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ABSTRACT 

In this study, equity theory and relationship maintenance were employed as the 

framework through which couples’ perceptions of and use of diet- and exercise- related 

social influence strategies were examined.  Additionally, this research investigated 

whether people’s perceptions of social influence were associated with their health 

maintenance behaviors and relationship quality, as well as whether their perceived diet- 

and exercise-related support from the partner moderated these associations.  Finally, 

individuals’ motivation to use influence strategies to encourage their partners to be 

healthier was also be evaluated.  This study included a sample of 192 cohabiting or 

married couples.  The results of the Actor Partner Interdependence Models indicated that 

actors’ perceived relationship maintenance and control mutuality were positively 

associated with their perceptions of positive influence strategies from the partner.  

Additionally, actors’ perceived positive influence strategies from their partners were 

associated with greater health maintenance and relationship satisfaction, with the inverse 

being true for actors’ perceived negative influence strategies from their partners.  

Individuals’ reports of using social influence strategies varied depending on their various 

motivations for using social influence strategies (i.e., perceived partner ability and 

willingness to change, reasons for using social influence, and reasons for not using social 

influence).  Finally, individuals reported engaging in more health maintenance behaviors 

when they also perceived more positive social influence and more diet- and exercise-

related support from their partners.  These results suggest that relationship functioning is 

related to individuals’ perceptions of influence strategies from the partner, which are also 
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associated with individuals’ health maintenance behaviors and relationship quality.  

Consequently, romantic relationships appear to be an important context in which to 

examine diet- and exercise-related social influence strategies.   
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CHAPTER 1 

INTRODUCTION 

Examining Diet- and Exercise-Related Communication in Romantic Relationships: 

Associations with Health and Relationship Quality 

Relationship research suggests that relationships with others, specifically those 

with the romantic partner, might be linked to health in several ways.  Whereas some 

research indicates that being in a close relationship is important for individuals’ health 

and well-being (Cohen, Gottleib, & Underwood, 2000), and that receiving effective 

social support from the partner can promote physical health (e.g., House, Landis, & 

Umberson, 1988; Kiecolt-Glaser & Newton, 2001; Robles & Kiecolt-Glaser, 2003), when 

it comes to engaging in health enhancing behaviors, other research suggests that one’s 

relational partner might serve as a source of health-related social influence (Butterfield & 

Lewis, 2002; Lewis & Butterfield, 2007; Lewis, Butterfield, Darbes, & Johnston-Brooks, 

2004) or motivation (Dailey, Richards, & Romo, 2010).  Understanding the extent to 

which partners’ supportive and influential communication is associated with individuals’ 

diet and exercise behaviors is important given the continuously rising obesity rate in the 

U.S. (Flegal, Carroll, Ogden, & Curtin, 2010).  Obesity is clearly related to lifestyle 

factors such as diet and exercise, and is associated with numerous comorbidities, 

including type 2 diabetes, hypertension, certain cancers, and cardiovascular diseases, all 

of which are associated with mortality among men and women (Poirier et al., 2006).  

Examining couples’ diet- and exercise-related communication is especially salient 

given that assortative mating is relatively common among overweight and obese 
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individuals (i.e., people similar in weight status are likely to get married; Hebebrand et 

al., 2000).  Further, communication about weight has the potential to negatively impact 

relationships by inducing relationship strain, conflict, or withdrawal among partners 

(Ledyard & Morrison, 2008).  Although some research on weight in relationships 

examines individuals’ positive and negative influences upon their partners’ health 

behaviors (e.g., exercise versus eating pizza with the partner), this study focuses on the 

extent to which partners’ perceptions of and use of diet- and exercise-related social 

influence and support are positively associated with their health behaviors and 

relationship quality.   

In this study, health behaviors are conceptualized as individuals’ diet- and 

exercise-related health maintenance behaviors.  Diet is defined in terms of eating 

behaviors (e.g., limiting fat, sugar, and salt in foods; tracking nutritional content in foods 

eaten, etc.), as well as the extent to which individuals limit caffeinated, alcoholic, or 

sugar-filled beverages.  Beverages are included because some beverages contain a 

significant amount of calories and fat, which contributes to weight gain (e.g., some 

Starbucks ® coffee drinks can include more than 400 calories and 20 grams of fat; 

www.starbucks.com).  Finally, exercise behaviors are defined as going for walks/hikes, 

getting aerobic exercise almost daily, and so forth.  

In general, studies examining health-related social influence among partners 

(Butterfield & Lewis, 2002; Lewis et al., 2004; Lewis & Butterfield, 2007) typically lack 

a theoretical rationale beyond the inherent influence potential among romantic partners; 

however, this research indicates that social influence in relationships includes an element 
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of reciprocity (Miller & Bostner, 1988), a feature of equity theory.  Given that 

relationship maintenance is often grounded in equity theory (Canary & Stafford, 1992; 

Stafford & Canary, 1991), this study employs equity theory and relationship maintenance 

as the framework through which diet- and exercise-related social influence will be 

examined.  Based on cross-sectional research on equity and relational maintenance, 

researchers argue that couples who engage in equitable relationship maintenance are 

more satisfied in relationships, whereas couples whose relationship maintenance is 

inequitable are less satisfied in their relationships (Canary & Stafford, 1992; Stafford & 

Canary, 2006).  This research aims to investigate whether couples who perceive more 

equitable relationship maintenance (i.e., have better functioning relationships) also 

perceive more positive diet- and exercise-related social influence from their partners, 

given their partners’ general interest in maintaining the relationship.  Additionally, this 

research will examine whether people’s perceptions of social influence are associated 

with their health maintenance and relationship quality, as well as whether their perceived 

diet- and exercise-related support from the partner moderates these associations.  Finally, 

individuals’ motivation to use influence strategies to encourage their partners to be 

healthier will also be evaluated.  

Relationship Functioning 

 Equity Theory. Equity theory stems from social exchange theory (SET; Thibaut 

& Kelley, 1959), which suggests that partners rationally weigh rewards and costs in 

relationships and stay in relationships when they perceive that the rewards associated 

with their relationship exceed the costs associated with the relationship.  Similar to SET, 
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equity theory posits that partners rationally weigh their outcomes relative to their inputs 

in relationships.  That is, partners evaluate the rewards that they receive from the 

relationship compared to the costs of investing in the relationship (Traupmann et al., 

1981).  On a basic level, in romantic relationships, one partner’s inputs (i.e., costs) are 

effectively outcomes (i.e., rewards) for the other partner (Canary & Stafford, 1992).  

There are relational circumstances that might not follow this pattern, however, including 

mutually rewarding behaviors (e.g., affectionate behaviors) or investment that is not 

rewarding for either partner (e.g., destructive conflict behaviors).   

Much of the research on equity in romantic relationships is focused on the 

household division of labor in dual-earner marriages (Bartley, Blanton, & Gilliard, 2005), 

intimacy or sexuality (Larson, Hammond, & Harper, 1998; Sprecher, 1998), emotion 

(Guerrero, La Valley, & Farinelli, 2008), exchange or equity in relationships in general 

(Buunk & Schaufeli, 1999; Traupmann, Petersen, Utne, & Hatfield, 1981; Utne, Hatfield, 

Traupmann, & Greenberger, 1984), or on equity and relationship maintenance behaviors 

(e.g., whether individuals in equitable relationships engage in more positive relationship 

maintenance strategies than individuals in inequitable relationships; Canary & Stafford, 

1992; Dainton & Gross, 2008; Ledbetter, Stassen, Muhammad, & Kotey, 2010; Ragsdale, 

1996; Stafford, & Canary, 1991).  The current study will extend the research on equity 

and relational maintenance to consider the extent to which these elements of relationship 

functioning are associated with health-related social influence in romantic relationships, 

thereby contributing to scholars’ understanding of equity and relationship maintenance 

within the context of couples’ health.     
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Equity theory is based on the principle of “distributive justice” (Deutsch, 1985), 

or fairness, and argues that partners compare their outcome-input ratios to each other.  

The equity of these ratios reflects the equity within the relationship (Walster, 1975).  

Whereas relational equity occurs when partners have similar outcome-input ratios, 

relational inequity occurs when partners have disproportionate outcome-input ratios.  

Specifically, people who perceive that they receive fewer outcomes relative to inputs are 

relationally underbenefited and people who perceive that they receive greater outcomes 

relative to inputs are relationally overbenefited.   

Individuals in inequitable relationships (either under- or overbenefited) are 

typically less content (Hatfield et al., 1985) and less secure (Utne et al., 1984) in their 

relationships than individuals in equitable relationships.  Humans have innate 

expectations for reciprocity in interpersonal relationships (Buunk & Schaufeli, 1999); 

therefore, according to equity theory, partners’ outcomes should be maximized in 

equitable relationships (i.e., partners who have similar output-input ratios likely have the 

most rewarding relationships; Hatfield, Traupmann, Sprecher, Utne, & Hay, 1985).  

Because people seek to maximize their relational outcomes (Kelley, 1979), when there is 

inequity in relationships, partners often experience distress (Walster, Berscheid, & 

Walster, 1973).  To reduce such feelings of distress, partners strive to restore equity in 

their relationship in a variety of ways, including adjusting their inputs (Walster et al., 

1973), which might involve changing their relationship maintenance behaviors.   

Relationship Maintenance. Research indicates that there is a strong 

correspondence between partners’ perceptions of relational maintenance strategies and 
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individuals’ reports of engaging in these relational maintenance strategies (Canary & 

Stafford, 1992).  This correspondence suggests that individuals recognize the use of 

relationship maintenance behaviors by the partner, are able to detect the relative equity of 

their partners’ behaviors compared to their own, and then adjust their maintenance 

strategies accordingly.  In other words, if one partner feels he or she is working harder to 

maintain a relationship than the other partner, he or she might attempt to restore 

relationship equity by employing fewer relationship maintenance strategies.  Indeed, 

perceived relationship equity is a salient contributor to individuals’ use of and perception 

of relationship maintenance strategies (Canary & Stafford, 1992).  People in equitable 

relationships report the greatest use of positive relationship maintenance behaviors 

(Messman, Canary, & Hause, 2000), and generally report greater relationship satisfaction 

compared to people in inequitable relationships (Stafford & Canary, 2006). 

Relationship maintenance strategies also contribute to interactional components of 

relationships, such as control mutuality, or the extent to which partners agree regarding 

who is responsible for making decisions about relational goals and behavioral routines 

(Canary & Stafford, 1992).  That is, partners’ perceptions of more positive relational 

maintenance strategies are also associated with their perceptions of more collaborative 

control mutuality in their relationships (i.e., partners make decisions together).  Similarly, 

it is possible that individuals’ perceptions about relationship maintenance strategies 

would apply to other interactional situations in relationships, including diet- and exercise-

related social influence strategies. 
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Individuals’ use of relationship maintenance strategies, particularly those that are 

positive, indicates that they are invested in or committed to their partners and wish to stay 

in their relationships (Canary & Stafford, 1992).  When one partner wants to continue a 

relationship with an overweight (i.e., unhealthy) partner, it is possible that he or she 

employs diet- and exercise-related social influence in an attempt to contribute to his or 

her relational investment or security by encouraging the partner to engage in healthier 

behaviors.  Consequently, in addition to regularly engaging in relationship maintenance 

behaviors, it is likely that individuals in equitable relationships also employ social 

influence behaviors to ensure that their partners are healthy, thereby contributing to the 

security of their relationships.  Along these lines, some research indicates that partners’ 

use of social influence tactics is associated with relational equality (Butterfield & Lewis, 

2002); however, this research does not examine these social influence tactics in 

conjunction with relationship maintenance behaviors.  

 Similar to relationship maintenance strategies, health-related social influence is 

an ongoing experience in relationships (Lewis & Butterfield, 2007).  Given that equitable 

relationships include more positive relational maintenance strategies (Messman et al., 

2000), it is possible that people in more equitable, better functioning relationships would 

also perceive and engage in more positive diet- and exercise-related social influence with 

the partner.  Consequently, this research aims to understand more about couples’ diet- 

and exercise-related social influence in conjunction with relationship equity and 

maintenance.   
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Weight Status. Research addressing the potential for partners to influence each 

other’s diet and exercise behaviors is important given that the proportion of overweight 

and obese adults continues to grow in the United States, with 68% of adults being 

categorized as overweight or obese (Flegal et al., 2010).  Moreover, as stated previously, 

obesity is associated with a host of significant health issues (Poirier et al., 2006), but can 

be reduced by adjusting lifestyle factors including diet and exercise (Miller, Koceja, & 

Hamilton, 1997).  It is reasonable to assume that for some overweight people, managing 

or losing weight is a constant struggle.  Because romantic relationships are important 

contributors to health and well-being (Robles & Kiecolt-Glaser, 2003), individuals’ 

weight concerns and struggles might become a relational issue.   

Indeed, research on weight in relationships indicates that individuals’ relationship 

satisfaction is associated with their partners’ weight status (Meltzer, McNulty, Novak, 

Butler, & Karney, 2011; Sheets & Ajmere, 2005) and that partners are more likely to 

monitor and restrict (i.e., influence) each others’ diets when they are dissatisfied with 

each others’ appearance (Markey, Gomel, & Markey, 2008).  The extant research in this 

area does not typically address when these overweight partners gained weight, however.   

Whereas one’s overweight status might be less of an issue if he or she was 

overweight at the beginning of a relationship, if this person becomes overweight during 

the course of a relationship, this weight gain could become a source for relationship 

conflict and/or dissatisfaction.  In other words, if an individual is overweight at the 

beginning of a relationship, his or her partner chose to initiate and continue the 

relationship regardless of this person’s weight status; therefore, in this case, having an 
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overweight partner should not be considered a relational cost.  Alternately, if an 

individual was not overweight at the beginning of a relationship, but became overweight 

over the course of a relationship, his or her partner might consider this weight gain to be a 

relational cost.  Consequently addressing when overweight partners gained weight and 

the types of diet- and exercise-related communication that partners engage in might 

explain more about the context in which diet- and exercise-related social influence occurs 

in relationships. 

Diet- and Exercise-Related Social Influence 

In general, communication about health is an important aspect of romantic 

relationships.  Couples often discuss their health with each other, especially when they 

are faced with a chronic illness (e.g., rheumatoid arthritis; Manne & Zautra, 1990), when 

they are discussing sex or reproductive health (Keller, 1996), or when they are seeking 

social support from each other (Mermelstein, Cohen, Lichtenstein, Baer, & Kamarck, 

1986; Weihs, Enright, & Simmens, 2008); however, the research on communicating 

about diet and exercise in relationships is still relatively limited.  Some research indicates 

that partners often make comments about each other’s weight and appearance (Sheets & 

Ajmere, 2005) and discuss dietary preferences with each other (Bove, Sobal, & 

Rauschenbach, 2003).  Other research addresses message design more specifically, 

indicating that people are motivated to be healthier when their partners use confirming 

(i.e., accepting and challenging) messages (Dailey et al., 2010), and that people engage in 

healthier eating habits when they have similar (i.e., confirming) communication styles to 

their partners (Dailey, Romo, & Thompson, 2011).  This study aims to build upon the 
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current research on diet- and exercise-related communication in relationships, by (a) 

providing information about the who initiates diet- and exercise-related discussions, the 

frequency with which these discussions occur, and the topics that are discussed, as well 

as (b) focusing on whether partners’ diet- and exercise-related social influence is 

associated with their health behaviors and relationship quality.  

Social Influence and Health. Research on social influence, diet, and exercise 

generally suggests that social influence can foster healthy diet and exercise behavior 

changes.  A meta-analysis of social influence and exercise indicates that exposure to 

social influence accounts for some of the variance in people’s adherence to and 

compliance with exercise recommendations (Carron, Hausenblas, & Mack, 1996).  

Specifically, with regard to relational influence, this meta-analysis indicated that family 

support was positively related to individuals’ attitudes about exercise and compliance 

behavior (Carron et al., 1996).  Other research indicates that the theory of planned 

behavior, a theory of social influence, effectively explains individuals’ behavior change 

from living a sedentary (i.e., inactive) lifestyle to adopting an exercise regimen of 

engaging in exercise at least three times per week (Godin, 1993).  Similarly, one study 

found that after people attended a health promotion clinic, elements of the theory of 

planned behavior accounted for 43% of the variance in their healthy eating intentions at 

the time of the clinic, accounted for 20% of the variance in their healthy eating intentions 

at a 6-year follow-up, and accounted for 9% of the variance in their actual healthy eating 

behaviors at the 6-year follow-up (Conner, Norman, & Bell, 2002).  Together, this 

research suggests that it is possible for people to change both their exercise and dieting 



! 25!

behaviors to be healthier as a result of social influence; however, these studies did not 

consider the effect of influence from romantic partners in general, nor did it consider the 

influence interactions between these partners, more specifically.   

In contrast, the research addressing social influence in relationships (which will 

be addressed in the following section) does not often measure individuals’ health 

behaviors in conjunction with their perceptions of social influence from their partners.  

Whereas similarity in partners’ communication styles and partners’ use of confirming 

communication are both associated with individuals engaging in healthier eating 

behaviors, this information does not address influence specifically (Dailey et al, 2010; 

Dailey et al., 2011).  Moreover, individuals’ reports of positive influence from the partner 

were associated with engaging in more health enhancing behaviors (Lewis & Butterfield, 

2007).  However, these healthy behaviors were not limited to diet and exercise 

specifically.  Consequently, this research builds upon the previous research on social 

influence and health to examine diet- and exercise-related social influence and health 

maintenance behaviors within a relational context. 

Social Influence in Relationships. Examining the potential influence that 

relational partners have upon each other’s eating and exercise behaviors is important 

given the inherent interdependence among individuals in romantic relationships.  

Romantic partners often serve as a source of health-related influence for each other, and 

have the potential to stimulate mutual health behavior change (Lewis & Rook, 1999; 

Umberson, 1992).  Whereas some research suggests that individuals generally perceive 

their partners to have a significant, positive influence upon their health, encouraging them 
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to maintain healthy eating habits and participate in physical activities (Markey, Markey, 

& Gray, 2007), other research suggests that partners may influence each other in an 

unhealthy manner.  Specifically, one study indicated that three years after couples got 

married 26 wives and 29 husbands reported gaining weight whereas only 13 wives and 13 

husbands reported losing weight (Craig & Truswell, 1990).  One reason people might 

gain weight in cohabiting and married relationships is that after moving in together, they 

often align their eating habits with those of their partner (Bove et al., 2003).  That is, they 

might influence each other’s eating habits by deciding what to eat and preparing meals 

together more often (Anderson, Marshall, & Lea, 2004).  

Not all couples experience dietary convergence, however.  Some couples 

consistently disagree when it comes to their eating preferences.  When couples 

experience discrepancies in food preference, it can lead to conflict, particularly when 

these discrepancies are related to health and body weight concerns (Bove et al., 2003).  

Food-related conflicts occur most often between people who do not share the same 

philosophy about eating, or who claim to have a healthy eating philosophy but engage in 

unhealthy eating behaviors (Bove et al., 2003).  In these cases, individuals with a healthy 

eating philosophy are often motivated to change their partners’ diets to include more 

healthy, and less unhealthy foods, and they use shared mealtimes as opportunities to 

influence their partner’s eating behaviors (Bove et al., 2003).  Indeed, one study found 

that mixed weight couples (i.e., one overweight partner and one healthy weight partner) 

who eat together more frequently report greater conflict in their relationship (T. J., Burke, 
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Randall, Corkery, Young, & Butler, 2012), suggesting that one partner might be 

commenting on the other partner’s eating habits in a way that increases conflict.    

Partners comment about eating habits and weight somewhat frequently in 

relationships.  One study found that almost 40% of participants reported making weight-

related comments to or receiving weight-related comments from their partners (Sheets & 

Ajmere, 2005).  This finding is consistent with research suggesting that most men and 

women attempt to regulate their partners’ eating behaviors at some point (Markey et al., 

2008), possibly by discussing their eating habits.  These weight-related comments and 

attempts at diet regulation seem to be primarily directed at overweight partners, however.  

Individuals report a greater likelihood of regulating partners’ eating behaviors when their 

partners have a high body mass index (BMI) and when they are dissatisfied with their 

partners’ bodies (Markey et al., 2008), probably because they want their partner to adopt 

healthier eating behaviors. 

Although people might encourage their partners to end health-compromising 

behaviors, especially when it comes to deleterious behaviors such as substance abuse, 

Butterfield and Lewis (2002) argue that they generally attempt to influence their partners 

to initiate health-enhancing behaviors.  When it comes to promoting health-enhancing 

behaviors, people are most likely to report that they want their partners to eat healthier 

foods and to exercise more frequently (Lewis & Butterfield, 2007).  Accordingly, 

partners probably focus on encouraging each other to engage in healthy diet and exercise 

behaviors.  Indeed, individuals generally perceive their romantic partners to have the 

most influence over their eating behaviors and physical activity compared to other health 
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behaviors, such as medical treatment and sleep (Markey et al., 2007).  Individuals’ 

perceptions of diet- and exercise-related social influence from the partner are also linked 

to BMI and physical activity.  Specifically, people with a higher BMI perceive more 

eating-related influence from the partner, and people who engage in less physical activity 

perceive more exercise-related influence from the partner (Markey et al., 2007), again 

illustrating partners’ focus on overweight or out of shape partners.  Given that individuals 

are able to identify when their partners are using such social influence attempts, it is also 

important to understand their responses to these social influence attempts.  

Theoretically, using health-related social influence demonstrates individuals’ 

commitment and desire to maintain their partners’ health, and ultimately sustain their 

relationship.  In making health-related social influence attempts, people typically employ 

positive, rather than negative comments (Markey et al., 2007) and influence tactics 

(Butterfield & Lewis, 2002; Lewis & Butterfield, 2007).  Employing positive comments 

and influence tactics should be more effective, given some research indicating that 

individuals’ use of negative influence tactics does not result in their partners engaging in 

healthier behaviors (Lewis & Rook, 1999).  Indeed, individuals report engaging in more 

health enhancing behavioral reactions to positive social influence from their partners 

(Lewis & Butterfield, 2007).  In addition to enhanced health, there is some evidence that 

positive influence tactics are also related to relationship quality.  Specifically, people who 

perceive more positive health influence behaviors from the partner also report being in 

more loving, understanding, and harmonious relationships (Markey et al., 2007).  Health-
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related influence behaviors from the partner are not often studied in conjunction with 

relationship quality, however. 

One study that addressed the influence of couples’ weight-related comments on 

their relationship satisfaction found that women told to lose weight and men told to gain 

weight report significantly lower relationship satisfaction than other women and men in 

the study (Sheets & Ajmere, 2005).  This finding suggests that direct communication 

about weight might not be well received.  Whereas research on social influence in 

relationships generally indicates that positive social influence strategies are associated 

with positive health and relationship quality outcomes, negative or unwelcome 

communication about diet and exercise could adversely affect individuals’ relationship 

quality and health.   

Navigating communication about diet and exercise could be challenging for 

couples given the possible face threats associated with discussing a sensitive topic such 

as partners’ diet and exercise behaviors.  Whereas people might not be able to change 

some health circumstances (e.g., cancer), in theory, they should be able to adjust their 

diet and exercise behaviors to address weight problems.  Thus, when individuals attempt 

to communicate about or engage in social influence strategies relative to their partners’ 

diet and exercise behaviors, they risk threatening their partners’ self-image, or face, in a 

manner that could negatively influence their relationship quality.  Consequently, it is 

important to identify the relational circumstances that might affect individuals’ 

motivation to employ, or not to employ, social influence strategies to encourage their 

partners to be healthier.  
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Motivation to Use Social Influence 

Ability and Willingness. There are several reasons why partners might be 

motivated to use social influence strategies to encourage each other to be healthier.  One 

reason is a perception that the partner is able and willing to make these healthy changes.  

