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How Do Individuals Influence Their Partner’s Health 
Behavior? Insights From a Dyadic Perspective 

Imagine a couple, Adam and Maggie, who are involved in a highly satisfying, committed 

relationship. Although Adam and Maggie had different beliefs and behaviors regarding their own 

health at the start of their relationship, after several years together, many of their beliefs and 

behaviors have converged. Adam’s and Maggie’s overall health and well-being is now better 

than it was when they first met. According to a growing body of research (e.g., Robles, Slatcher, 

Trombello, & McGinn, 2014), Adam and Maggie’s story is not atypical. However, despite the 

overarching finding that better relationships are associated with better well-being and health 

outcomes in partners across time, we still do not really understand how relationships promote 

better health and well-being. How do Maggie and Adam affect each other over time in ways that 

result in better outcomes for each of them? 

Most theorists agree that interpersonal relationships can and do affect general well-being 

(e.g., Diener & Chan, 2011; Ryan & Deci, 2001). General well-being, however, is affected by a 

wide array of different outcomes. Some researchers, for instance, have focused on subjective 
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well-being (SWB; also known as hedonic well-being; Diener, 1984), which is assessed by 

measures of general happiness, life satisfaction, the presence of positive affect, and/or the 

absence of negative affect (Diener & Chan, 2011). Other researchers have examined 

psychological well-being (PWB; Ryff & Singer, 1998, 2000), which is tapped by measures such 

as self-acceptance, positive relationships with others, autonomy, purpose, self-efficacy, and 

personal growth (Ryff, 1989). Many investigators assess both subjective and psychological well-

being when trying to estimate an individual’s general well-being (e.g., Kamp Dush & Amato, 

2005; Proulx, Helms, & Buehler, 2007). 

Even though physical health is often not formally mentioned in definitions of 

psychological or subjective well-being, a growing number of researchers have also assessed 

general well-being using measures of physical health (e.g., Karademas & Giannousi, 2013). In 

fact, there is mounting evidence that health outcomes may be both a cause and a consequence of 

general well-being. Boehm and Kubzansky (2012), for example, have found that positive 

psychological well-being protects people from cardiovascular disease, independent of traditional 

risk factors such as high blood pressure or high inflammation. It is likely the case that there are 

bi-directional links between well-being and physical health, such that physical health status can 

also predict well-being. Given that sickness is often associated with discomfort or pain, having 

health problems may lead individuals to experience greater negative affect and lower self-

efficacy (Ryan & Deci, 2001). 

Over the past few decades, a sizable body of research has confirmed that individuals who 

have higher-quality relationships with their friends, family, and romantic partners typically 

report higher levels of well-being (Horwitz, White, & Howell-White, 1996); live longer (Holt-

Lunstad, Smith, & Layton, 2010); have fewer health problems (Burman & Margolin, 1992); and 
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have better functioning immune systems (e.g., Cohen, Doyle, Skoner, Rabin, & Gwaltney, 1997; 

Lutgendorf et al., 2005). Among the different relationships that individuals have, romantic 

relationships are unique in terms of the potential impact they can exert on both dyad members 

spanning very long periods of time (Kelley et al., 1983). Consistent with this claim, married 

people report having higher well-being over time (e.g., Gove, Hughes, & Style, 1983; Kamp 

Dush & Amato, 2005; Lee, Seccombe, & Shehan, 1991; Waite, 1995) and experience 

significantly lower mortality rates compared to unmarried men and women as a group (Rendall, 

Weden, Favreault, & Waldron, 2011). 

The benefits of close relationships on health and well-being, however, are not attributable 

to marital status per se (Holt-Lunstad, Birmingham, & Jones, 2008; Kamp Dush & Amato, 

2005). Rather, it is the satisfaction, partner responsiveness, commitment, and support derived 

from involvement in high-quality romantic relationships that most strongly predict better well-

being and health outcomes. Increases in marital quality across time are associated with both 

decreases in physical illness (Wickrama, Lorenz, Conger, & Elder, 1997) and increases in well-

being (Proulx et al., 2007). Moreover, marital strain accelerates the decline in self-rated health 

that typically occurs as people age (Umberson, Williams, Powers, Liu, & Needham, 2006). In a 

recent meta-analysis of 126 studies involving 72,000 individuals, Robles and colleagues (2014) 

found that better marital quality also forecasts lower risk of mortality. Thus, merely being in a 

romantic relationship is not what drives better health and well-being outcomes; it is being in a 

high-quality romantic relationship that is most beneficial. 

Given the reciprocal relation between well-being and health, close relationships—

especially their quality—could play a key role in helping us better understand how to improve 

people’s overall well-being via better health outcomes. We already know that close relationships 
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and the actions of each partner are associated with markers of general well-being, but we know 

less about how they affect health outcomes in particular. As several recent reviews have 

confirmed (e.g., Martire, Schulz, Helgeson, Small, & Saghafi, 2010; Pietromonaco, Uchino, & 

Schetter, 2013), most prior research examining romantic relationships and health has measured 

the beliefs, behaviors, and outcomes of just one person in a relationship. Fortunately, researchers 

are beginning to adopt a dyadic approach (e.g., Howland et al., 2016), taking into account the 

characteristics of both dyad members to isolate the effects that partners might have on an 

individual’s (i.e., an actor’s) health-relevant beliefs, behaviors, and outcomes. 

The aims of the current chapter, therefore, are threefold: (1) to review prior dyadic 

research that has examined the processes through which romantic partners and relationships 

affect physical health outcomes; (2) to more carefully delineate how individuals in a romantic 

relationship affect each other’s health behavior, which in turn may affect their health outcomes; 

and (3) to examine the personal, relational, and situational factors that might affect the way in 

which relationship partners affect each other’s health-relevant behavior. 

Dyadic Models of Romantic Relationships and Health 

In order to capture the effect of dyadic processes on an individual’s health outcomes, research 

must be designed and analyzed in a way that incorporates the characteristics of both the 

individual (i.e., the actor) and his/her partner (i.e., the partner) on the actor’s health outcomes. 

