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perspective on the unique opportunities and challenges to improve
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A B S T R A C T

Epidemiological studies indicate that better marital quality is associated with less morbidity and premature mortality. A number of interpersonal processes related to
marital quality are also associated with health-relevant surrogate biomarkers across different physiological systems. Despite these replicated correlational findings,
few interventions have harnessed interpersonal processes as potential interventions to enhance health. Building on Dr. Janice Kiecolt-Glaser’s model of relationships
and health, we propose that couples-based health behavior change interventions may represent an effective way to decrease dysregulation across autonomic,
endocrine and immune systems and, ultimately, improve dyadic health. Given that the cohabiting partner is an essential part of the social context in which the
behavior change is being pursued, it is important to consider the relational issues triggered by dyadic interventions. Using a relationship science perspective, this
article reviews the literature on couples’ concordance in health behaviors and health outcomes, the potential pathways underlying this concordance, theories of the
couple as a self-sustaining social system, dyadic adaptation of individual self-regulation strategies, effective and ineffective social support and social control in couple
relationships, the integration of relationship-building and health behavior change strategies, and the consideration of key moderators related to the nature of the
relationship and the context surrounding the relationship. These findings highlight the importance of adopting a relationship science perspective when designing and
testing dyadic interventions to improve health outcomes. The data reviewed provide insights on how to optimize couples-based health behavior change interventions
to reduce physiological dysregulation and improve dyadic health.

Epidemiological studies indicate that individuals in a long-term
committed relationship live longer than their unmarried counterparts
[1]. Relatedly, relationship ruptures, such as separation, divorce, or
bereavement, are associated with transient increases in morbidity and
mortality risk [2,3]. However, being in a marital-like relationship is not
always protective. The quality of the couple’s relationship also matters
for health outcomes [4]. One’s spouse can be a main source of stress and
conflict in some couples [5]. Conversely, couples reporting high rela-
tionship quality may be more susceptible to the social contagion of stress
and poor health within their relationship [6]. Spouses are thus mutually
influencing each other’s health trajectories over time.

Dr. Kiecolt-Glaser and colleagues [7–9] have proposed comprehen-
sive models detailing biopsychosocial pathways through which both
marital strains and support are associated with health outcomes.
Broadly speaking, marital quality is thought to influence
social-cognitive processes, emotion regulation, as well as health be-
haviors. Negative marital interactions elicit stress-related changes in
autonomic, endocrine, and immune functioning, while marital support
may protect against stress-related immune dysregulation. In particular,
negative marital interactions are associated with the overproduction of

inflammatory mediators leading to chronic low-grade inflammation,
which is associated with risk for a range of age-related chronic diseases
[8]. Importantly, there are reciprocal relationships among the psycho-
logical, behavioral, and physiological processes underlying the effects of
close relationships on health over time. For example, both poor sleep
and a diet high in saturated fat increase stress-related production of
proinflammatory cytokines following a marital conflict [10,11].

Given the growing recognition of the role of close relationships in
health, there have been calls for the development of relational in-
terventions to improve health outcomes [12,13]. In an effort to do so,
relational interventions may target different psychological, behavioral,
social, or physiological mechanisms. We propose that couples-based
health behavior change interventions might be uniquely suited to pro-
mote optimal dyadic health. Modifiable health behaviors account for
about 40% of the early mortality in Western countries [14]. These health
behaviors are influenced both directly and indirectly by one’s spouse.
Failure to consider the social context in which the health behavior
change is being pursued may undermine intervention effectiveness.
However, including both partners in a dyadic intervention can also
activate unhelpful relational dynamics. In order to be effective, these
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dyadic interventions have to consider and address these relational is-
sues. Simultaneously, these dyadic interventions also provide an op-
portunity to work on spousal support processes and stressful couples’
interactions through the health behavior change process. This paper
reviews factors related to the degree of concordance in health outcomes
among couples and the unique relational issues encountered when
delivering health behavior change interventions to spouses. This review
focuses mostly on diet and physical activity, although similar issues are
likely present for other health behaviors.

1. Couples concordance in health behaviors and health
trajectories

Couples exhibit significant concordance in the extent to which they
engage in health behaviors. In cross-sectional studies, small to moderate
within-couples correlations have been observed in diet-related behav-
iors, including total caloric intake [15–17], overall diet quality [18],
consumption of foods high in sugar, fat, and salt [19–21], and con-
sumption of fruits and vegetables [19,22–24]. In longitudinal studies of
cohabiting couples, a partner’s dietary habits became more similar to
the other partner’s eating patterns over time [25,26]. Similar concor-
dance is also observed for physical activity and sedentary behavior. In a
dyadic daily diary study, patients with knee osteoarthritis reported
walking more steps on days when their partners were more physically
active than usual [27]. Dyadic actigraphy assessments have shown
couples’ concordance in moderate-vigorous physical activity as well as
sedentary behavior, particularly television watching [28,29]. In a 6-year
longitudinal study, changes in exercise frequency were correlated
among couples [30]. Importantly, couples who exhibit greater spousal
concordance in negative health behaviors also display greater synchrony
in poor health trajectories over time [31].

