targets share good news (i.e., capitalize) with 
them (Gable et al., 2004), or the agent may affirm the target 
by eliciting behavior from them that is more closely aligned 
with the target’s ideal self (Rusbult et al., 2005). By express-
ing confidence and faith in the target, as well as enthusiasm 
for their pursuits and goals, an agent can uplift the target and 
encourage their personal growth.

Relational behaviors can also vary in their directness. 
Directness reflects the extent to which a relational behavior 
is intended by the agent to explicitly promote the relation-
ship and/or the partner’s well-being, such as by compli-
menting the target and providing visible emotional or 
instrumental support (e.g., tangible aid) to the target (Biehle 
& Mickelson, 2012; Girme et al., 2013; Zee et al., 2018). 
The intentions underlying the agent’s actions, therefore, are 
clear to the target. Relational behaviors that are indirect can 
promote the relationship or the partner’s well-being, but do 
so in a less noticeable manner. Indirect relational behaviors 
may, for example, alter the relationship environment in a 
positive way, such as when an agent does extra chores for 
the target.

Agent’s relational beliefs → Agent’s relational behaviors 
(B1). There are many ways in which an agent’s relational 
beliefs could lead them to engage in behaviors that support 
the target or foster a more positive relationship. Relationship 
partners who are more interdependent, for example, often 
have more opportunities to interact and influence each oth-
er’s outcomes and to engage in positive relational behaviors 
(see Kelley et al., 1983). In addition, partners who believe in 
reciprocity or notice inequity in their relationship may 
engage in more or fewer positive relational behaviors, 
depending on the direction of the perceived inequity (Walster 
et al., 1976). Moreover, the agent’s evaluations of the target 
and the relationship with respect to satisfaction or relation-
ship quality should also guide their relational behaviors—
with those who feel more positively about the target and their 

relationship being more inclined to engage in positive rela-
tional behaviors (e.g., Murray et al., 1996).

Although agents’ beliefs about the relationship should 
affect the likelihood of engaging in positive behaviors, their 
beliefs do not determine which positive behaviors they will 
enact. Instead, agents rely on their beliefs about and knowl-
edge of the target to determine which relational behaviors the 
target is likely to view positively. For example, agents must 
consider targets’ current (or state) emotions, needs, and 
desires to decide whether they should prioritize alleviating 
negative or promoting positive outcomes for targets.

Agents must also be mindful of targets’ chronic (or trait) 
tendencies and motivations. For example, a target’s attach-
ment orientation may influence whether the agent chooses to 
engage in direct or indirect relational behaviors. If, for exam-
ple, the target has an avoidant attachment orientation (i.e., 
wants to be self-sufficient, is not comfortable trusting others, 
and dislikes emotional intimacy), the agent may rely on more 
indirect relational behaviors that are less likely to threaten 
the target’s autonomy (e.g., Overall et al., 2013; Simpson 
et al., 2007). Yet, some targets respond better to relational 
behaviors in which care is communicated directly. For exam-
ple, anxiously attached targets, who are hyper-vigilant about 
being abandoned and yearn for greater support, desire greater 
attention and reassurance from their relationship partners. 
Consequently, they react more negatively to indirect, instru-
mental forms of support that do not directly meet their 
chronic needs (Mikulincer & Florian, 1997). Agents, there-
fore, may use their knowledge of what elicits favorable 
responses from targets to tailor the type and amount of sup-
port that they provide.

The moderating effect of agent’s relational behaviors on the link 
between target’s health beliefs → Target’s health behavior 
(B2). The connection between partners’ relational beliefs 
and relational behaviors has been well established, whereas 
the connection between one partner’s positive relational 
behaviors and the other’s health behavior change has received 
little attention. This dearth may seem surprising given that 
innumerable studies have established links between the qual-
ity of one’s relationships and one’s health, and many 
researchers acknowledge the need to identify behavioral 
processes through which positive relationships lead to better 
health (e.g., Farrell & Stanton, 2019; Kiecolt-Glaser et al., 
2010; Umberson et al., 2010).

In addition, many studies have addressed related ques-
tions about other relational constructs and health behaviors. 
For example, both lower relationship satisfaction and greater 
conflict and relationship dysfunction are associated with 
engagement in less healthy behaviors in cross-sectional and 
longitudinal studies (Kiecolt-Glaser & Newton, 2001; 
Roberson et al., 2018). Higher relationship satisfaction aids 
successful smoking cessation (Foulstone et al., 2017), and 
greater closeness with one’s partner predicts less drug use 
during substance abuse treatment (Heinz et al., 2009). 
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Furthermore, people who are married or in a relationship 
tend to report engaging in healthier patterns of behavior such 
as drinking less alcohol (Waite, 1995) or complying with 
regular screening guidelines (El-Haddad et al., 2015; 
Stimpson & Wilson, 2009).

These studies demonstrate a clear link between relation-
ships and health behavior, but they usually rely on measures 
of relational beliefs or relationship status, not relational 
behaviors. Yet, explanations offered for the observed links 
between relational beliefs or status and health behavior typi-
cally acknowledge that the association is likely to be medi-
ated by other processes, such as relationship partners’ actions 
(e.g., Roberson et al., 2018). We argue that a pattern of sup-
portive and responsive relational behavior can create a con-
text in which it is easier for the target to pursue their health 
behavior goals, especially those that might prove challeng-
ing. Specifically, we propose that there are two primary ways 
in which agents’ relational behaviors could facilitate targets’ 
beliefs-to-behavior link: by reducing targets’ stress and by 
increasing their self-esteem or self-compassion.

Reducing stress. Work, finances, discrimination, and 
low-quality relationships can be sources of chronic stress. 
Experiencing chronic stress can dysregulate cardiovascular, 
endocrine, and immune systems, leading to worse health out-
comes over time (e.g., Robles et al., 2014). But how does 
chronic stress affect health behavior? Greater perceived 
stress is associated with engagement in less healthy behav-
iors, such as smoking (D. M. Ng & Jeffery, 2003) and get-
ting less sleep (American Psychological Association, 2014). 
When stressed, people also alter their usual health behav-
ior—They consume foods higher in sugar and fat (Torres & 
Nowson, 2007) and also report exercising less when stressed, 
even though they believe that physical activity is an effective 
way to reduce stress (American Psychological Association, 
2014; Stults-Kolehmainen & Sinha, 2014). In one study, 
individuals in high-stress jobs reported the same intention 
to exercise as those in low-stress jobs, but exercised less the 
following week (Payne et al., 2005). Thus, even when indi-
viduals hold the requisite health beliefs that should lead to 
healthy behavior, stress can disrupt their ability to turn their 
beliefs into action.

Perceived stress can lead to changes in health behavior 
engagement through the effect of stress on self-regulation 
(e.g., Baumeister & Heatherton, 1996), the enactment of 
unhealthy behaviors (e.g., substance use) as a coping mecha-
nism for stress (e.g., Stress-Coping Theory; Finney & Moos, 
1984; Moos & Schaefer, 1993), and the way in which man-
aging stressful life events requires time, energy, and resources 
that might otherwise be used to engage in healthy behaviors. 
Thus, one way that agents could help targets engage in 
healthy behaviors is to reduce the amount of stress in targets’ 
lives.

Agents may also enact negative-alleviating relational 
behaviors to minimize targets’ stress, allowing targets to 

conserve the resources needed to make health behavior 
change. For example, if a target wants to exercise more but 
believes they lack the time to do so, the agent may remove 
this barrier by providing instrumental support (e.g., taking on 
some of the target’s responsibilities, such as watching their 
children or completing their chores). In addition, the agent 
could provide tangible support, such as paying for the tar-
get’s membership at a closer but more expensive gym, sav-
ing the target commuting time. Relationships may also 
prevent exposure to stress in the first place. For example, 
agents and targets can pool economic resources while shar-
ing living expenses and labor, which may allow them to 
achieve higher socioeconomic status and prevent financial 
stress, which is a risk factor for engaging in unhealthy behav-
iors (Stimpson et al., 2012).

Agents can also help targets manage stress by providing 
emotional support. For example, research has revealed that 
when individuals experience stressors, their partner’s nega-
tive-alleviating behaviors can both ease their anxiety (Collins 
& Feeney, 2000; Simpson et al., 1992) and reduce the stress 
caused by such events (Floyd et al., 2010). Receiving sup-
port can also protect targets from the negative effects of 
stress by enhancing their ability to cope with stressors, both 
immediately and over time (Lazarus & Folkman, 1984). 
Thus, not only can agents’ relational behaviors help reduce 
the occurrence, frequency, or duration of stressful events, 
agents can also reduce the psychological impact of stressful 
events that do occur.

With their relational behaviors, the agent may be able to 
facilitate the connection between the target’s own health 
beliefs and their health behavior by relieving the target of 
burdens. However, even though research supports that stress 
can hinder engagement in healthy behavior and that agents 
can lessen stress in targets’ lives, research still needs to estab-
lish whether reductions in stress actually cause individuals to 
implement their health beliefs into behavior.

Increasing self-esteem and self-compassion. Agents’ rela-
tional behaviors may cultivate beliefs about the self in targets 
that allow them to act on their health beliefs. These self-
beliefs ought to include self-esteem and self-compassion, 
which are related but distinct constructs (e.g., K. D. Neff & 
Vonk, 2009). Self-esteem is “an evaluation of our worthi-
ness as individuals, a judgment that we are good, valuable 
people” (K. D. Neff, 2011, p. 1). Self-compassion involves 
treating oneself with kindness and understanding, recogniz-
ing that mistakes are normal and that no one is perfect, and 
being aware of, but not overwhelmed by, internal thoughts 
and feelings (K. Neff, 2003).