Early research on romantic relationships and health examined associations from only the actor’s 

perspective (i.e., “What does Adam think of Maggie and his relationship with her?”). Recently, 

some investigators have developed dyadic models of health, which consider not only the actor’s 

perspective, but the partner’s perspective as well (e.g., Lewis, Gladstone, Schmal, & Darbes, 
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2006; Pietromonaco et al., 2013). Unlike in studies that assess differences between and within 

individuals, general dyadic models, such as the Actor-Partner Interdependence Model (APIM; 

Kenny, Kashy, & Cook, 2006), assess differences between and within couples while accounting 

for the nonindependence in actor and partner responses. Dyadic models allow researchers to test 

when an individual’s behavior is guided by his or her own beliefs and when an individual’s 

behavior is affected by his or her partner’s beliefs. Figure 4.1 depicts a general dyadic model 

indicating how characteristics of the actor (e.g., Adam) and his partner (e.g., Maggie) might 

affect each other’s health-relevant outcomes. Health is defined as morbidity (the incidence and 

frequency of illness and disease) and mortality (the length of lifespan and cause of death). In 

addition, characteristics of the relationship in which the actor and partner are involved, such as 

its length or level of satisfaction, may affect each person’s health-relevant outcomes. 

[Insert Figure 4.1 Here] 

Figure 4.1 Dyadic Model Depicting the Mutual Influence Between the Actor, Relationship, and 

Partner on the Actor’s and Partner’s Health 

Why is it important to model the unique effect of the partner (or the relationship) in 

dyadic models of health? If only the characteristics of the actor are considered in the link leading 

to the actor’s health, such associations may contain variance that actually is associated with the 

partner or the relationship. For example, if only Adam’s perceptions are measured and he 

perceives that Maggie has no effect on his health (even if she does), it may appear as though 

Adam’s beliefs about his health are the sole predictors of his health outcomes. A dyadic 

approach enables researchers to address this issue and examine the extent to which Maggie 

affects Adam’s health, statistically controlling for Adam’s own effect on his health. 
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Some research has examined associations between the actor, partner, and relationship on 

the actor and partner’s health dyadically, usually without testing for or assuming the processes 

underlying these associations. In other words, although some research has documented that 

partners do affect an actor’s health, research has not identified the processes through which this 

occurs. The dyadic effects shown in Figure 4.1 suggest the potential impact of the relationship 

and the partner on the actor’s health. Note that each person in the dyad is both an actor and a 

partner; “actor” denotes the individual whose outcomes are being examined, whereas “partner” 

denotes the individual whose effect is being examined. Thus, when examining the effect of 

Maggie on Adam’s health, Maggie is the partner and Adam is the actor. Alternatively, when 

examining the effect of Adam on Maggie’s health, Maggie is the actor and Adam is the partner. 

In the following sections, we review research on the effect of the partner on the actor’s health 

and the effect of the relationship on the actor’s health. 

Partner Characteristics  Actor Health 

To date, research testing the pathways shown in Figure 4.1 has focused on whether psychological 

characteristics of the partner (e.g., his/her personality traits) predict the actor’s physical health 

(e.g., reports of health problems). The majority of these studies involve couples in which one 

person has been diagnosed with a chronic illness or health condition and the other person is a 

caregiver or potential source of support. For example, among women undergoing treatment for 

breast cancer, their romantic partner’s level of anxiety predicts women’s degree of physical 

fatigue (Segrin, Badger, Dorros, Meek, & Lopez, 2007). Research conducted with other 

diagnosed partner/undiagnosed partner dyads has found that aspects of well-being, such as the 

partner’s depression (Chung, Moser, Lennie, & Rayens, 2009; Dorros, Card, Segrin, & Badger, 
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2010); psychological distress (Kim et al., 2008); and perceived stigma of the health condition 

(Liu, Xu, Lin, Shi, & Chen, 2013) predict poorer reports of physical quality of life1 in the actor. 

In contrast, actors report better physical health if they have a partner who is confident s/he can 

help the actor manage the health condition (Vellone et al., 2013), or is higher in spirituality (Kim 

et al., 2011), conscientiousness (Roberts, Smith, Jackson, & Edmonds, 2009), or optimism (Kim, 

Chopik, & Smith, 2014). Although these studies provide evidence that the partner affects the 

actor’s health outcomes, they do not examine actor-level processes that explicate how the partner 

affects the actor’s health, which we address in more detail below. 

Relationship  Actor Health 

To what extent do features of the relationship predict an actor’s health outcomes? In dyadic 

models, relationship predictors incorporate both the actor’s and the partner’s responses on 

relationship-relevant variables, which can be objective or subjective. For example, marital status 

and relationship length are objective relationship-relevant variables because their values are the 

same, regardless of whether the actor or partner does the reporting. Since these constructs are 

objective aspects of the relationship, the observed associations between them and health 

outcomes (e.g., the association between marital status and health; Rendall et al., 2011) ought to 

be the same in both dyadic and non-dyadic research. 

However, dyadic models should provide unique insights into the effects of subjective, 

emergent relationship variables, derived from perceptions of the actor and/or the partner. For 

example, Barr and Simons (2014) assessed the actor’s perception of the partner’s hostility and 

the partner’s perception of his/her own hostility and found that their averaged hostility score 

predicted poorer self-rated health for both individuals. They also measured the actor’s 

Commented [w6]: AU: The reference list has “Vellone et 
al., 2014” not “2013” as cited here. Please indicate correct year 
for consistency throughout, or provide complete source 
information for “Vellone et al., 2013”. 

Commented [w7]: AU: The reference list has “Kim et al., 
2008” and “Kim et al., 2014” not “2011” as cited here. Please 
indicate correct year for consistency throughout, or provide 
complete source information for “Kim et al., 2011”. 



4 Intimate Relations, Subjective Well-Being, and Health Behavior 

relationship satisfaction and the partner’s relationship satisfaction and found that the averaged 

score predicted better physical health. 

Researchers have also used the extent of agreement or disagreement between the actor’s 

and partner’s responses to determine whether differences between actor and partner perceptions 

predict health outcomes. For example, dissimilarity in psychological stress between cancer 

survivors and their spouses predicts the spouses’ (but not the cancer survivor’s) quality of 

physical health (Kim et al., 2008). Merz and colleagues (2011) found that differences between 

actor and partner perceptions of how much the actor was affected by his/her symptoms of 

prostate cancer predicted lower physical quality of life in actors (i.e., the cancer patients). 