A number of reviews have reported positive within-couple correla-
tions for several cardiovascular risk factors, including diastolic blood
pressure, triglycerides, low-density lipoprotein cholesterol, and inflam-
matory markers, such as C-reactive protein and fibrinogen [32,33]. The
risk associated with poor spousal health is substantial. A meta-analysis
indicates that a partner’s history of diabetes or prediabetes increases
diabetes risk by 26% for the other partner [34]. Similarly having
metabolic syndrome increases spousal risk for metabolic syndrome by
30% [35]. In the Framingham cohort study, when one spouse developed
obesity, the partner’s obesity risk increased by 37% over 32 years [36].
In a 25-year follow-up of the Atherosclerosis Risk in Communities
cohort, when one partner became obese, the obesity risk almost doubled
for the other partner [37]. Furthermore, in an 8-year longitudinal study,
a partner’s elevated body mass index was associated with one’s risk of
developing type 2 diabetes over time [38].

A number of large-scale epidemiological studies have assessed
spousal concordance across several cardiovascular risk factors. These
studies often used the American Heart Association’s “Life Simple 7” to
define poor cardiovascular health by classifying 7 modifiable risk fac-
tors, i.e., smoking status, body weight, total cholesterol, blood glucose,
physical activity, and diet, as ideal, intermediate, or poor [39]. In a
study of 5364 married couples or domestic partners in the USA, both
partners had nonideal cardiovascular health in 79% of the couples. This
effect was largely driven by concordance in elevated body mass index,
poor diet, and physical inactivity, and was maintained at the 5-year
follow-up [18]. Nearly one out of four couples were comprised of
partners presenting concordant physical inactivity, poor diet, or
elevated body mass index [18]. Similar spousal concordance in com-
posite metrics of cardiovascular health has also been observed in
epidemiological studies in Japan [40], Korea [41], and Ireland [42]. In a
comparison of population-based cohorts in different countries, couples’
concordance in hypertension was seen in the USA (38%), England
(47%), India (20%), and China (21%) [43], highlighting the
cross-cultural nature of this phenomenon. These data suggest that a
large proportion of individuals in a committed relationship share

multiple cardiovascular risk factors with their spouse.

2. What gives rise to couples’ concordance in health?

Assortative mating, the non-random selection of partners with
similar characteristics, accounts for some of the spousal concordance in
health. For example, individuals tend to select partners with similar
weight status [44] and cardiovascular risk factors [45]. Furthermore,
individuals’ health behaviors tend to converge with those of their spouse
over time. In a 4-year longitudinal study of newlyweds, a spouse’s
poorer pre-marital diet quality was associated with negative changes in
diet quality for the other partner [25]. Similarly, weight gain trajectories
over time tend to be correlated among cohabiting partners [44,46].
Concordance in health outcomes is more pronounced in older adults
who have been cohabiting with their spouse for several decades [47].

Convergence in health trajectories over time is attributable to several
factors, including influences external to the couples [6]. Spouses share
environmental exposures such as air pollution, neighborhood quality,
and housing quality. Due to their pooled economic assets, they share
financial strains and resources. They often experience major life events
and life transitions together leading to shared stress exposure. Even
when a stressor is not directly impacting both partners, stress spillover
and crossover processes may lead to increased stress for the “unexposed”
partner. In a classic study of air traffic controllers, on days when there
was more air traffic than usual, both the employee and their spouse
reported more conflict and withdrawal in their relationship at night,
indicating that work stress spilled over into the romantic relationship,
thereby creating stress for both spouses [48].

Furthermore, partners tend to have similar social networks
comprised of family and friends. This shared social network shapes so-
cial norms and the social pressure felt to engage in or avoid certain
health behaviors. Descriptive norms (i.e., what we perceive others are
doing), and injunctive norms (i.e. what we perceive others would
approve of) from social network members influence weight-related be-
haviors more than broader social norms [49].

Convergence in health may also be due to shared exposure to viral
and bacterial pathogens. Given their cohabitation and sexual activity,
spouses are likely to be exposed to each other’s viral and bacterial ill-
nesses. Herpesvirus infection is a good example of this phenomenon. To
avoid being cleared by the host’s immune system, viruses from the
herpesvirus family transition into a latent state that is undetectable by
the host’s immune system after the primary infection. Reactivation of
these opportunistic viruses occurs when cellular immunity wanes.
Kiecolt-Glaser et al. [50] have conducted seminal work showing that
psychological stress can lead to the reactivation of latent viruses. Latent
herpesvirus reactivation can then increase the risk of viral transmission
to the partner even after the initial infection and promote immune
dysregulation in both partners. For example, having a spouse with
herpes simplex virus-2 is a risk factor for HSV-2 seroconversion over
time [51]. Similarly, kissing, touching and sexual behaviors lead to ex-
change of saliva and other biological fluids that can influence partner’s
gut microbiota, the diversity and richness of the microbes colonizing
one’s gut [52]. Couples’ concordance in gut microbiota profile is more
pronounced among couples who have a closer relationship [53]. Poor
marital quality has also been associated with changes in the gut
microbiota via changes in depressive symptoms. Further, poor marital
quality was also associated with increased permeability of the gut bar-
rier leading to greater translocation of bacterial endotoxin into blood
circulation, a process that can contribute to chronic low-grade inflam-
mation [54].