Agents can foster these beliefs in targets given that people 
develop beliefs about their worth based on how others, espe-
cially close others, view and treat them (e.g., Garber et al., 
1997; Leary et al., 1995). As a result, relationship partners 
who view each other positively may be able to build self-
esteem in each other over time (Marigold et al., 2007, 2010; 



12 Personality and Social Psychology Review 26(1)

Murray et al., 2000). Similarly, agents can build targets’ self-
compassion by regularly providing targets “the perspective 
of an ideally compassionate friend,” an instruction that char-
acterizes interventions to develop self-compassion (K. D. 
Neff & Germer, 2013, p. 33; Smeets et al., 2014). Agents 
may also communicate positive regard and compassion 
through positive-promoting relational behaviors, such as 
complimenting targets and encouraging their growth, or neg-
ative-alleviating relational behaviors, such as comforting tar-
gets when they feel sad or insecure.

Some of these self-beliefs have been linked with trans-
forming health beliefs into health behavior. For instance, 
when individuals receive threatening health information, 
interventions designed to remind them of their self-esteem 
and what they value (i.e., self-affirmation interventions) 
allow them to more easily accept the information and act on 
changing their health behavior (Epton et al., 2015). Similarly, 
an intervention that invoked positive affect and encouraged 
hypertensive individuals to self-affirm when they found it 
difficult to take their medication led to significantly greater 
medication adherence 12 months later, compared with a con-
trol intervention (Ogedegbe et al., 2012). In addition, 
Huntsinger and Luecken (2004) found that having a secure 
attachment style was associated with engaging in healthier 
behaviors, partially mediated by self-esteem. This study was 
cross-sectional so the results must be interpreted cautiously, 
but they support the idea that positive relationships, self-
esteem, and healthy behavior are related.

Self-compassion is also positively associated with engag-
ing in health-promoting behaviors in many domains (Biber 
& Ellis, 2019; Sirois et al., 2015; Terry et al., 2013). Self-
compassion may also foster resilience and self-forgiveness 
in the face of health behavior change setbacks, such as 
“cheating” on a diet, reducing the likelihood that a single 
behavioral lapse will prevent further progress (Semenchuk 
et al., 2018; Terry & Leary, 2011). In fact, self-compassion 
may motivate individuals to improve upon their perceived 
failures (Breines & Chen, 2012). Thus, self-compassionate 
targets whose health beliefs include intentions to change 
their health behavior may better succeed at doing so, and tar-
gets who feel that they, as a whole, are worthy of care may 
also believe that their health is deserving of care. Ultimately, 
through their relational behavior, agents may be able to pro-
mote self-esteem and self-compassion in targets, and these 
revised self-beliefs might then assist targets in enacting their 
health beliefs.

To date, little longitudinal or intervention research has 
examined whether and how romantic partners affect each 
other’s self-esteem and self-compassion over time. A recent 
review revealed that self-compassion is positively associated 
with attachment security, positive relationship functioning, 
and constructive conflict behavior, but these associations are 
likely to be bidirectional, so there is need for more longitudi-
nal and intervention work to determine causality (Lathren 
et al., 2021). Similarly, research on self-esteem and romantic 

relationships has demonstrated correlational links between 
high-quality relationships and self-esteem (e.g., Denissen 
et al., 2008), but less research has examined whether changes 
in relationship quality or behavior cause changes in self-
esteem, and these associations are likely to be bidirectional, 
as well (e.g., Mund et al., 2015). Research that examines 
whether romantic partners can change each other’s self-com-
passion and self-esteem is therefore needed.

Promising Research Directions for Route B

One of the objectives guiding the DHIM is a focus on posi-
tive intention by the agent. The DHIM assumes that the agent 
is motivated to cultivate and maintain a positive relationship 
with the target and wants good outcomes for the target. 
Nevertheless, romantic partners can engage in positive rela-
tional behaviors that have negative consequences for the tar-
get’s health behaviors. For instance, agents can have a goal 
to increase closeness with the target, but the activities that 
increase closeness may involve unhealthy behaviors. For 
example, an agent may see that their partner is stressed and 
then suggests they enjoy a large bottle of wine together that 
evening. The agent’s behavior may be motivated by the posi-
tive relational goal of helping to reduce the target’s stress, 
but the chosen activity increases the likelihood that the target 
will engage in an unhealthy behavior.

These ideas provide one explanation for why people often 
experience weight gain when they enter romantic relation-
ships (Dinour et al., 2012; Sobal et al., 2003). One study of 
friends found that indulging in ultra-processed, high-calorie 
foods (e.g., sweets, salty snacks, or “friend foods”) not only 
occurs more frequently in close relationships but also results 
in stronger feelings of closeness (Cummings & Tomiyama, 
2019). Research has also found that women are more likely 
to be influenced by the eating patterns of their partners when 
they are motivated to form relationships, whereas men are 
more likely to be influenced by the eating patterns of their 
partners when they are motivated to maintain relationships 
(Hasford et al., 2018). Research in other health domains, 
such as sexual behavior, has revealed that relationship-rele-
vant motivations affect decision-making about condom use, 
such that people who are more motivated to increase close-
ness and commitment are less likely to request or use con-
doms (Skakoon-Sparling & Cramer, 2021; Umphrey & 
Sherblom, 2007). Taken together, current evidence suggests 
that romantic partners can negatively affect each other’s 
health behavior in the service of positive relational goals. 
Future research should test this prediction in other health 
domains.

Social support. Any discussion of relational behaviors and 
health necessitates the mention of social support. Linkages 
between social support and health have been widely studied 
(e.g., Berkman et al., 2000; Cohen & Syme, 1985; Heaney & 
Israel, 2008; J. S. House et al., 1988; Shumaker & Hill, 1991; 
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Uchino, 2006). Despite (and perhaps because of) its popular-
ity, social support has been conceptualized in so many differ-
ent ways that the concept is amorphous. Operationalizations 
of it range from measuring helpful behaviors provided by a 
specific person (Koestner et al., 2012; Maisel & Gable, 2009) 
to broader beliefs that people within one’s social network will 
provide aid in times of need (Shor et al., 2013; Uchino, 2009). 
Furthermore, relational behaviors and influence strategies are 
often conflated in social support measurement, which limits 
investigators’ ability to determine which interpersonal pro-
cesses drive effects and how to intervene on such processes. 
For instance, in DiMatteo’s (2004) meta-analysis of the 
effects of social support on adherence to medical treatment, 
practical support measures included general receipt of help 
from close others, support for engaging in the relevant health 
behavior, and nagging to engage in the health behavior. To 
complicate matters, emotional support is sometimes mea-
sured generally and sometimes specifically with regard to a 
specific health behavior or issue. Therefore, it is not clear 
whether the support was provided in relation to the health 
behavior, or whether it was enacted to benefit the relation-
ship, modify the target’s health behavior, or some mixture of 
these (or other) motivations. In the DHIM, we distinguish 
between these two kinds of behaviors—relational behaviors 
and influence strategies—which are likely to be informed by 
different sets of beliefs and may differ in how they affect tar-
gets. Researchers can use these distinctions to inform both 
their measurement of relational behaviors and influence strat-
egies and their interventions that target these behaviors.

Summary

Within the relational route of the DHIM (Route B), we have 
highlighted how agents can have an impact on targets’ health 
behaviors through their relational beliefs and actions, without 
intentionally trying to change the target’s health behavior. 
Agents’ relational beliefs inform their relational behaviors 
(negative-alleviating vs. positive-promoting and direct vs. 
indirect) toward the target. Agents’ relational behaviors affect 
the target’s relational beliefs, which, in turn, affect their rela-
tional behaviors and relationship outcomes. Agents’ relational 
behaviors can also moderate the association between targets’ 
health beliefs and health behaviors by affecting targets’ experi-
ences of stress and targets’ self-esteem and self-compassion.

Given that most relationship partners care about and want 
what is best for each other, they may also monitor each oth-
er’s health status and, at times, deliberately try to influence 
and improve each other’s health behaviors. Accordingly, we 
now discuss the third major route in our model—How and 
why agents may, at times, intentionally attempt to influence 
targets to change specific health behaviors and how, in doing 
so, they must balance concerns about maintaining the quality 
and stability of their relationship with concerns about how to 
promote their partner’s long-term health outcomes.

Route C: Influence Strategies (How Agent’s 
Beliefs About Target’s Health and Agent’s 
Relational Beliefs Affect the Use of Influence 
Strategies and Elicit Change in Target’s Health 
Beliefs and/or Health Behavior)

The third major route in the DHIM focuses on the use of 
influence strategies (see Route C in the center of Figure 2). 
The agent’s beliefs about the target’s health, as well as the 
agent’s relational beliefs, underlie the agent’s motivation to 
enact different influence strategies. In deciding how to act, 
agents will likely have predictions about how the target will 
respond to the agent’s behavior, both relationally (e.g., Will 
my partner be angry at my direct influence attempt to help 
them lose weight?) and with regard to their health behavior 
(e.g., Will my partner comply and change their eating or 
exercise behavior?). Moreover, once the agent acts, the target 
may update their relational beliefs based on the agent’s 
behavior. The influence strategies that are used may generate 
immediate or gradual changes in the target’s specific health 
beliefs and/or health behavior. This path, therefore, empha-
sizes how relationship and health beliefs are both important 
in shaping and being shaped by the social exchange pro-
cesses that exist between the agent and the target, which have 
implications for not only the target’s health but their relation-
ship as well.

Agent’s beliefs about target’s health. Similarly to how an agent 
has beliefs regarding their own health behavior (e.g., self-
efficacy, norms, risk appraisals), they also harbor beliefs 
regarding the target’s health behavior. For example, the agent 
may also hold beliefs about the target’s social norms (e.g., 
“My partner has few close friends that exercise regularly”). 
Only a few studies to date have examined agents’ beliefs 
about targets’ health in the context of romantic relationships. 
Howland and colleagues (2016) expanded the Theory of 
Planned Behavior to include individuals’ reports of attitudes, 
norms, and perceived behavioral control about their partners’ 
health behavior. Sullivan and colleagues (2010) assessed 
agents’ perceptions of their spouses’ readiness to change 
their health behaviors using the Transtheoretical Model of 
Change (Prochaska & Velicer, 1997). Agents can also hold 
health meta-beliefs that reflect what they (agents) think tar-
gets believe about their health. An agent, for example, could 
hold a meta-belief about the target’s risk appraisals (e.g., 
“My partner believes that they are at low risk for poor health 
outcomes”) or about the target’s self-efficacy (e.g., “My part-
ner thinks that they are incapable of exercising”). The agent’s 
meta-beliefs reflect a type of mind-reading in which the 
agent tries to anticipate the target’s viewpoint (e.g., Carlson, 
2016). The agent’s meta-beliefs are distinct from their beliefs 
about the target’s health, which reflect the agent’s own beliefs 
about the target. Meta-beliefs are important because the 
agent can compare their beliefs about the target’s health with 
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what they think the target believes, note discrepancies, and 
then adjust their influence behavior accordingly.