Processes Underlying the Effects of Romantic 
Relationships on Health 

In light of the fact that many romantic relationships last for long periods of time and romantic 

partners frequently live together, romantic partners have the capacity to exert considerable 

impact on one another’s health outcomes. Consistent with this logic, married couples show 

concordance across a variety of biological, psychological, and behavioral outcomes, including 

blood pressure (Al-Kandari, Crews, & Poirier, 2002); cholesterol (Barrett-Connor, Suarez, & 

Criqui, 1982); depression (e.g., Siegel, Bradley, Gallo, & Kasl, 2004); eating patterns (Bove, 

Sobal, & Rauschenbach, 2003); alcohol consumption (Graham & Braun, 1999; Stimpson, Masel, 

Rudkin, & Peek, 2006); and smoking behavior (Stimpson et al., 2006). This concordance is not 

completely explained by the initial similarities that attract individuals to one another (i.e., 

assortative mating), nor by shared environments (see Meyler, Stimpson, & Peek, 2007, for a 
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review of health concordance within couples). This evidence suggests that some form of 

influence must be occurring between relationship partners. 

Health researchers have proposed three distinct routes through which partners can affect 

an actor’s health outcomes: (1) biological processes (e.g., inducing changes in the actor’s 

hormonal profile); (2) psychological processes (e.g., inducing changes in the actor’s attitudes, 

beliefs, and/or feelings); and (3) behavioral processes (e.g., inducing changes in the actor’s 

health behaviors) (Kiecolt-Glaser & Newton, 2001; Pietromonaco, Uchino, & Schetter, 2014; 

Slatcher & Selçuk, 2017). Figure 4.2 illustrates how the actor, relationship, and partner might 

affect the actor’s health outcomes via the actor’s biological, psychological, and behavioral 

processes. To date, research has focused predominantly on how characteristics of the actor lead 

to biological, psychological, and behavioral processes within the actor, which in turn affect the 

actor’s health (Umberson & Montez, 2010). However, there is a growing literature on how 

characteristics of the relationship and the partner may also affect each of these processes enroute 

to predicting the actor’s health outcomes. 

Biological processes, which include physiological variables, are known to predict 

immediate and/or long-term health outcomes, such as those implicated in allostatic and 

restorative processes (see Robles et al., 2014, for a detailed review of biological processes 

linking relationships and health). Psychological processes include affective processes, social-

cognitive processes (e.g., appraisal), and attitudes/beliefs. Behavioral processes involve 

behavioral choices and habits that may affect health outcomes. Such behaviors can be health 

promoting, such as eating a balanced diet or engaging in physical activity, or health-

compromising, such as smoking. 
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In Figure 4.2, the double-sided arrows represent mutual effects between the actor, 

partner, and relationship, as well as between actor biological, psychological, and behavioral 

processes. Although the partner’s health does not appear in the model, it is assumed that the 

partner, relationship, and actor also affect the partner’s health via the same mechanisms. 

In the next two sections, we briefly review research showing that characteristics of the 

partner and/or relationship can affect the actor’s biological and psychological processes. 

However, because behavioral processes are an understudied pathway in the link between 

relationships and health (Robles et al., 2014), our primary focus will be to delineate how 

characteristics of the partner and relationship can affect the actor’s behavioral processes. In 

doing so, we not only review the empirical literature regarding this pathway, but also identify 

opportunities for additional empirical and theoretical work. 

[Insert Figure 4.2 Here] 

Figure 4.2 A Model Showing How the Actor, Relationship, and Partner Affect the Actor’s 

Health Through Biological, Psychological, and Behavioral Processes 

Actor Biological Processes 

Of the three processes featured in Figure 4.2, biological processes have received the most 

empirical attention to date (see Robles & Kiecolt-Glaser, 2003; Robles et al., 2014; Kiecolt-

Glaser, Gouin, & Hantsoo, 2010). Within this domain, research has focused on: (1) allostatic 

processes, which are “acute changes in stress-related hormones and immune measures” (Robles 

et al., 2014, p. 4) that are activated by environmental challenges, and (2) restorative processes, 

which return the individual back to his/her original state before facing further environmental 
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challenges (Robles & Carroll, 2011). Over time, the repeated activation of allostatic processes, 

such as cardiovascular reactivity, can erode multiple biological systems (Robles & Carroll, 2011) 

that trigger long-term health problems (Robles & Kiecolt-Glaser, 2003). Restorative processes, 

such as sleep and wound healing, return the individual to homeostasis once environmental 

challenges have ceased and, thus, are complementary to allostatic processes (Robles & Carroll, 

2011). 

Features of romantic relationships can affect both allostatic and restorative processes. For 

example, marital quality is associated with lower cardiovascular reactivity during relationship 

conflict, lower cortisol reactivity during couple interactions, and better immune system 

functioning, all of which are allostatic processes associated with the long-term quality of 

physical health (see Robles et al., 2014). Moreover, couples that display greater hostility during 

their interactions experience slower wound healing and higher inflammation (Kiecolt-Glaser et 

al., 2005). Slower wound healing prolongs the allostatic processes that combat infection and 

impedes an individual’s return to homeostasis (Robles & Carroll, 2011; Singer & Clark, 1999), 

and greater inflammation predicts earlier death in older adults (Ershler & Keller, 2000; Kiecolt-

Glaser et al., 2010). 

Some research indicates that certain characteristics of the partner are also related to 

allostatic and restorative processes in the actor. For example, individuals who have insecurely 

attached romantic partners show increased HPA reactivity (an allostatic process) in response to 

relationship conflict compared to those who have securely attached partners (Powers, 

Pietromonaco, Gunlicks, & Sayer, 2006). Moreover, individuals’ perceptions of their partners, 

such as how responsive they perceive their partners to be, predict restorative processes, such as 

the quality of sleep (e.g., Selcuk, Stanton, Slatcher, & Ong, 2016). 
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In sum, although research has not tested all of the biological processes linking actor, 

partner, and relationship characteristics to actor health outcomes, the strong connections between 

actor/partner/relationship characteristics and allostatic and restorative processes and between 

these processes and health indicate that this may be a central route through which relationship 

partners affect each other’s health outcomes. 