Research indicates that when one’s partner wants to engage in healthier behaviors, this 

person uses more positive influence tactics (Butterfield & Lewis).  In other words, these 

individuals are responding to their partners’ desires to change by using more positive 

social influence to encourage them to make these changes.  Although there is an 

abundance of research focusing on the characteristics of message senders or situational 

characteristics in compliance gaining (i.e., influence) situations (see Wilson, 2002), there 

is not as much research addressing the sender’s perceptions about the message receiver.  

Consequently, understanding how individuals’ perceptions about their partners’ ability 

and willingness to make healthy changes is associated with their influence strategy use 

would both inform research on diet- and exercise-related influence in relationships, as 

well as the social influence literature in general.   

Partner Health Influence Motivation. People might also use health-related 

social influence strategies simply because they want their partners to be healthier.  

Indeed, research indicates that individuals with a greater desire for their partners to be 

healthier reported using more social influence tactics to encourage their partners to be 

healthier (Butterfield & Lewis, 2002).  This finding is consistent with Clark (1979), who 

argues that when individuals’ self interest is high, they exert greater pressure.  Moreover, 

people might be motivated to use different social influence approaches to satisfy distinct 
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health-related motivations or goals.  Whereas some research indicates that people are 

motivated to use negative social influence when they are dissatisfied with their partners’ 

appearance (Markey et al., 2008), as mentioned previously, other research indicates that 

people use positive social influence when they want their partner to be healthier 

(Butterfield & Lewis, 2002).  Thus, this research examines individuals’ motivations for 

using social influence strategies (i.e., why they want their partners to be healthier), as 

well as the type of social influence strategies they choose to employ as a result of these 

different motivations. 

Partner Health Influence Constraints. Although some factors motivate people 

to engage in health-related social influence, it is possible that other factors hinder 

people’s health-related social influence attempts (i.e., partner health influence 

constraints).  According to Hample and Dallinger (1992), individuals consider several 

ways of approaching a persuasive situation with another person, but ultimately they 

choose one approach and suppress the others.  Further, they argue that individuals choose 

an approach based on their evaluation of multiple interaction goals (Hample & Dallinger, 

1992).  People weigh both primary and secondary goals when making an interpersonal 

influence attempt (Dillard, Segrin, & Harden, 1989).  Primary goals are the subjects of 

the influence attempts and secondary goals shape how they address their primary goals 

(Dillard et al., 1989).  In the context of this study, individuals’ primary goal would be 

their desire for their partners to be healthier, and their secondary goals would reflect the 

relational context in which they are designing these health influence messages. 
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According to Dillard et al. (1989), “the primary goal provides the initial push 

which activates the cognitive calculus that incorporates all of the secondary goals” (p. 

21).  The current study examined the following secondary goals: influence, arousal 

management, interaction, and relational resource.  In other words, individuals might 

avoid engaging diet- and exercise-related social influence because they do not think 

persuading their partner to be healthy is very important (influence goals), because they 

are uncomfortable or nervous about using diet- and exercise-related social influence 

(arousal management goals), because they feel it is inappropriate to engage in diet- and 

exercise-related social influence (interaction goals), and because they are not motivated 

to risk any damage to their relationship by using diet- and exercise-related influence 

(relational resource goals).  Research on social control in relationships argues that 

partners weigh similar situational factors (e.g., stress of interaction) when determining 

whether and how they will engage in social control tactics with each other (Lewis et al., 

2004).  Consistent with Dillard et al. (1989), it is possible that these partner health 

influence constraints are associated with the valence of individuals’ influence messages, 

or they might even constrain people from engaging in social influence altogether.   

 Individuals’ decisions to engage in social influence with their partners might 

depend on each of these distinct elements of motivation to use influence strategies.  If 

partners decide to employ social influence, they might be able to counteract some of the 

potential negative effects of discussing sensitive topics such as diet and exercise by also 

providing diet- and exercise-related support to each other.  That is, if individuals perceive 

that their partners are available to provide diet- and exercise-related support to them (e.g., 
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he or she offers to exercise or eat healthy foods with their partner), it might enhance the 

effects of positive influence strategies and could possibly buffer the effects of negative 

social influence strategies from their partner. 

Diet- and Exercise-Related Partner Support 

 Research on support in relationships indicates that perceptions of available 

support from significant others are generally beneficial to people’s well-being, promoting 

physical health (House et al., 1988; Kiecolt-Glaser & Newton, 2001; Robles & Kiecolt-

Glaser, 2003) and positively influencing relationship quality (Cramer, 2006; Cutrona, 

1996).  Additionally, support also operates as a buffer, reducing the adverse effects of 

stress (Cohen & Syme, 1985; House et al., 1988; Robles & Kiecolt-Glaser, 2003; Sarason 

& Sarason, 2009; Uchino, Cacioppo, & Kiecolt-Glaser, 1996) or negativity (Cramer, 

2006; Cutrona, 1996; Walen & Lachman, 2000) upon individuals’ well-being.  The 

perception that support is available from one’s partner might be especially salient when 

couples are engaged in diet- and exercise-related communication or social influence.  

In a review of studies including social support in weight management 

interventions, results suggest that support from the partner is positively associated with 

individuals’ weight management (Verheijden, Bakx, van Weel, Koelen, & van Staveren, 

2005).  Specifically, research indicates that weight maintenance is improved among 

individuals who receive social support from friends (Wing & Jeffery, 1999) and have 

people available to provide social support (Kayman, Bruvold, & Stern, 1990); however, 

the results for spousal involvement are mixed.  Whereas some research indicates that men 

(Jeffery et al., 1984) and women (Black & Lantz, 1984) are more likely to maintain 



! 34!

weight loss when they participate in weight management programs alone, other research 

indicates that couples’ joint participation in weight management programs is beneficial 

(V. Burke et al., 1999; V. Burke et al., 2002).  In one study, couples who reported 

participating in a weight management program together reported increased consumption 

of reduced-fat foods, fruits, and vegetables, and decreased consumption of fast food (V. 

Burke et al., 1999).   

Supportive partners also influence each other’s exercise behaviors.  Partners 

participating in a weight management program together incorporated more light exercise 

into their daily activities, and cited that having the support of their partner in the weight 

management program was helpful in changing their behaviors (V. Burke et al., 1999).  

Specifically, when supportive partners were included in the program, they provided each 

other with positive reinforcement (e.g., you’re looking good; V. Burke et al., 1999), and 

also tried to discourage each other from engaging in unhealthy behaviors.  In addition to 

changes in diet and exercise behaviors, individuals participating in a weight management 

program with their partner also reported a reduction in blood pressure (V. Burke et al., 

2002), showing an improvement in their overall health. 

It seems that having a significant other as a source of support is generally helpful 

when it comes to individuals’ weight loss, especially when their significant others engage 

in similar healthy behaviors.  In a study of exercise behaviors among cardiac patients, 

couples that reported similar exercise behavior also reported providing exercise support 

to the partner and receiving exercise support from the partner (Hong et al., 2005).  This 

finding indicates that when both partners are invested in engaging in healthy behaviors, 
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they can sustain these healthy behaviors through mutual support.  Given that this study 

focused on exercise behaviors among cardiac patients, examining their perceived exercise 

support specifically, compared to support in general, was appropriate.  

The mere presence of support in relationships is not guaranteed to promote 

healthy behaviors or positively impact well-being (Kiecolt-Glaser & Newton, 2001).  

Instead, support is most effective to the extent that it appropriately matches people’s 

support needs (Burleson, 2009; Goldsmith, McDermott, & Alexandar, 2000).  When an 

individual perceives that support from his or her partner appropriately matches his or her 

needs and/or requests, this support is perceived to be more helpful (Cutrona, Cohen, & 

Igram, 1990).  Alternately, support that does not appropriately meet an individual’s 

perceived needs might be ineffective (Brock & Lawrence, 2009).  Consequently, the 

more successful instances of support interventions noted previously might have 

incorporated more appropriate (i.e., matching) types of support from the partner.   

Because this study examines diet- and exercise-related communication and social 

influence in relationships, support in this study will be conceptualized as individuals’ 

perceived diet- and exercise-related support from their partners in an effort to most 

appropriately match their diet and exercise health needs.  Specifically, people might 

engage in healthier behaviors when their partners match their support needs by engaging 

healthy dieting and exercise behaviors with them or compliment them on their efforts at 

healthy eating and exercise.  If people are struggling with eating healthy and exercise, 

they might find their partners’ willingness to go on a hike with them or eat a healthy diet 

to be supportive, which might result in them making healthier diet and exercise choices.  
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The Present Study 

 The current study examines the relational environment in which couples engage 

in social influence strategies in an effort to encourage their each other to be healthier, as 

well as the diet- and exercise-related health maintenance behaviors and relationship 

quality associated with these influence strategies.  Individuals’ motivations to use social 

influence strategies are also investigated as predictors of their social influence strategy 

use.  Finally, individuals’ perceptions of diet- and exercise-related partner support are 

also examined in conjunction with influence strategies, health maintenance behaviors, 

and relationship quality.   

Given that equitable relationships include more positive relational maintenance 

strategies (Messman et al., 2000), it is predicted that people in well functioning, equitable 

relationships who employ positive relational maintenance strategies and report 

collaborative control mutuality will also perceive and engage in more positive diet- and 

exercise-related social influence with the partner; thus the following is hypothesized:  

H1a: Individuals who consider their relationships to be equitable will perceive 

more positive, and fewer negative, diet- and exercise-related influence strategies 

from the partner. 

H1b: Individuals who perceive more positive relational maintenance strategies 

from the partner will perceive more positive, and fewer negative, diet- and 

exercise-related influence strategies from the partner. 
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H1c: Individuals who report more collaborative control mutuality in their 

relationships will perceive more positive, and fewer negative, diet- and exercise-

related influence strategies from the partner. 

In addition, given the research on weight, which suggests that people are more 

likely to use social influence when their partners have higher BMIs and when they are 

dissatisfied with their partners’ weight (Markey et al., 2008), equity, relationship 

maintenance, and control mutuality should be associated with diet- and exercise-related 

social influence for overweight people, but not for people who fall within a normal 

weight range; therefore, in addition to H1a through H1c, the following is hypothesized: 

H1d: Weight status (i.e., BMI) will moderate the associations hypothesized in 

H1a through H1c such that the hypothesized associations will be strongest for 

overweight individuals and weakest for individuals who are not overweight.  

Along the lines of H1d, individuals’ relationship quality and positive versus 

negative influence strategy use might differ depending on the extent to which they 

consider their partners’ overweight status to be a relational cost; thus, the following 

research question is posed:  

RQ1: How are individuals’ evaluations of their partners’ weight status associated 

with individuals’ relationship satisfaction, as well as their use of positive and 

negative influence strategies?  

Individuals whose partners use social influence more frequently report more 

health enhancing behavioral reactions to this social influence, particularly when positive 

social influence tactics are employed (Lewis & Butterfield, 2007).  In addition to 
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enhanced health, positive influence tactics are also related to relationship quality.  

Specifically, people who perceive more positive health influence behaviors from their 

partners also report being in more loving, understanding, and harmonious relationships 

(Markey et al., 2007); therefore, the following is hypothesized:  

H2a: Individuals who perceive more positive, and fewer negative, diet- and 

exercise-related influence strategies from the partner will report engaging in more 

health maintenance behaviors. 

H2b: Individuals who perceive more positive, and fewer negative, diet- and 

exercise-related influence strategies from the partner will report greater 

relationship satisfaction.  

Along the lines of H1d hypothesized previously, the following is also 

hypothesized: 

H2c: Weight status (i.e., BMI) will moderate the associations hypothesized in H2a 

and H2b such that the hypothesized associations will be strongest for overweight 

individuals and weakest for individuals who are not overweight.  

Motivations to use social influence strategies will also be examined.  Research 

suggests that individuals’ reports of wanting to engage in healthier behaviors are 

associated with their partners’ use of more positive influence tactics, and people with a 

greater desire for their partner to be healthier reported using more influence tactics 

(Butterfield & Lewis, 2002).  Research also suggests that people weigh situational factors 

when determining whether and how they will engage in influence strategies (Lewis et al., 

2004), and might consider the context of the influence situation when designing influence 
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messages (Dillard et al., 1989).  Taken together, these factors should contribute to 

individuals’ use of influence strategies; thus, the following is hypothesized:  

H3a: Individuals’ perceptions of their partners’ willingness and ability to engage 

in healthy behavior changes will be positively associated with their positive social 

influence strategy use and negatively associated with their negative social 

influence strategy use.  

H3b: Individuals’ partner health influence motivation (i.e., reasons for wanting 

their partner to be healthier) will be positively associated with their positive and 

negative social influence strategy use.  

 H3c: Individuals’ partner health influence constraints (i.e., reasons for not 

wanting to engage in social influence) will be negatively associated with their 

positive and negative social influence strategy use. 

Finally, given that perceived support from the partner is often operationalized as a 

buffer because of its positive associations with health and relationship quality, the 

following is hypothesized relative to diet- and exercise-related support in the context of 

diet- and exercise-related social influence, health behaviors, and relationship quality: 

H4a: Perceived diet- and exercise-related support from the partner will moderate 

the association between individuals’ perceptions of positive diet- and exercise-

related influence strategies and health maintenance behaviors, such that this 

association will be strongest for those with greater perceived support from the 

partner and weakest for those with less perceived support from the partner.  The 
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inverse will be true with perceptions of negative diet- and exercise-related 

influence strategies. 

H4b: Perceived diet- and exercise-related support from the partner will moderate 

the association between individuals’ perceptions of positive diet- and exercise-

related influence strategies and relationship satisfaction, such that this association 

will be strongest for those with greater perceived support from the partner and 

weakest for those with less perceived support from the partner.  The inverse will 

be true with perceptions of negative diet- and exercise-related influence strategies. 

In line with the previous hypotheses, the following is also hypothesized: 

H4c: Weight status will moderate the association between individuals’ 

perceptions of positive and negative diet- and exercise-related social influence 

and diet- and exercise-related health maintenance behaviors, such that these 

associations will be strongest for overweight individuals and weakest for 

individuals who are not overweight. 

H4d: Weight status will moderate the association between individuals’ 

perceptions of positive and negative diet- and exercise-related social influence 

and relationship satisfaction, such that these associations will be strongest for 

overweight individuals and weakest for individuals who are not overweight.  
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CHAPTER 2 

METHOD 

Participants  

 Participants in this study included 192 heterosexual couples (N = 384 

individuals), 91% of which reported being married, and 9% of which reported that they 

were unmarried but cohabiting.  Participants had a mean age of 48 years old (SD = 11.26, 

range = 22-86), and couples had a mean relationship length of 21.33 years (SD = 10.77, 

range = 1-44 years).  A majority of the sample reported that they had children (85%).  

The sample was primarily comprised of White individuals (85%), followed by 9% 

Latino/a, 2% African American, 3% Asian/Pacific Islander, and 1% other.  Participants in 

the sample were fairly well educated, with 25% reporting that they had a 

graduate/professional degree, 46% reported having a bachelor’s degree, 25% reported 

having some college/associate’s degree, and 4% reported having only completed high 

school.  Additionally, the majority of the sample reported being employed full time 

(68%), with 16% employed part time, 8% unemployed, 3% students, and 5% retired.  

Procedures 

Participating couples were recruited through a student referral system at a large 

Southwestern university.  Students were offered extra credit toward their course grade in 

exchange for referring a couple to complete an online questionnaire.  The participants 

were required to be over 18 years old and in a cohabiting, heterosexual relationship to 

participate.  Once students contacted their potential referrals to ensure they were willing 

to participate in this study, the students provided two separate email addresses to the 
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researcher (i.e., one for each partner).  Each participant was sent a separate email 

containing a link to the online questionnaire and a unique code number for them to enter 

at the end of the questionnaire (e.g., 101A and 101B).  The code numbers matched the 

participants’ responses to each other, as well as to the students who referred them so 

these students could receive course credit for the couples’ participation.  Using the code 

numbers allowed the participants an extra level of anonymity because the code number 

identified them as the students’ referrals without including their name anywhere on the 

questionnaire.  When both members of the couple completed the questionnaire, they 

became eligible to receive a $10 Target gift card in the mail.  Participants were linked to 

a separate questionnaire where they could include their name and mailing address if they 

wanted to receive the gift card in exchange for their participation.   

The response rate was 90% among the 466 participants who were recruited (i.e., 

418 individuals responded).  Twenty of these individuals participated, but their partner 

did not; therefore, they were removed from the analyses, bringing the total number of 

participating couples to 199 (398 individuals).  Finally, the software used to collect 

participant responses recorded the start and finish time of the questionnaire responses, 

and the data from seven couples were dropped because at least one member of the couple 

completed the survey in less than 10 minutes, making the final participant total 192 

couples (384 individuals).  

Measures  

 The internal consistencies for each of the following measures are presented in 

Table 1.  
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Relationship Equity. The relationship equity items were adapted from two 

single-item measures included in Stafford and Canary (2006).  The first item is from 

Hatfield, Traupmann, & Walster (1979) and asks participants to rate the extent to which 

one partner is getting a better deal using the statement, “What you put into your 

relationship compared to what you get out of it, and what your partner puts into the 

relationship compared to what s/he gets out of it” where responses ranged from 1 (“I am 

getting a better deal than my partner”) to 7 (“My partner is getting a better deal than 

me”).  The second item is from Sprecher (1986) and asks participants to, “Consider all 

the times when the exchange in your relationship has become unbalanced and one partner 

contributed more than the other for a time.  When your relationship becomes unbalanced, 

which one of you is more likely to be the one who contributes more?” and rate the extent 

to which one partner contributes more according to the following scale, 1 (“My partner is 

much more likely to be the one to contribute more”) to 7 (“I am much more likely to be 

the one to contribute more”).   

In Stafford and Canary (2006), these two items were correlated at .40 for the 

wives and .46 for husbands.  Although a reliability analysis was not conducted in Stafford 

and Canary (2006), each of these items was negatively associated with relationship 

satisfaction, bolstering the validity of these items.  These items were adapted and 

expanded in the relationship equity scale for the current study.  Sample items from the 

relationship equity measure in the current study included, “You put more into your 

relationship than you get out of it,” “Your partner puts less into your relationship than 

s/he gets out of it,” and “Our relationship is rarely unbalanced; we both contribute 
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equally.”  Participants responded to this 10-item measure on a 1 (strongly disagree) to 7 

(strongly agree) scale.  Whereas higher ratings initially indicated that individuals 

perceived themselves to be overbenefited and lower ratings indicated that individuals 

perceived themselves to be underbenefited, to more appropriately identify couples’ 

perceptions of relationship equity, this scale was transformed to reflect respondents’ 

perceived equity versus perceived inequity (i.e., either under- or overbenefited).  Because 

4 was the midpoint of the scale (i.e., representative of perceived relationship equity), the 

scale was transformed by subtracting 4 from all of the scores (i.e., they ranged from -3 to 

3), and then transformed again by taking the absolute value of the scores so they ranged 

from 0 (less relationship inequity or greater relationship equity) to 3 (greater relationship 

inequity or less relationship equity).  

Relationship Maintenance. The positivity, openness, and assurances subscales 

of Stafford and Canary’s (1991) Relationship Maintenance Strategy Measure (RMSM) 

were used to assess relationship maintenance.  The current study included 16 items, with 

eight items for positivity, five items for openness, and 3 items for assurances.  Sample 

items included, “My partner attempts to make our interactions enjoyable,” “My partner 

seeks to discuss the quality of our relationship,” and “My partner stresses his/her 

commitment to me,” which are examples of positivity, openness, and assurances, 

respectively.  Participants responded to this measure on a 1 (strongly disagree) to 7 

(strongly agree) scale. 

Control Mutuality. Stafford and Canary’s (1991) five-item Control Mutuality 

Scale was used to measure control mutuality, or the extent to which couples agree on the 
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decision-making process in their relationships.  Sample items included, “Both of us are 

satisfied with the way we handle decisions,” and “We are attentive to each other’s 

comments.”  Items were measured on a 1 (strongly disagree) to 7 (strongly agree) scale.   

 Diet- and Exercise-Related Communication. Diet and exercise communication 

with the partner was measured using researcher-generated items that described how the 

respondents communicated about their own and their partners’ diet and exercise.  If 

partners reported discussing diet and exercise together (yes/no response), they were asked 

follow-up questions assessing who typically initiates the discussions (responses included: 

you, your partner, or both), how frequently they have discussions about diet and exercise 

(responses included: never, less than once a month, once a month, 2-3 times a month, 

once a week, 2-3 times a week, daily), and the aspects of their diet and exercise that they 

discuss together (e.g., eating healthier, restricting/changing unhealthy eating, purchasing 

healthy groceries/meals, frequency/amount of exercise engaged in, intensity of exercise, 

type of exercise).  

 Diet- and Exercise- Related Social Influence. This scale was adapted from 

Butterfield and Lewis’ (2002) Health-Related Social Influence Scale.  The measure in 

this study included 16 different influence tactics: asked, bargained, guilt, expressed 

negative emotions, persistence, persuasion, expressed positive emotions, reasoned, stated 

importance, made suggestions, invoked obligation, told, used withdrawal, change, 

model/hint, and praise.  Participants indicated how often they used each tactic to 

influence their partners to engage in healthier diet (i.e., eating and drinking) and exercise 

behaviors, as well as their perception of how often their partners each tactic to influence 
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them to engage in healthier diet and exercise behaviors on a 1 (never) to 7 (daily) scale.  

A factor analysis was conducted to examine how each of the 16 influence tactics loaded 

onto factors (discussed in more detail in the Data Analysis section). 

Motivation to Use Social Influence. Individuals’ motivation to use influence 

strategies to encourage their partners to be healthier included three separate measures: (a) 

participants’ perceptions of their partners’ ability and willingness to engage in healthier 

behaviors, (b) partner health influence motivation (i.e., reasons participants might use 

social influence to encourage their partners to be healthier), and (c) partner health 

influence constraints (i.e., reasons participants might avoid using social influence to 

encourage their partners to be healthier).  The first two measures were researcher-

adapted.  Sample items from the 4-item willingness/ability to change measure included 

“If my partner needed to change his or her eating (exercise) behaviors to be healthier, I 

believe that he/she would be able (willing) do so,” and “If my partner needed to change 

his or her exercise (eating) behaviors to be healthier, I believe that he/she would be 

willing (able) to do so.”  The words in parentheses reflect the other two items in the 

measure.  Participants indicated their agreement with these items using a 1 (strongly 

disagree) to 7 (strongly agree) scale.  

Sample items from the 6-item partner health influence motivation measure, 

wherein participants were asked why they would want to use influence tactics to 

encourage their partner to be healthier included, “I want my partner to live longer,” and 

“I want my partner to look more attractive.”  The third measure included items that were 

adapted from the influence, relational, arousal, and interactional secondary goal 
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categories in Dillard, et al. (1989), wherein participants were asked why they would not 

want to use influence strategies to encourage their partner to be healthier.  Sample items 

from this 10-item partner health influence constraints measure included, “I really don’t 

care that much whether he/she tries to eat healthier,” “Discussing my partner’s diet makes 

me nervous/uncomfortable,” and “I am not willing to risk any possible damage to my 

relationship by telling my partner to exercise more.”   Participants indicated their 

agreement with the items on the last two measures using a 1 (strongly disagree) to 7 

(strongly agree) scale. 

Diet- and Exercise-Related Partner Support. Diet- and exercise-related support 

from the partner was measured using items adapted from Sallis, Grossman, Pinski, 

Patterson, and Nader (1987).  Sample items from the 10-item diet- and exercise- related 

support measure included, “My partner reminds me not to eat unhealthy foods,” and “My 

partner offers to exercise with me.”  Participants indicated their agreement with these 

items using a 1 (strongly disagree) to 7 (strongly agree) scale.   