Promising research directions. A large body of empirical and 
theoretical work has delved into the conceptualization, mea-
surement, and distinctions between different health beliefs 
at the intrapersonal level. Researchers, for instance, not only 
have identified risk perceptions as an important health belief 
but have made fine-grained distinctions between different 
components of risk perceptions (e.g., Ferrer et al., 2016). In 
contrast to the vast amount of research that has focused on 
intrapersonal health beliefs, minimal work has focused on 
interpersonal health beliefs (but see Ghassemi et al., 2020; 
W. M. Klein & Ferrer, 2018), despite their potential utility 
for understanding how romantic partners influence each oth-
er’s health behavior.

One promising future research direction is to transform 
existing measures of individual health beliefs into interper-
sonal health beliefs (see Howland et al., 2016). For example, 
measures of risk perceptions about the self could easily be 
transformed into risk perceptions about one’s partner. In 
addition, one could explore features of these beliefs, such as 
the strength of agents’ beliefs about targets’ health and how 
facets of these beliefs change over time. Agents may have 
weaker or less coherent beliefs about targets’ health early in 
the relationship compared with later. Thus, relationships may 
need to exist for a certain period of time before agents are 
sufficiently confident to act on their beliefs about their part-
ners’ health.

Agent’s relational beliefs → Agent’s beliefs about target’s health 
(C1). An agent’s relational beliefs should inform the beliefs 
they hold about the target’s health, including their type, 
strength, and complexity. Given that highly interdependent 
romantic partners have more to lose if their partner becomes 
sick or dies, they should be more motivated to formulate a 
plan to promote their partner’s health compared with less 
interdependent partners. Thus, to the extent that an agent is 
interdependent and committed to their relationship with the 
target, they may be more likely to develop beliefs about the 
extent to which the target is at risk for different health prob-
lems. In addition, as an agent and target spend more time 
together, agents have more opportunities to learn about the 
target’s healthy or unhealthy behavioral practices. Despite 
the intuitiveness of these predictions, we were unable to find 
any research that has directly examined whether an agent’s 
relational beliefs impact their beliefs about the target’s health 
in the context of romantic relationships.

Promising research directions. One direction for future 
research is to examine whether changes in an agent’s com-
mitment to the relationship are associated with changes in 
how they construe their attitudes toward the target’s health 
behavior. For instance, early on in a relationship, an agent 
may hold only abstract favorable beliefs about the target’s 

behavior and may not be particularly motivated to attend to 
the target’s behavior. However, with growing commitment 
to the relationship, the agent may develop a more articulated 
set of beliefs about the target’s behavior, recognizing what 
the target cares about (e.g., “My partner values regular exer-
cise”) and what they believe the target ought to care about 
(e.g., “My partner doesn’t appreciate the importance of a 
healthy diet”).

Longitudinal studies that follow couples soon after rela-
tionship initiation could test these predictions by examining 
how an agent’s attitudes about the target’s health behaviors 
develop and change as the agent becomes more committed to 
target. Furthermore, understanding the connection between 
an agent’s relational beliefs and their beliefs about the tar-
get’s health would be fruitful for intervention research and 
for our theoretical understanding of cognitive changes in 
relationships. If an agent’s commitment, for example, is 
associated with their beliefs about the target’s health and 
these beliefs shape their behavior toward the target, this 
information could help interventionists identify the sample 
for whom their intervention would be most effective.

Influence strategies. Close relationships are characterized by 
the enduring, mutual influence that partners have on one 
another across time and social contexts (Kelley et al., 1983). 
The social influence route in the DHIM focuses on con-
scious, intentional influence attempts enacted by the agent 
and directed toward the target. We define influence strate-
gies as sets of behaviors (i.e., persuasion tactics) enacted by 
the agent with the intended goal of changing the target’s 
health behavior to be consistent with the agent’s beliefs 
regarding what the target’s health behavior should be.

Guided by research on social influence tactics (e.g., 
Cialdini & Goldstein, 2004; Cialdini & Griskevicius, 2010; 
Cialdini & Trost, 1998), researchers in social psychology, 
relationship science, health psychology, and communication 
have conducted a sizable body of research on the use of 
influence strategies and specific tactics (e.g., Lewis & 
Butterfield, 2005, 2007; Overall et al., 2009, 2013; Overall 
& McNulty, 2017). However, influence strategies need to be 
conceptualized and measured keeping both health- and rela-
tionship-relevant factors simultaneously in mind. These 
efforts remain largely siloed from each other, with limited 
integration of theories and constructs from relationship sci-
ence and health behavior change.

For instance, building on research on communication strate-
gies used in problem-solving interactions, Overall and col-
leagues (2009) developed a taxonomy of communication 
strategies organized around valence (positive vs. negative) and 
directness (direct vs. indirect). This typology was developed in 
the context of romantic relationships in which partners were 
using communication strategies to produce desired changes in 
each other (which could have included health behavior change). 
To date, this typology has been mapped to relationship-relevant 
predictors (e.g., attachment orientations; Jayamaha et al., 2016; 
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Overall et al., 2013) and interpersonal outcomes (e.g., relation-
ship evaluations; Hira & Overall, 2011; Overall & Fletcher, 
2010), but has not been applied to health behavior change 
outcomes.

Researchers examining influence strategies with the 
intended goal of producing changes in health behavior (often 
referred to as “social control”; Lewis & Rook, 1999) have 
also developed taxonomies of influence strategies that have 
been widely used to understand how relationship partners try 
to change each other’s health behaviors (e.g., Butterfield & 
Lewis, 2002; Lewis & Butterfield, 2005; Lewis et al., 2004). 
Most researchers applying these taxonomies, however, have 
not explicitly accounted for relationship-relevant predictors 
or outcomes, instead focusing on how these strategies affect 
health behavior change or targets’ emotions (Craddock et al., 
2015). Viewed together, these lines of work highlight the 
need for an integrated conceptualization of influence strate-
gies that recognizes both relationship-relevant and health-
relevant predictors of their use and effectiveness.

In sum, there is a need to develop measures of influence 
strategies that account for both relational goals and relational 
consequences and for health goals and health consequences. 
Although developing a new measure of influence strategies 
is beyond the scope of this article, we believe an integration 
of prior work in relationship science and health psychology 
suggests two productive ways to distinguish between influ-
ence strategies: (a) autonomy supportive versus autonomy 
limiting, and (b) direct versus indirect.

Influence strategies can be differentiated along a contin-
uum that ranges from autonomy supportive to autonomy lim-
iting. This reflects the extent to which an influence strategy 
is intended by the agent to bolster the target’s autonomy 
regarding a given health behavior (autonomy supportive) 
versus the extent to which it is intended to limit the target’s 
autonomy regarding the health behavior (autonomy limit-
ing). Influence strategies that are highly autonomy support-
ive are those in which agents offer advice or encouragement 
to targets to engage in a health behavior but leave the deci-
sion about how to enact the behavior with targets. Examples 
include agents offering to engage in the behavior with the 
target or complimenting the target when they make healthy 
choices.

Influence strategies that are highly autonomy limiting are 
those that constrain the target’s behavioral decisions or apply 
pressure on the target to think, feel, or behave in a specific 
way. Examples include an agent’s attempt to persuade targets 
to change their behavior by focusing on how the target’s 
behavior could harm them (e.g., saying to a smoker, 
“Smoking causes cancer”), eliciting negative affect (e.g., 
guilt) from the target when they do not engage in the health 
behavior, or changing the target’s environment in ways that 
constrain their behavioral choices (e.g., removing all ice 
cream from the house, purchasing healthy foods). Autonomy 
supportive and autonomy limiting behaviors are represented 
in both the relationship and health literatures in the context 

of Self-Determination Theory (SDT; Deci & Ryan, 2000) 
and also regarding the management of chronic illness in 
close relationships (Martire & Helgeson, 2017). However, 
autonomy supportive and autonomy limiting behaviors have 
rarely been explicitly tied to social influence (but see Dailey, 
2018, for examples of how constructs from SDT have been 
integrated into conceptualization and measurement of influ-
ence strategies).

Influence strategies also vary in the degree to which they 
operate directly or indirectly. Directness reflects the extent 
to which an influence strategy is intended by the agent to 
address the health behavior openly, clearly, and explicitly 
(e.g., Lewis & Butterfield, 2007; Lewis et al., 2004). 
Influence strategies that are direct include agent behaviors 
such as telling the target to change the behavior or asking 
them whether they have taken the necessary steps to change 
it. Influence strategies that are indirect in the DHIM are those 
in which the agent addresses the health behavior but does so 
by modifying the context in which the behavior is performed 
or enacted. This can include displaying nonverbal gestures 
(e.g., rolling one’s eyes or hugging the target) when the tar-
get either engages in or does not engage in the desired behav-
ior, giving the target space and showing patience as the target 
tries to change their behavior, or engaging in the behavior 
with the target. Agents may also consider the directness of 
the influence strategy they choose to enact if it could affect 
targets’ relational and health behavior reactions, as we dis-
cuss later. Directness and indirectness are represented in the 
relationship and health literatures in the context of health-
related social control (Butterfield & Lewis, 2002) and part-
ner regulation communication strategies (e.g., Overall et al., 
2006). Directness is also related to the construct of invisible 
support, which is defined as supportive behaviors that are 
provided by the agent but are not perceived by the target 
(e.g., Bolger et al., 2000). However, they have not been stud-
ied as the product of both relational and health beliefs, nor 
have the relational and health behavior consequences of such 
behaviors been examined simultaneously.