Actor Psychological Processes 

Psychological processes have also been hypothesized to mediate the effects of romantic 

relationships on health. Such processes encompass a wide array of variables, such as social-

cognitive processes, affective processes, and indicators of psychopathology and mental health 

(Pietromonaco et al., 2014; Robles et al., 2014; Uchino, 2006). Most prior research has focused 

on mental health (Robles et al., 2014). Given that depression and other mental health problems 

predict various diseases (Prince et al., 2007), these psychological characteristics most likely 

serve as key intervening processes that connect the effects of partners and relationships with 

actor health outcomes. For example, individuals whose partners are hostile or disagreeable are 

more likely to report depressive symptoms (cf. Marshall, Simpson, & Rholes, 2015), which may 

lead them to engage in unhealthy behaviors and have poorer health outcomes over time. In 

addition, psychological processes are related to biological processes, such as immune 

functioning (Kiecolt-Glaser, McGuire, Robles, & Glaser, 2002). The bi-directional arrows 

between psychological processes and behavioral processes and between psychological processes 

and biological processes shown in Figure 4.2 denote these interrelationships. 

Research has revealed that, among couples in which the actor is undergoing cardiac 

rehabilitation, having a partner who engages in more health-related supportive behaviors (e.g., 
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listening to the spouse’s concerns about protecting his/her health, encouraging the spouse to 

make healthy choices) predicts improvements in the actor’s mental health (Franks et al., 2006). 

Conversely, having a partner who engages in more controlling behaviors (e.g., reminding the 

spouse to take care of his/her health) predicts decreases in the actor’s mental health. For dyads in 

which the actor is diagnosed with a health condition, the partner’s perceptions of the 

controllability of the actor’s health condition predicts increases in the actor’s depressive 

symptoms (Karademas & Giannousi, 2013). For dyads in which the actor is a caregiver for a sick 

partner, the frequency of the partner’s illness symptoms (Ayotte, Yang, & Jones, 2010) and 

deteriorations in the partner’s health (Pruchno, Wilson-Genderson, & Cartwright, 2009) both 

predict increases in the actor’s depressive symptoms. 

Another way in which the partner and relationship may affect the actor’s health is 

through affective and attributional processes. Beyond depression and other mental health 

symptoms, affective and attributional processes mediate the association between relationship 

variables and health (Robles et al., 2014). For example, Laurent and Powers (2006) found that 

individuals who blame their partners for their negative behaviors during a stressful interaction 

have higher cortisol levels (for men) and slower rates of cortisol recovery (for women). In 

addition, couples that are more distressed exhibit more negative affect during interactions with 

each other (Heyman, 2001). Negative affect, in turn, is related to biological processes such as 

greater cardiovascular reactivity, which has deleterious consequences for long-term health 

(Robles & Kiecolt-Glaser, 2003). 

The partner and relationship may also impact the actor’s health through changes in the 

actor’s thoughts and feelings regarding certain health-relevant behaviors. Traditional models of 

health behavior have identified a broad array of psychological states that inform and guide 
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people’s behavioral decisions (see Conner & Norman, 2015; Rothman & Salovey, 2007; 

Sheeran, Klein, & Rothman, 2017). For example, the Theory of Planned Behavior (TPB; Ajzen, 

1985) posits that the actor’s attitudes (i.e., his/her positivity about a behavior), subjective norms 

(i.e., perceived social pressures regarding a behavior), and perceived behavioral control (i.e., 

one’s perceived ability to successfully engage in a behavior) predict the actor’s intentions, which 

subsequently predict his/her behavior. Health research examining the effect of attitude, norms, 

and self-efficacy constructs has found that these psychological characteristics reliably predict an 

array of health behaviors, although some constructs are stronger predictors than others 

(McEachan et al., 2016; Sheeran et al., 2016). 

When conceptualized within an interpersonal, dyadic approach, the psychological states 

identified in models such as the TPB may affect not only one’s own intentions and behavior, but 

also the intentions and behavior of one’s partner. For example, a partner’s attitudes, subjective 

norms, and perceived behavioral control regarding his/her own eating might predict the actor’s 

behavioral intentions and/or behavior. Testing this premise, Howland and colleagues (2016) 

examined the relative influence of both actor and partner beliefs on intentions to exercise. 

Above and beyond the actor’s attitudes, norms, and perceived behavioral control, they 

found that the partner’s perceived behavioral control of his/her own exercise predicted the 

actor’s exercise intentions. This finding illustrates the potential value of including the partner’s 

beliefs when modeling the actor’s beliefs and behaviors. However, the precise manner in which 

the partner’s beliefs affect the actor remains unclear. It could be that the partner’s beliefs 

influence the actor through the partner’s own exercise behaviors or through the partner’s 

statements or expressions about exercise. We return to this broader issue below. 
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Actor Behavioral Processes 

Behavioral processes have received less attention than psychological or biological processes in 

research on relationships and health outcomes (Robles et al., 2014). Nevertheless, the behavioral 

choices that individuals make on a daily basis should have a substantial effect on their quality of 

life, general well-being, and long-term health prospects. Indeed, in the United States, chronic 

diseases are the main cause of death and health behaviors such as tobacco use, poor diet, and 

physical inactivity represent the most prominent risk factors for chronic diseases (Bauer, Briss, 

Goodman, & Bowman, 2014). Why and how do romantic partners affect each other’s health 

behaviors? 

There are several reasons to believe that partners should affect actors’ health behavior. 

One reason is that romantic partners typically share living spaces and social environments that 

afford the opportunity to engage in healthy or unhealthy behaviors. Romantic partners are likely 

to share decisions about eating, substance use, sexual practices, and exercise. When they move in 

together, partners also have the opportunity to form routines regarding sleeping, oral hygiene, 

cooking, and other joint activities. Following cultural shifts during the past few decades, 

cohabitation is no longer restricted to marital relationships. According to the National Center for 

Health Statistics, 48% of women interviewed between 2006 and 2010 reported pre-marital 

cohabitation with a partner (Copen, Daniels, & Mosher, 2012). 