Convergence in health is also related to shared daily routines and the
co-creation of a home environment that facilitates or hinders certain
health behaviors. For instance, spouses are the most frequent regular
eating companion [55]. They are often involved in meal planning,
purchasing, and preparation. They influence the type of food that is
brought into the house [56]. From an operant conditioning perspective,
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they provide both verbal and nonverbal positive reinforcements for the
preparation or purchase of certain foods by the other partner. Due to
social modelling, one partner influences the other spouse’s food di-
versity and quantity. Partners are also in a unique position to monitor,
comment, and reinforce their partner’s food choices and eating-related
behaviors [57]. Similarly, partners play a key role in determining ac-
cess to home exercise equipment [58], and the number of televisions in
the house [59]. Partners also influence whether leisure time is spent
doing physical or sedentary activities [60]. Ewart’s Social Action Theory
[61] highlights that health habits and daily routines follow predictable
scripts, action sequences in which successive events are reinforced by
the previous action and guide the next action in a process that occurs
largely outside of conscious awareness. Importantly, one’s action scripts
are socially intertwined with action scripts of the spouse and other
family members, making them harder to change without considering the
social context.

In long-term, committed relationships, spouses also tend to incor-
porate their partner in their cognitive representation of the self [62]. In
this context, the spouse can provide opportunities for self-expansion
when the partner’s resources, interests, and identities are starting to
be seen as one’s own to some extent [63]. This suggests that when one
partner self-categorizes themselves or develop an identity as a physical
active person, it may be protective for both partners [64]. We-ness or
we-talk, the use of first-person plural pronouns (“we”) over the use of
singular pronouns (“I”) when describing personal or relationship events,
is an implicit linguistic marker of interdependent self-construal [65].
High we-ness has been associated with greater relationship satisfaction
both cross-sectionally and longitudinally [66,67]. Partner we-ness also
buffered spouses’ physiological reactivity during a marital conflict dis-
cussion [68,69]. Among patients with type 2 diabetes, partners we-ness
was associated with better patient self-care behavior, including health-
ier diet and regular physical activity. However, interdependent
self-construal can also increase social contagion of poor health in some
contexts. Among couples in which both partners engaged in emotional
eating, high we-ness was associated with greater body mass index,
particularly among women [70]. Similarly, in a sample of knee osteo-
arthritis patients and their partners, higher patient pain on a given day
was associated with their spouse’s poorer sleep that night, and this effect
was more pronounced among those reporting more interdependent
self-construal [71].

In addition to these unintentional influences, individuals often
actively engage in intentional attempts at changing their partner’s be-
haviors [72]. Health-related spousal social control is defined as an in-
dividuals’ attempt to influence, regulate, or constrain their spouse’s
health-related behaviors [73]. About 95% of cohabiting spouses report
trying to influence their partner’s health-related behaviors, with diet
and physical activity being the most common targets of these social
control attempts [74]. Health-related social control may operate indi-
rectly by promoting the internalization of a sense of obligation toward
close others to engage in or avoid certain health behaviors in order to be
able to perform meaningful social roles. Social control can also act
directly by reminding or encouraging the spouse to engage in
health-promoting and avoid health-compromising behaviors [73].
Spousal health-related social control behaviors can take different forms
[75]. Some are positive including reminding, encouraging, persuading,
or modelling the behavior, while others are negative, such as nagging,
pressuring, or inducing guilt [75]. A meta-analysis of cross-sectional
studies indicates that positive social control strategies are associated
with improved health behaviors, while there is a negative, but not sig-
nificant association between negative spousal control strategies and
health behavior change [76]. In longitudinal studies, negative social
control is often associated with poorer lifestyle behaviors over time [77,
78].

The dual effects model of social control suggests that social control
attempts carry both benefits and costs [79]. Although they may promote
a healthier lifestyle, social control attempts can also generate

psychological distress for the receiving spouse. Theymay lead to feelings
of guilt and shame by signaling that the person is not independently
managing their health and not living up to their partner’s expectations.
They may also be perceived as intrusive and lead to feelings of frustra-
tion and resentment. In certain circumstances, social control attempts
can backfire and elicit psychological reactance and attempts to regain
autonomy by ignoring the partner’s influence attempt, hiding unhealthy
behaviors from the spouse, and even doing the opposite of what is
suggested [75,80]. For example, in a daily diary study of osteoarthritis
patients, patients had lower physical activity on days when their partner
pressured them to be more active [27]. The contextual model of social
support proposes that relationship quality moderates the impact of so-
cial control attempts. Spouses who report poor relationship quality are
more likely to construe social control attempts as coercive and con-
trolling [81]. Individuals dissatisfied in their romantic relationship were
more likely to engage in behavioral resistance in response to social
control attempts, compared to individuals reporting better relationship
quality [82].