Agent’s beliefs about target’s health and agent’s relational beliefs 
→ Agent’s influence strategies (C2 and C3). How, then, do 
agents determine what kinds of influence strategies to use? 
Why, for example, might agents decide to use influence strat-
egies that might yield less positive health or relational out-
comes? The literature on these choices is rather limited as 
prior research has focused on which strategies agents report 
having used (e.g., Butterfield & Lewis, 2002; Tucker & 
Anders, 2001) rather than on agents’ motivations for using 
specific strategies. In particular, little is known about how 
agents’ relational beliefs and their beliefs about targets’ 
health may jointly affect whether an agent chooses to enact 
influence along with the specific influence strategies and 
behavioral tactics the agent employs. In this section, we 
briefly review what is known about the relational beliefs and 
health beliefs associated with the use of different influence 
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strategies and then use the DHIM to generate predictions to 
inform future research.

How do agents’ beliefs about the targets’ health affect 
agents’ use of influence strategies?. In the context of romantic 
relationships, studies have found that agents report various 
health-related reasons for using certain influence strategies, 
such as wanting the target to eat healthier (Butterfield & 
Lewis, 2002; Tucker & Anders, 2001), lose weight (Tucker 
& Anders, 2001), or improve their health or lifestyle (Burke 
& Segrin, 2017). Studies have also shown that romantic part-
ners often have shared health goals that motivate their use 
of influence strategies (Burke & Segrin, 2017; Dailey et al., 
2021). One study found that health-compromising behaviors 
and behaviors that have more severe health consequences are 
associated with greater use of influence strategies by agents 
(Lewis & Butterfield, 2005). Although this research pro-
vides evidence that (a) agents have health-relevant motiva-
tions that affect their use of certain influence strategies and 
(b) features of the health issue affect agents’ enactment of 
influence strategies, there is a need for research to map the 
range of beliefs that agents have about targets’ health (e.g., 
risk perceptions; self-efficacy) that do and do not inform the 
use of influence strategies. To what extent are an agent’s 
beliefs about a target’s health risk a key source of motivation 
to act and, if so, is there reason to expect that, to be effective, 
these perceptions must be accompanied by confidence in the 
target’s ability to engage in the necessary behavior (cf. Tan-
nenbaum et al., 2015).

How do agents’ relational beliefs affect their use of influence 
strategies?. A few studies have examined how agents’ rela-
tional beliefs affect their use of influence strategies, although 
these strategies rarely have health behavior change as the 
sole or even primary goal of the agent. One individual dif-
ference construct grounded in relational beliefs, attachment 
orientations, has been shown to be associated with influence 
strategies, such that individuals high in attachment anxi-
ety (those who continually worry about receiving deficient 
love and support from their romantic partners) use more 
negative-indirect influence strategies (e.g., guilt induction) 
than individuals low in attachment anxiety, who tend to be 
more securely attached (Jayamaha et al., 2016). This study 
conceptualized influence strategies as “partner regulation 
strategies,” which could apply to a multitude of behaviors 
that the agent wants the target to change. However, there is a 
need for research examining how different types of relational 
beliefs—such as commitment, investment, and power—
affect the use of different influence strategies.

Promising research directions. How do agents’ beliefs about 
targets’ health and agents’ relational beliefs jointly affect 
agents’ use of influence strategies? To date, research has 
not addressed this question. Both types of beliefs should be 
important determinants of influence strategies, which could 

be leveraged in dyadic health behavior change interventions. 
If theory and research focus only on health-relevant beliefs 
as motivators of influence, it becomes difficult to understand 
why an agent would use strategies that are less effective in 
producing desired behavior change (but that are more ben-
eficial for the relationship). Similarly, if theory and research 
focus only on relational beliefs as motivators of influence, 
it becomes difficult to understand why agents use influence 
strategies that create conflict in the relationship (but that are 
more effective in producing timely behavior change).

The extent to which the agent feels motivated to use influ-
ence strategies should be driven, in part, by their perceptions 
of the target’s risks associated with the health issue and 
agents’ perceptions of whether their relationship can with-
stand any conflict that might occur following the use of 
influence strategies. If, for example, an agent perceives that 
the target is at high risk for developing skin cancer, they 
should be more motivated to use influence strategies aimed 
at improving the target’s sun safety behaviors. However, the 
agent’s perceptions of the target’s commitment to the rela-
tionship should also affect the agent’s use of influence strate-
gies, with the agent being less likely to exert influence if they 
perceive the target’s commitment to the relationship is low or 
that the influence attempt might result in conflict. 
Accordingly, when agents perceive that the target is at high 
risk of skin cancer, but the target is not very committed to the 
relationship, agents should be less likely to enact influence 
strategies, or they might use influence strategies that are 
autonomy supportive and/or indirect.

In contrast, when agents perceive that the target is at high 
risk of skin cancer, but the target is highly committed to the 
relationship, agents may be especially inclined to use influ-
ence strategies and may turn to those that are autonomy lim-
iting and/or direct. This prediction has some empirical 
support; one study of couples in which one partner was being 
treated for cancer found that although agents anticipated 
negative reactions to their use of autonomy limiting influ-
ence, they enacted this type of influence strategy anyway, 
because they perceived it as necessary for the target to sur-
vive (Badr et al., 2015). Notably, this study did not examine 
the relational beliefs that affected agents’ use of influence, 
and it focused on a serious health issue. In the context of a 
health behavior with less severe consequences, such as oral 
hygiene, the agent may not consider the relational costs of 
pursuing direct influence to be worth the benefits afforded by 
changing the target’s behavior.

Understanding how relational beliefs and health beliefs 
interact to affect an agent’s use of influence strategies could 
facilitate the development of behavioral interventions that 
target influence processes between partners. For instance, if 
researchers find that agents who perceive that their partner is 
at higher risk are more likely to use influence strategies, 
interventionists could develop communications that empha-
size the risk to one’s partner. Given that individuals may 
have biases that preclude them from acting on their own 
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health risks, partner-focused risk messages might be a more 
effective way to produce behavior change via the agent’s use 
of influence strategies. And, if researchers find that certain 
relational beliefs moderate the association between risk per-
ceptions of one’s partner and one’s own use of influence 
strategies, researchers could target the intervention to cou-
ples that hold those beliefs. Interventions that focus only on 
changing an agent’s beliefs about the target’s health may be 
ineffective if they do not also consider the agent’s relational 
beliefs because agents may enact influence only when they 
believe the target’s health is at risk and believe the target is 
committed to the relationship. This example highlights how 
the DHIM might be used to inform interventions that have 
the potential to improve health without incurring costs to 
relationships.

Agent’s influence strategies → Target’s relational beliefs → Target’s 
relational behavior (C4). Another important path involves the 
potential effect that an agent’s use of specific influence strate-
gies may have on the target’s beliefs about the agent or the 
relationship, including their corresponding relational behav-
ior. To our knowledge, no research has examined how influ-
ence strategies affect a target’s relational behaviors through 
changing their relational beliefs. Some research, however, has 
investigated how influence strategies in general (i.e., those not 
directed toward a specific health behavior) are related to tar-
gets’ relational behaviors. In addition, some research has 
examined how influence strategies are associated with targets’ 
relational satisfaction and emotional responses.

How do agents’ use of influence strategies affect targets’ 
relational beliefs?. There is some evidence linking the use of 
different influence strategies with targets’ relationship sat-
isfaction or relationship quality. S. A. Novak and Webster 
(2011) found that on days when agents used instrumental 
(e.g., intentionally modeling healthy behavior, planning 
meals with the target) or reinforcing strategies (e.g., verbal 
encouragement, praise), targets reported being more satisfied 
with their relationship. In another study, agents who reported 
using more negative strategies in the past 6 months had part-
ners (targets) who reported lower relationship satisfaction, 
whereas the use of positive strategies was only marginally 
positively associated with targets’ relationship satisfaction 
(Young et al., 2019).

Other studies have explored whether relationship satisfac-
tion or quality moderates the association between influence 
strategies and targets’ health behavior change (which we dis-
cuss in Section II). However, there is a need for research that 
examines relational beliefs as an outcome of agents’ influ-
ence strategies, rather than only a moderator of the link 
between influence strategies and targets’ health behavior 
change. There also is a need for research that examines rela-
tional beliefs other than relationship satisfaction or quality, 
such as the degree of interdependence, commitment, and per-
ceptions of partner (agent) responsiveness.

A considerable number of studies have investigated how 
agents’ use of influence strategies affects targets’ emotional 
responses. Such studies generally indicate that positive strat-
egies are associated with positive emotional responses and 
negative strategies are associated with negative emotional 
responses (Craddock et al., 2015). Okun and colleagues 
(2007), for instance, found that targets who report their 
romantic partner uses positive influence strategies are more 
likely to experience positive emotions as a result (e.g., feel-
ing appreciative), whereas targets who report their partner 
uses negative strategies are more likely to experience nega-
tive emotions (e.g., feeling resentful). Another study of 
same-sex and opposite-sex couples found that women mar-
ried to men are least likely to appreciate influence attempts 
coming from their spouse, whereas women married to 
women are most likely to appreciate spousal influence, 
though this study did not distinguish between different kinds 
of influence strategies (Umberson et al., 2018). Although it is 
possible that targets’ emotional responses to social control 
could be associated with their relational beliefs, research to 
date has not made a distinction between the emotions that a 
target experiences and their emotions or beliefs toward their 
partner (the agent). Thus, the existing empirical evidence 
suggests that there is a link between agents’ use of social 
control and targets’ relational beliefs, but there is a need for 
research that assesses a wider range of relational beliefs.