Another reason to anticipate that partners affect actors’ health behaviors is romantic 

partners often are invested in each other’s good long-term outcomes. As interdependence 

increases and “me” becomes “we”, partners have a vested interest in the actor’s health behaviors 

because the actor’s health outcomes may ultimately affect the partner. In the short term, the 
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actor’s unhealthy behaviors could make it more difficult for the partner to pursue his/her own 

health goals. In the long term, the actor’s unhealthy behaviors could result in health problems, 

meaning that the partner might need to become a caregiver. Romantic partners also care deeply 

about one another in most cases and often want what is best for each other. Thus, the partner not 

only has an opportunity to affect the actor via their shared environment, but also the motivation 

to promote the actor’s health and overall well-being by influencing the actor’s behaviors. 

Even though partners should affect actors’ health behaviors, research has not delineated 

the specific ways in which partners can and do affect or change such behaviors. For example, it 

is unclear whether partners intentionally try to change the actor’s health behavior using specific 

strategies or tactics, or whether the partner unintentionally affects the actor’s health behavior by 

modeling certain practices through her or his own health behavior. It is also unclear whether the 

process through which partners affect the actor’s behavior rely on initial changes in the actor’s 

beliefs. Given that the health behaviors that individuals in relationships engage in on a daily 

basis might exert a substantial effect on their long-term health, it is important to understand how 

partners affect actor’s behavioral processes. 

Dyadic Model of Partner Influence 

In order to conceptualize the different ways in which a romantic partner can affect the actor’s 

health behavior, we have developed a dyadic model of partner influence that depicts several 

distinct pathways (see Figure 4.3). The model illustrates how the partner’s health beliefs with 

respect to both him/herself and his/her partner (i.e., the actor) might affect measures of the 

actor’s psychological and behavioral processes, which in turn may affect the actor’s health 
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outcomes. In what follows, we discuss what is currently known about these different pathways. 

First, we delineate how the partner might influence the actor’s psychological processes (i.e., 

beliefs about his/her health) through enacting influence strategies and/or through the partner’s 

own engagement in certain health behaviors. Influence strategies are behaviors enacted by the 

partner with the intended goal of changing the actor’s behavior to be consistent with the partner’s 

beliefs regarding the actor or regarding what the actor should do. Second, we delineate how the 

partner might influence the actor’s behavioral processes (i.e., his/her health behaviors) through 

enacting influence strategies and/or through the partner’s own enactment of certain health 

behaviors. 

[Insert Figure 4.3 Here] 

Figure 4.3 A Dyadic Model of Partner Influence Illustrating Distinct Pathways Through Which a 

Partner’s Beliefs Can Influence an Actor’s Health Behavior 

Partner Influence Through Actor’s Psychological 
Processes 

How does the partner affect the actor’s psychological processes, such as the actor’s beliefs about 

his/her own health behavior? Returning to Maggie and Adam, Maggie’s beliefs about her 

behavior may predict her own health behavior, which, in turn, might elicit changes in Adam’s 

beliefs about his own behavior (partner beliefs  partner behavior  actor beliefs). Maggie’s 

beliefs about Adam’s health could also lead her to engage in strategies designed explicitly to 

change Adam’s beliefs (partner beliefs  partner influence strategies  actor beliefs). In both 

pathways, Adam’s beliefs should then predict his health-relevant behavior. 
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Partner Beliefs  Partner Behavior  Actor Beliefs 

The first route from the partner’s health beliefs to the actor’s beliefs may occur through the 

partner’s own health behavior. This route has two sub-paths: (1) how partner health beliefs 

predict the partner’s health behavior and (2) how the partner’s health behavior predicts the 

actor’s health beliefs. 

Partner Beliefs  Partner Behavior 

This initial step in the partner influence process is predicated on core assumptions that have 

guided intrapersonally focused research on health behavior (Conner & Norman, 2015), so we 

touch on it just briefly. There is abundant evidence that people’s health beliefs shape their own 

health behavior (e.g., McEachan et al., 2016; Sheeran et al., 2016). In a recent meta-analysis of 

studies examining associations between individuals’ beliefs and health intentions and behaviors, 

McEachan and colleagues (2016) found medium-sized correlations between attitudes and 

intentions and health behavior and small- to medium-sized correlations between norms and 

autonomy (a facet of perceived behavioral control) predicting health behavior. Similarly, in 

another recent meta-analysis of studies that experimentally changed partner beliefs, Sheeran and 

colleagues (2016) found that experimentally manipulated changes in attitudes, norms, and self-

efficacy led to medium-sized changes in intention and small- to medium-sized changes in 

behavior. 

Partner Behavior  Actor Beliefs 

There are several ways in which a partner could affect an actor’s beliefs about a given health 

issue. Imagine that Maggie has specific beliefs about her own healthy eating (e.g., “It is 
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important for me to eat healthy foods, and I want to eat healthier”) as well as beliefs about 

Adam’s healthy eating (e.g., “It is important for Adam to eat healthy foods, and I want Adam to 

eat healthier”). Maggie’s beliefs about her own healthy eating could motivate her to enact 

behaviors consistent with those beliefs, such as eating more vegetables at dinnertime and 

commenting on how delicious they are. Adam may then observe Maggie enjoying vegetables 

every evening and begin to think more positively about healthy foods. 

At least one dyadic study has investigated the role of partner communication with respect 

to this particular pathway. Manne, Kashy, Weinberg, Boscarino, and Bowen (2012) recruited 

couples in which both members were non-adherent with certain cancer screening guidelines and 

assessed their self-perceived risk of colorectal cancer, the perceived benefits and barriers to 

screening, their screening intentions, and the frequency with which they talked about screening. 

The partner’s perceived cancer risk predicted him/her discussing cancer screening with the actor 

more frequently, which in turn predicted increases in the actor’s screening intention. 

Interestingly, partners who thought more about the implications of their screening behavior for 

the relationship were also more likely to discuss screening with their spouse. One limitation of 

this study is that the investigators did not assess the extent to which the partner discussed 

screening because of his/her beliefs about the spouse. In other words, it is unclear whether the 

partner discussed screening because of beliefs about his or her own health or because of the 

partner’s beliefs about his/her spouse’s health. 