Health Maintenance Behaviors. The health maintenance measure was adapted 

from Jackson (2006), and included 9 items about diet maintenance and 9 items about 

exercise maintenance.  Sample diet maintenance items include, “how often do you limit 

fat, sugar, or salt in your meals?” and “how often do you eat fast food?” (reverse scored).  

Sample exercise maintenance items include, “how often do you exercise vigorously?” 

and “how often do you exercise to lose weight?” Items were scored on a scale ranging 

from 0 (never) to 4 (very often). 
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Subjective Weight. The subjective weight measures included participants’ 

reports of their height and weight, which were used to calculate their BMI using the 

standard BMI formula (weight in pounds/(height in inches X height in inches) X 703), as 

well as whether they are currently on a weight loss program, how frequently they 

exercise, whether they are satisfied with their own and their partner’s weight, whether 

they are satisfied with their own and their partner’s appearance, whether they and their 

partner are overweight, whether they and their partner were overweight at the beginning 

of their relationship, and whether they and their partner gained weight since their 

relationship started on a 1 (strongly disagree) to 7 (strongly agree) scale.  

 Relationship Measures. Relationship measures included relationship type (e.g., 

married, cohabiting, etc.), relationship length, average weekly time spent with partner, 

frequency of eating with the partner, and frequency of exercising with the partner.  

Relationship satisfaction was also assessed using Hendrick’s (1988) 7-item Relationship 

Assessment Scale (RAS).  Sample items from this scale include, “How well does your 

partner meet your needs?” and “How good is your relationship compared to most?” 

where items are measured on a 1 (negatively valenced) to 7 scale (positively valenced).  

Demographic Items. Demographic items will included participants’ sex, age, 

race, education level, employment status, and number of children.  

Data Analysis 

Factor Analysis. A factor analysis was conducted using SPSS to determine 

whether and how the 16 items from the diet- and exercise-related social influence scale 

loaded onto factors.  A principal components analysis was conducted given that the 
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variables in this study are highly correlated and the sample is relatively large.  The direct 

oblimin factor rotation was used to determine how the items loaded onto the factors.  

Two distinct factors emerged for actors’ reported health influence strategy use (i.e., how 

frequently actors reported using these strategies to encourage their partners to be 

healthier): positive health influence strategies and negative health influence strategies.  

Both factors had an Eigenvalue greater than 1 and were above the elbow of the Scree 

plot; together the factors accounted for 70% of the variance.  The positive actor health 

influence strategies included the following items: asked, expressed positive emotion, 

stated importance, made suggestions, change, model/hint, and praise.  Negative actor 

health influence strategies included the following items: bargained, guilt, expressed 

negative emotions, invoked obligation, told, and used withdrawal.  The internal 

consistencies for these factors are presented in Table 1.  The following items did not load 

on to either dimension: persistence, persuasion, and reasoned.   

When separated by men and women, the factors loaded identically for men.  For 

women, the factors loaded onto the negative actor health influence strategies in the same 

way as the men, and the positive actor health influence strategies were only slightly 

different.  The positive actor health influence strategies for women included the 

following items: expressed positive emotion, change, model/hint, and praise.  Given that 

the factors loaded in similar ways for both men and women, and that the factor loadings 

accounted for 57% of the variance among men and 62% of the variance among women, 

the positive and negative factors from the overall factor analyses were used to construct 

the scale for actors’ health influence strategies.  
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Two distinct partner health influence strategies also emerged (i.e., how often 

participants perceived their partners to use these strategies to encourage them to be 

healthier): positive partner health influence strategies and negative partner health 

influence strategies.  Both factors had an Eigenvalue greater than 1 and were above the 

elbow of the Scree plot; together the factors accounted for 61% of the variance.  The 

positive partner health influence strategies included the following items: expressed 

positive emotion, stated importance, made suggestions, change, model/hint, and praise.  

Negative partner health influence strategies included the following items: bargained, 

guilt, expressed negative emotions, invoked obligation, told, and used withdrawal.  The 

internal consistencies for each of these factors are presented in Table 1.  The following 

items did not load on to either dimension: asked, persistence, persuasion, and reasoned.   

When separated by men and women, the factors loaded almost identically for men 

and women.  For men, the only difference was that persuasion also loaded onto the 

negative factor, and for women, the only difference was that persistence also loaded onto 

the negative factor.  Given that the factors loaded in similar ways for both men and 

women, and that the factor loadings accounted for 60% of the variance among men and 

62% of the variance among women, the positive and negative factors from the overall 

factor analyses were used to construct the scale for partners’ health influence strategies.  

Both the actor and partner negative health influence strategy variables were 

positively skewed (i.e., low scores reported for negative strategy use) so these scales were 

log transformed to obtain variables with a more normalized distribution.  The analyses 

were all conducted with the transformed variables. 
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Actor Partner Interdependence Models. Data from both partners were analyzed 

using Actor Partner Interdependence Models (APIM: Kenny, Kashy, & Cook, 2006) 

using the SAS PROC MIXED procedure.  As outlined in Kenny et al. (2006), the models 

included the repeated statement and specified type = cs, as compound symmetry is 

preferred in dyadic models.  Both actor (an individual) and partner (an individual’s 

partner) reports of several of the independent variables were included in most models.  

Analyzing dyadic data allows for the assessment of couple-level influence that might 

exist among some of the study variables.  That is, dyadic data allows researchers to assess 

the extent to which processes occur among both members of a couple, and using the 

APIM specifically allows for researchers to assess the extent to which individuals’ 

outcomes are influenced by their partners’ scores on predictor variables.   

For H1a through H1c, three separate APIM models were run to examine the 

associations between the actor and partner ratings of the independent variables assessing 

relationship functioning (relationship equity, relationship maintenance, and control 

mutuality) and each of the dependent variables (perceived positive or negative partner 

influence strategies).  Additionally, three APIM models were run to examine actors’ BMI 

as a potential moderator (H1d) of each of the associations hypothesized for H1a through 

H1c.  The models assessing H1d included actor and partner ratings of each of the 

independent variables as predictors (relationship equity, relationship maintenance, and 

control mutuality), actors’ BMI as a predictor, the interaction between actors’ BMI and 

actor and partner ratings of these independent variables as predictors, and the dependent 

variable (either perceived positive or negative partner influence strategies).   
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For RQ1, nine separate dyadic models were run examining actor ratings of the 

independent variables (the partner’s overweight status, whether the partner was 

overweight at the beginning of the relationship, whether the partner gained weight since 

the relationship started, satisfaction with partner weight, and satisfaction with partner 

appearance) as predictors of each of the dependent variables (relationship satisfaction, 

actors’ positive influence strategy use, and actors’ negative influence strategy use).    

For H2a and H2b, four separate APIM models were run to examine the 

associations between actor and partner ratings of the independent variables (perceived 

positive partner influence strategies and perceived negative partner influence strategies) 

with each dependent variable (health maintenance behaviors and relationship 

satisfaction). Additionally, four APIM models were run to examine actors’ BMI as a 

potential moderator (H2c) of the associations hypothesized in H2a through H2b.  These 

models assessing H2c included actor and partner ratings of each of the independent 

variables as predictors (perceived positive partner influence strategies and perceived 

negative partner influence strategies), BMI as a predictor, the interaction between actors’ 

BMI and actor and partner ratings of these independent variables, and the dependent 

variable (either health maintenance behaviors or relationship satisfaction). 

For H3, actors’ reports of positive social influence strategies and actors’ reports of 

negative social influence strategies were examined as dependent variables in separate 

dyadic models.  The predictors included: actors’ perceptions of their partners’ ability and 

willingness to make healthy changes (H3a; 2 models), actors’ reports of partner health 
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influence motivation (H3b; 2 models), and actors’ reports of partner health influence 

constraints (H3c; 2 models). 

For H4a and H4b, perceived diet and exercise support from the partner was 

examined as a moderator of the associations in H2a and H2b.  That is, these APIM 

models included actor and partner ratings of each of the independent variables as 

predictors (perceived positive partner influence strategies and perceived negative partner 

influence strategies), diet- and exercise-related support as a predictor, the interactions 

between diet and exercise support and actor and partner ratings of these independent 

variables as predictors, and the dependent variable (either health maintenance behaviors 

or relationship satisfaction).  Further, two additional models examined actors’ weight 

status as an additional moderator (H4c and H4d) of the associations hypothesized in H4a 

and H4b.  These models included the actor and partner ratings of each of the independent 

variables, all combinations of two-way lower order interactions, and two three-way 

higher order interactions as predictors of the dependent variable, for a total of 4 models. 

Sex, BMI, and relationship length were also included as control variables in all of 

the models.  Moreover, given that the dyadic data are from heterosexual couples, sex is a 

meaningful distinguishing variable; therefore, sex was included as an additional 

moderator in each of the models.  That is, the models included each of the independent 

variables (with actor and partner ratings as indicated in the models described previously), 

all combinations of lower order interactions, and higher order interactions, including sex, 

as predictors of the dependent variable.  For the sake of parsimony, results including sex 

in the model are only reported when they were significant.  Significant interactions were 
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decomposed according to guidelines proposed by Aiken and West (1991); however 

because Aiken and West state that “if Z is continuous… then the investigators are free to 

choose any value within the full range of Z” (p. 12) for plotting interactions, the 

conditional values were calculated at the 10th and 90th percentiles to illustrate the form of 

the interaction over a more complete range of the data.  
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CHAPTER 3 

RESULTS  

Descriptive Analyses  

See Table 2 for means, standard deviations, and results from the paired t-tests 

among the primary study variables and Table 3 for correlations among the primary study 

variables.  The correlation tables show that the within dyad correlations are significant for 

all of the variables except equity, which indicates that dyadic influence processes are 

occurring among these couples that might account for a portion of the within dyad 

similarity on these variables.  Additionally, in order to provide some context about diet- 

and exercise-related communication among these couples, information about 

participants’ diet-related communication is provided in Table 4 and information about 

participants’ exercise-related communication is provided in Table 5.   

The majority of participants (70%) reported that they were not currently on a 

weight loss program; however, 22% of these participants indicated that they were 

thinking about starting one.  Of participants who were on a weight loss program, 15% 

indicated that they were not on a weight loss program on a regular basis, 10% indicated 

that they have only been on a weight loss program for about 6 months, and 5% indicated 

that they have been on a weight loss program for longer than 6 months.   

Participants reported the frequency with which they ate and exercised with their 

partner on an average week as well.  Nine percent of individuals reported eating together 

less than 5 times in an average week, 49% reported eating 5-10 meals together, 25% 

reported eating 11-15 meals together, and 16% reported eating more than 15 meals 
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together.  Additionally, 54% of individuals reported that they did not exercise with their 

partner at all during an average week, 35% reported exercising together 1-2 times per 

week, 8% reported exercising together 3-4 times per week, 3% reported exercising 

together 5-6 times per week, and only 1% reported exercising together more than 7 times 

per week.   

As mentioned in the methods section, participants were asked to rate their 

agreement with several statements assessing whether they considered themselves and 

their partners to be overweight currently, to be overweight when their relationship started, 

to have gained weight since their relationship started, as well as the extent to which they 

were satisfied with their own and their partner’s weight and appearance.  The means, 

standard deviations, and paired t test results for these variables are presented in Table 6.  

Additionally, men’s BMI was correlated with men’s ratings of the weight status variables 

for themselves, as well as female’s ratings of the weight status variables for their partners 

(e.g., men’s BMI was correlated with women’s reports of perceiving their partner to be 

overweight).  Similarly, women’s BMI was correlated with women’s ratings of the 

weight status variables for themselves, as well as men’s ratings of the weight status 

variables for their partners (e.g., women’s BMI was correlated with men’s reports of 

perceiving their partner to be overweight).  These correlations are presented in Table 7.  

Partners’ BMI was also examined as a predictor of actors’ positive and negative 

influence strategy use.  Actors’ BMI, sex, and relationship length were included as 

control variables in each of these models.  The results indicated that partners’ BMI did 

not significantly predict actors’ positive or negative influence strategy use.  



! 57!

Finally, for the partner health influence motivation items, individuals rated the 

extent to which they would consider using social influence strategies to encourage their 

partner to be healthier for each of the following reasons: wanting their partner to live 

longer, look more attractive, eat healthy with them, exercise with them, improve his/her 

health, and have a better quality of life.  The means, standard deviations, and paired t test 

results for these variables are presented in Table 8.  

APIMs 

 Hypothesis 1. For H1, it was hypothesized that individuals in better functioning 

relationships, or more specifically, those who perceived greater relationship equity (H1a), 

relationship maintenance (H1b), and control mutuality (H1c) in their relationships would 

also perceive more positive and less negative diet- and exercise-related social influence 

from the partner.  Results indicated that actors’ perceptions of greater relationship 

maintenance and control mutuality were significantly and positively associated with 

greater perceived positive social influence from the partner (see Table 9).  Additionally, 

actors’ perceptions of greater control mutuality were significantly and negatively 

associated with perceived negative social influence from the partner.  Relationship equity 

was not significantly associated with perceptions of positive or negative strategies, 

however, and there were no partner effects for any of these associations.  

It was also hypothesized that BMI would moderate these associations such that 

the associations would be strongest for individuals with a higher BMI (H1d).  Results 

indicated that BMI significantly moderated the association between relationship equity 

and perceived negative influence strategies from the partner (see Table 10 for significant 



! 58!

F tests and Table 11 for interaction results).  The interaction figure (see Figure 1) shows 

that actors with a low BMI perceive fewer negative influence strategies from the partner 

when they perceive greater relationship inequity.  There is a trend in the opposite 

direction for individuals with a high BMI.  The simple slopes are presented in the figure.  

The effect size for this interaction was !2 = .01.  BMI was not a significant moderator of 

the association between either relationship maintenance or control mutuality and 

perceived influence strategies from the partner, however. 

Moreover, as mentioned previously, sex was included as a moderator in all 

analyses given that the couples are heterosexual and therefore, sex is a meaningful 

distinguishing variable.  When BMI and sex were included in the models, the 3-way 

interaction results indicated that BMI and sex significantly moderated the association 

between actors’ and partners’ perceived relationship maintenance (Relationship 

Maintenance*BMI*Sex) and actors’ perceived positive influence strategies from the 

partner (see Table 10 for significant F test results and Table 12 for interaction results).  

Similarly, BMI and sex significantly moderated the association between actors’ and 

partners’ perceived relationship maintenance and actors’ perceived negative influence 

strategies from the partner. 

First, for perceptions of positive partner influence strategies, actors’ perceptions 

of greater relationship maintenance were positively associated with actors’ perceptions of 

positive influence strategies from the partner, especially among women with a high BMI 

and men with a low BMI (see Figure 2).  Simple slopes are included in the figure. 

Additionally, there was a trend towards partners’ perceptions of greater relationship 
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maintenance to be positively associated with actors’ perceptions of positive influence 

strategies from the partners among women with a low BMI and men with a high BMI, 

but negatively associated with actors’ perceptions of positive influence strategies from 

them among women with a high BMI and men with a low BMI (see Figure 3).  These 

slopes were nonsignificant, however.  The effect size for both interactions was !2 = .02. 

For perceptions of negative partner influence strategies, actors’ perceptions of 

greater relationship maintenance were significantly and negatively associated with actors’ 

perceived negative influence strategies from the partner among men with a high BMI (see 

Figure 4).  Simple slopes are included in the figure.  Finally, there was a trend for 

partners’ perceptions of greater relationship maintenance to be positively associated with 

actors’ perceptions of negative influence strategies from the partner among women with a 

low BMI and men with a high BMI and to be negatively associated with actors’ 

perceptions of negative influence strategies from the partner among women with a high 

BMI and men with a low BMI (see Figure 5); however, all of these slopes were 

nonsignificant.  The effect size for both interactions was !2 = .02. 

Research Question. RQ1 addressed whether partner weight status was associated 

with relationship quality and actors’ positive and negative influence strategy use.  Weight 

status included five separate items: respondents’ perceptions of their partners being 

overweight currently, being overweight at the beginning of the relationship, and gaining 

weight over the course of the relationship, as well as respondents’ satisfaction with their 

partners’ weight and appearance.  Results from these analyses are presented in Table 13 

and are discussed in the following paragraph.   
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Actors’ perceptions that their partners are currently overweight were negatively 

associated with actors’ relationship satisfaction and positively associated with actors’ use 

of positive and negative influence strategies.  Actors’ perceptions that their partners were 

overweight at the beginning of the relationship were positively associated with actors’ 

negative influence strategy use and marginally, negatively associated with actors’ 

relationship satisfaction, but were not associated with actors’ positive influence strategy 

use.  Actors’ perceptions that their partners gained weight since the relationship started 

were negatively associated with actors’ relationship satisfaction, and were positively 

associated with actors’ positive and negative influence strategy use.  Actors’ satisfaction 

with their partners’ weight was positively associated with actors’ relationship 

satisfaction, negatively associated with actors’ positive influence strategy use, and was 

not associated with actors’ negative influence strategy use.  Finally, actors’ satisfaction 

with their partners’ appearance was positively associated with actors’ relationship 

satisfaction, negatively associated with actors’ negative influence strategy use, and 

marginally, negatively associated with actors’ positive influence strategy use.   

Again, because the heterosexual couples are distinguishable by sex, sex was 

included as a moderator in all of these models; however, sex was only a significant 

moderator of the association between actors’ satisfaction with their partners’ appearance 

and actors’ use of negative influence strategies (see Table 10 for significant F test results 

and Table 14 for interaction results).  The interaction figure (see Figure 6) illustrates that 

when actors are less satisfied with their partners’ appearance, actors are more likely to 
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use negative influence strategies, and that this is especially true for women.  Simple 

slopes are included in this figure. The effect size for this interaction was !2 = .01. 

Hypothesis 2. For H2, it was hypothesized that individuals who perceived more 

positive and less negative diet- and exercise-related influence from the partner would 

report engaging in more health maintenance behaviors (H2a) and greater relationship 

satisfaction (H2b).  The results from these analyses are presented in Table 15.  The 

results indicated that actors’ perceived positive influence from their partners was 

associated with actors engaging in more health maintenance behaviors and reporting 

greater relationship satisfaction.  Conversely, actors’ perceived negative influence from 

their partners was associated with actors engaging in fewer health maintenance behaviors 

and reporting less relationship satisfaction.  Additionally, there was a significant partner 

effect indicating that actors engaged in more health maintenance behaviors when their 

partners perceived greater positive influence from the actors.  It was also hypothesized 

that BMI would moderate these associations such that the associations would be strongest 

among individuals with a higher BMI (H2c); however, results indicated that BMI did not 

significantly moderate these associations.  Sex was also included as a moderator in these 

analyses but was nonsignificant. 

Hypothesis 3. For H3a, it was hypothesized that actors’ perceptions of their 

partners’ ability and willingness to engage in healthier behaviors would be positively 

associated with actors’ use of positive and negatively associated with negative influence 

strategies.  The results from these analyses are presented in Table 16, and indicate that 

actors’ perceptions of their partners’ willingness and ability to engage in healthier 
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behaviors was negatively associated with actors’ use of negative influence strategies.  

Sex was included as an additional moderator in these analyses; however it was 

nonsignificant.  

It was also hypothesized that actors’ motivation to use health influence strategies 

to encourage their partners to be healthier (i.e., partner health influence motivation; H3b) 

would be positively associated with actors’ positive and negative influence strategy use. 

Results indicated that actors who wanted their partners to live longer reported using 

fewer negative influence strategies (see Table 17).  Actors who wanted their partners to 

be more attractive and improve their health reported using more positive and negative 

influence strategies.  Actors who wanted their partners to eat healthy, exercise with them, 

and who wanted their partners to have a better quality of life reported using more positive 

influence strategies.  

Sex was also examined as a moderator of these associations.  The results indicated 

that sex significantly moderated the association between actors wanting their partners to 

live longer and their use of positive and negative influence strategies (see Table 10 for 

significant F tests and Table 18 for interaction results).  Specifically, women who wanted 

their partners to live longer were more likely to use positive influence strategies (see 

Figure 7) and men who wanted their partners to live longer were less likely to use 

negative influence strategies (see Figure 8).  Sex also moderated the association between 

actors wanting their partners to be more attractive and their use of negative influence 

strategies, such that women who wanted their partner to be more attractive were more 

likely to use negative influence strategies (see Figure 9).  Simple slopes were included in 



! 63!

each of these figures.  The effect sizes for these interactions were !2 = .02, !2 = .01, and 

!
2 = .02 respectively.  

Finally, it was hypothesized that actors’ perceptions of constraints against using 

health influence strategies to encourage their partners to be healthier (i.e., partner health 

influence constraints; H3c) would be negatively associated with actors’ positive and 

negative influence strategy use.  Results indicated that when actors perceived greater 

partner health influence constraints, the actors were less likely to use positive influence 

strategies (see Table 19).  Sex was included as a moderator in these models, but was 

nonsignificant.   

Hypothesis 4. For H4, it was hypothesized that actors’ perceived diet- and 

exercise-related support from their partners would moderate the associations between 

actors’ perceptions of positive and negative strategies from their partners and actors’ 

health maintenance behaviors (H4a) and relationship satisfaction (H4b).  The results 

indicated that diet- and exercise-related support from the partner moderated the 

association between actors’ and partners’ perceptions of positive strategies from their 

partners and actors’ health maintenance behaviors (see Table 10 for significant F test 

results and Table 20 for interaction results).  Similarly, diet- and exercise-related support 

form the partner moderated the association between partners’ perceptions of negative 

strategies from the actor and actors’ health maintenance behaviors.  

Specifically, the results indicated that actors’ perceptions of greater positive 

influence strategies from their partners were associated with actors engaging in more 

health maintenance behaviors when they also perceived greater diet- and exercise-related 
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support from their partners (see Figure 10).  Alternately, actors were less likely to engage 

in health maintenance behaviors when their partners perceived greater positive influence 

from the actors and when the actors perceived less diet- and exercise-related support from 

their partners (see Figure 11).  Finally, there was a trend toward actors engaging in more 

health maintenance behaviors when they perceived greater diet- and exercise-related 

support from their partners and their partners perceived less negative influence from the 

actors; however, these slopes were nonsignificant (see Figure 12).  Simple slopes are 

included in all of these figures.  The effect sizes for these interactions were !2 = .02, !2 = 

.04, and !2 = .01, respectively.  It was also hypothesized that BMI would moderate these 

associations such that they would be strongest for individuals with a higher BMI (H4c 

and H4d), and in line with the previous models, sex was also included as a moderator; 

however neither BMI nor sex were significant moderators of these associations.   

Supplementary Analyses 

 In line with the hypotheses posed for perceived influence strategies from the 

partner, supplementary analyses were conducted with respondents’ actual (versus 

perceived) influence strategy use.  Additionally, because partners’ ratings of their 

motivation to use influence strategies could be associated with actors’ health maintenance 

behaviors and relationship satisfaction, these associations were also investigated.  Finally, 

positive influence strategies were examined as a moderator of the association between 

negative influence strategies and either health maintenance or relationship quality.  These 

supplementary analyses were modeled in the same ways as those described in the data 

analysis section. 
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Relationship Functioning and Actors’ Social Influence. The first set of models 

examined the extent to which perceived relationship equity, relationship maintenance, 

and control mutuality were each associated with individuals’ actual reported positive and 

negative influence strategy use.  Results indicated that relationship maintenance was 

significantly and positively associated with actors’ positive influence strategy use and 

significantly and negatively associated with actors’ negative influence strategy use (see 

Table 21); however, neither relationship equity nor control mutuality were significantly 

associated with actors’ influence strategy use.  Further, there were no significant partner 

effects, or interactions including BMI or sex.  