How do agents’ use of influence strategies affect targets’ 
relational behaviors?. According to the DHIM, a target can 
respond to an agent’s behavior in ways that are positive, 
such as showing appreciation or affection, or negative, such 
as responding with criticism or contempt. This is distinct 
from how we conceptualize agents’ relational behaviors in 
the DHIM. In the DHIM, we do not include agents’ negative 
or destructive relational behaviors because the DHIM oper-
ates under the assumption that agents have positive intent in 
their relational behaviors. However, targets can have positive 
or negative relational responses to agents’ behaviors. The 
target’s relational behaviors can also be direct or indirect, 
based on how clearly and actively the target communicates 
their reactions to the agent’s behavior (Rusbult et al., 1986). 
For instance, the target can directly thank the agent for their 
support (direct and positive) or criticize the agent for try-
ing to manipulate them (direct and negative). If the agent 
acts insensitively, the target can withdraw affection from 
the agent (indirect and negative) or show patience (indirect 
and positive). The target’s relational behaviors should then 
inform the agent’s health and relational beliefs across time.

To our knowledge, only one study has examined how dif-
ferent influence strategies affect targets’ relational behaviors. 
Huelsnitz and colleagues (2021, under review) found that on 
days when agents engaged in at least one autonomy support-
ive influence attempt, compared with none, targets reported 
engaging in more constructive than destructive relational 
behaviors toward the agent. There were no associations, 
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however, between agents’ use of autonomy limiting influ-
ence attempts and targets’ relational behaviors. Targets’ emo-
tional reactions to influence were not assessed but may have 
contributed to their relational behavior. Distinguishing 
between how agents’ use of influence strategies affects tar-
gets’ relational behaviors compared with their emotional 
experiences will be important for future research. For exam-
ple, if a target feels a negative emotion but does not change 
their behavior toward the agent, the agent will not receive 
cues that an influence strategy is unwanted and may continue 
to use it.

Relationship researchers have investigated how commu-
nication strategies that could be used to change a partner’s 
behavior have consequences for relational behavior (e.g., 
Overall, 2020). For instance, receiving higher levels of neg-
ative-direct behavior from a partner is associated with 
increasingly severe relationship problems, especially when 
partners consistently engage in negative-direct behaviors 
(Overall, 2020). This study and other work in this area could 
be utilized as a springboard to better understand how influ-
ence strategies affect relational behaviors. In addition, 
although studies in the relationship domain have examined 
the effects of different kinds of communication strategies on 
relationship satisfaction and relationship problems, how 
these agent behaviors impact target behaviors in ways that 
change relationship satisfaction or conflict remain unclear. 
Accordingly, there is a need for research that (a) specifically 
focuses on health-related influence strategies, and (b) exam-
ines how agents’ influence strategies affect targets’ relational 
behaviors directly.

Promising research directions. Given that a considerable 
amount of research has examined linkages between agents’ 
influence strategies and targets’ emotional responses, one 
next step is to extend this thinking to targets’ relational 
beliefs and behavior. Research investigating how autonomy 
supportive and autonomy limiting strategies are associated 
with daily changes in targets’ relational beliefs and behavior 
could clarify the long-term relational consequences of influ-
ence strategy use. One prediction rooted in SDT (Deci & 
Ryan, 1985; Knee et al., 2013; La Guardia & Patrick, 2008) 
is that an agent’s use of influence strategies that are highly 
autonomy supportive are likely to evoke more positive rela-
tional beliefs in targets because such strategies communicate 
that the agent wants to bolster the target’s self-sufficiency 
with regard to a valued health behavior. Individuals who feel 
more autonomous in their relationship report greater rela-
tionship satisfaction (e.g., Knee et al., 2005) and individuals 
who experience greater need fulfillment report better post-
conflict relationship quality (e.g., Patrick et al., 2007). Thus, 
to the extent that an agent uses autonomy supportive strate-
gies, the target should respond with positive changes in their 
relational beliefs and positive relational behaviors.

In contrast, influence strategies that are highly autonomy 
limiting may signal that the agent does not respect or trust the 

target’s self-sufficiency concerning their health behavior, 
which could engender negative emotions, such as anger, in 
the target. The target’s anger would correspond with their 
cognitive reaction, that the agent was insensitive, thus hav-
ing a negative impact on the target’s relational beliefs. More 
immediately, the target’s negative relational beliefs that 
result from the agent’s influence attempt may produce reac-
tance, resistance, and anger in the target, prompting them to 
act negatively toward the agent. Particularly if the target’s 
negative reaction is direct, the relationship between the agent 
and target might suffer. These findings would be especially 
informative for understanding the effects of influence strate-
gies over time and whether or not some influence strategies 
are more versus less likely to facilitate desired change over 
time. In addition, influence strategies that induce negative 
relational behaviors from targets may be less likely to be 
enacted by agents due to the negative relational consequences 
they could incur. Dyadic interventions designed to increase 
the use of strategies that have negative relational conse-
quences would probably be less successful than interven-
tions that increase the use of strategies that have neutral or 
positive effects on targets’ relational beliefs and behaviors.

Agent’s influence strategies → Target’s health beliefs (C5) and 
health behavior (C7). The specific influence strategies used 
by agents should predict not only changes in the target’s rela-
tional beliefs and behavior but also changes in or mainte-
nance of the target’s health beliefs and/or behavior. As 
discussed earlier, one health-relevant goal underlying agents’ 
use of influence strategies is to change targets’ health beliefs. 
To date, research has examined the conditions under which 
agents’ use of specific influence strategies predicts changes 
in targets’ health behavior (e.g., Craddock et al., 2015), but 
has not investigated whether influence strategies lead to 
changes in targets’ health beliefs (which in turn may result in 
changes in targets’ health behavior). We examine each of 
these potential outcomes in turn.

Although research has not examined the link between 
agents’ influence strategies and targets’ health beliefs in the 
context of romantic relationships, predictions regarding 
which strategies may be more influential can be generated 
using existing research on communication and health belief 
change. Meta-analytic evidence has shown that changing 
individuals’ (targets’) self-efficacy has medium-sized effects 
on health behavior change (Sheeran et al., 2016). In the con-
text of increasing physical activity, this work has identified 
several effective strategies to increase self-efficacy, including 
providing feedback on an individual’s past performance of a 
behavior or others’ performance (Ashford et al., 2010) as well 
as vicarious experiences (i.e., watching someone successfully 
complete a task), verbal persuasion, and emotional arousal 
(Rajati et al., 2014). In the context of dietary behaviors, effec-
tive strategies include self-monitoring of dietary behavior, 
providing feedback on performance, prompted review of 
behavioral goals, and planning for social support, all of which 
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increase dietary self-efficacy (Prestwich et al., 2014). These 
are merely two behavioral contexts, but they are two fre-
quently mentioned areas of desired behavior change by 
romantic partners (agents; Lewis & Butterfield, 2007).

Romantic partners are particularly well-suited agents of 
change for targets’ self-efficacy for several reasons. First, 
partners (agents) are more likely to have information on tar-
gets’ past behavioral performance, thereby enabling them to 
provide feedback on that performance, which could subse-
quently increase targets’ self-efficacy. Second, if agents live 
with the target, they should have more opportunities to engage 
in behavioral modeling, which can offer opportunities for 
vicarious experience for targets, which in turn could increase 
their self-efficacy. Finally, partners are likely to have rela-
tional motivations that may increase their use of influence 
attempts to induce behavior change in their partner.

Romantic partners can also engage in behavioral model-
ing as an influence strategy, which can provide vicarious 
experiences for targets. Behavioral modeling (e.g., an agent 
starts a morning walking routine with the intention of moti-
vating the target to be more active) can be construed as an 
autonomy supportive, indirect strategy. It is important to note 
that behavioral modeling can be used either intentionally as 
an influence strategy (the influence strategies route; Route 
C) or unintentionally (the health behavior transmission route; 
Route A). Strategies that are more indirect may be an effec-
tive way to change the target’s self-efficacy if they are not 
perceived as influence attempts by the target (i.e., invisible 
influence strategies). Indeed, invisible support and invisible 
control are associated with health behavior change (e.g., 
Lüscher et al., 2014, 2015, 2019), and targets’ self-efficacy is 
a strong candidate for an intrapersonal mediator. In contrast, 
strategies that are more direct may be needed to change the 
health beliefs that underlie instrumental health attitudes (e.g., 
“Exercise is good for me because it has health benefits”).

Most research that has investigated the impact of influ-
ence strategies has focused on the distinction between posi-
tive and negative influence strategies, finding that the use of 
positive strategies is associated with behavior change and the 
use of negative strategies is either weakly associated or unas-
sociated with behavior change (Craddock et al., 2015). 
However, the absence of evidence regarding whether belief 
change underlies the effect of influence strategies on behav-
ior change limits the conclusions that can be drawn. To the 
extent that agents can change targets’ behavior without need-
ing to change their beliefs, agents could utilize strategies that 
focus on altering a target’s environment (an influence strat-
egy that is more autonomy limiting). For example, an agent 
could consistently buy food or prepares meals for a target 
that support the goal of increasing the target’s vegetable 
intake, regardless of whether the target changed their beliefs 
about doing so. These indirect influence strategies may be 
more effective than direct ones particularly when the agent 
has more control over a target’s structural environment or 
more power in the relationship. However, reliance on these 

strategies may have adverse effects on the target’s relational 
beliefs, especially to the extent that the target feels manipu-
lated or powerless. Although on the surface these processes 
can appear similar to those that underlie the behavioral trans-
mission route, within the current path, the agent performs the 
behaviors with the explicit intention to induce health behav-
ior change.

Moderating effects of agent’s influence strategies on link between 
target’s health beliefs → Target’s health behavior (C6). Given 
that research has not directly examined how agents’ influence 
strategies affect targets’ health beliefs, it is not surprising that 
research has not examined how agents’ influence strategies 
moderate the association between targets’ health beliefs and 
health behavior. Instead of aiming to alter the target’s health 
beliefs, an agent could also use influence strategies to 
strengthen the link between the target’s health beliefs and 
their health behavior. This might involve changing the tar-
get’s environment to make the behavior change easier to 
accomplish or providing prompts or reminders about the need 
for behavior change. Several health behavior change theories, 
in fact, highlight the barriers and benefits afforded by one’s 
environment as key factors in promoting behavior change 
(e.g., social cognitive theory; Bandura, 1997). If, for instance, 
a target wants to start exercising but feels intimidated going to 
the gym alone (a psychosocial barrier), the agent could go 
along until the target becomes comfortable, thereby facilitat-
ing the beliefs-to-behavior connection. Likewise, if a target 
believes it is important to receive screening for breast cancer 
but does not know at which age they should begin getting 
mammograms, the agent could offer to find this information.