Partner Beliefs  Partner Influence Strategies  
Actor Beliefs 
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A second route from the partner’s health beliefs to the actor’s beliefs may occur through the 

partner’s use of influence strategies. This route is broken down into two sub-paths: (1) how 

partner health beliefs predict the partner’s use of influence strategies and (2) how the partner’s 

influence strategies affect the actor’s health beliefs. 

Partner Beliefs  Partner Influence Strategies 

Maggie’s beliefs about Adam’s eating could also motivate her to use specific influence strategies 

designed to change Adam’s beliefs about healthy eating. Research has identified several 

dimensions and categories that reflect the different influence strategies relationship partners can 

use to influence each other’s health behaviors. 

To date, most dyadic research has examined social influence at the level of social control 

and social support (e.g., Burkert, Knoll, Luszczynska, & Gralla, 2012; Franks et al., 2006; 

Franks, Wendorf, Gonzalez, & Ketterer, 2004; Hong et al., 2005). Social control typically is 

conceptualized as interpersonal interactions characterized by constraint, regulation, and influence 

(Franks et al., 2004; Lewis & Butterfield, 2007). For example, reminding the actor to protect 

his/her health or trying to influence the actor’s healthy choices fall under the umbrella of social 

control. Social support, on the other hand, is conceptualized as the emotional and instrumental 

assistance that relationship partners give to each other (Lewis & Rook, 1999). An example is 

listening to the actor’s concerns about his/her health, encouraging the actor to make healthier 

choices, or taking action to protect the actor’s health (Franks et al., 2004). In general, both social 

control and social support from relationship partners tends to be beneficial for health outcomes, 

although these effects are often moderated by the specific influence strategies that partners enact 
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to control or support the individual (Craddock, vanDellen, Novak, & Ranby, 2015; Uchino, 

2006). 

Several influence strategies that involve social control or social support have been studied 

in romantic relationships. Informed by previous social influence research, Lewis, Butterfield, 

Darbes, and Johnston-Brooks (2004) identified three dimensions on which these strategies differ: 

positive—negative, bilateral—unilateral, and direct—indirect (see also Lewis & Butterfield, 

2007). Positive strategies involve the use of rational logic, modeling, and positive reinforcement 

(e.g., complimenting the partner). Negative strategies involve attempts at inducing negative 

emotions in the actor by expressing negative emotions (e.g., making the actor feel guilty). 

Bilateral strategies reflect reciprocal actions of “give-and-take” between partners (e.g., 

bargaining with the actor). Unilateral strategies involve one-sided attempts to get the actor to 

change (e.g., stating how important the behavior change is). Direct strategies center on 

addressing the health behavior straightforwardly (e.g., asking the actor to change the behavior). 

Finally, indirect strategies reflect roundabout attempts to get the actor to change his/her behavior 

(e.g., hinting about positive behavior change). One example of an indirect strategy is invisible 

influence, which entails support intentionally provided by the partner that is not perceived by the 

actor (e.g., Bolger, Zuckerman, & Kessler, 2000; Girme, Overall, & Simpson, 2013; Howland & 

Simpson, 2010). The positive—negative and direct—indirect dimensions are consistent with 

distinctions made in research on communication in relationships (e.g., Overall, Fletcher, 

Simpson, & Sibley, 2009), whereas the distinction between bilateral—unilateral strategies is 

consistent with research on power and relationship satisfaction (Aida & Falbo, 1991). 

Partner beliefs do predict the partner’s enactment of specific influence strategies. 

Butterfield and Lewis (2002), for instance, found that, when partners are motivated to influence 
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the actor and feel capable of influencing the actor, they are more likely to try to influence the 

actor using various influence strategies. Specifically, the partner’s desire for the actor to change 

positively predicts greater use of positive, negative, direct, indirect, and unilateral strategies. The 

partner’s perception that change will be difficult positively predicts the use of more negative and 

indirect strategies. In addition, the more helpless the partner feels when trying to induce change 

in the actor predicts less frequent use of bilateral strategies and more frequent use of negative 

ones (Butterfield & Lewis, 2002). 

In a study investigating influence in same-sex relationships, Lewis et al. (2006) 

interviewed each member of the couple about the kinds of health behaviors they try to change in 

their partner, the influence strategies they use to change their partner’s behaviors, and their 

motivations for enacting certain strategies. The most frequently cited reasons (motives) for 

enacting influence strategies included family history, age/maturity, being HIV-positive, and 

relationship quality (e.g., wanting to spend more time together). Although Lewis and colleagues 

(2006) did not assess whether different motivations predicted the use of specific influence 

strategies, couples in their study were more likely to use positive social control strategies than 

negative social ones. 

Partner Influence Strategies  Actor Beliefs 

To date, research has not determined whether the partner’s enactment of certain influence 

strategies predicts changes in the actor’s beliefs as investigators have focused on whether 

influence strategies predict changes in the actor’s behavior. However, the partner’s use of 

influence strategies should be a central route through which the partner’s health beliefs impact 

the actor’s health beliefs. Research in other relationship domains has confirmed that some 
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influence strategies are more effective than others in changing the actor’s beliefs (e.g., Overall et 

al., 2009). For example, direct influence strategies may be more effective than indirect ones 

because direct strategies involve straightforwardly communicating about the belief. Positive 

direct influence strategies may be especially effective because, when the partner expresses 

positive emotions and frames an influence strategy in a positive way, the actor should be less 

resistant to persuasion (Overall et al., 2009). When a health issue is particularly severe, negative 

direct influence strategies are more effective over time, although uncomfortable in the short term 

(Overall et al., 2009). The reason for this delayed benefit is that negative direct strategies often 

provide information that partners may not enjoying hearing, but need to know in order to 

eventually change their behavior or view their health differently. 

By invoking the relationship, bilateral strategies can also be an effective way to change 

the actor’s health beliefs. Individuals in close romantic relationships experience cognitive 

interdependence as they include their partner in their own sense of self (Aron, Aron, Tudor, & 

Nelson, 1991) and perceive themselves less as individuals and more as a unit (Agnew, Van 

Lange, Rusbult, & Langston, 1998). When individuals consider the effects of their health 

behavior on their romantic partners, they may re-evaluate their health beliefs. This process, 

known as transformation of motivation, leads individuals to behave in ways that are best for their 

partner and their relationship instead of themselves (Agnew et al., 1998). One promising avenue 

for future research is to determine whether individuals who experience more interdependence are 

more likely to use bilateral influence strategies and whether bilateral influence strategies are 

more effective in changing actor beliefs than other kinds of influence strategies. 