3. Couples-based interventions for health behavior change

Early studies of couples-based weight management show a small
advantage of couples-based interventions over individual interventions
at post-treatment. However, this advantage disappeared at follow-up
assessments [83]. In a later meta-analysis, dyadic interventions were
more effective at promoting physical activity than individual in-
terventions, but couples-based interventions were no more effective
than other types of dyads, such as friends or coworkers [84]. In two
larger-scale studies, intensive couples-based interventions outperformed
individual interventions on some health behaviors, but not all
pre-specified outcomes [85,86]. In a meta-analysis examining HIV
relevant behaviors, including condom use, HIV testing, and medication
adherence, couples-based interventions outperformed individual in-
terventions [87]. In another review on a range of health behaviors,
Arden-Close & McGrath [88] reported that about half of couples-based
interventions led to superior outcomes compared to individual in-
terventions, highlighting significant heterogeneity across studies. More
research is needed to determine in which context couples-based in-
terventions outperform individual interventions in promoting sustained
health behavior change. The dual model of social control suggests that
couples-based interventions may inadvertently elicit psychological
distress and relationship stress, which may undermine long-term health
behavior change [79]. In order to be maximally effective, couples-based
interventions may need to pay attention and address the unique rela-
tional issues triggered by the spouses’ shared participation in the
intervention. Table 1 summarizes five fundamental issues to consider in
designing couples-based health behavior change interventions.

4. The couple as a self-regulating system

Cohabiting partners are an integral part of the relational context in
which the health behavior change process is being pursued. Partners co-
create a home environment that will promote or hinder certain health
behaviors. Many theories view the couple as a system that is more than
the sum of its parts. According to the Transactive Goal Dynamics theory,
two interdependent individuals within a couple relationship are best
conceptualized as a single self-regulating system in which resources are
pooled, rather than two self-regulating agents [89]. The model high-
lights that close others can have both positive and negative effects on
goal progress. Transactive gains, a state of enhanced goal achievement
due to the partners’ direct or indirect involvement in goal pursuit, is
more likely to occur when opportunities and motivation for interde-
pendence occurs in the context of effective goal coordination. Goal co-
ordination involves the efficient use of the couples’ pooled goal-relevant
resources, which is most likely when both partners engage in goal
facilitating action, efficiently divide goal pursuits, and minimize goal
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conflict. Transactive loss, a state when goal progress is impeded by one’s
partner, may occur in the context of poor relationship quality or poor
goal coordination. This can result from goal conflict or the absence of a
shared goal representation, i.e. a shared understanding of what needs to
be changed, whether it is important to change it, who needs to change it,
and how to change it. Furthermore, the Manhattan effect highlights that
high relationship commitment is associated with greater support for a
partner’s goal, unless this goal is seen as threatening the relationship
[90].

Family system theory also proposes to view couples as a self-
regulating social system that strives to maintain its homeostatic bal-
ance. Over time, couples develop daily routines, rituals, and relationship

rules that help maintain a relative relational well-being. When a new
behavior is introduced or is removed from the system, different com-
ponents of the social system may react to re-establish the system ho-
meostasis. In family treatment of childhood obesity, Pratt& Skelton [91]
describe some families as being “organized” around weight-related be-
haviors. Their family routines, habits, and implicit and explicit family
rules promote sedentary behaviors and excess caloric intake. For
example, a couple may have developed the habit of spending most of
their leisure time at night watching television and ordering in fast food.

Rohrbaugh and colleagues [92] propose the concept of
system-symptom fit to explain why health behavior change may be
difficult for some couples. They argue that some health behaviors, such
as shared eating of highly palatable foods or shared television watching,
may play an important relational function for some couples. These be-
haviors may represent important stimuli to generate shared positive
emotions or to downregulate the negative emotions of one or both
partners. Given these relational functions, these behaviors may be
particularly resistant to change for some couples. There is some empir-
ical evidence supporting this system-symptom fit phenomenon. Among
dual smoking couples, shared smoking episodes was associated with
greater positive affect, even when one partner has been diagnosed with a
heart or lung disease [93]. Couples concordant in marijuana use re-
ported and were rated as expressing less anger and more constructive
interactions during the discussion of a relationship conflict, compared to
couples having discordant drug use [94]. Among couples who shared
unhealthy behaviors, higher relationship quality was associated with
greater body mass index among women [95]. In daily diary studies, on
days when participants smoked or engaged in sedentary behaviors with
their partners, they reported more intimacy and closeness, compared to
days when they did not engage in these unhealthy behaviors together
[96]. These studies highlight that unhealthy behaviors may be resistant
to change because of their relational function for some couples.

A number of studies have reported that romantic partners sometimes
engage in undermining behaviors that interfere with health behavior
change [97]. Undermining partner behaviors can take different forms.
Examples include tempting the partner with foods that they are trying to
avoid, refusing to change their diet or to engage in physically
demanding activity, disregarding the partner’s health goals, or criti-
cizing the partner for trying to change the family routines [98].
Although only a minority of individuals will actively attempt to sabotage
their partner’s health behavior change efforts, most of the partner’s
undermining attitudes and behaviors are unintentional and partners
may not be consciously aware that they are interfering with their
spouse’s health goals [97]. For example, when it comes to overfeeding
one’s partner, motivations include showing love, avoiding hunger for
the other, avoiding waste, being respectful or polite, or asking their
partner to finish their food leftovers [99]. In cross-sectional studies,
partner’s undermining behaviors were associated with poorer diet
quality and less weight management efforts [97,100]. Individuals with
diabetes who reported that their spouse was tempting them with food
that they were trying to avoid were more likely to have uncontrolled
blood sugar [98]. From a family system perspective, these partner
undermining behaviors may represent conscious or unconscious at-
tempts to re-establish the relational homeostasis within the family
system.