Agent’s influence strategies → Target’s relational beliefs (C4) → 
Target’s health behavior (C8). Agents may also use influence 
strategies designed to change the target’s relational beliefs 
with the goal of changing the target’s health behavior. Favor-
able relationship beliefs may lead targets to change their 
health behavior despite the fact that they have unfavorable 
attitudes toward the behavior or perceive themselves to be at 
low risk for a health problem. For example, if an agent evokes 
relationship-relevant thoughts, such as the target’s commit-
ment to the relationship or the importance of reciprocity, the 
agent might be able to induce health behavior change in the 
target. In this case, the target may go to the gym regularly, eat 
a healthier diet, or undergo cancer screening, not because they 
want to or feel they should but because of their affection for 
their partner. This might be especially true if the target expects 
that doing so will please their partner or lead the agent to 
become more committed to the relationship.

Promising research directions. Although these ideas have 
not been tested directly, research on we-talk and shared 
goals in the context of health behavior change in romantic  
relationships could be a promising direction for future work. 
“We-talk” is typically examined in research on the use of 
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first-person plural pronouns in conversations (e.g., Karan 
et al., 2019), but it can also reflect the interdependence and 
transformation of motivation processes that occur in roman-
tic relationships (Lewis et al., 2006; Rusbult & Arriaga, 
1997; Rusbult & Van Lange, 1996). Meta-analytic work has 
shown that one’s own as well as one’s partner’s we-talk is 
associated with better relationship functioning and healthier 
behaviors (Karan et al., 2019). For instance, pre-treatment 
we-talk (e.g., describing smoking as “our” problem rather 
than “my/your” problem) is associated with greater smoking 
cessation at 1-year follow-up (Rohrbaugh et al., 2012).

Similar ideas could be applied in the context of agents’ 
influence strategies affecting targets’ relational beliefs and 
their health behavior change. For example, a couple’s inter-
vention could focus on changing how agents talk to targets 
about the health issue about which they are concerned (i.e., a 
verbal influence strategy). Rather than conceptualizing a 
health issue and talking about it as the target’s problem, the 
agent’s conceptualization of an issue as “our” problem could 
induce or create more positive relational beliefs in targets 
(e.g., the agent cares for the target and is committed to them), 
thereby motivating targets to engage in the health behavior.

Summary and conclusion

Route C in the DHIM illustrates how an agent’s health beliefs 
about the target, along with their beliefs about the relationship, 
can both contribute to their decision to enact influence strate-
gies (or refrain from doing so) and which kinds of influence 
strategies to employ. Whereas most research on influence 
strategies has primarily focused on describing the kinds of 
influence strategies agents use, as well as their effects on tar-
get’s health behavior and affective responses, the DHIM con-
siders health-relevant and relationship-relevant precursors to 
the agent’s decision to use different influence strategies and 
their effects on health-relevant and relationship-relevant 
behavioral responses from the target. This route highlights the 
importance of considering health-relevant and relationship-
relevant beliefs and goals when considering the causes and 
consequences of enacting specific influence strategies.

Together, the health behavior transmission route (Route 
A), the relational behaviors route (Route B), and the influence 
strategies route (Route C) reflect the three central routes 
through which the health and relational beliefs of one partner 
(the agent) can affect the health and relational behaviors of 
the other partner (the target). Next, we turn to a key moderator 
of the influence strategies route—targets’ relational beliefs.

Section II: Target’s Relational Beliefs—A 
Key Moderator of the Effects of the 
Agent’s Influence Strategies on the 
Target’s Health Beliefs and Behavior

The target’s relational beliefs provide a critical context in 
which the agent’s influence strategies operate. Thus, in 

Section II, we propose ways in which the target’s relational 
beliefs may moderate the effects of the agent’s influence 
strategies on the target’s health beliefs and health behavior 
(see the two dashed lines in Figure 1). Few of these paths 
have been tested empirically, so we build on the literature 
and logic in Section I to generate new predictions. The extent 
to which the target holds positive beliefs about the agent or 
their relationship should increase the likelihood that the tar-
get responds favorably to the agent’s influence strategies. 
However, the manner in which these relational beliefs oper-
ate may differ depending on whether the influence strategy is 
designed to promote changes in beliefs or behavior.

Targets may be more responsive to agents’ actions when 
their beliefs regarding their relationship are more positive. In 
fact, these relational beliefs may lead the target to construe 
changing their behavior as one way to maintain or increase 
feelings of closeness with the agent (e.g., the target believes 
that if they comply with the agent’s request, it will show the 
agent that they care about the agent’s needs and desires). 
Although these relational concerns may facilitate changes in 
behavior, the stability of the new health behavior may be 
contingent on the stability of these relational beliefs. If the 
target’s relational beliefs fluctuate over time, so too might 
the target’s behavior. For example, on days the target feels 
close to the agent, they may be responsive to encourage-
ments to be physically active, whereas on days the target 
feels less close, they may remain sedentary. If so, observed 
changes in health behavior may reflect compliance rather 
than true conversion. Likewise, if the target perceives that 
there is inequity in the relationship such that they have been 
receiving more from the agent than they have been giving to 
the agent, the target may feel that they “owe” behavioral 
change to the agent to correct the imbalance. In such a case, 
the target may also be more likely to comply with the agent’s 
influence attempt, but changes in behavior may not be stable, 
again reflecting compliance rather than conversion.

When an agent attempts to influence the target’s health 
beliefs, the more the target perceives the agent as a trustwor-
thy and credible source of information, the more successful 
the agent’s influence attempts should be, a premise aligned 
with research on source credibility and attitude change (e.g., 
Petty & Wegener, 1998). A target may have general trust in 
an agent as a component of relationship quality, and more 
specifically, the target may trust the agent’s opinion when the 
agent has expertise in a relevant health domain. For example, 
if the agent is a nutritionist, the target may trust the agent’s 
knowledge about diet, and thus be more likely to alter their 
health beliefs about eating. In close relationships, especially 
those with longer histories, targets are likely to have greater 
knowledge of agents’ expertise about health behaviors, and 
thus, they may be better positioned to assess how credible 
agents are.

A target’s relational beliefs should also affect how they 
respond to influence strategies designed to change their 
health behavior. The manner in which relational beliefs 
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regulate these effects may depend on the features of the 
influence strategy used by the agent, the target’s perceptions 
of the motivations underlying the agent’s influence efforts, 
and how the target anticipates the agent will react to their 
health behavior change (or lack thereof).

The moderating effect of the target’s relational beliefs 
could depend on the type of influence strategy the agent uses 
(Okun et al., 2007; Tucker, 2002). If, for example, an agent 
relies on strategies that are autonomy limiting (e.g., remov-
ing unhealthy snacks from the kitchen), more favorable rela-
tional beliefs may enable the target to tolerate these actions, 
at least initially, whereas unfavorable relational beliefs may 
exacerbate the target’s adverse response to such strategies. If 
an agent relies on strategies that are autonomy supportive 
(e.g., accepting, giving space, or showing patience with the 
target’s choices), the target’s relational beliefs may play a 
weaker moderating role because the agent is not infringing 
upon the target’s free will.

The target may be more responsive to the agent’s influ-
ence attempts if they attribute the agent’s actions to concerns 
about the target’s well-being as opposed to the agent’s self-
interested concerns (Lewis & Butterfield, 2005; Tucker & 
Mueller, 2000). For example, a target may respond more 
favorably if the agent acts out of care for the target’s health, 
rather than out of care for the target’s appearance. The target 
may be more likely to infer positive agent motivations, the 
more the target perceives the relationship with the agent as 
highly interdependent.

A target’s relational beliefs should not only shape their 
own behavioral response to the agent’s attempts to influence 
their health behavior but also shape their judgment of how 
the agent would react to their behavioral response. Targets 
may also evaluate whether the agent’s predicted reaction 
would align with the target’s expectations or goals for the 
future of the relationship. For example, if the target expects 
the agent will get angry in the face of noncompliance and the 
target is committed to maintaining the relationship, the target 
may change their behavior temporarily to avoid the negative 
reaction. This might be particularly true if the target is also 
uncertain about the agent’s commitment to the relationship.

Conclusion

The DHIM identifies the ways in which agents can affect 
targets’ health behavior via three primary routes: health 
behavior transmission, relational behaviors, and influence 
strategies. The model recognizes that these routes intersect at 
various places en route to altering the target’s health behav-
ior. In this section, we have described how the target’s rela-
tional beliefs are impacted by the agent’s influence strategies 
and how the target’s relational beliefs might moderate 
whether the agent’s influence strategies are successful in 
eliciting behavior change in the target. This section high-
lights the importance of examining and assessing target’s 
relational beliefs and how they affect and are affected by the 

agent’s influence strategies. In the next section, we consider 
how targets’ relational and health behavior responses feed 
back into the model and affect the agent’s subsequent use of 
influence strategies.

Section III: The DHIM Over Time—
How Targets’ Behavioral Responses 
Shape Agents’ Subsequent Behaviors

The DHIM delineates how and when the agent’s behavior—
whether through the health behavior transmission route, the 
relational behaviors route, or the influence strategies route—
shapes the target’s health and relational behavior (see Table 
1). This is merely one step in an ongoing series of interac-
tions between the agent and the target that define a relation-
ship (see Kelley et al., 1983); yet, existing theoretical models 
of interpersonal processes (Eastwick et al., 2019), including 
those addressing health behavior (Reed et al., 2013; Scholz, 
2019), have not sufficiently specified how these processes 
unfold over time. There are several established feedback 
paths relevant to the DHIM that we have omitted to simplify 
the model.2 Here, we focus on the feedback loops that are 
most important for dyadic processes that may improve health 
behavior (see the light gray lines on the outside of Figure 1). 
Specifically, we discuss how the target’s health behavior can 
inform the agent’s beliefs about the target’s health and how 
the target’s health behavior can affect the agent’s relational 
beliefs.