Social Influence, Health Behaviors, and Relationship Satisfaction. The second 

set of models examined whether partners’ reported positive and negative influence 

strategy use was associated with actors’ health maintenance behaviors and relationship 

satisfaction.  Results indicated that actors’ positive influence strategy use was 

significantly and positively associated with actors’ health maintenance behaviors and that 

partners’ negative influence strategy use was significantly and negatively associated with 

actors’ health maintenance behaviors (see Table 22).  Further, partners’ positive influence 

strategy use was significantly and positively associated with actors’ relationship 

satisfaction and actors’ negative influence strategy use was significantly and negatively 

associated with actors’ relationship satisfaction.  Neither BMI nor sex significantly 

moderated the associations between influence strategy use and health maintenance or 

relationship satisfaction, however.  
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Motivation to Use Social Influence. The third set of models examined whether 

actors’ and partners’ perceptions of their partners’ ability and willingness to engage in 

healthier behaviors would be associated with actors’ health maintenance behaviors and 

relationship satisfaction.  The results in Table 16 (with “SA” next to the dependent 

variables) indicated that actors’ perceptions of their partners’ ability and willingness to 

engage in healthier behaviors was positively associated with actors’ relationship 

satisfaction.  Additionally, actors reported engaging in more health maintenance 

behaviors when their partners perceived that the actors were able and willing to engage in 

healthier behaviors.   

These models also examined whether actors’ and partners’ ratings of partner 

health influence motivation (i.e., actors’ motivation to use influence strategies to 

encourage their partners to be healthier) were associated with actors’ health maintenance 

behaviors and relationship satisfaction.  The results indicated that actors reported greater 

relationship satisfaction when they wanted their partners to live longer, when they 

reported wanting their partners to eat healthy and exercise with them, and when their 

partners reported that they wanted the actors to exercise with them (see Table 17 with 

“SA” next to the dependent variables); however, actors reported less relationship 

satisfaction when the actors and their partners each reported wanting their partners to be 

more attractive.  Actors reported engaging in more health maintenance behaviors when 

they also reported wanting their partners to eat healthy and exercise with them.  Finally, 

actors reported engaging in fewer health maintenance behaviors when their partners 

reported that they wanted the actors to improve their health.  In line with the other 
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models, sex was included as a potential moderator of these associations (see Table 10 for 

significant F test results and Table 23 for interaction results).  The results indicated that 

men reported engaging in fewer health maintenance behaviors when their partners 

reported wanting these men to have a better quality of life (see Figure 13).  The simple 

slopes are included in the figure, and the effect size for this interaction was !2 = .02. 

Finally, the associations between actors’ and partners’ perceptions of partner 

health influence constraints and health maintenance behaviors and relationship 

satisfaction were also examined.  The results indicated that when actors perceived greater 

partner health influence constraints, the actors were less likely to engage in health 

maintenance behaviors themselves and were also less satisfied with their relationship (see 

Table 19 with “SA” next to the dependent variables).   

Diet- and Exercise-Related Partner Support. The fourth set of models 

examined whether perceived diet- and exercise-related support moderated the association 

between actors’ and partners’ reported positive and negative influence strategy use and 

either health maintenance or relationship satisfaction.  Results indicated that diet- and 

exercise-related support significantly moderated the association between partners’ 

negative influence strategy use and actors’ health maintenance behaviors (see Table 10 

for significant F test results and Table 24 for interaction results).  The interaction figure 

illustrates (see Figure 14) a trend towards actors engaging in more health maintenance 

behaviors when their partners reported using fewer negative influence strategies and the 

actors perceived greater diet- and exercise-related support from their partners.  The 
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simple slopes are presented in the figure; however, they are both nonsignificant.  The 

effect size for this interaction was !2 = .01. 

Positive Social Influence as a Moderator. Finally, the last set of models 

examined whether individuals’ use of positive influence strategies moderated the 

association between individuals’ use of negative influence strategies and actors’ health 

maintenance behaviors or relationship satisfaction.  These APIM analyses were 

conducted in a manner similar to those described in the data analysis section; however, 

before these models were analyzed, the negative influence variable was transformed in 

two different ways.  First, the variable was transformed using the exp function in SPSS, 

which resulted in a “stretch” transformation.  Next, the negative social influence variable 

was winsorized.  Winsorizing involves collapsing the ends of the distribution so that 

scores within the first 5% of the distribution have the same value as the score at the sixth 

percentile and scores within the last 5% of the distribution have the same value as the 

score at the 94th percentile (i.e., reduces extreme scores).  

The results indicated that partners’ use of positive influence strategies 

significantly moderated the association between partners’ use of negative influence 

strategies and actors’ health maintenance (see Table 10 for significant F test results and 

Table 25 for interaction results), but did not moderate this association when relationship 

satisfaction was included as the outcome variable.  The interaction figure illustrates (see 

Figure 15) that actors engaged in fewer health maintenance behaviors when their partners 

reported using more negative and fewer positive social influence strategies.  The simple 

slopes are presented in the figure.  The effect size for this interaction was !2 = .01. 



! 69!

CHAPTER 4 

DISCUSSION 

 The overarching goal of this study was to examine couples’ perceptions of and 

use of diet- and exercise-related social influence strategies within the context of married 

and cohabiting relationships.  Specifically, this study examined how these influence 

strategies were associated with individuals’ perceived relationship functioning (i.e., 

relationship equity, relationship maintenance, control mutuality), perceived diet- and 

exercise-related support from their partners, as well as their health and relationship 

quality.  Individuals’ motivation to use influence strategies was also investigated.  Equity 

theory and relationship maintenance were employed as the framework though which 

these influence and support processes were examined.  Because equity theory and 

relationship maintenance examine relationship functioning among interdependent 

relational partners, APIMs were used to analyze the extent to which an actor’s score on 

one variable was associated with his or her score on another variable (i.e., an actor 

effect), as well as the extent to which a partner’s score on one variable was associated 

with the actor’s score on another variable (i.e., a partner effect), while controlling for the 

interdependence between partners.  The findings are addressed according to each 

hypothesis, and conclusions and implications for future research are also discussed.  

Hypothesis 1: Relationship Functioning 

Equity theory suggests that couples are more satisfied in equitable relationships 

(Hatfield et al., 1985), wherein both partners engage in positive relationship maintenance 

behaviors and control mutuality (Canary & Stafford, 1992).  Similar to the reciprocal 
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processes of equity and relationship maintenance, some research on health influence 

behaviors in relationships suggests that social influence is also a reciprocal process 

(Butterfield & Lewis, 2002).  Thus, this research aimed to fuse these two areas of 

research by examining the relationship environment in which these health influence 

processes operate.   

For H1, it was hypothesized that individuals who perceived greater relationship 

equity (H1a), relationship maintenance (H1b), and control mutuality (H1c) in their 

relationships would also perceive greater positive and fewer negative diet- and exercise-

related influence strategies from the partner.  The results indicated that actors who 

perceived greater relationship maintenance from their partners also perceived greater 

positive influence strategies from their partners.  Moreover, actors who perceived greater 

control mutuality in their relationships also perceived greater positive influence strategies 

and fewer negative influence strategies from the partner.  Similarly, results from the 

supplementary analyses indicated that actors who perceived greater relationship 

maintenance from the partner also reported using more positive and fewer negative 

influence strategies to encourage their partners to be healthier.  Although partners’ scores 

on the independent variables were not significantly associated with actors’ outcomes, 

there is evidence that these relationship processes are occurring among at the couple level 

(i.e., among individuals nested within dyads).   

This pattern of results is consistent with research suggesting that positive strategy 

use is associated with better relationship quality (Markey et al., 2007) and that negative 

body or weight-related comments are associated with troubled relationship quality 
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(Sheets & Ajmere, 2005).  That is, people in better functioning relationships perceive 

more positive and fewer negative strategies from their partners and use more positive and 

fewer negative strategies to encourage their partners to be healthier.  It is possible that 

these associations emerged for relationship maintenance and control mutuality, and not 

for relationship equity, because similar to influence strategy use, engaging in relationship 

maintenance and making decisions together as a couple (i.e., control mutuality) involve 

specific relational communication behaviors rather than a more global evaluation of 

relationship equity.   

Furthermore, there might have been a survival effect for the equity measure in this 

study, limiting the variance in respondents’ scores on this variable.  In other words, it is 

possible that the majority of the couples who participated in this study perceived their 

relationship to be equitable, as evidenced by the fact that these couples were still together 

and fairly satisfied overall (M = 5.90, SD = 1.01, range = 1-7).  Thus, the limited variance 

in the equity measure might have hampered any effect of equity on the outcome 

variables.  Nevertheless, it appears that better functioning relationships are associated 

with more perceptions of and use of more positive influence strategies. 

Because individuals’ perceptions of health-related influence from their partners 

have been found to differ by BMI (Markey et al., 2007), this research examined weight as 

a moderator of the associations in H1a through H1c.  The results indicated that actors 

perceived fewer negative strategies from their partners when they perceived greater 

relationship inequity and had a low BMI, which is the inverse of the hypothesized 

association.  Although there was a trend in the opposite (hypothesized) direction for 
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individuals with a high BMI, that slope was not significant.  On one hand, it makes sense 

that individuals with a low BMI would perceive fewer negative strategies from the 

partner.  Partners of actors with a low BMI likely view their partners as being healthy, 

and therefore choose not to use negative influence strategies to encourage them to be 

healthier.  It is a little more difficult to understand why this association would occur 

among actors who perceive greater relationship inequity, however.    

Follow-up analyses were conducted in an effort to understand the interaction 

between BMI and equity.  BMI was significantly and positively associated with the log 

transformed equity variable, where a lower score represents greater relationship equity 

and a higher score represents greater relationship inequity, B = .02, SE = .01, t(379) = 

2.55, p < .05; however, BMI was not significantly associated with the untransformed 

equity variable, where a lower score would suggest that an individual was underbenefited 

and a higher score would suggest that an individual was overbenefited, B = -.01, SE = 

.01, t(379) = -.80, ns.  These results suggest that individuals with a higher BMI perceive 

greater relationship inequity in general, but it does not necessarily indicate that 

individuals with a high BMI perceive themselves to be the more underbenefited partner 

in their relationships.  Although partners’ BMIs were not significantly associated with 

each other, r = .09, ns, it is possible that the aforementioned interaction effect stems from 

individuals with a low BMI perceiving themselves to be the overbenefited partner in a 

relationship with an individual who has a high BMI (i.e., relationship inequity).  Further, 

their underbenefited partners might be using fewer negative strategies in the inequitable 

relationship because (a) the low BMI partner is already healthy and (b) they do they not 
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want to upset the overbenefited, low BMI actors.  Thus, an actor with a low BMI who 

perceives their relationship to be inequitable might also perceive fewer negative 

strategies from the partner.  Whereas the results previously suggested that there was no 

main effect of relationship equity on perceived influence strategies, it is possible that 

relationship equity was associated with perceived influence strategies in conjunction with 

BMI because like relationship equity, BMI is a more stable, general variable.   

Given that the couples in this study are heterosexual, sex is a meaningful 

distinguishing variable, and was therefore included as a moderator in each of the models.  

When sex was included as an additional moderator, several significant 3-way interactions 

emerged between sex, BMI, and relationship maintenance as predictors of actors’ 

perceived positive and negative influence strategies from their partners.  First, actors who 

perceived greater relationship maintenance from their partners also perceived more 

positive influence strategies from their partners, and this association was especially 

strong for women with a high BMI and men with a low BMI (see Figure 2).  It is 

somewhat unclear why this association occurs for women with a high BMI (hypothesized 

direction) and for men with a low, instead of a high, BMI.  Some research indicates that 

whereas women’s partners tell them to both lose and gain weight, men’s partners are 

more likely to tell them to gain weight (Sheets & Ajmere, 2005).  Consequently, it is 

possible that the men in this study are using positive influence strategies to encourage 

high BMI female partners to eat healthier and exercise more (i.e., lose weight), but the 

women in this study are using positive influence strategies to encourage their low BMI 

male partners to eat more and lift weights (i.e., gain weight).   
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In terms of perceived negative strategies from the partner, male actors with a high 

BMI perceived fewer negative influence strategies from their partners when they also 

perceived greater relationship maintenance from their partners (see Figure 4).  This 

finding was in the hypothesized direction, and is consistent with research suggesting that 

partners are less likely to use negative strategies to encourage each other to engage in 

healthier behaviors (Butterfield & Lewis, 2002; Lewis & Butterfield, 2007).  Further, 

given that these male actors perceived greater relationship maintenance from their 

partners (i.e., a positive relational process), it is not surprising that they would be 

especially likely to perceive fewer negative strategies from their partners as well.  There 

was a similar pattern of findings among female actors with a low BMI; conversely, there 

was a trend in the opposite direction (i.e., actors perceived greater negative influence 

strategies when they also perceived greater relationship maintenance) among female 

actors with a high BMI and male actors with a low BMI.  The slopes for these three 

associations were nonsignificant, however.   

When sex and BMI were included as moderators of the associations between 

partners’ perceived relationship maintenance from the actors and actors’ perceived 

positive and negative influence strategies from their partners, the slopes were all 

nonsignificant.  Whereas these associations were not significantly different over 

conditions of high or low partner perceived relationship maintenance, these results still 

illustrate an interpersonal effect wherein partners’ perceptions of relationship 

maintenance from the actor are associated with actors’ perceptions of relationship 

maintenance from the partner.  Thus, at the very least, these findings bolster the notion 
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that, in relationships, health-related influence is an ongoing, relational process (Lewis & 

Butterfield, 2007).  

Research Question: Weight in Romantic Relationships 

 Some research indicates that individuals’ relationship satisfaction is associated 

with their partners’ weight status (Meltzer et al., 2011; Sheets & Ajmere, 2005).  This 

association was also examined in the current study, along with whether actors’ 

relationship satisfaction differed depending on whether their partners gained weight since 

the beginning of their relationship, compared to their partners being overweight at the 

beginning of their relationship (i.e., they have been overweight for the whole 

relationship).  Additionally, given that this study focuses on health-related social 

influence in couples, the associations between partners’ weight status and actors’ use of 

positive and negative influence strategies was also investigated.   

Specifically, RQ1 addressed whether several elements of partners’ weight status 

(i.e., actors’ perceptions that their partner is overweight currently, was overweight as the 

beginning of their relationship, and has gained weight since the beginning of their 

relationship, as well as actors’ satisfaction with their partners’ weight and appearance) 

were associated with actors’ relationship satisfaction, as well as actors’ positive and 

negative influence strategy use.  Actors reported being less satisfied in their relationships 

when they perceived their partners to be overweight currently, when they perceived their 

partners to have gained weight since their relationship started, and when they reported 

being less satisfied with their partners’ weight and appearance.  Notably, actors did not 

report being less satisfied in their relationships when their partner was overweight at the 
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beginning of the relationship.  Consistent with previous research, this finding suggests 

that individuals’ relationship satisfaction is associated with their partners’ weight (Sheets 

& Ajmere, 2005); however, it seems as though actors’ relationship satisfaction suffers 

when their partner gained weight over the course of their relationship versus when their 

partner was overweight since the beginning of their relationship.  

Additionally, actors reported using more positive influence strategies when they 

perceived their partners to be overweight currently, when they perceived their partners to 

have gained weight since the relationship started, and when they reported being less 

satisfied with their partners’ weight.  Actors also reported using more negative influence 

strategies when they perceived their partners to be overweight currently, when they 

perceived their partners to be overweight at the beginning of their relationship, when they 

perceived their partners to have gained weight since their relationship started, and when 

they reported being less satisfied with their partners’ appearance.  These findings are 

consistent with research suggesting that men and women with a high BMI perceive their 

partners to use more influential communication with regard to their eating behaviors 

(Markey et al., 2007).   

In this study, actors reported being more likely to use positive strategies when 

they were dissatisfied with their partners’ weight, but reported being more likely to use 

negative strategies when they were dissatisfied with their partners’ appearance.  It is 

possible that appearance might be capturing some other variance (e.g., hairstyle, clothes, 

etc.) that goes beyond their partners’ weight.  Regardless, these findings indicate that 

when their partners’ weight might pose a health issue (i.e., health risks associated with 
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being overweight), actors take a more positive approach to encouraging their partners to 

engage in healthier behaviors; however, when they view their partners’ overweight status 

as a cosmetic issue (i.e., they are dissatisfied with their partners’ appearance), they 

employ a more negative approach to encouraging their partners to engage in healthier 

behaviors.  Given that most of these associations were not moderated by sex (aside from 

satisfaction with partners’ appearance, discussed in the following paragraph), these 

patterns seem to be occurring in similar ways for men and women in relationships.   

As mentioned above, sex moderated the association between actors’ satisfaction 

with their partners’ appearance and actors’ negative strategy use such that actors, 

especially women, reported using greater negative influence strategies when they were 

dissatisfied with their partners’ appearance.  This finding is not surprising given the 

results from the paired t tests, which indicated that women were more likely than men to 

believe that their partners gained weight over the course of their relationship (men 

reported perceiving themselves as more overweight, compared to women), and women 

reported being less satisfied with their partners’ appearance than did the men.  

Additionally, the interaction results are consistent with research suggesting that, even 

when controlling for partners’ BMI, women and men are more likely to monitor and 

restrict their partners’ diets when they are dissatisfied with their partners’ bodies (Markey 

et al., 2008).  This study builds upon previous research by demonstrating that, in addition 

to monitoring or restricting their partners’ diets, men and women are also more likely to 

use negative influence strategies (e.g., withdrawal, bargaining) when they are less 

satisfied with their partners’ appearance.   
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Hypothesis 2: Social Influence, Health Behaviors, and Relationship Satisfaction 

This research also endeavored to identify the extent to which diet- and exercise-

related social influence was associated with health and relationship quality among 

couples.  Some research suggests that individuals might engage in healthier behaviors 

when their partners monitor their eating behaviors (Markey et al., 2008), and that 

individuals’ relationship quality and health are associated with their perceptions of 

health-related comments from their partners (Markey et al., 2007).  The current study 

builds upon the previous research, however, by including evaluations of positive and 

negative strategy use from partners in an effort to understand more about diet- and 

exercise-related social influence and health behaviors in a relationship context. 

For H2, it was hypothesized that actors who perceived more positive and fewer 

negative influence strategies from their partners would report engaging in more health 

maintenance behaviors (H2a) and greater relationship satisfaction (H2b).  First, for health 

maintenance behaviors, actors reported engaging in more health maintenance behaviors 

when they perceived more positive and fewer negative influence strategies from their 

partners.  These findings are consistent with research suggesting that both men and 

women perceive their partners to have an effect on their eating behaviors (Markey et al., 

2007) and that partners’ use of positive social influence strategies is associated with 

actors’ reports of engaging in health-enhancing behaviors (Lewis & Butterfield, 2007).  

This research extends these findings by demonstrating that actors’ perceptions of either 

positive or negative influence strategies from the partner are associated with actors’ 

health maintenance behaviors in different ways (i.e., actors engaging in either more or 
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less health maintenance behaviors).  Moreover, the results from the current study suggest 

that actors also reported engaging in more health maintenance behaviors when their 

partners perceived more positive influence strategies from the actors.  This finding is 

interesting because it demonstrates a relational health effect wherein both actors and 

partners perceive positive influence strategies from each other, which is associated with 

them engaging in healthy behaviors.  

When similar associations including actors’ and partners’ reported use of positive 

and negative influence strategies (versus perceptions of strategies) were examined in the 

supplementary analyses, the results indicated that actors engaged in more health 

maintenance behaviors when they reported using more positive influence strategies, and 

when their partners reported using fewer negative influence strategies.  The first finding 

(i.e., actors’ positive strategy use) mirrors the partner effect described in the previous 

paragraph wherein actors reported engaging in more health maintenance when their 

partners perceived more positive strategies from them.  In these couples, it seems as 

though both partners could be using positive strategies to encourage each other to be 

healthier, which is associated with these individuals engaging in more health maintenance 

behaviors.  Previous research has demonstrated a similar relational effect of influence 

strategy use, arguing that individuals’ use of these strategies is a function of both 

partners’ experiences as agents and targets of social influence (Butterfield & Lewis, 

2002).  Similarly, the findings from this study illustrate the accuracy of influence 

interpretations by the actors and partners, as well as the relational nature of partners’ 

influence relative to actors’ health behaviors.  Indeed, follow-up analyses indicate that 
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actors’ use of positive influence strategies was significantly and positively associated 

with their perceptions of partners’ positive strategy use (r = .60, p < .001) and actors’ use 

of negative influence strategies was significantly and negatively associated with their 

perceptions of partners’ negative strategy use (r = .58, p < .001).  

Along these lines, actors reported engaging in fewer health maintenance 

behaviors both when they perceived more negative influence strategies from their 

partners and when their partners reported using more negative influence strategies.  In 

this scenario, it is clear that the actors are aware of the negative strategies that their 

partners are using, yet they reported engaging in fewer health maintenance behaviors.  

Although these results include associations instead of causal relationships among 

variables (i.e., it cannot be argued that an actor is engaging in fewer health behaviors 

because their partner used negative influence strategies), it is possible that the negative 

association between partners’ use of negative influence strategies and actors’ health 

maintenance behaviors can be attributed to psychological reactance.  Individuals feel 

psychological reactance when they perceive someone else to be infringing upon their 

freedoms (Brehm, 1976).  Consequently, individuals often respond to this feeling of 

reactance by engaging in behaviors that they believe will restore their perceived freedoms 

(Brehm, 1976).  In other words, when these partners use negative strategies (and when 

the actors perceive negative strategies from the partners), these actors might feel as 

though their personal health-related freedoms are being restricted, and are choosing to 

restore their freedoms by engaging in fewer healthy behaviors instead of engaging in 

more healthy behaviors. This explanation is consistent with other research on health-
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related influence in relationships suggesting that partners experience reactance in 

response to their partners’ health influence (Butterfield & Lewis, 2002).   

Partners’ negative influence strategy use might be more acceptable when it is 

coupled with partners’ positive influence strategy use, however.  The last supplementary 

analysis (see Figure 15) indicated that actors engaged in the fewest health maintenance 

behaviors when their partners reported using more negative influence strategies in 

conjunction with fewer positive influence strategies versus in conjunction with more 

positive influence strategies.  This finding is consistent with research suggesting that 

negative communication behaviors are not as detrimental to relationships when they are 

supplemented with positive communication behaviors.  Specifically Gottman (1994) 

argues that there should be a 5:1 ratio of positive to negative communication behaviors in 

order to maintain relationship stability.  Taken together, these findings demonstrate that 

health-related influence is a relational process that is associated with individuals’ health 

maintenance behaviors.  

For relationship satisfaction (H2b), the results indicated that actors were more 

satisfied with their relationships when they perceived greater positive and fewer negative 

influence strategies from their partners.  Moreover, the supplementary analyses indicated 

that actors were more satisfied with their relationships when their partners reported using 

more positive influence strategies and when the actors reported using fewer negative 

influence strategies.  This finding is interesting because the actors’ positive strategy use 

and partners’ negative strategy use were significantly associated with actors’ health 

maintenance behaviors, here partners’ positive strategy use and actors’ negative strategy 
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use were significantly associated with actors’ relationship satisfaction.  Thus, it seems 

that perceiving and receiving positive encouragement or influence from the partner could 

be associated with a better functioning relationship, and thus greater actor relationship 

satisfaction.  Research suggests that partners engage in relationship maintenance (i.e., 

positive relational behaviors) because they are committed to and want to sustain their 

relationship (Canary & Stafford, 1992).  Accordingly, it is possible that, similar to 

relationship maintenance behaviors, partners’ use of positive influence strategies is a 

reflection of their desire to continue their relationship.  Indeed, follow-up analyses 

indicate that both partners’ positive influence strategy use (r = .13, p < .05) and actors’ 

perceptions of partners’ influence strategy use (r = .29, p < .001) are significantly and 

positively associated with actors’ perceptions of their partners’ relationship maintenance; 

therefore, it is possible that these partners are engaging in these positive influence 

behaviors in an effort to sustain their relationship, which is then associated with the 

actors’ relationship satisfaction.   