5. How does the spousal context influence the efficacy of
individual self-regulation strategies?

Individual self-regulation strategies play a key role in health
behavior change. The Health Action Process Approach (HAPA) provides
a useful framework to understand the deployment of different self-
regulation strategies over time [101]. HAPA distinguishes two broad
phases in the behavior change process: the motivation phase leading to
the formation of an intention to change, and a volitional phase during
which different behaviors are enacted to plan, initiate, and maintain the

Table 1
Five key issues to consider in the development of couples-based health behavior
change interventions.

Opportunities and
Challenges

Unanswered Questions/
Future directions

Relevant Theories

In which context does a couple-based approach lead to better outcomes than an individual
approach?

Couples-based interventions
may lead to changes in
both members of the
dyads and longer lasting
behavior change than
individual interventions.
However, couples-based
interventions may be less
effective for some
individuals.

Few randomized
controlled trials have
directly compared
couples vs. individual
interventions.
Moderation analysis will
help identifying couples
who are more likely to
benefit from dyadic
interventions.

Transactive goal
dynamics89

Contextual model of
social control81

Dyadic health
influence103

Should the behavior change techniques target the couple as a unit and/or one or both
individual members of the dyad?

Applying individual
behavior change
techniques in a dyadic
context can raise
relational issues that may
create resistance to
behavior change. It is
unclear how to best adapt
individual behavior
change techniques to a
dyadic context.

Few studies have
compared different
dyadic adaptations.
Researchers must better
describe their dyadic
intervention techniques to
allow comparisons across
studies.

Interdependence
theory123

Social Action Theory61

Compendium of
dyadic intervention
techniques125

How and when to address interpersonal processes maintaining certain health behaviors?
Help couples better
understand how certain
health behaviors may play
a bonding or emotion
regulation function in
their relationship.

Which couples would
benefit from these
strategies? How to best
address these
interpersonal processes?

Social Action Theory61

Family System
Therapy91

System-Symptom fit92

How to promote effective spousal support in the context of health behavior change?
Health behavior change
interventions provide a
context to improve
spousal support processes.
However, even well-
intended support can
backfire if it does not
match what is wanted or
needed by the recipient.

Few studies have
compared different types
of support or
collaboration approach to
promote spousal health
behavior change

Dual effects model79

Self-determination136

Dyadic/Communal
coping144-145

Invisible support156

Self-efficacy164

Does the inclusion of relationship-building strategies improve the efficacy of health behavior
change interventions?

These interventions provide
an opportunity to improve
communication and
relationship quality
through the behavior
change process. However,
interventions may become
longer, more complex,
require more training, and
become less scalable with
the addition of a
relationship-building
component.

Which couples would
benefit from relationship-
building strategies?
Dismantling studies are
required to test whether
the addition of this
component improves
health behavior change
and dyadic health.

Common principles of
change model180

Attachment theory181
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behavior change. Once an intention has been formed, the person will
engage in action planning during which they will set goals to specify
when, where, and how to engage in or reduce a given health behavior as
well as coping planning to identify potential obstacles to behavior
change and ways to overcome them. Subsequently, the person will
engage in action control self-regulation strategies to translate the plan
into actual behaviors. HAPA proposes three inter-related self-regulation
processes during the action control phase. The person must maintain an
awareness of the standards or goals sets, the person has to engage in
ongoing self-monitoring to make sure that their behaviors align with
their goals, and they have to engage in self-regulatory efforts when a
discrepancy between the goals and the behaviors is noted. Given that
relapses are the norm rather than the exception, this self-regulation
process is ongoing during the maintenance phase. This model also as-
cribes a key role to self-efficacy, the beliefs in one’s capacity to perform a
given behavior, and highlights that self-efficacy to initiate a behavior
may be different from self-efficacy to maintain the behavior. The model
proposes that social support can facilitate different components of the
health behavior change process. However, a better understanding of
how the spousal context influences the efficacy of individual
self-regulation strategies is an important future research direction
[102].

Although motivation is typically conceptualized as an individual
variable, the Dyadic Health Influence Model argues that partners shape
their respective beliefs and attitudes about health-related behaviors,
including risk appraisal, outcome expectancies, or attitude about the
desirability or enjoyability of a given behavior, as well as their respec-
tive self-efficacy beliefs [103]. The few studies that have examined
social-cognitive predictors of intentions to change from a dyadic
perspective indicate that partner’s beliefs, attitudes, and behaviors may
impact one’s health-related motivation. Daily intentions to engage in
physical activity were significantly positively correlated among couples
[104]. An individual’s intention to exercise was related to their partner’s
self-efficacy, over and above their own’s self-efficacy [105]. Having a
partner with high mastery was associated with greater increases in
physical activity over time among older adults [106]. Moreover, spousal
similarity in the belief that progression of cardiovascular disease could
be controlled was associated with greater changes in healthy eating over
time [107]. Furthermore, one partner’s motivation may influence the
behavior change process of the other partner. In their transtheoretical
model of change, Prochaska & DiClemente [108] propose that in-
dividuals differ in their readiness to engage in behavior change. In a
study of 1899 couples, an individual’s self-efficacy to engage in healthy
eating or regular physical activity was lower when their partner re-
ported being at an earlier phase of readiness to change than they were
[109]. Individuals who were not ready to change also construed their
partner’s social control attempts as more controlling, experienced more
negative emotions, and reported a diminished intention to change their
behavior following the social control attempts [110]. These studies
highlight the spouses’ mutual influences on the formation of intentions
to change. To our knowledge, other motivational theories examining
hedonic or automatic processes have not been investigated from a
dyadic perspective [111].