Target’s Health Behavior → Agent’s Beliefs 
About Target’s Health

To the extent that the target’s health behavior is observable 
(e.g., the agent observes the target exercising) or directly 
communicated to the agent (e.g., the target tells the agent that 
they exercised), the target’s health behavior can feed back 
into the agent’s beliefs about the target’s health. There are 
two aspects of the target’s health behavior that should be rel-
evant for the agent’s beliefs about the target’s health: (a) 
whether or not the target engages in the health behavior 
desired by the agent, and (b) whether or not the target main-
tains the behavior change over time.

When targets make and sustain changes in their behavior, 
this should elicit more favorable beliefs about the target’s 
health (e.g., lower risk appraisals or perceptions that the tar-
get has greater self-efficacy). Over time, these favorable 
changes may lead the agent to conclude they no longer need 
to rely on influence strategies to sustain the target’s behavior. 
However, if the target is unable to sustain behavior changes, 
the agent may become more concerned about the target’s 
health (e.g., develop higher risk appraisals). These beliefs 
may then lead the agent to change the type or intensity of the 
influence strategies they use, perhaps turning to more direct 
or more limiting influence strategies. One challenge that may 
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emerge is that the agent and target may not agree about how 
much progress the target has made, with the target frequently 
being more optimistic in their assessment of progress. To the 
extent that the target believes they have made good progress, 
they may become increasingly frustrated by or resistant to 
the agent’s repeated use of influence strategies, especially 
those that are direct or autonomy limiting.

Target’s Health Behavior →Agent’s Relational 
Beliefs

Whether and how a target changes their health behavior is 
likely to affect their own health, but it may also affect how 
the agent views the target and their relationship. There are 
three ways in which the target’s health behavior change (or 
lack thereof) might affect the agent’s relational beliefs. First, 
if the target’s health behavior change was the result of the 
agent’s own health behavior practices (via the health 

behavior transmission route), the agent’s relational beliefs 
may shift. For example, if the target has changed their health 
behavior to be more similar to the agent’s, the agent may 
perceive greater similarity between themselves and the tar-
get, which might increase closeness and relationship satis-
faction over time. Indeed, perceiving one’s partner as being 
more similar to the self predicts both feeling more under-
stood by the partner and higher relationship satisfaction 
(Murray et al., 2002). In addition, becoming more similar to 
one’s partner over time helps to maintain relationship satis-
faction (Gonzaga et al., 2007). If, however, the target’s health 
behavior does not change, the agent’s perceptions of similar-
ity are likely to remain unchanged.

Second, if the target alters their health behavior in response 
to the agent’s relational behavior, the agent may not recognize 
that their actions caused the change, particularly because the 
agent’s actions were done with the relationship in mind rather 
than the health behavior per se. The agent may more easily 

Table 1. The Three Primary Routes by Which Agents’ Actions May Elicit Health Behavior Change in Targets..

Key Information About Route
Health behavior transmission 

(Route A)
Relational behaviors  

(Route B)
Influence strategies  

(Route C)

Important features -  A unintentionally creates 
change in T

-  Incorporates changes to the 
shared environment between 
relationship partners

-  A unintentionally creates 
change in T

-  Incorporates behaviors that 
alleviate negative outcomes 
and promote positive 
outcomes and behaviors that 
are indirect to direct

-  A intentionally creates change 
in T

-  Incorporates the importance 
of both health and relational 
beliefs

-  Categorizes influence 
strategies as autonomy 
supportive to autonomy 
limiting and direct to indirect

Determinants of A’s behaviors - A’s health beliefs - A’s relational beliefs -  A’s beliefs about T’s health
- A’s relational beliefs

Direct effects on T’s health 
beliefs

-  A’s health behavior can change 
T’s health beliefs

NA -  A’s influence strategies can 
change T’s health beliefs

Direct effects on T’s health 
behavior

-  A’s health behavior leads to 
alterations to the physical 
environment shared with T

- A serves as a model for T

NA -  Agent uses influence 
strategies to alter the 
routines and physical 
environment shared with 
the T

Moderation of link between 
T’s health beliefs and 
behavior

NA -  A reduces T’s stressors 
so that T can better self-
regulate

-  A’s behavior enhances T’s self-
esteem and self-compassion

-  A changes T’s environment 
to make T’s behavior change 
easier to accomplish

Effect on T’s relational beliefs 
and behavior

NA -  T examines A’s intentions 
and whether A’s actions were 
responsive, supportive, etc.

-  T reacts positively or 
negatively

-  T examines A’s intentions 
and whether A’s actions were 
responsive, supportive, etc.

-  T may appreciate influence 
attempts or resent them, 
leading to reactance

T’s relational beliefs as 
moderator on paths to T’s 
health beliefs and behaviors

-  Determine how much of 
environment is shared

-  Determine effectiveness of 
modeling

NA -  Determine whether T changes 
beliefs

-  Determine whether T 
complies behaviorally

Note. A = agent; T = target; NA = not applicable.
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ascertain that their relational behavior created the change 
when the target already possessed the proper health beliefs but 
needed the agent’s help to act on them. In such cases, agents 
may, over time, perceive greater interdependence between 
themselves and targets. In other cases, changes in targets’ 
health behaviors may update agents’ reciprocity beliefs. For 
instance, even though they acted out of care for the target, the 
agent may recognize that their provision of instrumental sup-
port (e.g., taking over the target’s chores) allowed the target to 
turn their health beliefs into action (e.g., freed up time for the 
target to exercise). In such a case, the agent may expect that 
the target make sacrifices to support their goals in the future.

Finally, if the agent attempts to change the target’s health 
behavior via intentional influence strategies, the agent is likely 
to monitor the target’s health behavior to gauge the degree to 
which the influence attempt has been successful. In this case, 
the effect of the target’s health behavior on the agent’s rela-
tional beliefs should be especially strong. For example, if the 
target changes their health behavior, but the agent senses that 
the target is only complying and has not truly changed their 
health beliefs (conversion), the agent may infer that the target 
acted out of obligation or out of the desire to please the agent. 
Agents may then feel that they “owe” compliant targets in the 
future, thereby altering their relational beliefs about reciproc-
ity. They could also feel grateful to targets and experience 
higher relationship satisfaction. Furthermore, if the target sus-
tains their health behavior change, the agent may feel more 
positively about the target and their relationship. When the 
quality of the relationship is strengthened, the relational 
behaviors route may emerge as a key source of support for the 
target moving forward. However, if the target does not change 
their health behavior in response to the agent’s influence, the 
agent may doubt the target’s commitment to the relationship or 
feel that the target ignores their desires.

Conclusion

In sum, the changes in the target’s health behavior (or lack 
of changes), as well as their successful (or unsuccessful) 
maintenance of the health behavior change over time should 
inform the agent’s beliefs about the target’s health. In addi-
tion, whether and how a target changes their health behavior 
may also affect how the agent views the target and their rela-
tionship. Thus, the DHIM is ultimately a dyadic and dynamic 
model—Both the agent and the target can influence and be 
influenced by each other over time. In addition, the agent 
and the target can simultaneously influence each other’s 
health and relational behaviors through the three routes.

Section IV: Contextual Considerations 
When Testing the DHIM

We have specified the intrapersonal and interpersonal pro-
cesses implicated in dyadic health behavior influence in 
adult romantic relationships. Just as intrapersonal processes 

occur in an interpersonal context, the three central routes of 
the DHIM are also situated in a broader context. As research-
ers aim to test the three central routes of the DHIM (or paths 
within the three routes), there are several contextual factors 
to consider. In this section, we identify two examples of con-
textual factors that might affect the operation of the different 
routes specified in the DHIM: (a) the specific health behav-
ior being examined and (b) features of the external 
environment.

Features of the Health Behavior

Several facets of the health behavior may moderate the effect 
of agents’ relational and health beliefs on targets’ health 
beliefs and behavior. These include features that often 
emerge in discussions of health behavior change (e.g., fre-
quency of the behavior, the severity of the underlying health 
issue) as well as features that emerge because of the dyadic 
context (e.g., whether or not both partners engage in the 
behavior, the visibility of the behavior). For example, 
whether or not both partners engage in a behavior, such as 
exercise, might affect how the agent tries to shape the tar-
get’s behavior and, in turn, how the target responds to these 
efforts. If an agent believes it is important for both them-
selves and the target to exercise, agents may use influence 
strategies that involve intentional modeling or exercising 
together. Moreover, the target may perceive their behavior 
change more positively if they and the agent change their 
behavior together, especially if engaging in a new activity 
together or spending more time together enhances the quality 
of their relationship. Although some health behavior may be 
relevant to only the target (e.g., the target needs to take a 
medication more consistently), the extent to which the agent 
can integrate the behavior into the dynamics of their relation-
ship may allow them to capitalize on opportunities for behav-
ior change to reinforce the strength of their relationship.

In situations where the health behavior is less visible to 
the target, the health behavior transmission route is likely to 
be less effective. For example, the agent might regularly go 
to the gym during their lunch hour at work, but because the 
target does not witness the agent exercising, they cannot 
model the agent’s behavior. The visibility of the behavior 
may also have implications for which influence strategies are 
most effective. Less visible behaviors may benefit from more 
direct strategies that ensure the target is mindful of the 
behavior. The visibility of the health behavior, however, 
ought to be less relevant to an agent’s relational behaviors 
because those behaviors are driven more by relational beliefs 
than health beliefs in the DHIM.

In addition, the frequency of the behavior might moderate 
how the agent approaches trying to shape the target’s health 
beliefs and behavior. When a behavior occurs infrequently 
(e.g., a colonoscopy), the agent may be more willing to use 
influence strategies that require more effort. They may also 
be more willing to use strategies that are direct and 
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autonomy limiting because any adverse effect they might 
have on the relationship might be time-limited. For example, 
the agent may schedule an appointment for the target (or for 
both of them) to get a health checkup. But when a behavior 
occurs frequently (e.g., eating or exercise) and may require 
the repeated use of influence strategies, the agent is likely to 
be more attentive to how the target responds to the strategy, 
wary of causing negative relational outcomes. Behavioral 
frequency may also have implications for the health behavior 
transmission route, with its effectiveness contingent on a 
minimum level of frequency necessary for the target to take 
note of the behavior. Finally, behavioral frequency itself may 
not alter the effectiveness of the relational behaviors route, 
but when behavioral frequency is associated with the need 
for sustained effort (i.e., behaviors that are less likely to 
become habitual), the benefits afforded by the relational 
behaviors route may prove to be important.