In contrast, the inverse association between actors’ use of negative influence 

strategies and relationship satisfaction might be a reflection of a relationship in which 

both partners are engaging in more negative relational processes, which is associated with 

poor relationship quality.  It is possible that individuals’ use of these negative strategies is 

associated with a generally negative relationship environment where other negative 

processes, such as defensiveness and withdrawal, are occurring during partners’ diet- and 

exercise-related communication.  These negative relationship processes can be extremely 

detrimental to relationship quality both concurrently and in the long term (Gottman & 
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Krokoff, 1989); therefore, a negative relationship environment wherein actors are using 

negative strategies would likely be associated with less relationship satisfaction.  

According to the results from the supplementary analyses in Table 21, relationship 

maintenance was significantly and negatively associated with actors’ negative influence 

strategy use, which provides some context about the relationship environment in which 

these negative strategies are being used.  Thus, it seems as though the relationships in 

which actors are using negative influence strategies might be less positive and satisfying 

than those relationships in which actors are not using these negative strategies. 

Both BMI (H2c) and sex were included as moderators of these associations; 

however, the interaction results were nonsignificant.  These nonsignificant results 

indicate that influence behaviors are associated with health maintenance behaviors and 

relationship satisfaction at the couple level, regardless of individuals’ BMI or sex.  Again, 

this reflects the idea that these relational processes are reciprocal (Butterfield & Lewis, 

2002) and that both partners (regardless of BMI and sex) are engaging in and perceiving 

influence in similar ways.  

Hypothesis 3: Motivation to Use Social Influence  

Individuals’ motivation to use influence strategies to encourage their partners to 

be healthier was also examined.  First, this research examined the extent to which actors 

were motivated to use influence strategies given their perceptions of their partners’ ability 

and willingness to make health changes.  It was hypothesized that actors’ perceptions of 

their partners’ ability and willingness to be healthier would be positively associated with 

actors’ use of positive and negatively associated with negative influence strategies. 
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Beyond perceived partner willingness and ability to make changes, research also 

indicates that individuals are more likely to influence their partners to be healthier when 

these individuals are motivated by their desire for their partner to be healthier (Markey et 

al., 2008).  Thus, it was hypothesized that actors would be more likely to use positive and 

negative influence strategies when they wanted their partner to be healthier for a variety 

of different reasons (i.e., partner health influence motivation; H3b).  Finally, some 

research suggests that other factors might constrain individuals’ use of social influence to 

achieve a goal (Dillard et al., 1989).  That is, people who decide to influence their 

partners to be healthier will also consider the constraints or boundaries, such as a concern 

for their relationship and the interaction, associated with using these influence tactics.  

Consequently, it was hypothesized that actors would be less likely to use positive and 

negative strategies when they perceived constraints against influencing their partner to be 

healthier (i.e., partner health influence constraints; H3c).  Additionally, supplementary 

analyses were conducted to examine the extent to which (a) actors’ and partners’ 

perceptions of each other’s ability and willingness to make health changes, (b) actors’ 

and partners’ reports of partner health influence motivation, and (c) actors’ and partners’ 

reports of partner health influence constraints were associated with actors’ health 

maintenance behaviors and relationship satisfaction.  

In line with hypothesis H3a, the results indicated that actors used fewer negative 

influence strategies to encourage their partner to be healthier when the actors perceived 

that their partner was able and willing to make healthy changes (see Table 16).  There 

were no significant effects for actors’ use of positive strategies, however.  Whereas 
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previous research results found that actors reported using more positive influence 

strategies when their partners reported wanting to be healthier (Butterfield & Lewis, 

2002), the results from the current study indicate that when actors perceive that their 

partners are able or willing to make healthy changes, they do not use social influence to 

encourage them to make these healthy changes.  It is possible that their partners are 

already engaging in healthy activities, which makes the actors believe that their partners 

are willing and able to make healthy changes; therefore, the actors do not feel that they 

need to use influence strategies to encourage these partners to be healthier.   

Further, the supplementary analyses indicated that partners’ perceptions of the 

actors’ ability and willingness to make healthy changes was positively associated with 

actors’ health maintenance behaviors.  This interpersonal effect could illustrate a situation 

in which the partners perceive the actors to be able and willing to make these healthy 

changes because the actors have already started to engage in these healthy behaviors.  

Similarly, these actors might be engaging in more health maintenance behaviors because 

they are aware that their partners are confident in their ability and willingness to make 

these healthy changes, which then reinforces their healthy behaviors.  Finally, actors’ 

perceptions of their partners’ ability and willingness to change was associated with 

actors’ relationship satisfaction.  Individuals’ perceptions that their partners are willing or 

able to make a change for them is consistent with research on interdependence theory, 

which suggests that individuals are most satisfied in relationships where both partners 

consider each other’s desires and outcomes in relationships (Kelley, 1979).  In other 

words, one individual might choose to transform his or her motivation (i.e., desire) by 
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making a change for the sake of the partner or relationship (Kelley, 1979; Rusbult & Van 

Lange, 2003).  Thus, in this study, these actors perceive that their partners are able and 

willing to make these healthy changes, which is associated with greater relationship 

satisfaction among these actors.  

In line with H3b, the results indicated that actors reported using more positive 

influence strategies when they wanted their partners to be more attractive, to eat healthy 

and exercise with them, to improve their health, and have a better quality of life (see 

Table 17).  Additionally, actors reported using more negative influence strategies when 

they wanted their partners to look more attractive and to improve their health, but 

reported using fewer negative influence strategies when they wanted their partners to live 

longer.  These findings are similar to research suggesting that individuals are more likely 

to monitor and restrict their partners’ diets when these individuals perceive their partners 

to be overweight (Markey et al., 2008); however the current study builds upon this 

research by illustrating the extent to which individuals are motivated to use positive or 

negative strategies to influence their partner to be healthier for a variety of different 

health-related motivations.   

The supplementary analyses indicated that actors reported greater health 

maintenance behaviors when they wanted their partners to eat healthy and exercise with 

them.  Given that the directionality of the associations cannot be determined in these 

cross-sectional analyses, it is possible that healthier individuals are motivated to use 

influence strategies to encourage their partners to engage in healthier diet and exercise 

behaviors with them.  Additionally, actors reported fewer health maintenance behaviors 
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when their partners reported wanting the actors to improve their health.  Similar to the 

findings from H2a, it is possible that these actors are experiencing psychological 

reactance in response to their partners using influence strategies to encourage these actors 

to improve their health.  These actors might feel that their partners’ motivation to use 

influence strategies is constraining their freedoms, which is associated with these actors 

trying to restore their freedoms (Brehm, 1976) by engaging in fewer healthy behaviors.   

Finally, actors reported greater relationship satisfaction when they were motivated 

to use influence strategies because they wanted their partners to live longer, and eat 

healthy and exercise with them.  These results are intuitive given that individuals who 

want their partners to live longer are likely also satisfied in their relationships.  Along 

these lines, these individuals might feel that encouraging their partners to engage in 

healthier lifestyle choices, including diet and exercise, should help sustain their partners’ 

lives.  Further, a partner effect also emerged such that actors reported greater relationship 

satisfaction when their partners reported being motivated to use influence strategies 

because the partners wanted the actors to exercise with them.  This finding indicates that 

both actors and partners are motivated to use influence strategies to encourage their 

partner to exercise with them.  These individuals might want their partners to eat healthy 

and exercise with them because they feel more satisfied in their relationships when they 

support each other by engaging in healthy activities together.  Indeed, actors wanting 

their partner to eat healthy with them (r = .19, p < .001) and exercise with them (r = .29, 

p < .001) were both significantly and positively associated with actors’ perceived diet- 

and exercise-related support from the partner.  Together, these actor and partner effects 
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suggest that these individuals might be supporting each other by eating healthier and 

exercising together, which enhances their relationship satisfaction.   

In contrast, actors reported less relationship satisfaction when they reported being 

motivated to use influence strategies because they wanted their partners to be more 

attractive and when their partners reported using influence strategies because they wanted 

the actors to be more attractive.  These findings are consistent with previous findings 

from this study suggesting that individuals report less relationship satisfaction when they 

are less satisfied with their partners’ weight and appearance.  Similarly, individuals might 

perceive that their partner thinks they are overweight or not attractive enough (Markey & 

Markey, 2006; Weller & Dziegielewski, 2004), which is associated with less relationship 

satisfaction.  Again, these findings illustrate a trend indicating that individuals’ concerns 

about their partners’ weight-related health is associated with more positive influence 

and/or relationship quality; however, individuals’ concerns about their partners’ weight-

related appearance is associated with more negative influence and/or relationship quality. 

Parallel to the previous hypotheses, sex was included as a moderator and several 

significant associations emerged.  Women reported using more positive influence 

strategies when they wanted their partners to live longer (see Figure 7) and men reported 

using fewer negative influence strategies when they wanted their partners to live longer 

(see Figure 8).  These interactions are consistent with the previous finding that actors 

who want their partners to live longer are also more satisfied in their relationships; 

therefore it is likely that these women reported using more positive strategies and men 

reported using fewer negative strategies as a function of their positive relationship 
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environments.  It is also possible that women reported using more positive strategies 

because they are trying to engage in a care-taking or nurturing role that would enable 

their partners to live longer (Courtenay, 2000).  In contrast, because men are generally 

aware that women are worried about health and body image (Markey & Markey, 2006), 

they might be careful about not using negative influence strategies when they want their 

partners to live longer because they want to demonstrate sensitivity with regard to their 

partners’ potential insecurities and maintain their positive relationship quality (Butterfield 

& Lewis, 2002).   

In contrast, women reported using more negative influence strategies when they 

wanted their partner to be more attractive (see Figure 9).  This pattern is not surprising 

given that women are somewhat more likely to monitor their partners’ diets than men, 

and that women tend to monitor and restrict their partners’ diets when these women are 

dissatisfied with their partners’ bodies (Markey et al., 2008).  In this case, it appears that 

women are more likely to use negative influence strategies when they are less satisfied 

with their partners’ appearance.  Finally, according to the supplementary analyses, men 

reported engaging in fewer health maintenance behaviors when their partners reported 

wanting these men to have a better quality of life (see Figure 13).  As noted previously, 

this finding is consistent with reactance theory, wherein these men might be engaging in 

fewer health behaviors in an attempt to restore their perceived restricted freedoms 

(Brehm, 1976).   

In line with H3c, results indicated that actors used fewer positive influence 

strategies when they perceived greater partner health influence constraints.  Their 
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perceptions of partner health influence constraints were unrelated to their negative 

influence strategies, however.  In this case, these individuals perceive greater constraints 

to using influence strategies, and are using fewer social influence strategies, possibly as a 

function of these perceived constraints.   

According to the supplementary analyses, actors were less satisfied in their 

relationships when they perceived greater partner health influence constraints.  This 

finding is reminiscent of research indicating that there is an inverse association between 

partners’ health-related topic avoidance and relationship satisfaction, especially when the 

topics were avoided because of greater perceived relational constraints (Donovan-Kicken 

& Caughlin, 2010).  It is possible that these participants want to avoid communicating 

about diet- and exercise with their partners because their relationship is fragile or 

dysfunctional, and they are fearful that communicating about their partners’ health could 

lead to destructive communication behaviors, such as defensiveness or contempt 

(Gottman & Krokoff, 1989).   

Actors in this study also reported engaging fewer health maintenance behaviors 

when they perceived greater partner health influence constraints.  In the same vein as the 

aforementioned relationship quality argument, if these individuals are in poor quality 

relationships where they feel they cannot successfully communicate about issues such as 

diet and exercise, they might also engage in fewer health maintenance behaviors because 

they are not receiving support from their partners.  Further, it is possible that these people 

are actually less healthy as a result of their poor relationship quality (Kiecolt-Glaser & 

Newton, 2001).  Whereas individuals who perceive that their partners are able and 



! 91!

willing to change (H3a) and individuals who are motivated to use influence strategies to 

encourage their partners to be healthier (H3b) are generally indicative of a positive 

relationship environment, when people feel that there are constraints against using social 

influence (H3c), it seems to be more reflective of a negative relationship environment.  

Consequently, these findings suggest that people likely weigh primary and secondary 

goals when deciding whether to use social influence.  Whereas individuals reported a 

greater willingness to use positive and negative strategies based on the different 

motivations to use influence strategies (i.e., primary goals), they reported less willingness 

to use influence strategies when they perceived constraints to using social influence (i.e., 

secondary goals).   

Hypothesis 4: Diet- and Exercise-Related Partner Support  

For H4, it was hypothesized that diet- and exercise-related support from the 

partner would moderate the associations between actors’ perceptions of positive and 

negative strategies from the partner and actors’ health maintenance behaviors (H4a) and 

relationship satisfaction (H4b).  As hypothesized, the results indicated that actors 

reported engaging in more health maintenance behaviors when they perceived positive 

influence strategies from the partner and when they perceived greater support from the 

partner (see Figure 10).  This finding is intuitive given that the support literature 

generally suggests that individuals’ perceptions of available support are associated with 

more positive health outcomes (House et al., 1988), especially when others’ support 

provision matches individuals’ support needs (Brock & Lawrence, 2009; Burleson, 2009; 

Cutrona, Cohen, & Igram, 1990).  In other words, the actors in this study perceive their 
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partners to be matching their health maintenance needs by providing these actors diet- 

and exercise-related support in addition to using positive influence strategies.   

Actors’ perceived diet- and exercise-related support from the partner also 

moderated the associations between partners’ perceived positive and negative influence 

strategies from the actors and actors’ health maintenance behaviors.  These results 

indicated that actors engaged in more health maintenance behaviors when their partners 

perceived greater positive strategies from the actors and when the actors perceive less 

diet- and exercise-related support from their partners (see Figure 11).  This finding is 

somewhat perplexing; therefore, the conclusions about this finding are fairly speculative.  

It is possible that these actors elect to engage in healthy behaviors on their own, and they 

provide positive influence to their partners to encourage their partners to be healthier (i.e., 

partners perceive greater positive influence strategies from these actors), which reinforces 

their desire to engage in healthy behaviors and serve as good role models for their 

partners.  In this case, their partners might not provide diet- and exercise-related support 

to the actors (i.e., these actors perceive less diet- and exercise support from the partner) 

because the actors are the healthy ones who are encouraging their partners to be healthier.  

Whereas these actors might be trying to model healthy behaviors and use positive 

influence strategies to encourage their partner to be healthier, they do not need or 

perceive the same support from their partners, as they are already fairly healthy.  

Finally, there is a trend towards actors engaging in more health maintenance 

behaviors when their partners perceive fewer negative influence strategies from the actors 

and when the actors perceive greater diet- and exercise-related support from their 
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partners, which is in line with the hypothesis (see Figure 12).  There is also a trend in the 

inverse direction for actors who perceive less diet- and exercise-related support from their 

partners.  Although this pattern of findings is more intuitive, both of these slopes were 

nonsignificant.  At the very least, these interactions involving partners’ perceptions of 

social influence from the actors and actors’ health maintenance behaviors are consistent 

with the findings from H2, which speak to the reciprocal nature of these interpersonal 

influence behaviors in relationships.  

The results from the supplementary analyses indicated that there was a trend 

towards actors engaging in more health maintenance behaviors when their partners 

reported using fewer negative strategies and the actors perceived greater diet- and 

exercise-related support from the partner (see Figure 14).  Although both slopes were 

nonsignificant, this figure illustrates a pattern in which less negativity from the partner 

coupled with greater positivity from the partner is associated with actors engaging in 

healthier behaviors.  These findings are consistent with research conducted by Kiecolt-

Glaser and colleagues, which indicates that individuals’ health is closely tied to the 

quality of their relationships.  That is, marital functioning influences individuals’ health 

both directly, as well as indirectly though individuals’ engaging in unhealthy habits as a 

result of their troubled relationships (Kiecolt-Glaser & Newton, 2001; Robles & Kiecolt-

Glaser, 2001).  In this case, actors who perceive less negativity and more support from 

their partners are also engaging in healthier behaviors.  

In line with the previous hypotheses, BMI was included as an additional 

moderator of the associations in H4a and H4b (i.e., H4c and H4d).  Sex was also included 
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as a potential moderator.  The results including both BMI and sex as moderators were 

nonsignificant, indicating once again that these processes are occurring at the couple 

level regardless of individuals’ BMI or sex.  

Theoretical Implications  

Equity Theory. The relational process in which individuals influence each other 

to be healthier was examined through the framework of relationship equity and 

maintenance.  Whereas there were significant associations between relationship 

maintenance, control mutuality, and individuals’ use of influence strategies, perceived 

relationship equity was largely unrelated to the other study variables.  Although greater 

relationship inequity was associated with less relationship satisfaction among both men 

and women (i.e., greater relationship equity is associated with greater relationship 

satisfaction; see Table 3), it was not highly correlated with other elements of relationship 

functioning among men and was only correlated with control mutuality among women.  

Consequently, relationship equity appears to operate in a manner that is different from 

relationship maintenance or control mutuality among couples in this study.  It is possible 

that relationship maintenance and control mutuality were more strongly associated with 

the study variables than relationship equity given that this study largely focused on 

ongoing relational processes and health behaviors versus more global relationship 

evaluations.  Although the construct of relationship equity itself does not sufficiently 

explain the associations among the study variables, equity theory as a framework can still 

be used to explain the relationship environment in which these relationship processes and 

behaviors occurred.  
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Equity theory includes individuals’ evaluations of their own and their partners’ 

contributions to relationships (Buunk & Schaufeli, 1999; Traupmann, Petersen, Utne, & 

Hatfield, 1981; Utne, Hatfield, Traupmann, & Greenberger, 1984).  Research generally 

indicates that equity and relationship maintenance are closely related constructs (Canary 

& Stafford, 1992; Stafford & Canary, 1991); therefore, it is possible that individuals’ 

perceived relationship equity is reflected in their perceived relationship maintenance and 

control mutuality.  That is, partners who perceive greater relationship maintenance and 

control mutuality in their relationships might also perceive their relationships to be more 

equitable.  Relationship maintenance and control mutuality were correlated with the 

following items from the equity measure, which could serve as face valid measures of an 

equitable relationship: “our relationship is rarely unbalanced; we both contribute 

equally,” and an inequitable relationship: “our relationship is often unbalanced; we do not 

contribute equally.”  Relationship maintenance and control mutuality were both 

significantly and positively correlated with the former equitable relationship item (r = 

.54, p < .001, and r = .62, p < .001, respectively) and significantly and negatively 

correlated with the latter inequitable relationship item (r = -.58, p < .001, and r = -.68, p < 

.001).  These correlation results provide some evidence for the claim that individuals’ 

perceived relationship maintenance and control mutuality could also reflect their 

perceptions of equity in their relationship.  Consequently, this research suggests that 

partners generally use and perceive more positive strategies and fewer negative strategies 

in equitable relationships.   
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Further, there is some evidence that relational influence or congruence is 

occurring among couples in this study.  The correlations in Table 3 generally illustrate 

that partners’ scores on each of the study variables (aside from equity) are significantly 

correlated with each other.  These homogeneous associations could be attributed to 

assortative mating or to a common fate perspective (Kenny, 1996).  An assortative 

mating perspective suggests that couples are comprised of individuals who were similar 

before their relationship started (Kenny, 1996).  In the context of this study, assortative 

mating would suggest that more positive and supportive people married each other, hence 

the reason these relationships have endured.  Alternately, there could be a common fate 

effect, wherein both partners are exposed to a similar factor, which might result in more 

homogeneous associations on study variables (Kenny, 1996).  For example, it is possible 

that one partner has a health condition that necessitates both partners to adopt a healthier 

lifestyle.  Regardless of the reason for the similarity among the couples in this study, the 

participants generally reported similar levels of relationship functioning, as well as the 

use and perception of social influence.  It is possible that couples’ similarity on these 

variables reflects equitable relationship processes occurring in these relationships.  

Given that couples in equitable relationships reported using and perceiving more 

positive and fewer negative influence strategies, it seems that their positive relationship 

functioning might be driving their social influence choices.  This explanation is 

consistent with Brown and Levinson’s (1978) politeness theory, which suggests that in 

interdependent relationships, people want to maintain their own face, as well as their 

partners’ face.  That is, before engaging in social influence one partner might consider 
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how this influence attempt might affect the other partner’s positive face (i.e., approval 

from others) and negative face (i.e., unimpeded autonomy; Wilson, Kim, & Meischke, 

1991).  If someone is in an equitable relationship with an unhealthy partner, this person 

might want to cautiously engage in attempts to influence his or her partner to be healthier 

in order to preserve the partner’s face, which thereby results in this person choosing to 

engage in more positive influence strategies versus more negative influence strategies.    

Alternatively, it is possible that individuals’ use of health-related influence 

strategies in relationships might operate in a manner similar to relationship maintenance.  

Relationship maintenance research suggests that partners engage in relationship 

maintenance to sustain relationships in which they are committed, invested, and satisfied 

(Canary & Stafford, 1992); thus, it is possible that individuals’ use of health-related 

influence strategies in relationships might operate in a similar capacity.  That is, people 

might use health-related influence strategies in equitable relationships to ensure that their 

partners are healthy because they want to continue their relationship with their partners 

(i.e., they want them to stay healthy so that they live longer).  Beyond the implications for 

equity theory and relationship maintenance, these relationship processes also have 

important implications for individuals’ health.   

Relationships and Health. Influence strategies and diet- and exercise-related 

support were both examined as relationship processes that might be associated with 

individuals’ health and relationship quality.  The results indicated that individuals’ 

perceptions of and use of more positive and fewer negative strategies in relationships and 

perceptions of greater diet- and exercise-related support from the partner were generally 
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associated with more positive health behaviors and relationship quality.  These findings 

are consistent with and expand upon the burgeoning literature suggesting that health is 

inextricably linked to relationship quality (House et al., 1988; Kiecolt-Glaser & Newton, 

2001; Robles & Kiecolt-Glaser, 2003).  This study both reinforced these well-established 

associations, and also highlighted some novel associations between health and 

relationships.   

Specifically, this research reinforced the negative association between partners’ 

weight status and relationship quality, with individuals generally reporting less 

relationship satisfaction when they perceived their partners to be overweight, and when 

they were less satisfied with their partners’ weight and appearance.  This research also 

highlighted a unique pattern indicating that individuals were less satisfied with their 

relationship when their partners gained weight over the course of their relationship 

compared to partners who were overweight when their relationship began.  Further, 

whereas actors reported using positive and negative strategies to encourage their 

overweight partners to be healthier, they reported being more likely to use positive 

strategies when they were dissatisfied with their partners’ weight (i.e., health concerns), 

and reported being more likely to use negative strategies when they were dissatisfied with 

their partners’ appearance (i.e., cosmetic concerns).  This finding suggests that when 

people have different motives for using social influence, they might take different 

approaches to using social influence.  This pattern was also reinforced by the findings 

associated with individuals’ perceptions of their partners’ ability and willingness to 
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engage in healthier behaviors, as well as their reports of partner health influence 

motivations and constraints.  

Additionally, beyond the association between actors’ perceptions of influence 

strategies from the partner and actors’ health outcomes, there were several instances in 

which partners’ reported use of influence strategies were associated with actors’ 

outcomes.  Specifically, actors reported engaging in more health behaviors when their 

partners reported using fewer negative influence strategies, and actors reported greater 

relationship satisfaction when their partners reported using more positive influence 

strategies.  Further, the supplementary analyses indicated partners’ reports of being 

motivated to use social influence strategies to encourage the actors to be healthier were 

associated with actors’ health maintenance behaviors and relationship satisfaction.  First, 

actors’ health maintenance behaviors were associated with their partners’ reports of 

wanting the actors to improve their health, as well as their partners’ perceptions that the 

actors were able and willing to make healthy changes.  Additionally, actors’ relationship 

satisfaction was associated with partners’ reports of wanting the actors to be more 

attractive and with partners’ reports of wanting the actors to exercise with them.  