Motivational interviewing is a multimodal intervention that aims at
increasing intrinsic motivation for health behavior change through
patient-centered collaborative communication [112]. Motivational
interviewing aims at eliciting “change talk”, i.e., patient’s own talk
revealing consideration, motivation, or commitment to change. One
strategy often used in motivational interviewing is highlighting the
discrepancy between the person’s current behavior and their values or
goals. While motivational interviewing with individuals is effective at
eliciting behavior change [113], motivational interviewing including
significant others [114,115] or motivational interviewing focusing
specifically on the couples have received mixed support [116]. The
development of interventions to promote motivation in both members of
the couple is an important area for future research.

A number of behavior change techniques have been shown to be
helpful in promoting volitional processes leading to changes in diet and
physical activity [117]. However, the implementation of these tech-
niques in a couples-based context may require some adaptation. Plan-
ning interventions have been studied the most in this regard.
Implementation intention is a self-regulation technique that consists of
establishing if-then rules specifying when, where and how a given
behavior will be enacted as well as how obstacles to engage in this
behavior will be dealt with. Prestwich et al. [118] showed that collab-
orative implementation intentions done with a coworker, i.e., making
if-then plans to do physical activity jointly with a coworker, lead to
larger increases in physical activity than implementation intentions
done individually. However, dyadic planning to increase physical ac-
tivity in couples was not associated with greater increase in physical
activity, compared to individual planning [119]. A later study compared
individual planning, a dyadic planning arm where partners worked
together in defining the plan for the target participant, and a collabo-
rative planning arm where couples planned joint activity. At the
6-month follow-up, only the dyadic planning group showed a significant
increase in moderate-vigorous physical activity, compared to a health
education control group [120]. Although many observational studies
suggest that joint engagement in physical activity is beneficial for cou-
ples [121,122], intervention studies suggest that “forcing” spouses to do
physical activity together may not always be effective. Lewis et al. [123]
argue that couples can influence each other in different ways to achieve
behavior change. While some couples want to engage in the behavior
together, others may prefer to perform different activities or to practice
the behavior with other people. As such, it is important to recognize the
need for independence of some individuals, even in a context of inter-
dependence [124]. Spouses may support their partner’s health goals by
taking over some tasks or rearranging their individual or joint schedule
to accommodate the other spouse and allow them to carry out their
desired activity.

Other behavior change techniques may also need to be adapted to a
dyadic context [61,103,123]. Here are some examples to consider.
Stimulus control is a helpful strategy to change dietary habits. In-
dividuals are instructed to reduce exposure to certain food items by
avoiding purchasing or bringing them into their house. This strategy can
elicit resistance from the other partner who may not be willing or ready
to stop consuming some food items. It may thus be desirable to negotiate
the implementation of diet-related stimulus control strategies with the
spouse. Self-monitoring is another key strategy to initiate and maintain
health behavior change. Self-monitoring, the ongoing monitoring of the
alignment of one’s behavior with one’s goal, can have two broad func-
tions. It can help identify triggers for the desirable and undesirable be-
haviors, and it can have a key self-regulation function by prompting the
individual to act in accordance with their goals. In addition to identi-
fying individual triggers for unhealthy behavior, joint self-monitoring
has the potential to help identify couples-based triggers for shared un-
healthy behaviors. Furthermore, while discussing one’s triggers with
one’s spouse may help foster a dyadic coping approach, it can also
activate self-conscious emotions of guilt and shame that are powerful
barriers to the behavior change process. Similarly, relapse prevention
strategies are important interventions to promote the maintenance of
behavior change. In dyadic relapse prevention, both spouses identify
situations at high risk for one or both partners to revert to the old
behavior patterns and plan on how spouses will help each other resume
the desired behaviors. For dyadic relapse prevention to be effective,
spouses need to agree on how they collaborate with each other in the
behavior change process. Empirical research is needed to identify which
dyadic adaptations of these self-regulation strategies are the most
effective. To accomplish this, the use of a compendium of dyadic
intervention techniques to describe and classify such dyadic in-
terventions is important to help isolate the effects of specific dyadic
techniques on health outcomes across different empirical studies [125].
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6. How does one provide effective spousal support for change in
interdependent behaviors?

Although perceptions of the availability of social support in times of
need are consistently associated with better psychological adjustment,
physical health, and goal progress, specific support behaviors or in-
teractions, often studied using enacted or received support, are not al-
ways associated with better outcomes [126]. While social support was
generally associated with better health behavior [127], it was unrelated
or negatively associated with goal progress in some studies [128]. Of
note, because a variety of conceptualizations and measurement of
received support exist in the literature, it sometimes overlaps with the
concept of positive social control [129]. The relational processes influ-
encing variability in the effectiveness of positive social control strategies
likely also apply to enacted social support. Conceptually and empirically
distinguishing received or enacted social support from positive social
control using validated assessment tools is an important future direction
to isolate the effects of specific interpersonal processes.