Partner Influence on Actor’s Behavior 
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How does the partner affect the actor’s behavior? Returning to Maggie and Adam, Maggie’s 

beliefs should predict her own health behavior, which then might evoke changes in Adam’s 

health behavior (partner beliefs  partner behavior  actor behavior). Maggie’s beliefs about 

Adam’s health could also motivate her to engage in strategies intended to change Adam’s 

behaviors (partner beliefs  partner influence strategies  actor behaviors). In both pathways, 

partner health beliefs might affect actor health behavior without necessarily altering actor beliefs. 

Partner Beliefs  Partner Behavior  Actor 
Behavior 

The first route from the partner’s health beliefs to the actor’s behavior is through the partner’s 

behavior. This route contains two sub-paths: (1) how partner health beliefs predict the partner’s 

own health behaviors and (2) how the partner’s health behaviors predict the actor’s health 

behaviors. Since we have already discussed how partner health beliefs predict the partner’s own 

health behavior, we focus on the second sub-path. 

Partner Behavior  Actor Behavior 

There are two ways in which the partner’s own health behaviors could affect the actor’s health 

behaviors: (1) modeling the desired health behavior and (2) changing the local environment. To 

the extent that Maggie’s beliefs about healthy eating lead her to engage in healthier eating, her 

modeling of healthy eating behavior could yield changes in Adam’s behavior, regardless of 

whether that was Maggie’s original intent. In a review of research on how modeling affects 

eating behavior, Cruwys, Bevelander, and Hermans (2015) found that people not only use others’ 

eating as a guide for their own eating, but this behavioral response is motivated partially by 
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affiliation goals. Thus, romantic partners may model one another’s behavior just because they 

want to affiliate, without necessarily altering their beliefs about the importance of healthy eating. 

Maggie’s desire to behave in line with her beliefs about healthy eating could also 

motivate her to change her immediate environment in ways that support healthier eating. For 

example, Maggie might keep junk food out of the house, choose restaurants that have healthier 

options when she and Adam eat out, and pack healthy snacks when the two are traveling 

together. Adam may thus be more inclined to eat healthier simply because his environment 

affords the opportunity, not because he has changed his beliefs. All of these behaviors are based 

on Maggie’s beliefs about the importance of her own healthy eating, yet they result in Adam 

eating more healthfully. 

Despite clear evidence that romantic partners are concordant on many health behaviors 

(Meyler et al., 2007), only a few studies have tested whether concordance is due to the fact that 

people form relationships with similar others (i.e., assortative mating) or whether partners 

influence the actor’s health beliefs and behaviors via modeling, environmental affordances, or 

the enactment of influence strategies. Although there is evidence for initial similarities in health 

behaviors due to assortative mating (e.g., Bove et al., 2003; Jackson, Steptoe, & Wardle, 2015), 

there is also evidence of behavior change due to the effect of partners. In one longitudinal study, 

when the partner changed to a healthier behavior, the actor was also more likely to make a 

positive health behavior change than if the partner did not make a healthy behavior change 

(Jackson et al., 2015). However, the reasons for the actor’s health behavior changes were not 

assessed in these studies. Additional research needs to determine the extent to which the 

partner’s behavioral modeling versus the use of influence strategies affect concordance rates 

across different health behaviors enacted by romantic partners. 
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Partner Beliefs  Influence Strategies  Actor 
Behavior 

The second route from the partner’s health beliefs to the actor’s health behavior is through the 

partner’s use of influence strategies. This route has two sub-paths: (1) how partner health beliefs 

predict the partner’s use of influence strategies and (2) how the partner’s influence strategies 

predict the actor’s health behavior. Since we have already discussed how partner health beliefs 

predict the partner’s use of influence strategies, we will focus on the second sub-path. 

Influence Strategies  Actor Behavior 

Several studies have tested the impact that partner influence strategies have on the actor’s 

behavior. Prior studies have focused primarily on the effectiveness of different influence 

strategies in changing actor behavior, and little if any research has examined whether influence 

strategies also elicit changes in actor’s beliefs. 

Franks and colleagues (2006) investigated whether the partner’s provision of health-

related social support and social control predicted health behavior among patients undergoing 

cardiac rehabilitation. Partner’s reports of the amount of social support they gave during or soon 

after cardiac rehabilitation predicted more health-promoting behaviors by actors 6 months later. 

In contrast, partner’s reports of their amount of social control predicted decreases in health-

promoting behaviors in actors over time. 

Social support that is specific to a given health behavior may be especially effective in 

influencing actors’ behavior. To test this premise, Burkert et al. (2012) assessed the role of the 

partner in predicting pelvic-floor exercises in prostate-cancer patients following radical 
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prostatectomy. They found that partner reports of providing more pelvic-floor exercise-specific 

support predicted more frequent pelvic-floor exercises by actors. Not surprisingly, partner 

reports of engaging in more social control negatively predicted actors’ pelvic-floor exercise. In 

addition, Darbes and Lewis (2005) found that partners who received higher levels of HIV-

specific social support from each other engaged in less HIV risk behavior, both at baseline and 6 

months later. 

Lewis and Butterfield (2007) also investigated the effect of social control strategies on 

health-promoting behaviors. In this study, each spouse identified the health behaviors that she/he 

was attempting to influence the actor (their mate) to change. Each spouse was then interviewed 

about the social control situations, his/her own attempts to influence the spouse’s behavior, and 

his/her behavioral reactions to the partner’s influence attempts. The partner’s use of more 

frequent positive, direct, and bilateral social control strategies predicted more health-promoting 

behavioral reactions in the actor (i.e., how much the actor changed his/her behavior in the 

direction the partner wanted) . When partners used these strategies more frequently, actors were 

more likely to respond to the influence attempt by doing what their spouses wanted or changing 

their behavior to align it with what their spouses wanted. 

Future Research Directions and Considerations 

In this chapter, we have enumerated several different ways in which partner beliefs can affect the 

actor’s psychological and behavioral processes linked to the actor’s long-term health outcomes, 

which is one important component contributing to general well-being. Although several sub-

paths of the dyadic model of partner influence shown in Figure 4.3 have been investigated, all of 
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the pathways need to be tested together to more fully understand how partner beliefs affect actor 

health outcomes. 