Consequently, it seems that the process of negotiating health-related communication and 

influence is a highly relational process.  Additional support for this concept is found in 

the results examining partner health influence motivations and constraints.  These results 

suggest that people are willing to use influence strategies to achieve their primary goals 

(i.e., encouraging their partner to be healthier) to the extent that they do not perceive 

constraints against using these influence strategies when they are communicating about 
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their partners’ weight (i.e., secondary goals).  Taken together, the results demonstrate that 

scholars need to consider the relational context in which health processes, behaviors, and 

outcomes occur when examining health among couples. 

Practical Implications  

 This research provides insight into the health and relationship consequences 

associated with individuals’ use of and perceptions of health-related influence strategies 

in their relationships.  Understanding the associations between these processes is 

significant given that these influence strategies might encourage individuals to make 

healthier choices when it comes to their diet and exercise (Butterfield & Lewis, 2002; 

Markey et al., 2008).  Given that obesity is a serious health condition, associated with 

various morbidities and mortality (Poirier et al., 2006), the findings from this study, 

which suggest that individuals’ diet- and exercise-related health behaviors are linked to 

health-related influence processes in their relationships, are significant.  

 That is, the findings from this study emphasize that individuals’ relationship 

functioning (i.e., relationship maintenance and control mutuality) is associated with their 

use of (as well as their partners’ perceptions of) positive and negative health-related 

social influence strategies.  Further, these health-related social influence strategies are 

associated with individuals’ diet-and exercise-related behaviors and relationship quality.  

Consequently, physicians and/or clinicians designing weight loss interventions or 

programs for overweight individuals should include an element of “partner training” 

wherein they advise the partners about which strategies might be effective and which 
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strategies might be less effective in encouraging their partners to engage in healthier 

behaviors.   

For example, partners’ use of and actors’ perceptions of positive strategies are 

associated with actors engaging in more health maintenance.  Consequently, a health 

practitioner should educate partners of overweight individuals about how to effectively 

employ positive influence strategies such as modeling healthy behaviors (e.g., eating a 

healthy meal with them) versus using more negative strategies (i.e., inducing guilt).  It 

would even be helpful to educate the overweight patients about how to communicate 

their desire for positive versus negative tactics from their partners.  Because this research 

indicates that social influence tactics are associated with relationship functioning, 

practitioners should attempt to assess the quality of their patients’ relationships in order 

to determine the current relationship functioning.  Moreover, it may even be possible to 

counsel these couples on the important impact that their general relationship quality could 

have on each other’s health.  

Furthermore, these practitioners might also want to educate patients on scenarios 

in which people are more motivated to use influence strategies and situations in which 

partners typically feel constrained against using social influence strategies.  Patients 

should be aware that their partners are not encouraging them to be healthier just because 

of appearance reasons, but that their partners are also concerned about their health and 

quality of life.  Patients’ awareness of the diversity of their partners’ health influence 

motivations might make them more receptive to influence attempts.  
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Sex differences might also drive influence strategy use. Whereas women seem 

more likely to use both positive and negative strategies, men seem to be avoiding 

negative strategy use.  That is, women appear to use social influence to encourage their 

partners to be healthier regardless of the repercussions of this influence, but men seem to 

be more cognizant of the relational repercussions that could stem from their influence 

strategy use.  Research indicates that women report more negative body image 

evaluations than men (Muth & Cash, 1997); therefore, given that the couples in this study 

are fairly satisfied in their relationships, these men might be hesitant to do anything that 

might make their partners think they are dissatisfied with their bodies or appearance (i.e., 

men might avoid doing anything that might threaten their partners’ body image).  

Because women and men likely benefit from effective social influence from their 

partners, it is important to educate women on how to seek positive influence from their 

partners and to educate men about how to engage in positive influence in a constructive 

manner that will not be offensive to their female partners.  

Limitations 

Although this study has significant theoretical and practical implications, as with 

any study, there are also some limitations that should be addressed.  

First, these data were collected from a cross-sectional study.  As a result, the 

directionality of the associations cannot be determined from the data in this study.  

Understanding how influence from the partner might lead to adaptive or maladaptive 

health behaviors is important; therefore, longitudinal research should be conducted to 

examine the associations among these variables over time, which would allow 
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researchers to make a more convincing argument about the directionality of these 

associations.  Additionally, self-report items were used to assess study variables.  It is 

possible that people reported socially desirable answers about their relationships, or about 

their weight.  Future research should incorporate a “lab” element wherein participants 

come to the lab to have their height measured and be weighed to reduce some of the 

potential social desirability bias.  It might also be beneficial to observe the participants 

discussing health-related issues in their relationships to see how often these social 

influence tactics arise during these conversations.   

Another limitation of this study is the relatively homogeneous sample.  

Participants included heterosexual couples that were primarily married (91%), white 

(85%), employed full-time (65%), and who had at least a bachelor’s degree (71%).  

Consequently, these sample characteristics limit the findings somewhat.  It is possible 

that these processes occur differently among homosexual couples, among couples who 

are in different types of relationships, or who are more representative of a lower 

socioeconomic status.  Given that the student referral method was used to recruit this 

sample, an alternate method should be used in future research to obtain a more 

representative population.  

Further, the relationship equity measure was not significantly associated with 

most of the study variables.  Because the measure was created for the purpose of this 

study, it is possible that this measure did not effectively tap in to individuals’ perceptions 

of equity in their relationships in the way that a more well-established measure might.  

Part of the issue with the equity measure might also be that the participants reported 
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being very satisfied in their relationships, which suggests that there might have been a 

survival effect for the equity measure.  That is, these couples are still in relationships 

together because they perceive their relationships to be equitable, which resulted in 

limited variance for the equity measure.  Consequently, examining these processes in a 

population of individuals in troubled relationships, or even among people who ended 

their relationships, might reveal a different pattern of results.   

Along these lines, there was a floor effect for the negative social influence items 

in this study, such that actors’ perceptions of negative social influence from the partner 

and actors’ reported use of negative social influence were both positively skewed and had 

to be transformed in the analyses.  This floor effect for negative influence strategies 

might be due in part to these couples being in well functioning relationships (as 

evidenced by their equity, maintenance, and control mutuality scores).  It might also be 

due to these couples responding to the items according to their perceptions of socially 

desirable responses.  Indeed, research suggests that individuals are less likely to report 

using influence strategies that are less socially desirable (Burleson et al., 1988).  In other 

words, these respondents might have been hesitant to admit that they sometimes try to 

make their partner feel guilty about their unhealthy behaviors because they perceive guilt 

to be a negative construct, and therefore, not socially desirable.   

Similarly, the items in the influence measure might have been too general.  

Individuals might not agree that they make their partners feel guilty, both because of 

social desirability and because guilt is a somewhat general construct.  Respondents might 

have been more likely to identify with specific examples of using guilt, such as, “I 
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remind my partner that he or she should not eat unhealthy food because he or she 

committed to eating a healthy diet.”  Although including strategies that are too specific 

poses its own problems, it might be beneficial to employ more specific examples of 

different influence strategies in future research.    

Directions for Future Research 

 In addition to addressing the aforementioned limitations, future research should 

try to understand more about how these health-related influence processes operate in 

relationships.  As mentioned previously, it is possible that these influence processes 

function in a manner that is similar to relationship maintenance behaviors in 

relationships.  In other words, people likely want to sustain relationships with healthy 

partners; therefore, these influence strategies might serve as a form of relationship 

maintenance wherein partners reinforce their relationship security by encouraging each 

other to be healthy.  Future research should address the specific role and function of these 

influence strategies in relationships.   

 Whereas this study highlighted different associations among either positive or 

negative influence strategies, as well as individuals’ motivation to use influence 

strategies, future research should continue to investigate the goals and strategies 

associated with designing health-related influence messages.  In other words, researchers 

should examine the extent to which individuals consider elements of their relationships or 

their partners’ health when they are designing influence messages.  Understanding more 

about the primary and secondary goals (i.e., relational, identity, interaction) that 

individuals consider when designing these messages would be a valuable extension of 
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this research.  In addition to examining how individuals design messages to encourage 

their partners to be healthier, future research should also examine their partners’ 

responses to these messages.  For example, researchers should attempt to identify how 

these partners are structuring their responses, as well as how their goals and affect factor 

in to designing these responses.   

 It would be also be worthwhile for researchers to investigate how these influence 

behaviors operate with regard to different health topics (i.e., not necessarily diet- and 

exercise-related).  Similarly, examining these influence behaviors in other relationships 

(i.e., adult caregiver relationships) might also be a valuable extension to this research. 

Ultimately, this research built upon extant health and relationship research in several 

significant ways, and made it clear that investigating health-related communication in 

relationships is a worthwhile research endeavor.   
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APPENDIX A 

 

TABLES AND FIGURES 

 

Table 1 

 

Reliabilities for Study Variables 

 

Variable  Cronbach’s 

! Women 

 Cronbach’s 

! Men 

Relationship 

Equity 

 
.84  .70 

Relationship 

Maintenance 

 
.91  .91 

Control 

Mutuality 

 
.88  .88 

Actor Pos. 

Influence 

 
.88  .84 

Actor Neg. 

Influence 

 
.87  .88 

Perceived Pos. 

Partner Influence 

 
.85  .84 

Perceived Neg. 

Partner Influence 

 
.89  .89 

Diet/Exercise 

Partner Support 

 
.87  .87 

Health 

Maintenance 

 
.81  .78 

Relationship 

Satisfaction 

 
.90  .88 

Willing/Able to 

Change 

 
.91  .91 

Partner Inf. 

Constraints 

 
.87  .90 
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Table 2 
 
Means, Standard Deviations, and Paired t-test Results for Study Variables 

 

Overall  Women  Men   
Variable 

Mean (SD)  Mean (SD)  Mean (SD)  Paired t 

Relationship 
Equity 

4.24 (.96)# 
 

.80 (.57)+ 
 

4.09 (1.03)# 
 

.84 (.60)+ 
 

4.40 (.85)# 
 

.77 (.54)+ 
 

 
1.14 

Relationship 
Maintenance 

4.89 (1.00)  4.90 (1.03)  4.89 (.97)  .18 

Control 
Mutuality 

5.45 (1.10)  5.28 (1.12)  5.22 (1.08)  .72 

Actor Pos. 
Influence 

3.03 (1.23)!
 

 
3.21 (1.29)!

 
 

2.84 (1.14)!
 

 
3.37**!

 

Actor Neg. 
Influence 

1.56 (.90)# 
 

.15 (.18)+ 
 

1.63 (.94)# 
 

.16 (.19)+ 
 

1.50 (.85)# 
 

.13 (.18)+ 
 

2.10*!
 

Perceived 
Pos. Partner 
Influence  

2.99 (1.28)  2.87 (1.31)  3.11 (1.24)  -2.11* 

Perceived 
Neg. Partner 
Influence 

1.51 (.86)# 
 

.13 (.18)+ 
 

1.41 (.77)# 
 

.11 (.17)+ 
 

1.61 (.93)# 
 

.16 (.19)+ 
 -3.19** 

Diet/Exercise 
Support 

4.23 (1.14)  4.00 (1.16)  4.47 (1.08)  -4.73*** 

Health 
Maintenance 

2.91 (.58)  3.01 (.48)  2.84 (3.01)  3.96*** 

Relationship 
Satisfaction 

5.90 (1.01)  5.85 (1.06)  5.94 (.96)  -1.15 

Willing/Able 
to Change 

5.72 (1.14)  5.73 (1.14)  5.70 (1.15)  .24 

Partner Inf. 
Constraints 

2.36 (.95)  2.21 (.86)  2.50 (1.01)  -3.50** 

 
Note. The range for all variables, except health maintenance (0-4), is 1-7. The df for all 
paired t-tests is 191. # = Scores with original variables and + = scores with transformed 
variables. A significant paired t-test result indicates that men and women differ with 
regard to the variable. *p < .05, **p < .01, ***p < .001. 
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Table 3 
 
Correlations Among Study Variables 

 

Variables 1 2 3 4 5 6 

1. Equity .01 -.06 -.19** .06 -.01 -.04 
2. Rel. Mnt. .03 .43*** .69*** .17* -.07 .29*** 
3. Control .04 .68*** .50*** .14* -.08 .23** 
4. Actor Pos.  .04 .14 .11 .21*** .53*** .57*** 
5. Actor Neg. -.02 -.13 -.18* .47*** .25*** .11 
6. Perceived Pos. -.00 .29*** .17* .69*** .30*** .24** 

7. Perceived Neg. .02 -.06 -.20** .26*** .64*** .40*** 
8. DE Support .02 .44*** .42*** .42*** .04 .62*** 
9. Health Mnt. -.03 .17* .22** .31*** -.06 .12 
10. Rel. Sat. .00 .60*** .70*** -.01 -.32*** .11 
11. WA Change -.02 .24** .28*** -.01 -.29*** .07 
12. Inf. Constraints -.06 -.27*** -.25*** -.33*** .02 -.22** 
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Table 3, Continued 
 
Correlations Among Study Variables 

 

Variables 7 8 9 10 11 12 

1. Equity -.05 -.09 .05 -.18* -.17* -.04 
2. Rel. Mnt. -.04 .41*** .12 .66*** .28*** -.24** 
3. Control -.11 .34*** .13 .76*** .33*** -.24** 
4. Actor Pos.  .37*** .24** .23** .11 -.07 -.19* 
5. Actor Neg. .57*** -.01 -.02 -.20** -.29*** .05 
6. Perceived Pos. .42*** .63*** .13m .21** .24** -.15* 
7. Perceived Neg. .30*** .26*** -.15* -.13 -.07 .05 
8. DE Support .09 .24** .09 .04*** .35*** -.14* 
9. Health Mnt. -.13 .25** .26** .21*** .10 -.33*** 
10. Rel. Sat. -.27*** .34*** .11 .47*** .36*** -.21** 
11. WA Change -.14 .27*** .07 .25*** .19** -.31*** 
12. Inf. Constraints .09 -.40*** -.26*** -.27*** -.34*** .29*** 

 
Note. Equity = Relationship Equity, Rel. Mnt. = Relationship Maintenance, Control = 
Control Mutuality, Actor Pos. = Actor Positive Strategy Use, Actor Neg. = Actor 
Negative Strategy Use, Perceived Pos. = Perceived Positive Partner Strategies, Perceived 
when  Neg. = Perceived Negative Partner Strategies, DE Support = Diet- and Exercise-
Related Partner Support, Health Mnt. = Health Maintenance, Rel. Sat. = Relationship 
Satisfaction, WA Change = Willing/Able to Change, Inf. Constraints = Partner Health 
Influence Constraints. Within dyad correlation values are in bold along the diagonal, 
correlation values below the diagonal are for men, and correlation values above the 
diagonal are for women. 
*p < .05, **p < .01, ***p < .001. 
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Table 4 
 
Diet-Related Communication  

 

 Actor Diet Partner Diet 

Ever 
Communicated 

Yes = 89% 
No = 11% 

Yes = 87% 
No = 13% 

Currently 
Communicate 

Yes = 78% 
No = 11% 

Yes = 75% 
No = 12% 

Initiates 
Communication 

Actor = 27% 
Partner = 16% 
Both = 35% 

Actor = 14% 
Partner = 24% 
Both = 37% 

Frequency of 
Communication 

Never = 0% 
Less than once/month = 6% 
Once/month = 9% 
2-3 times/month = 19% 
Once/week = 14% 
2-3 times/week = 21% 
Daily = 11% 

Never = 0% 
Less than once/month = 8% 
Once/month = 8% 
2-3 times/month = 19% 
Once/week = 14% 
2-3 times/week = 17% 
Daily = 8% 

Topics 
Discussed 

Eating healthier = 76% 
Restricting/changing unhealthy 
eating =51% 
Purchasing healthy 
groceries/meals = 45% 
Restricting/changing unhealthy 
grocery purchases = 69% 
Cooking at home more = 37% 
Going out to eat less = 29% 
Daily eating behaviors = 38% 
Looking for recipes and 
planning future meals = 40% 

Eating healthier = 70% 
Restricting/changing unhealthy 
eating = 51% 
Purchasing healthy 
groceries/meals = 50% 
Restricting/changing unhealthy 
grocery purchases = 29% 
Cooking at home more = 34% 
Going out to eat less = 29% 
Daily eating behaviors =40% 
Looking for recipes and 
planning future meals = 33% 

 
Note. Ever Communicated = “Have you and your partner ever communicated about…?”, 
Currently Communicate = “Do you and your partner currently communicate about…?”, 
Initiates Communication = “Who initiates communication about…?”, Frequency of 
Communication = “How frequently do you communicate about…?”, and Topics 
Discussed = “Which of the following topics do you discuss…?”.
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Table 5 
 
Exercise-Related Communication  

 

 Actor Exercise Partner Exercise  

Ever 
Communicated 

Yes = 91% 
No = 9% 

Yes = 87% 
No = 13% 

Currently 
Communicate 

Yes = 81% 
No = 10% 

Yes = 77% 
No = 9% 

Initiates 
Communication 

Actor = 28% 
Partner = 12% 
Both = 40% 

Actor = 11% 
Partner = 29% 
Both = 37% 

Frequency of 
Communication 

Never = 0% 
Less than once/month = 6% 
Once/month = 9% 
2-3 times/month = 17% 
Once/week = 17% 
2-3 times/week = 21% 
Daily = 11% 

Never = 0% 
Less than once/month = 7% 
Once/month = 10% 
2-3 times/month = 20% 
Once/week = 15% 
2-3 times/week = 18% 
Daily = 8% 

Topics 
Discussed 

Frequency/amount of 
exercise = 70% 
Intensity of exercise = 36% 
Type of exercise = 59% 
Ideas/suggestions for 
exercise routine = 38% 
Making plans to exercise 
together = 47% 

Frequency/amount of 
exercise = 67% 
Intensity of exercise = 37% 
Type of exercise = 27% 
Ideas/suggestions for 
exercise routine = 44% 
Making plans to exercise 
together = 45% 

 
Note. Ever Communicated = “Have you and your partner ever communicated about…?”, 
Currently Communicate = “Do you and your partner currently communicate about…?”, 
Initiates Communication = “Who initiates communication about…?”, Frequency of 
Communication = “How frequently do you communicate about…?”, and Topics 
Discussed = “Which of the following topics do you discuss…?”. 
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Table 6 
 
Means, Standard Deviations, and Paired t-test Results for Weight Status Variables 

 

Overall  Women  Men   

Variable 
Mean 
(SD) 

 

 Mean  
(SD) 

 Mean  
(SD) 

 Paired t 

Actor Currently 
Overweight 

3.39 
(2.01) 

 
3.15  

(2.00) 
 

3.62  
(2.00) 

 -2.53* 

Actor Overweight 
Since Beg. 

2.11 
(1.46) 

 
2.06  

(1.56) 
 

2.16  
(1.36) 

 -.63 

Actor Gained 
Weight Since Beg. 

4.47 
(2.04) 

 
4.38  

(2.09) 
 

4.56  
(2.01) 

 -.95 

Sat. w/ Own Weight 4.01 
(1.90) 

 
4.03  

(1.88) 
 

3.99  
(1.93) 

 .21 

Sat. w/ Own 
Appearance 

4.98 
(1.67) 

 
4.54  

(1.66) 
 

4.67  
(1.64) 

 -.88 

Partner Currently 
Overweight 

3.15 
(1.96) 

 
3.30  

(2.02) 
 

3.01  
(1.89) 

 1.59 

Partner Overweight 
Since Beg. 

1.99 
(1.33) 

 
1.92  

(1.37) 
 

2.07  
(1.30) 

 -1.19 

Partner Gained 
Weight Since Beg. 

4.35 
(2.01) 

 
4.57  

(2.02) 
 

4.13  
(1.98) 

 2.70** 

Sat. w/ Partner 
Weight 

4.61 
(1.65) 

 
4.85  

(1.71) 
 

5.11  
(1.63) 

 -1.65 

Sat. w/ Partner 
Appearance 

5.59 
(1.33) 

 
5.44 

 (1.36) 
 

5.74  
(1.29) 

 -2.44* 

 
Note. The range for all variables is 1-7. The df for all paired t-tests is 191. A significant 
paired t-test result indicates that men and women differ with regard to the variable. Actor 
labels include individuals’ reports of their own weight status; Partner labels include 
individuals’ reports of their partners’ weight status.  
*p < .05, **p < .01, ***p < .001. 
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Table 7 
 
Correlations between BMI and Weight Status Variables 

 

Variables Men’s 
BMI 

Women’s  
BMI 

Actor Currently 
Overweight .65*** .68*** 

Actor Overweight 
Since Beg. .24*** .25*** 

Actor Gained 
Weight Since Beg. .48*** .48*** 

Sat. w/ Own  
Weight  -.54*** -.61*** 

Sat. w/ Own 
Appearance -.41*** -.38*** 

Partner Currently 
Overweight .66*** .62*** 

Partner Overweight 
Since Beg. .37*** .38*** 

Partner Gained 
Weight Since Beg. .42*** .47*** 

Sat. w/ Partner 
Weight -.52*** -.56*** 

Sat. w/ Partner 
Appearance -.43*** -.38*** 

 

Note. Actor labels include individuals’ reports of their own weight status; Partner labels 
include individuals’ reports of their partners’ weight status. Bolded values represent 
men’s reports of weight status variables (e.g., the value of .62 under Women’s BMI 
represents a significant and positive association between women’s BMI and men’s 
ratings of their partner currently being overweight).  
*p < .05, **p < .01, ***p < .001. 
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Table 8 
 
Means, Standard Deviations, and Paired t-test Results for Partner Health Influence 

Motivations 

 

Overall  Women  Men   
Variable Mean (SD) 

 
 Mean (SD)  Mean (SD)  Paired t 

Want Partner to 
Live Longer 

6.53 (.96)  6.59 (.89)  6.47 (1.02)  
 

1.33 

Want Partner to 
Look More 
Attractive 

4.79 (1.49)  4.61 (1.40)  4.97 (1.54)  -2.44* 

Want Partner to 
Eat Healthy w/ Me 

5.87 (.99)  5.95 (.97)  5.80 (1.01)  1.69 

Want Partner to 
Exercise w/ Me 

5.04 (1.50)  
5.12 (1.54)!

 
 

4.95 (1.45)!
 

 
1.24!

 

Want Partner to 
Improve his/her 
Health 

5.67 (1.29)  5.74 (1.29)  5.60 (1.29)  
1.13!

 

Want Partner to 
Have a Better 
Quality of Life  

6.05 (1.13)  6.01 (1.16)  6.09 (2.00)  -.78 

 
Note. The range for all variables is 1-7. The df for all paired t-tests is 191. A significant 
paired t-test result indicates that men and women differ with regard to the variable.  
*p < .05, **p < .01, ***p < .001. 
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Table 9 

 

APIM Results for H1: Relationship Environment and Actors’ Perceived Partner Influence Strategies 

 

   Actor Effect  Partner Effect 

Dependent 

Variables 

Independent 

Variables 

ICC B SE t df  B SE t df 

H1a: Relationship 

Equity .26*** -.09 .12 -.76 361  .05 .11 .40 361 

H1b: Relationship 

Maintenance .22** .34 .07 5.21*** 369  .08 .07 1.15 369 

Perceived 

Positive 

Partner 

Influence 

Strategies 

H1c: Control  

Mutuality 
.24** .22 .06 3.52*** 354  .05 .06 .74 354 

            

H1a: Relationship 

Equity .32*** -.01 .02 -.81 351  -.02 .02 -1.50 350 

H1b: Relationship 

Maintenance .32*** -.01 .01 -.99 381  -.00 .01 -.01 381 

Perceived 

Negative 

Partner 

Influence 

Strategies 

H1c: Control 

Mutuality 
.32*** -.02 .01 -2.53* 367  -.01 .01 -.16 367 

 

Note. Control Variables included Sex, BMI, and Relationship Length. B = unstandardized regression estimate.  