In studies of received social support, it is impossible to disentangle
whether the association of received support with poor outcomes is due
to the need for support (e.g. being exposed to more stressors or chal-
lenges) or to the support process per se. However, there are several
studies suggesting that providing effective social support can be chal-
lenging. Received support can create feelings of indebtedness and
inequity within the relationship, it can reduce self-efficacy by signaling
one’s inability to deal with the problem, or it can even be perceived as
intrusive or inappropriate when the type of support provided may not
match what is needed or wanted by the recipient [130–133]. Further-
more, well-intended emotional support may promote co-rumination,
excessive negative talk and focus on problems, and is associated with
greater depressive symptoms, particularly when it occurs in romantic
relationships [134]. There might be a cost to poorly delivered social
support. In a 10-year follow-up of the MIDUS study, more received
emotional support was associated with higher mortality risk among
participants who reported poor perceived partner responsiveness, i.e.
that they did not feel understood, validated, or cared for by their part-
ners [135]. A number of approaches have been proposed to reduce the
paradoxical effect of received support.

According to self-determination theory, a given social environment
can promote goal pursuit by allowing the fulfilment of the fundamental
needs for autonomy, competence and relatedness, leading to the emer-
gence of intrinsic motivation toward self-directed and personally-
relevant goals [136]. According to this model, autonomy support will
be more effective at building motivation than more directive forms of
social support [137]. Autonomy support entails providing a rationale for
the behavioral prescription, offering choices among different ways to
fulfill the behavioral prescription, eliciting and acknowledging the
person’s feelings toward the chosen activity, encouraging proactive
behaviors, and conveying confidence in the person’s capacity to perform
the behavior [138]. In addition to providing autonomy support for the
initiation of the behavior, providing positive feedback throughout the
change process, particularly expressing gratitude toward one’s partner
change efforts, may foster autonomous motivation over time [139]. In
observational studies, greater autonomy support, as reported by the
participants or coded by independent raters, was associated with greater
weight loss among individuals participating in weight management in-
terventions [140,141]. However, in a randomized trial, a couples-based
behavioral weight loss intervention supplemented with an autonomy
support training was associated with increased autonomy support, but
did not differ in weight loss, compared to the couples-based behavioral
weight loss only group [142]. More work is needed to develop spousal
autonomy support interventions promoting health behavior change.

A number of theoretical models highlight that dyadic or communal
forms of coping can provide unique benefits to both partners [143–145].
Lyons et al. suggest that the communal coping process implies ongoing
communication about the stressors, spouses working together to deal

with the challenges that one or both members are facing, and at least one
of the partners perceive joint coping efforts as being advantageous or
needed [144]. Bodenmann’s dyadic copingmodel suggests that this joint
collaboration can take different forms; one partner may directly assist
the other spouse, temporarily take over their partner’s responsibilities,
or both partners can work together to jointly deal with challenges [145].
Joint coping efforts have been associated with better adherence to diet,
lower depressive symptoms, better relationship satisfaction, and lower
systemic inflammation [146–148]. Dyadic coping may also buffer the
impact of stress on health behaviors [149]. In applying this model to the
chronic illness context, Helgeson et al. [150] argue that communal
coping requires a shared illness appraisal — the perception that the
illness is a joint rather than an individual problem — which then facil-
itates cooperative efforts to manage the illness. This shared appraisal
may reduce the cost associated with received support by promoting
reciprocity in support exchanges, by building self-efficacy in pooling the
partners’ resources, and by reducing support mismatch via ongoing
conversation about the shared challenges. Among patients expecting
spousal involvement in illness management, spousal social control was
associated with less behavioral reactance [151] and less psychological
distress [152]. Similarly, diet-related spousal social control was associ-
ated with dietary adherence only among patients expecting spousal
involvement in illness management [153]. Both self-reported and coded
communal coping was associated with better patient self-care behavior
[154]. However, collaboration was associated with worse outcomes
among type I patients with low shared illness appraisal [155]. These
studies highlight that a shared illness appraisal may impact how in-
dividuals with chronic illness construe social support and social control
exchanges. Relatedly, using the concept of transformation of motivation,
Lewis et al. [123] propose that ascribing a relational meaning to the
behavior change process, i.e., perceiving that the behavior change will
benefit not just the partner but also the relationship with the partner,
could enhance the efficacy of dyadic interventions.