Finally, the severity of the health issue associated with the 
behavior may also affect several pathways of the DHIM. If 
the agent is highly committed to the relationship and the 
health issue is severe (e.g., the target continues to smoke, 
despite being diagnosed with lung cancer), the agent may be 
more inclined to use direct and autonomy limiting influence 
strategies, despite their potential to generate negative rela-
tional behaviors from the target. If the severity of the health 
issue requires rapid health behavior change, the agent may 
try to use an array of different strategies in the hope that one 
of them will work. In addition, the severity of the health issue 
could alter the target’s responses to the agent’s use of influ-
ence strategies, whereby the target becomes more under-
standing of the agent’s use of influence and reacts with more 
positive relational behaviors (Badr et al., 2015).

The severity of the health issue may not moderate the 
effectiveness of the relational and health behavior transmis-
sion routes, but it may impact their operation. For behaviors 
associated with more serious health problems, the agent may 
be more strongly motivated to modify their own behavior 
(e.g., being more active, eating a healthier diet), which in 
turn might increase the opportunity for health behavior trans-
mission if the behavior is also relevant to the target. Similarly, 
the agent may be more willing to engage in relational behav-
iors that reduce the target’s barriers to health behavior change 
if the health behavior change would prevent a severe health 
issue.

Features of the Environment

The DHIM situates health behavior change within the con-
text of an ongoing romantic relationship, but it is also impor-
tant to recognize that these behaviors and the relationship 
operate within a broader external environment and changes 
to the broader social or physical environment might have 
implications for the routes and paths specified in the DHIM.

With regard to the social environment, the formation of 
new relationships might change either the agent’s or the 

target’s health beliefs, such as their social norms. If, for 
example, their new friends drink alcohol more frequently, the 
agent and/or the target may believe drinking is more com-
mon than they previously did. These shifts in norms might 
also affect the agent’s beliefs about the target’s health (e.g., 
the agent may come to believe that it is acceptable for the 
target to drink alcohol frequently). Changes in social norms 
may also elicit changes in the agent’s perceptions of what 
influence strategies are acceptable to use as well as the tar-
get’s perceptions of the need to comply with them. For 
instance, gender roles pressure women, but not men, to man-
age the health of their partners and families (Williams et al., 
2017). This, in turn, might lead to decreased use of influence 
strategies by men and increased use by women, or changes in 
the types of strategies used (e.g., using indirect and auton-
omy supportive strategies rather than direct and autonomy 
limiting ones).

In addition, all relationships exist within a cultural con-
text. Different cultures may have distinct norms regarding 
the prevalence and acceptability of certain actions and 
behaviors that are relevant to each of the DHIM’s three 
routes. Some cultures, for example, tend to emphasize the 
importance of maintaining strong social connections and tak-
ing care of close others, especially family members (McCann 
et al., 2000; S. H. Ng et al., 2000; Pinquart & Sörensen, 
2003). In addition, some cultures place different values on 
health and health behaviors (e.g., physical fitness; M. Y. 
Chen et al., 2007; H. J. Kim et al., 2015). These distinct ten-
dencies may affect the degree to which agents weigh health 
versus relational outcomes when deciding whether to and 
how to modify the target’s health behavior.

Research has also shown that cultural context predicts 
support provision, such that European Americans report 
providing more emotion-focused support than Asian 
Americans (J. M. Chen et al., 2015). Thus, culture may 
affect the kinds of relational behaviors and influence strate-
gies agents use. Other work has shown that people from 
some cultural backgrounds (e.g., Asians, Asian Americans) 
may benefit more from interpersonal support that is more 
indirect (i.e., the emotional comfort individuals can get from 
relationship partners without disclosing or discussing their 
problems) than direct (i.e., specifically asking for support 
from one’s relational partners). This may be due to their 
concerns about the detrimental relational consequences of 
support seeking (H. S. Kim et al., 2008). Similarly, cultural 
context may moderate the effectiveness of influence strate-
gies, such that indirect strategies may be more effective than 
direct strategies in supporting health behavior changes. 
Thus, in particular cultural settings, or for individuals from 
particular cultural backgrounds, the influence and/or the 
relational route may exert a relatively stronger effect on tar-
gets’ health behaviors.

External stressors, such as stressful life events and 
changes to the shared environment, can also affect the 
strength of the routes and paths in the DHIM. External 
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stressors can affect the agent’s behavior, such that greater 
stress may lead agents to be less likely to enact relational 
behaviors or influence strategies, which require time and 
energy. With regard to the target’s behavior, external stress 
should weaken the paths from the agent’s influence strate-
gies to the target’s health behavior. For instance, if a target is 
experiencing stressful life events, they may not feel capable 
or motivated to change their behavior, even if the agent uses 
influence strategies that are generally effective. Instead, the 
target may be more likely to successfully change their health 
behavior when the agent engages in negative-alleviating 
relational behaviors that would reduce the target’s stress. In 
addition, changes to the shared environment, or instability in 
the environment, may weaken aspects of the DHIM, such as 
the health behavior transmission route. For example, if the 
agent starts putting in more hours at work, there may be 
fewer opportunities for the target to observe their health 
behavior.

Conclusion

The DHIM operates within a broader context, such that the 
three primary routes and the paths within them, as well as the 
feedback loops, are affected by features of the health behav-
ior, aspects of the social environment, the cultural context, 
and the physical and psychological shared environment. 
Although this is not an exhaustive list of contextual factors 
relevant to the DHIM, this section provides a starting point 
for researchers to consider when seeking to apply and test 
routes of the DHIM.

Conclusion

There is an unquestionable need to conceptualize and under-
stand the primary behavioral pathways through which rela-
tionship partners affect each other’s health outcomes. The 
DHIM addresses this gap by articulating three routes through 
which one relationship partner (the agent) can affect the 
health beliefs and/or behavior of the other partner (the target) 
(see Figure 1 and Table 1). These routes involve processes 
associated with (a) health-relevant behaviors enacted by the 
agent, (b) the relationship-based beliefs and behaviors of the 
agent and target that define their relationship, and (c) the 
type and amount of intentional influence strategies the agent 
uses to change the target’s health behavior. To date, only a 
few of the paths in the DHIM have been explored empiri-
cally. Throughout the article, we have enumerated several 
hypotheses and predictions that could be examined within 
the DHIM framework. To examine the model more fully and 
rigorously, investigators may identify relevant theories and 
principles in health psychology and relationship science that 
can be applied to and perhaps integrated with the DHIM to 
derive new, testable predictions. Although a central argu-
ment driving the development of the DHIM is that the health 
behavior transmission route, the relational behaviors route, 

and the influence strategies route need to be considered 
simultaneously, we recognize that it may prove difficult to 
test all three of the primary DHIM routes in a single research 
project. Therefore, we recommend that researchers begin by 
focusing on testing predictions from one or two paths within 
each route, while remaining mindful of the connections to 
the other central routes.

The DHIM advances our conceptualization and under-
standing of how and why influence operates as it does within 
close relationships in several important ways. For example, 
prior models of influence in relationships have focused on 
what agents do to change their partner’s (the target’s) health 
behavior but have ignored the agent’s need to strike a bal-
ance between promoting or sustaining relational goals when 
attempting to change their partner’s health behavior. Within 
close relationships, the specific influence tactics that agents 
use may often need to be geared to generate the most health 
behavior change while limiting potential costs or damage to 
their relationship. This may be why agents rarely enact the 
strongest possible influence tactics on their targets (part-
ners). Moreover, the DHIM provides a novel explanation for 
why high-quality relationships tend to be associated with 
better health outcomes in partners via both the agent’s posi-
tive relational behaviors and the health-promotion influence 
tactics they deploy on the target (their partner).

It is important to note that the roles of agent of influence 
and target of influence can and most likely do change across 
time within a relationship as the health-relevant issues and 
concerns associated with each partner change. At some point 
in time, agents of influence become targets and targets of 
influence become agents. This is likely to have important 
implications for when, how, and why agents do or do not 
enact certain influence tactics. If, for example, an agent 
knows that they will be the target of an influence attempt 
from their partner in the future, it may reduce the likelihood 
they will use highly limiting influence tactics, especially if 
they expect the partner to react negatively or they (agents) do 
not want such tactics used on them in future situations.

This highlights another important element of the DHIM—
the critical role that feedback paths assume in the model. For 
simplicity, we have presented a single snapshot of how the 
key variables and routes in the DHIM are likely to be inter-
related. Nevertheless, the influence tactic that an agent enacts 
at a specific point in time along with the target’s behavioral 
and emotional reaction ought to affect what both the agent 
does next and how the target subsequently responds. These 
feedback paths are capable of explaining when, how, and 
why agents either change or continue to enact the same influ-
ence tactics and when, how, and why targets react as they do 
to such tactics, potentially altering what agents, in turn, do 
later.

Moving forward, our hope is that future scholars will gen-
erate and examine additional novel hypotheses and predic-
tions that can be derived from application of the DHIM. 
Doing so will not only expand our understanding of the 
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sources that promote better health outcomes in relationship 
partners, it will also foster new theoretical and empirical 
connections between key constructs and psychological pro-
cesses in both health and relationship science.
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Notes

1. Bolded terms and phrases are those used in the Dyadic Health 
Influence Model (DHIM). Italics are used for emphasis.

2. Other feedback loops may include those from a person’s 
health or behavior to their own health or relational beliefs. 
In addition, targets’ relational behaviors should shape agents’ 
relational beliefs, and thus their subsequent use of influence 
strategies over time. The target’s health behavior could also 
shape the agent’s health beliefs and behavior across time via 
the same mechanisms as in the health behavior transmission 
route.
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