To properly test the pathways in the model, investigators need to design studies that: (1) 

are longitudinal; (2) assess partner and actor reasons for engaging in certain health behaviors and 

influence strategies; and (3) consider potential moderators within the model, such as features of 

the actor, the relationship, and the health behavior in question. Partners have many opportunities 

to affect each other’s health beliefs and behavior starting early in the relationship, so sometimes 

influence effects may have occurred before they are measured in studies. For example, Maggie 

might have affected Adam’s eating behavior when they first started living and grocery shopping 

together. In such cases, one may not detect partner effects because the partner has already 

changed the actor. Changes in actor’s beliefs may also have occurred after behavior change. For 

example, Adam might be engaging in healthier eating without believing that it is important, but, 

over time, his beliefs might eventually shift following his behavior change (e.g., “I must like 

healthy foods because I eat them all the time”). Study designs need to differentiate between these 

two types of effects. 

As reviewed in this chapter, several studies have examined sub-paths within the different 

routes from partner beliefs to actor behavior in the model. However, future research needs to 

assess the beliefs and behavior of both the partner and the actor to fully examine these paths and 

understand exactly how partners affect actors. For example, Manne and colleagues (2012) found 

that the partner’s perceived cancer risk predicted the degree to which he discussed cancer 

screening with the actor (his wife). However, because Manne and colleagues did not measure the 

motivations for discussing cancer screening, we do not know whether men did so because of 

their beliefs about their own cancer risk, because of their beliefs about the actor’s possible cancer 
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risk, or both. To understand whether the partner is actively trying to influence the actor or 

whether the partner is merely engaging in a specific behavior because of his/her own beliefs, it is 

essential to understand the motivations and reasons underlying the behavior. 

With regard to the specific behavior, it is also important to determine whether and the 

extent to which the current romantic partner is the sole source of social “influence” on the actor. 

Are there other social partners that also affect the actor’s health behaviors? The actor’s friends 

may be especially important to consider for behaviors such as eating (Howland, Hunger, & 

Mann, 2012). Individuals are more likely to model the eating behavior of people who are similar 

to them and/or with whom they are trying to affiliate (Cruwys et al., 2015). If so, friends may be 

more likely to affect an individual’s eating behavior than other social partners do, perhaps 

including the current romantic partner. Finally, it is also important to emphasize the recursive 

nature of the associations in the model. For example, the actor’s health ought to influence the 

partner’s relationship satisfaction (e.g., Zhou et al., 2011), which is likely to feed back into the 

model as a moderator on the effectiveness of the partner’s influence strategies, and so on. In 

addition, given the reciprocal associations between partners over time, it also is important to 

factor in time with respect to the behavior and relationship (e.g., when did the behavior start, 

when did partner influence begin, when did changes in relationship satisfaction occur over time). 

Implications of the Dyadic Model of Partner Influence 
for Well-Being 

In addition to properly testing the paths of the model, it is also important for future research to 

consider consequences of partner influence for other aspects of well-being, such as self-efficacy 

and positive affect. For example, research on invisible influence shows that whereas providing 
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direct, visible support to the partner can reduce their autonomy and self-efficacy, providing 

indirect, invisible support can boost self-efficacy (Howland & Simpson, 2010). Thus, some types 

of influence strategies may be more likely to benefit aspects of well-being beyond physical 

health. Influence strategies that are able to boost aspects of subjective and psychological well-

being may be more effective in promoting lasting change in an individual’s health behavior. 

Another factor implicated in most paths of the dyadic model of partner influence is 

motivation. In order for influence to occur, partners must be motivated to either try to influence 

the actor (partner beliefs  partner influence strategies) or to engage in health behaviors for their 

own sake (partner beliefs  partner behavior). In addition, actors must be motivated to change 

their own health behavior in order for the changes to stick. Motivation on both the part of the 

actor and partner could be intrinsic or extrinsic in nature (Ryan & Deci, 2000). Research shows 

that intrinsic motivation (engaging in a behavior because of the positive feelings resulting from 

the behavior itself; Ryan & Deci, 2000) is linked to both well-being and long-term positive 

health outcomes (Kasser & Ryan, 1996; Ng et al., 2012). Extrinsic rewards generally decrease 

intrinsic motivation (Deci, Koestner, & Ryan, 1999). 

If Maggie is motivated to influence Adam because of the positive feelings she derives 

from trying to support Adam (i.e., intrinsic motivation); Maggie may be more likely to use 

influence strategies that are positive (rather than negative); and Maggie also may be more willing 

to continue trying to support Adam over time. With regard to the actor, if Adam is motivated to 

engage in the behavior in order to receive praise from Maggie or to avoid criticism from Maggie 

(i.e., extrinsic motivation), he may be less likely to maintain the health behavior change over 

time. Ultimately, it is important to consider the effects of dyadic influence on well-being, as 

different effects of the partner’s influence on the actor’s self-efficacy or motivation could 
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determine whether the change in health behavior will be fleeting or permanent. This example 

also illustrates the value of adopting a dyadic perspective, as the motivation of both the partner 

and actor are important determinants of long-term behavioral change. 

Conclusion 

Research has established that romantic relationships predict important long-term health and well-

being outcomes (Holt-Lunstad et al., 2010; Kiecolt-Glaser & Newton, 2001; Rendall et al., 

2011). Building on this foundation, researchers have started to investigate how features of the 

actor, the partner, and their relationship affect the health of actors via biological, psychological, 

and behavioral processes (Kiecolt-Glaser et al., 2010; Robles et al., 2014; Uchino, 2006; Uchino, 

Cacioppo, & Kiecolt-Glaser, 1996). Although research has shown that partners do affect each 

other’s health outcomes, we still need to better understand the processes through which partner 

influence occurs within relationships in order to inform future research on how the partner may 

be “harnessed” to improve individuals’ health and well-being outcomes. 
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1 Given that most research reviewed in this chapter measures physical quality of life 

subjectively, “physical quality of life” refers to subjective measures of physical quality of 

life unless otherwise noted. 
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