ICC = intraclass correlation (or the proportion of the variance in the dependent variable accounted for by couple  

membership in each model). *p < .05, **p < .01, ***p < .001. 
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Table 10 

 

Significant F Tests for Interaction Effects  

 

   Actor Effect  Partner Effect 

 Dependent Variable Independent Variables F df  F df 

Perceived Neg. Strat. Relationship Equity*BMI 4.17* 1, 381  -- -- 

Perceived Pos. Strat. RM*BMI*Sex 6.32* 1, 367  6.25* 1, 371 

H1d 

 

Perceived Neg. Strat. RM*BMI*Sex 5.72* 1, 347  8.22** 1, 351 

 

RQ1 Actors’ Negative Strategy Use Sat. with Partner Appear.*Sex 4.49* 1, 333  -- -- 

        

Actors’ Positive Strategy Use Want Partner to Live Longer*Sex 7.42** 1, 358  -- -- 

Actors’ Negative Strategy Use Want Partner to Live Longer*Sex 5.23* 1, 354  -- -- 

Actors’ Negative Strategy Use Want Partner to be More 

Attractive*Sex 
6.45* 1, 355  -- -- 

H3b 

Actors’ Health Maint. Want Partner Quality of Life*Sex -- --  8.24** 1, 344 

        

Actors’ Health Maint. Perceived Pos. Partner 

Strat.*Diet/Exercise Support 
8.05* 1, 354  12.85*** 1, 309 

H4a 

Actors’ Health Maint. Perceived Neg. Partner Strat.* 

Diet/Exercise Support 
-- --  4.67* 1, 358 

        

Actors’ Health Maint. Partner Neg. Strategy 

Use*Diet/Exercise Support 
-- --  4.26* 1, 359 

SA 

Actors’ Health Maint. Partner Neg. Strategy 

Use*Partner Pos. Strategy Use 
-- --  4.17* 1, 352 

Note. Control Variables included Sex, BMI, and Relationship Length. RM = Relationship Maintenance, BMI = Body Mass 

Index, Perceived Pos. Strat. = Perceived Positive Influence Strategies from the Partner, Perceived Neg. Strat. = Perceived 

Negative Influence Strategies from the Partner, SA = Supplementary Analyses. *p < .05, **p < .01, ***p < .001. 
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Table 11 

 

APIM Interaction Results for H1d: Relationship Equity and BMI as Predictors of Actors’ Perceived Negative  

Partner Influence Strategies 

 

  Actor Effect  Partner Effect 

Independent 

Variables 

ICC B SE t df  B SE t df 

Equity -.19 .09 -2.17* 382  -.16 .08 -1.83† 382 

BMI -.00 .00 .10 383  -- -- -- -- 

Equity*BMI 

.30*** 

.01 .00 2.04* 381  .01 .00 1.57 380 

 

Note. Control Variables included Sex, BMI, and Relationship Length. BMI = Body Mass Index.  

B = unstandardized regression estimate. ICC = intraclass correlation (or the proportion of the variance in t 

he dependent variable accounted for by couple membership in each model).  

†p < .10, *p < .05, **p < .01, ***p < .001. 

 

 

 

 

 

 

 

 

 

 

 

 

 



                             119!

Table 12 

 

APIM Interaction Results for H1d: Relationship Maintenance, Sex, and BMI as Predictors of Actors’ Perceived  

Partner Influence Strategies 

 

   Actor Effect  Partner Effect 

Dependent 

Variables 

Independent 

Variables 

ICC B SE t df  B SE t df 

RM .41 .11 3.64*** 377  -.01 .10 -.18 372 

Sex -.09 .12 -.77 240  -- -- -- -- 

BMI .02 .02 1.08 371  -- -- -- -- 

RM*Sex -.02 .15 -.15 310  .14 .15 .98 294 

RM*BMI -.04 .03 -1.72† 369  .05 .02 2.15* 368 

Sex*BMI .03 .03 .90 312  -- -- -- -- 

Perceived 

Positive  

Partner 

Influence 

Strategies 

RM*Sex*BMI 

.22** 

.09 .03 2.51* 367  -.08 .03 -2.50* 371 

            

RM -.00 .01 -.16 353  -.01 .01 -.34 348 

Sex .02 .02 .99 239  -- -- -- -- 

BMI .01 .00 2.73** 355  -- -- -- -- 

RM*Sex .00 .02 .08 295  -.00 .02 -.04 277 

RM*BMI .00 .00 1.36 349  -.01 .00 -2.44* 350 

Sex*BMI .00 .00 .81 289  -- -- -- -- 

Perceived 

Negative 

Partner 

Influence 

Strategies 

RM*Sex*BMI 

.34*** 

-.01 .00 -2.39* 347  .01 .00 2.87** 351 

 

Note. Control Variables included Sex, BMI, and Relationship Length. RM = Relationship Maintenance, BMI = Body Mass 

Index. B = unstandardized regression estimate. ICC = intraclass correlation (or the proportion of the variance in the dependent 

variable accounted for by couple membership in each model).  

†p < .10, *p < .05, **p < .01, ***p < .001. 
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Table 13 

 

Partner Weight Status Predicting Actors’ Relationship Satisfaction and Positive and Negative Influence  

Strategy Use 

 

 Relationship Satisfaction  Actor Positive Influence 

Strategy Use 

 Actor Negative Influence 

Strategy Use 

Independent 

Variable 

B SE t df  B SE t df  B SE t df 

Overweight -.11 .02 -4.70*** 370  .12 .03 3.74*** 376  .02 .00 4.99*** 377 

Overweight 

since Beg. 
-.07 .04 -1.85† 341  .06 .05 1.35 372  .02 .01 2.30* 370 

Gained 

Weight 
-.11 .02 -4.63*** 377  .09 .03 2.96* 380  .01 .04 2.70* 383 

Sat. w/ 

Weight 
.15 .03 5.54*** 358  -.14 .04 -3.86*** 374  -.03 .01 .95 383 

Sat. w/ 

Appearance 
.29 .03 8.89*** 341  -.09 .05 -1.80† 375  -.04 .01 -6.39*** 373 

 

Note. Control Variables included Sex, BMI, and Relationship Length. Overweight = My partner is overweight, Overweight 

since Beg. = My partner was overweight when our relationship started, Gained Weight = My partner has gained weight since 

our relationship started, Sat. w/ Weight = I am satisfied with my partner’s weight, Sat. w/ Appearance = I am satisfied with my 

partner’s appearance. Intraclass correlations for relationship satisfaction ranged from .45*** to .50***; for actor positive 

influence strategy use they ranged from .19** to .21**; and for actor negative strategy use they ranged .23** to .28***.  

†p < .10, *p < .05, **p < .01, ***p < .001. 
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Table 14 

 

Interaction Results for Actors’ Satisfaction with Partners’ Appearance and Sex as Predictors of Actors’ Negative  

Influence Strategy Use 

 

Independent Variables ICC B SE t df 

Actor Sat. with Partner 

Appearance 
-.06 .01 -6.16*** 349 

Sex 

 
-.17 .07 -2.41* 324 

Actor Sat. with Partner 

Appearance*Sex 

.26*** 

.03 .01 2.12* 333 

 

Note. Control Variables included Sex, BMI, and Relationship Length. B = unstandardized regression estimate.  

ICC = intraclass correlation (or the proportion of the variance in the dependent variable accounted for by couple  

membership in each model).  

*p < .05, **p < .01, ***p < .001. 
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Table 15 

 

APIM Results for H2: Actors’ Perceived Partner Influence Strategies as Predictors of Actors’ Health Maintenance and 

Relationship Satisfaction 

 

   Actor Effect  Partner Effect 

Dependent 

Variables 

Independent 

Variables 

ICC B SE t df  B SE t df 

Perceived Pos. 

Partner Inf. Strat. .15
 m

 .05 .02 2.42* 355  .05 .02 2.59** 356 
Health 

Maintenance 

Perceived Neg. 

Partner Inf. Strat. .20* -.29 .14 -2.03* 352  .05 .14 .34 352 

            

Perceived Pos. 

Partner Inf. Strat. .45*** .13 .04 3.32** 364  .02 .04 .57 364 
Relationship 

Satisfaction 

Perceived Neg. 

Partner Inf. Strat. .45*** -1.03 .28 -3.70*** 373  -.28 .27 -1.03 372 

 

Note. Control Variables included Sex, BMI, and Relationship Length. B = unstandardized regression estimate.  

ICC = intraclass correlation (or the proportion of the variance in the dependent variable accounted for by couple  

membership in each model). *p < .05, **p < .01, ***p < .001. 
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Table 16 

 

APIM Results for H3a: Perceptions of Partners’ Ability and Willingness to Change as a Predictor of Actors’ Influence 

Strategy Use, Health Maintenance, and Relationship Satisfaction 

 

   Actor Effect  Partner Effect 

Independent 

Variable 

Dependent 

Variables 

ICC B SE t df  B SE t df 

Actors’ Pos. 

Influence Strat. .21** -.05 .05 -.99 381  -- -- -- -- 

Actors’ Neg. 

Influence Strat.  .24** -.04 .01 -5.77*** 382  -- -- -- -- 

(SA) Health 

Maintenance .19* .02 .02 .96 359  .12 .02 5.90*** 359 

Perceived 

Partner 

Ability/ 

Willingness 

to Change 

(SA)  

Relationship 

Satisfaction 
.43*** .25 .04 6.15*** 359  .08 .04 1.77† 364 

 

Note. Control Variables included Sex, BMI, and Relationship Length. B = unstandardized regression estimate.  

ICC = intraclass correlation (or the proportion of the variance in the dependent variable accounted for by couple  

membership in each model), SA = supplementary analyses. †p < .10, *p < .05, **p < .01, ***p < .001. 
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Table 17 

 

APIM Results for H3b: Partner Health Influence Motivations as Predictors of Actors’ Influence Strategy Use, Health 

Maintenance, and Relationship Satisfaction 

 

   Actor Effect  Partner Effect 

Independent 

Variable 

Dependent 

Variables 

ICC B SE t df  B SE t df 

Actors’ Pos. 

Influence Strat. .21** .05 .06 .73 374  -- -- -- -- 

Actors’ Neg. 

Influence Strat.  .23** -.02 .01 -2.61** 374  -- -- -- -- 

(SA) Health 

Maintenance .19* .04 .03 1.37 358  .00 .03 .06 358 

Want 

Partner to 

Live Longer 

(SA) 

Relationship 

Satisfaction 
.47*** .17 .05 3.31** 326  -.03 .05 -.52 326 

      

Actors’ Pos. 

Influence Strat. .21** .11 .04 2.78** 374  -- -- -- -- 

Actors’ Neg. 

Influence Strat.  .23** .02 .01 3.90*** 373  -- -- -- -- 

(SA) Health 

Maintenance .19* -.01 .02 -.40 355  -.02 .02 -1.09 355 

Want 

Partner to 

Look more 

attractive 

(SA) 

Relationship 

Satisfaction 

.44*** -.09 .03 -2.70** 337  -.07 .03 -1.98* 338 
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Table 17, Continued 

 

   Actor Effect  Partner Effect 

Independent 

Variable 

Dependent 

Variables 

ICC B SE t df  B SE t df 

Actors’ Pos. 

Influence Strat. .20** .32 .06 5.30*** 381  -- -- -- -- 

Actors’ Neg. 

Influence Strat.  .24** .01 .01 .72 381  -- -- -- -- 

(SA) Health 

Maintenance .17* .14 .02 6.02*** 359  .03 .02 1.16 359 

Want 

Partner to 

Eat Healthy 

with me 

(SA)  

Relationship 

Satisfaction 
.44*** .16 .05 3.20** 351  .07 .05 1.50 351 

            

Actors’ Pos. 

Influence Strat. .14
m
 .21 .04 5.09*** 381  -- -- -- -- 

Actors’ Neg. 

Influence Strat.  .24** .01 .01 1.23 383  -- -- -- -- 

(SA) Health 

Maintenance .16* .06 .02 3.58*** 359  .01 .02 .43 359 

Want 

Partner to 

Exercise 

with me 

(SA) 

Relationship 

Satisfaction 

.42*** .14 .03 4.38*** 362  .07 .03 2.22* 362 
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Table 17, Continued 

 

   Actor Effect  Partner Effect 

Independent 

Variable 

Dependent 

Variables 

ICC B SE t df  B SE t df 

Actors’ Pos. 

Influence Strat. .19* .25 .05 5.43*** 375  -- -- -- -- 

Actors’ Neg. 

Influence Strat.  .23** .02 .01 3.10** 373  -- -- -- -- 

(SA) Health 

Maintenance .20* -.00 .02 -.02 356  -.04 .02 -2.01* 357 

Want 

Partner to 

Improve 

his/her 

health 

(SA)  

Relationship 

Satisfaction 
.45*** -.03 .04 -.66 337  -.06 .04 -1.38 343 

      

Actors’ Pos. 

Influence Strat. .19* .18 .05 3.40*** 368  -- -- -- -- 

Actors’ Neg. 

Influence Strat.  .24** .01 .01 1.48 364  -- -- -- -- 

(SA) Health 

Maintenance .20* .01 .02 .27 350  -.03 .02 -1.38 351 

Want 

Partner to 

Have a 

Better 

Quality of 

Life 

(SA) 

Relationship 

Satisfaction 
.45*** .01 .04 .18 327  -.03 .04 -.59 326 

 

Note. Control Variables included Sex, BMI, and Relationship Length. B = unstandardized regression estimate.  

ICC = intraclass correlation (or the proportion of the variance in the dependent variable accounted for by couple  

membership in each model), SA = supplementary analyses. *p < .05, **p < .01, ***p < .001. 
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Table 18 

 

Interaction Results for H3b: Partner Health Influence Motivations and Sex as Predictors of Actor’s Influence Strategy Use 

 

  Actors’ Positive Influence Strategy Use  Actors’ Negative Influence Strategy Use 

Model 
Independent 

Variables 

ICC B SE t df  ICC B SE t df 

Live Longer 

 
.24 .10 2.53* 369  -.00 .01 -.03 366 

Sex 

 
1.87 .84 2.23* 355  .24 .12 1.91† 350 

Want 

Partner to 

Live 

Longer 

Live 

Longer*Sex 

.19* 

-.35 .13 -2.72** 358  

.22** 

-.04 .02 -2.29* 354 

             

More 

Attractive -- -- -- --  .04 .01 4.55*** 366 

Sex 

 
-- -- -- --  .10 .06 1.62 348 

Want 

Partner to 

Look 

More 

Attractive 
More 

Attractive* 

Sex 

-- 

-- -- -- --  

.21** 

-.03 .01 -2.54* 355 

 

Note. Control Variables included Sex, BMI, and Relationship Length. B = unstandardized regression estimate.  

ICC = intraclass correlation (or the proportion of the variance in the dependent variable accounted for by couple  

membership in each model). †p < .10, *p < .05, **p < .01, ***p < .001. 
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Table 19 

 

APIM Results for H3c: Partner Health Influence Constraints as a Predictor of Actors’ Influence Strategy Use, Health 

Maintenance, and Relationship Satisfaction 

 

   Actor Effect  Partner Effect 

Independent 

Variable 

Dependent 

Variables 

ICC B SE t df  B SE t df 

Actors’ Pos. 

Influence Strat. .18* -.33 .07 -5.03*** 378  -- -- -- -- 

Actors’ Neg. 

Influence Strat.  .24** .00 .01 .10 383  -- -- -- -- 

(SA) Health 

Maintenance .14
m
 -.13 .03 -5.09*** 349  -.04 .03 -1.63 348 

Partner 

Health 

Influence 

Constraints 

(SA)  

Relationship 

Satisfaction 
.43*** -.23 .05 -4.53*** 374  -.09 .05 -1.71† 374 

 

Note. Control Variables included Sex, BMI, and Relationship Length. B = unstandardized regression estimate.  

ICC = intraclass correlation (or the proportion of the variance in the dependent variable accounted for by couple  

membership in each model), SA = supplementary analyses. †p < .10, *p < .05, **p < .01, ***p < .001. 
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Table 20 

 

APIM Results for H4a: Actors’ Perceived Partner Influence Strategies and Diet- and Exercise-Related Partner Support  

as Predictors of Actors’ Health Maintenance 

 

    Actor Effect  Partner Effect 

Dependent 

Variable 

Models Independent 

Variables 

ICC B SE t df  B SE t df 

Perceived Pos. 

Partner Inf. Strat. .00 .02 .12 358  .06 .02 3.08** 353 

Diet/Exercise 

Support  .06 .03 2.16* 359  -- -- -- -- 

Positive 

Influence 

Strategies 

Pos. Partner Inf. 

Strat.*Diet/ 

Exercise Support 

.10 

.05 .02 2.84** 354  -.07 .02 -3.59*** 309 

            

Perceived Neg. 

Partner Inf. Strat. -.42 .15 -2.77** 344  .08 .14 .55 336 

Diet/Exercise 

Support -.18 .21 -.83 357  -- -- -- -- 

Actors’ 

Health 

Maintenance Negative 

Influence 

Strategies 

Neg. Partner Inf. 

Strat.*Diet/ 

Exercise Support 

.09 

.10 .13 .80 357  -.29 .13 -2.22* 358 

 

Note. Control Variables included Sex, BMI, and Relationship Length. B = unstandardized regression estimate.  

ICC = intraclass correlation (or the proportion of the variance in the dependent variable accounted for by couple  

membership in each model). *p < .05, **p < .01, ***p < .001. 
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Table 21 

 

APIM Results for Relationship Environment as Predictors of Actors’ Influence Strategy Use  

 

   Actor Effect  Partner Effect 

Dependent 

Variables 

Independent 

Variables 

ICC B SE t df  B SE t df 

Relationship 

Equity .21** .11 .11 .97 368  -.08 .11 -.76 368 

Relationship 

Maintenance .18* .15 .07 2.34* 362  .10 .07 1.49 362 

Actors’ 

Positive 

Influence 

Strategy 

Use 

Control  

Mutuality 
.19** .12 .06 1.95† 344  .05 .06 .80 344 

            

Relationship 

Equity .24** -.01 .02 -.35 365  -.01 .02 -.60 365 

Relationship 

Maintenance .24** -.02 .01 -2.11* 372  .00 .01 .11 372 

Actors’ 

Negative 

Influence 

Strategy 

Use 

Control 

Mutuality 
.23** -.02 .01 -1.70† 352  -.01 .01 -1.27 352 

 

Note. Control Variables included Sex, BMI, and Relationship Length. B = unstandardized regression estimate.  

ICC = intraclass correlation (or the proportion of the variance in the dependent variable accounted for by couple  

membership in each model). †p < .10, *p < .05, **p < .01, ***p < .001. 
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Table 22 

 

APIM Results for Actors’ and Partners’ Influence Strategy Use as Predictors of Health Maintenance 

and Relationship Satisfaction 

 

   Actor Effect  Partner Effect 

Dependent 

Variables 

Independent 

Variables 

ICC B SE t df  B SE t df 

Pos. Influence 

Strategy Use .23** .11 .02 5.76*** 355  -.02 .02 -.79 355 
Actors’ 

Health 

Maintenance 
Neg. Influence 

Strategy Use 
.21** .06 .14 .43 358  -.54 .13 -4.02*** 359 

            

Pos. Influence 

Strategy Use .45*** .03 .04 .72 355  .08 .04 2.05* 355 
Actors’ 

Relationship 

Satisfaction 
Neg. Influence 

Strategy Use 
.45*** -1.34 .27 -5.06*** 365  -.15 .27 -.57 365 

 

Note. Control Variables included Sex, BMI, and Relationship Length. B = unstandardized regression estimate.  

ICC = intraclass correlation (or the proportion of the variance in the dependent variable accounted for by couple  

membership in each model). *p < .05, **p < .01, ***p < .001. 
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Table 23 

 

APIM Interaction Results for Better Quality of Life Influence Motivation and Sex as Predictors of  

Actors’ Health Maintenance Behaviors 

 

  Actor Effect  Partner Effect 

Dependent 

Variables 

ICC B SE t df  B SE t df 

Better Quality 

of Life -.02 .03 -.74 348  .03 .03 1.13 349 

Sex 

  
.27 .32 .84 171  -- -- -- -- 

Better Quality 

of Life*Sex 

.18* 

 

.06 .04 1.37 343  -.12 .04 -2.87** 344 

 

Note. Control Variables included Sex, BMI, and Relationship Length. B = unstandardized regression estimate.  

ICC = intraclass correlation (or the proportion of the variance in the dependent variable accounted for by couple  

membership in each model). *p < .05, **p < .01, ***p < .001. 
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Table 24 

 

APIM Interaction Results for Actors’ and Partners’ Negative Influence Strategy Use and Diet- and Exercise-Related  

Partner Support as Predictors of Actors’ Health Maintenance Behaviors 

 

  Actor Effect  Partner Effect 

Independent 

Variables 

ICC B SE t df  B SE t df 

Neg. Influence 

Strategy Use .12 .14 .87 351  -.72 .14 -5.09*** 355 

Diet/Exercise 

Support .08 .02 3.94*** 354  -- -- -- -- 

Neg. Influence 

Strategy 

Use*Diet/ 

Exercise Support 

.12 

-.21 .13 -1.63 359  .25 .12 2.06* 359 

 

Note. Control Variables included Sex, BMI, and Relationship Length. B = unstandardized regression estimate.  

ICC = intraclass correlation (or the proportion of the variance in the dependent variable accounted for by couple  

membership in each model). *p < .05, **p < .01, ***p < .001. 
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Table 25 

 

APIM Interaction Results for Actors’ and Partners’ Negative and Positive Influence Strategy Use as Predictors of  

Actors’ Health Maintenance Behaviors  

 

  Actor Effect  Partner Effect 

Independent 

Variables 

ICC B SE t df  B SE t df 

Neg. Influence 

Strategy Use -.02 .01 -1.01 354  -.03 .01 -2.43* 355 

Pos. Influence 

Strategy Use .12 .03 4.78*** 355  -.03 .03 -1.14 355 

Neg. Influence 

Strategy 

Use*Pos. 

Influence 

Strategy Use 

.21* 

.00 .00 .51 354  .01 .00 2.04* 352 

 

Note. Control Variables included Sex, BMI, and Relationship Length. BMI = Body Mass Index.  

B = unstandardized regression estimate. ICC = intraclass correlation (or the proportion of the variance in t 

he dependent variable accounted for by couple membership in each model).  

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



                             135!

 

Figure 1. BMI as a Moderator of the Association between Actors’ Perceived Relationship 

Equity and Actors’ Perceived Negative Partner Influence Strategies. 
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Figure 2. BMI and Sex as Moderators of the Association between Actors’ Perceived 

Relationship Maintenance and Actors’ Perceived Positive Partner Influence Strategies. 
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Figure 3. BMI and Sex as Moderators of the Association between Partners’ Perceived 

Relationship Maintenance and Actors’ Perceived Positive Partner Influence Strategies. 
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Figure 4. BMI and Sex as Moderators of the Association between Actors’ Perceived 

Relationship Maintenance and Actors’ Perceived Negative Partner Influence Strategies. 
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Figure 5. BMI and Sex as Moderators of the Association between Partners’ Perceived 

Relationship Maintenance and Actors’ Perceived Negative Partner Influence Strategies. 
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Figure 6. Sex as a Moderator of the Association between Actors’ Satisfaction with 

Partners’ Appearance and Actors’ Use of Negative Influence Strategies. 
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Figure 7. Sex as a Moderator of the Association between Actors Wanting their Partner to 

Live Longer and Actors’ Positive Influence Strategy Use. 
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Figure 8. Sex as a Moderator of the Association between Actors Wanting their Partner to 

Live Longer and Actors’ Negative Influence Strategy Use. 
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Figure 9. Sex as a Moderator of the Association between Actors Wanting their Partner to 

Be More Attractive and Actors’ Negative Influence Strategy Use. 
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Figure 10. Diet- and Exercise-Related Partner Support as a Moderator of the Association 

between Actors’ Perceived Positive Partner Influence Strategies and Actors’ Health 

Maintenance Behaviors. 
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Figure 11. Diet- and Exercise-Related Partner Support as a Moderator of the Association 

between Partners’ Perceived Positive Partner Influence Strategies and Actors’ Health 

Maintenance Behaviors. 
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Figure 12. Diet- and Exercise-Related Partner Support as a Moderator of the Association 

between Partners’ Perceived Negative Partner Influence Strategies and Actors’ Health 

Maintenance Behaviors. 
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Figure 13. Sex as a Moderator of the Association between Partners’ Desire for the Actor 

to Have Better Quality of Life and Actors’ Health Maintenance Behaviors.  
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Figure 14. Diet- and Exercise-Related Partner Support as a Moderator of the Association 

between Partners’ Reported Negative Strategy Use and Actors’ Health Maintenance 

Behaviors.   
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Figure 15. Partners’ Reported Positive Strategy Use as a Moderator of the Association 

between Partners’ Reported Negative Strategy Use and Actors’ Health Maintenance 

Behaviors.   
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APPENDIX B 

 

SURVEY INSTRUMENT 

 

Relational Equity (Items adapted from Hatfield, Traupmann, & Walster, 1979; Sprecher, 

1986).  

 

Instructions: Think about your relationship with your partner, and consider all the times 

when the exchange in your relationship has become unbalanced and one partner 

contributed more than the other for a time (i.e., someone is contributing more and 

someone is contributing less). Please select the most appropriate response to the 

following items using the scale below.  

1 = Strongly disagree 

2 = Disagree 

3 = Somewhat disagree 

4 = Neither agree nor disagree 

5 = Somewhat agree 

6 = Agree 

7 = Strongly agree 

 

1. When your relationship becomes unbalanced, you typically contribute more than your 

significant other. 

2. When your relationship becomes unbalanced, you typically contribute less than your 

significant other. 

3. When your relationship becomes unbalanced, your significant other typically 

contributes more than you. 

4. When your relationship becomes unbalanced, your significant other typically 

contributes less than you.  

5. You put more into your relationship than you get out of it. 

6. You put less into your relationship than you get out of it. 

7. Your partner puts more into your relationship than he/she gets out of it. 

8. Your partner puts less into your relationship than he/she gets out of it. 

9. Our relationship is rarely unbalanced; we both contribute equally. 

10. Our relationship is often unbalanced; we do not contribute equally. 

 

 

Relationship Maintenance Strategy Measure (Stafford & Canary 1991;2006 – Positivity 

= 1-7; Openness = 8-12; Assurances = 13-15). 

 

Instructions: Think about your relationship with your partner, and please select the most 

appropriate response to the following items using the scale below.  

1 = Strongly disagree 

2 = Disagree 

3 = Somewhat disagree 
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4 = Neither agree nor disagree 

5 = Somewhat agree 

6 = Agree 

7 = Strongly agree 

 

My partner:  

1. Attempts to make our interactions very enjoyable. 

2. Is cooperative in the ways s/he handles disagreements between us. 

3. Tries to build up my self-esteem, including giving me compliments, etc. 

4. Is very nice, courteous, and polite when we talk.  

5. Acts cheerful and positive with me.  

6. Does not criticize me.  

7. Is patient and forgiving of me. 

8 Simply tells me how s/he feels about our relationship.  

9. Seeks to discuss the quality of our relationship.  

10. Discloses what s/he needs or wants from our relationship. 

11. Reminds me about relationship decisions we have made in the past (e.g., to maintain 

the same level of intimacy). 

12. Likes to have periodic talks about our relationship. 

13. Stresses his/her commitment to me. 

14. Implies that our relationship has a future. 

15. Shows his/her love for me.  

 

 

Control Mutuality (Stafford & Canary, 1991) 

 

Instructions: Think about the decisions that you and your partner make in your 

relationship, and please select the most appropriate response to the following items using 

the scale below.  

1 = Strongly disagree 

2 = Disagree 

3 = Somewhat disagree 

4 = Neither agree nor disagree 

5 = Somewhat agree 

6 = Agree 

7 = Strongly agree 

 

1. Both of us are satisfied with the way we handle decisions.  

2. We agree on what we can expect from one another. 

3. We are attentive to each other’s comments. 

4. We both have an equal “say.” 

5. We are co-operative with each other.  
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Diet and Exercise Communication (Researcher-generated items). 

 

Instructions: Think about your relationship with your partner, and please select the most 

appropriate response to the following.  

 

1. Have you and your partner ever discussed YOUR diet? 

0 = No; 1 = Yes 

 

2. If so, do you and your partner currently discuss YOUR diet? 

0 = No; 1 = Yes 

 

3. If so, who typically initiates discussion about YOUR diet? 

1 = you; 2 = your partner; 3 = you and your partner equally initiate discussion 

about your diet 

 

4. If so, how frequently do you discuss YOUR diet? 

 1 = not frequently at all     2     3     4     5     6     7 = Very frequently 

 

5. If so, please indicate which of the diet-related discussions you have relative to YOUR 

diet. Select all that apply.  

 _____ Eating healthier 

 _____ Restricting/changing unhealthy eating 

 _____ Purchasing healthy groceries/meals 

 _____ Restricting/changing unhealthy grocery purchases 

 _____ Cooking at home more frequently 

 _____ Going out to eat less frequently 

 _____ What you ate during the day 

 _____ Looking for recipes/planning future meals 

 _____ Other, Please specify: 

 

6. Have you and your partner ever discussed HIS/HER diet? 

0 = No; 1 = Yes 

 

7. If so, do you and your partner currently discuss HIS/HER diet? 

 0 = No; 1 = Yes 

 

8. If so, who typically initiates discussion about HIS/HER diet? 

1 = you; 2 = your partner; 3 = you and your partner equally initiate discussion 

about your partner’s diet 

 

9. If so, how frequently do you discuss HIS/HER diet? 

 1 = not frequently at all     2     3     4     5     6     7 = Very frequently 
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10. Please indicate which of the diet-related discussions you have relative to YOUR 

PARTNER’S diet. Select all that apply.  

_____ Eating healthier 

 _____ Restricting/changing unhealthy eating 

 _____ Purchasing healthy groceries/meals 

 _____ Restricting/changing unhealthy grocery purchases 

 _____ Cooking at home more frequently 

 _____ Going out to eat less frequently 

 _____ What you ate during the day 

 _____ Looking for recipes/planning future meals 

 _____ Other, Please specify: 

 

11. Have you and your partner ever discussed YOUR exercise? 

0 = No; 1 = Yes 

 

12. If so, do you and your partner currently discuss YOUR exercise habits? 

 0 = No; 1 = Yes 

 

13. If so, who typically initiates the discussion about YOUR exercise habits? 

1 = you; 2 = your partner; 3 = you and your partner equally initiate discussion 

about your exercise habits 

 

14. If so, how frequently do you discuss YOUR exercise habits? 

 1 = not frequently at all     2     3     4     5     6     7 = Very frequently 

 

15. If so, please indicate which of the following exercise-related discussions you have 

relative to YOUR exercise habits. Select all that apply.  

 _____ Amount of exercise you engaged in 

 _____ Intensity of exercise you engaged in 

 _____ Type of exercise you engaged in 

 _____ Ideas/suggestions for your exercise routine 

 _____ The frequency with which you exercise 

 _____ Making plans to exercise together 

_____ Other, Please specify: 

 

16. Have you and your partner ever discussed HIS/HER exercise? 

0 = No; 1 = Yes 

 

17. If so, do you and your partner currently discuss YOUR PARTNER’S exercise habits? 

 0 = No; 1 = Yes 

 

18. If so, who typically initiates discussion about YOUR PARTNER’S exercise habits? 

1 = you; 2 = your partner; 3 = you and your partner equally initiate discussion 

about your exercise habits 
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19. If so, how frequently do you discuss YOUR PARTNER’S exercise habits? 

 1 = not frequently at all     2     3     4     5     6     7 = Very frequently 

 

20. If so, please indicate which of the following exercise-related discussions you have 

relative to YOUR PARTNER’S exercise habits. Select all that apply.  

_____ Amount of exercise s/he engaged in 

 _____ Intensity of exercise s/he engaged in 

 _____ Type of exercise s/he engaged in 

 _____ Ideas/suggestions for his/her exercise routine 

 _____ The frequency with which s/he exercises 

 _____ Making plans to exercise together 

 _____ Other, Please specify: 

 

 

Diet- and Exercise- Related Social Influence (Items adapted from Butterfield & Lewis, 

2002). 

 

Instructions: How often in the last 6 months have YOU used these tactics to influence 

YOUR PARTNER to engage in healthier diet (e.g., choose foods low in salt, fat, or 

calories) or exercise (e.g., walking, jogging, swimming, bike riding, etc.) activities? 

 

1. Asked (asked partner to do something to improve their health)  

    1 = never  2 3 4 5 6 7 = daily 

 

2. Bargained (offered partner an exchange or trade-off to engage in healthy behaviors) 

    1 = never  2 3 4 5 6 7 = daily 

 

3. Guilt (made your partner feel bad for being unhealthy) 

    1 = never  2 3 4 5 6 7 = daily 

 

4. Expressed negative emotions (displayed anger, frustration, resentment for not 

engaging in healthy activities) 

    1 = never  2 3 4 5 6 7 = daily 

 

5. Persistence (reminded or reinforced previous requests to be healthy) 

    1 = never  2 3 4 5 6 7 = daily 

 

6. Persuasion (used influence to get partner to engage in healthy behaviors) 

    1 = never  2 3 4 5 6 7 = daily 

 

7. Expressed positive emotions (displayed happiness, pleasure, kindness to partner when 

engaging in healthy activities) 

    1 = never  2 3 4 5 6 7 = daily 
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8. Reasoned (introduced evidence, examples, or facts to partner about health) 

    1 = never  2 3 4 5 6 7 = daily 

 

9. Stated importance (tried to help partner understand why healthy activities are 

important) 

    1 = never  2 3 4 5 6 7 = daily 

 

10. Made suggestions (offered alternative ideas to help improve partner’s healthy 

lifestyle) 

    1 = never  2 3 4 5 6 7 = daily 

 

11. Invoked obligation (made partner feel like he/she has to engage in healthy activities 

out of obligation to you, work, children, etc.) 

    1 = never  2 3 4 5 6 7 = daily 

 

12. Told (made a demand that partner be healthier) 

    1 = never  2 3 4 5 6 7 = daily 

 

13. Used withdrawal (avoid interacting with partner to get them to engage in healthier 

activities) 

    1 = never  2 3 4 5 6 7 = daily 

 

14. Change (Made a healthy change for or with partner or changed something about their 

environment to make it healthier)  

    1 = never  2 3 4 5 6 7 = daily 

 

15. Model/hint (Model or hint at the healthy behavior) 

    1 = never  2 3 4 5 6 7 = daily 

 

16. Praise (Praise or compliment the partner’s healthy behaviors) 

    1 = never  2 3 4 5 6 7 = daily 

 

Instructions: How often in the last 6 months has YOUR PARTNER used these tactics to 

influence YOU to engage in healthier diet (e.g., choose foods low in salt, fat, or calories) 

or exercise (e.g., walking, jogging, swimming, bike riding, etc.) activities? 

 

1. Asked (asked partner to do something to improve their health)  

    1 = never  2 3 4 5 6 7 = daily 

 

2. Bargained (offered partner an exchange or trade-off to engage in healthy behaviors) 

    1 = never  2 3 4 5 6 7 = daily 

 

3. Guilt (made your partner feel bad for being unhealthy) 

    1 = never  2 3 4 5 6 7 = daily 
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4. Expressed negative emotions (displayed anger, frustration, resentment for not 

engaging in healthy activities) 

    1 = never  2 3 4 5 6 7 = daily 

 

5. Persistence (reminded or reinforced previous requests to be healthy) 

    1 = never  2 3 4 5 6 7 = daily 

 

6. Persuasion (used influence to get partner to engage in healthy behaviors) 

    1 = never  2 3 4 5 6 7 = daily 

 

7. Expressed positive emotions (displayed happiness, pleasure, kindness to partner when 

engaging in healthy activities) 

    1 = never  2 3 4 5 6 7 = daily 

 

8. Reasoned (introduced evidence, examples, or facts to partner about health) 

    1 = never  2 3 4 5 6 7 = daily 

 

9. Stated importance (tried to help partner understand why healthy activities are 

important) 

    1 = never  2 3 4 5 6 7 = daily 

 

10. Made suggestions (offered alternative ideas to help improve partner’s healthy 

lifestyle) 

    1 = never  2 3 4 5 6 7 = daily 

 

11. Invoked obligation (made partner feel like he/she has to engage in healthy activities 

out of obligation to you, work, children, etc.) 

    1 = never  2 3 4 5 6 7 = daily 

 

12. Told (made a demand that partner be healthier) 

    1 = never  2 3 4 5 6 7 = daily 

 

13. Used withdrawal (avoid interacting with partner to get them to engage in healthier 

activities) 

    1 = never  2 3 4 5 6 7 = daily 

 

14. Change (Made a healthy change for or with partner or changed something about their 

environment to make it healthier)  

    1 = never  2 3 4 5 6 7 = daily 

 

15. Model/hint (Model or hint at the healthy behavior) 

    1 = never  2 3 4 5 6 7 = daily 
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16. Praise (Praise or compliment the partner’s healthy behaviors) 

    1 = never  2 3 4 5 6 7 = daily 

 

 

Partner Ability and Willingness (Researcher-generated items) 

 

Instructions: Think about your relationship with your partner, and please select the most 

appropriate response to the following questions using the scale below.  

1 = Strongly disagree 

2 = Disagree 

3 = Somewhat disagree 

4 = Neither agree nor disagree 

5 = Somewhat agree 

6 = Agree 

7 = Strongly agree 

 

1. If my partner needed to change his or her eating behaviors to be healthier, I believe 

that he/she would be able to do so.  

2. If my partner needed to change his or her exercise behaviors to be healthier, I believe 

that he/she would be able to do so.   

3. If my partner needed to change his or her eating behaviors to be healthier, I believe 

that he/she would be willing to do so.  

4. If my partner needed to change his or her exercise behaviors to be healthier, I believe 

that he/she would be willing to do so. 

 

 

Motivation to use Social Influence (Researcher-generated items) 

 

Instructions: Below are some reasons why some people might encourage their partner to 

engage in healthier behaviors. Rate the extent to which each of the following reasons are 

true in your relationship according to the scale below.  

1 = Strongly disagree 

2 = Disagree 

3 = Somewhat disagree 

4 = Neither agree nor disagree 

5 = Somewhat agree 

6 = Agree 

7 = Strongly agree 

 

1. I want my partner to live longer.  

2. I want my partner to look more attractive.  

3. I want my partner to eat healthy with me. 

4. I want my partner to exercise with me.  
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5. I want my partner to improve his/her health (e.g., lower blood pressure/cholesterol, 

manage diabetes) 

16. I want my partner to have a better quality of life.  

 

 

Constraints against using Social Influence (Adapted from Dillard, Segrin, & Harden, 

1989) 

-1, 2, 6, 7 are influence goals 

-3, 8 are relational resource goals 

-4, 9 are arousal management goals 

-5, 10 are interaction goals 

 

Instructions: Below are some reasons why some people might not try to influence their 

partner to be healthier. Rate the extent to which each of the following reasons are true in 

your relationship according to the scale below.  

1 = Strongly disagree 

2 = Disagree 

3 = Somewhat disagree 

4 = Neither agree nor disagree 

5 = Somewhat agree 

6 = Agree 

7 = Strongly agree 

 

1. I really don’t care that much whether he/she tries to eat healthier.  

2. Although I want my partner to eat healthier, I don’t think it is that important of an 

issue.   

3. I am not willing to risk any possible damage to the relationship by telling my partner to 

eat healthier.  

4. Discussing my partner’s diet makes me nervous/uncomfortable. 

5. I consider it inappropriate to discuss my partner’s diet with him/her.  

6. I really don’t care that much whether he/she tries to exercise more.  

7. Although I want my partner to exercise more, I don’t think it is that important of an 

issue.  

8. I am not willing to risk any possible damage to the relationship by telling my partner to 

exercise more.  

9. Discussing my partner’s exercise behaviors makes me nervous/uncomfortable.  

10. I consider it inappropriate to discuss my partner’s exercise behaviors with him/her.   
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Partner Support (1-5 are diet-related items and 6-10 are exercise-related items both 

adapted from Sallis, Grossman, Pinski, Patterson, & Nader, 1987) 

 

Instructions: Think about your relationship with your partner, and please select the most 

appropriate response to the following items using the scale below.  

1 = Strongly disagree 

2 = Disagree 

3 = Somewhat disagree 

4 = Neither agree nor disagree 

5 = Somewhat agree 

6 = Agree 

7 = Strongly agree 

 

Diet-Related Support: 

1. My partner reminds me not to eat unhealthy foods.  

2. My partner encourages me not to eat unhealthy foods. 

3. My partner changes his/her eating behaviors to help me eat healthier. 

4. My partner compliments me about changing my eating habits. 

5. My partner offers to eat healthy foods with me. 

 

Exercise-Related Support: 

6. My partner reminds me to exercise. 

7. My partner encourages me to stick with my exercise program. 

8. My partner changes his/her schedule so we can exercise together. 

9. My partner compliments me about my exercise habits.  

10. My partner offers to exercise with me.  

 

 

Health Maintenance Behaviors (1-8 are eating behaviors; 9-12 refer to drinking 

behaviors; 13-21 are exercise behaviors; Adapted from Jackson, 2006). 

 

Instructions: Please select the most appropriate response to the following items, using 

the following scale:  

 

0 = never     1 = rarely     2 = sometimes     3 = often     4 = very often 

 

How often do you:  

1. Limit fat, sugar, or salt in your meals? 

2. Eat fast food 

3. Eat four servings of vegetables/day 

4. Track the nutritional content of food you eat 

5. Choose food items that are healthy over unhealthy foods 

6. Choose high fat or high calorie tasty foods over nutritious foods 



                             160!

7. Limit food or caloric intake to lose weight 

8. Drink 8 cups of water/day 

9. Limit intake of high sugar or calorie drinks 

10. Limit caffeinated beverages 

11. Limit alcoholic beverages 

12. Avoid exercise or physical activity 

13. Get aerobic (e.g., cardio) exercise almost daily 

14. Have a physically active home life 

15. Go for walks/hikes 

16. Do physical exercises you enjoy 

17. Participate in sports/athletic activities 

18. Exercise to lose weight 

 

 

Subjective Weight (Researcher-Generated Items) 

 

Instructions: Think about your relationship with your partner, and please select the most 

appropriate response to the following items using the scale below.  

1 = Strongly disagree 

2 = Disagree 

3 = Somewhat disagree 

4 = Neither agree nor disagree 

5 = Somewhat agree 

6 = Agree 

7 = Strongly agree 

 

1. I am overweight. 

 

2. I was overweight when my relationship with my partner started. 

 

3. I have gained weight since my relationship with my partner has started. 

 

4. I am satisfied with my weight. 

 

5. I am satisfied with my appearance. 

 

6. My partner is overweight. 

 

7. My partner was overweight when our relationship started. 

 

8. My partner has gained weight since our relationship started. 

 

9. I am satisfied with my partner’s weight. 
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10. I am satisfied with my partner’s appearance. 

 

11. If your partner were to gain weight over the course of your relationship, you would 

talk to him/her about the weight gain. 

 

 

Relationship Measures (1-6 are researcher-generated; 7-13 are from Hendrick, 1988).  

 

Instructions: Please select the most appropriate response to the following items.  

 

1. How long have you and your partner been in a romantic relationship together? 

 

2. How would you classify your relationship?  

_____ married 

_____ cohabiting and engaged to be married 

_____ cohabiting and not engaged to be married 

_____ engaged to be married, but not cohabiting 

_____ exclusively dating, spend several nights a week together 

_____ exclusively dating, spend few nights a week together 

_____ exclusively dating 

 

3. How much time do you spend awake with your partner in an average week?  

0 = less than five hours/week 

1 = 5 -10 hours/week 

2 = 11-15 hours/week 

3 = 16 - 20 hours/week 

4 = 20+ hours/week 

 

4. How frequently do you eat with your partner in an average week?  

0 = less than 5 times per week 

1 = 5 – 10 meals per week 

2 = 11-15 meals per week 

3 = 15+ meals per week 

 

5. How frequently do you exercise in an average week?  

0 = no times per week 

1 = 1-2 times per week 

2 = 3-4 times per week 

3 = 5-6 times per week 

4 = 7+ times per week  

 

6. How frequently do you exercise with your partner in an average week?  

0 = no times per week 

1 = 1-2 times per week 
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2 = 3-4 times per week 

3 = 5-6 times per week 

4 = 7+ times per week  

 

7. How well does your partner meet your needs?  

1 = Not Very Well     2     3     4     5     6     7 = Very Well 

 

8. In general, how satisfied are you in your relationship? 

1 = Very Unsatisfied     2     3     4     5     6     7 = Very Satisfied 

 

9. How good is your relationship compared to most? 

1 = Not very good     2     3     4     5     6     7 = Very good 

 

10. How often do you wish you hadn’t gotten into this relationship? 

1 = Very Infrequently     2     3     4     5     6     7 = Very frequently 

 

11. To what extent has your relationship met your original expectations? 

1 = Not at all     2     3     4     5     6     7 = Exceeded expectations 

 

12. How much do you love your partner? 

1 = Not very much     2     3     4     5     6     7 = Very much 

 

13. How many problems are there in your relationship?  

1 = Not very many     2     3     4     5     6     7 = Very many 

 

 

Demographic Items.  

 

1. What is your weight?  

 

2. What is your height? 

 

Instructions: Please select the most appropriate response to the following items. 

 

3. Which statement describes you best? (Check only one)  

_____ 0. I am not on any weight loss program and I am not thinking about starting. 

_____ 1. I am not on any weight loss program but I am thinking about starting. 

 _____ 2. I am on a weight loss program but not on a regular basis. 

_____ 3. I am on a weight loss program but I only began to do so in the last 6 months. 

_____ 4. I am on a weight loss program and I have done so for longer than 6 months. 

 

4. Which statement describes you best? (Check only one) 

_____ 0. Not very active, sitting and walking mostly. 

_____ 1. A weekend or vacation exerciser. 
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_____ 2. Physically active at least 1-2 times during the week. 

_____ 3. Physically active at least 3 or more times during the week. 

 

5. What is your sex?  

 

0 = Male; 1 = Female 

 

6. What is your partner’s sex?  

 

0 = Male; 1 = Female 

 

7. What is your age? 

 

8. What is your race/ethnicity? 

 

0 = Caucasian 

1 = Latino/a 

2 = African American 

3 = American Indian 

4 = Asian/Pacific Islander 

5 = Other 

 

9. What is the highest level of education you have achieved? 

 

0 = less than high school 

1 = some high school 

2 = high school 

3 = some college 

4 = Associate’s degree 

5 = Bachelor’s degree 

6 = graduate/professional degree 

 

10. What is your employment status?  

 

0 = unemployed 

1 = employed part time 

2 = employed full time 

3 = student 

4 = retired 

 

11. Do you have any children? If so, how many? What are their ages? 

 

0 = no; 1 = yes!
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