Another line of research suggests that the so-called invisible support
is a way to provide social support that minimize cost to the receiver. The
concept of invisible support was first evidenced in dyadic daily diary
studies when on a given day one partner reported having provided
support, but the other partner did not report having received support. In
a seminal study, individuals studying for an important professional
exam experienced the least amount of distress on days when their
partner reported providing support, but they did not report receiving
support [156]. Social perception of interactions with one’s romantic
partner are often biased [157]. For example, in the context of conflicting
goals between partners, individual may choose to sacrifice their own
goals in order to facilitate their partner’s goal attainment. However,
only about 50% of the time, individuals accurately perceive that their
partner has made a sacrifice for them [158]. In longitudinal studies
using coded social support interaction tasks, invisible support, defined
as support transactions that were more conversation-like, that subtly
de-emphasize the role of the provider and recipient, and that deflect the
attention away from the problem, was associated with greater goal
progress over time [159,160]. Relatedly, a number of studies suggest
that the most effective social control strategies are indirect in nature,
such as modelling or changing the environment [75,161]. In daily diary
studies, partner’s self-regulatory effort to engage in physical activity as
well as joint engagement in physical activity were associated with more
physical activity for the other partners [104,162]. Greater spousal
invisible social control was also associated with better daily glycemic
control among patients with type 2 diabetes [163]. In the context of
interdependent health behaviors, such as physical activity and diet,
these “invisible” social support or social control strategies may be
particularly relevant. These strategies would first require the person to
develop awareness of the interdependence in the behavior to change and
then to modify their own behavior or their home environment to shift
their partner’s behavior in the desired direction. To our knowledge, no
intervention has been designed to increase invisible support per se.
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Other authors have proposed that effective support will aim at
enhancing the partner’s perceived self-efficacy at enacting the behavior
change. Bandura [164] proposed that self-efficacy can be built via suc-
cessful enactments of the behavior leading to mastery experiences, so-
cial modelling and vicarious learning, verbal persuasion of one’s ability
to make the behavior change, and the reduction of emotional and
physiological arousal. Spouses are well-positioned to support their
partner’s efficacy through these four routes. Partners can provide scaf-
folding and encourage their partner to gradually perform the desired
behavior. As discussed earlier, by modelling the behavior change, they
can facilitate their partner’s change. Partner’s verbal persuasion
through encouragement was also linked to greater goal progress and
increased self-efficacy over time [165]. From an interpersonal emotion
regulation perspective, romantic partners are well-positioned to help
reduce their spouse’s stress-related emotional and physiological arousal
and can help diminish maladaptive emotion regulation strategies [166,
167]. Furthermore, spouses’ beliefs about their partner’s abilities and
capacities influence their partner’s outcomes. When spouses had more
confidence in their partner’s ability to manage their illness, patients had
better physical function, engaged in more physical activity, and had less
symptom severity over time [168,169]. In the context of congestive
heart failure, spouses’ belief about their partner’s illness management
self-efficacy was associated with survival, over and above the patient’s
own self-efficacy [170]. Similarly, priming the mental representation of
a close other who expects the person to succeed at a given task, increases
the person’s belief in their ability to succeed as well as their persistence
and performance on a task [171]. Relatedly, the Michelangelo phe-
nomenon proposes that by providing affirmation, a spouse can help their
partner work toward their ideal selves and achieve desired behavior
change [172].

7. Balancing and integrating health behavior change and
relationship functioning interventions

A number of studies show that relationship quality moderates the
effects of couples-based health behavior change interventions. In a
dyadic intervention with type 2 diabetes patients, females who reported
lower relationship satisfaction experienced smaller weight loss,
compared to those with higher relationship quality [173]. Similarly,
Knoll et al. [119] reported that a dyadic planning intervention led to a
decrease in moderate and vigorous physical activity among target per-
sons reporting lower relationship quality. Accordingly, some couples
may benefit less from dyadic intervention or may need to address rela-
tionship issues in addition to health behavior change. Relatedly, family
system theory suggests that for some couples, both first order and second
order changes are needed to make lasting changes in health habits, with
the former targeting health behavior change and the latter targeting
relational dynamics [91]. This suggests that the inclusion of
relationship-building strategies in dyadic health behavior change in-
terventions may promote sustained behavior change at least for some
couples.

Beyond general marital quality, specific interpersonal processes
associated with health-relevant biomarkers could be targeted in dyadic
interventions to promote better health outcomes. Kiecolt-Glaser and
colleagues have shown that couples who engaged in more hostile in-
teractions across both conflict and support contexts exhibited larger
increases in proinflammatory cytokines following the discussion of
marital disagreements, compared to couples exhibiting less hostile be-
haviors [174]. Hostile negative interactions may thus be a key factor to
target in dyadic intervention. Interpersonal capitalization is another
interpersonal process associated with health-relevant biomarkers.
Capitalization, the process of sharing positive experiences with close
others, is associated with increases in positive mood and perceived
relationship quality, especially when the receiver responds in a
responsive or enthusiastic manner [175]. More capitalization is associ-
ated with lower inflammation among individuals experiencing chronic

stress [176] as well as lower systolic blood pressure in men and higher
heart rate variability in women during a couple’s conflict discussion
[177]. Couples’ communication patterns have also been associated with
health outcomes. In the demands-demands pattern, both partners criti-
cize each other, generating negative spousal interactions. The
demand-withdraw pattern occurs when one partner nags the other, who
in response shuts down and avoids conversation, ultimately leading to
more demanding behaviors from the other partner. In the
withdrawal-withdrawal pattern, both partners avoid discussing un-
pleasant issues, increasing the risk of losing intimacy over time. The
demand-withdraw pattern was associated with higher baseline IL-6,
greater cortisol and epinephrine response to marital conflict, and
slower wound healing [178,179]. These studies provide insight on
specific interpersonal processes that could be targeted in couples-based
interventions to promote health behavior change and dyadic health.

Relationship-building strategies within health behavior change in-
terventions may have three broad goals: reducing hostility and negative
interactions, improving communication and support processes, or
modifying positive interaction patterns that maintain unhealthy be-
haviors. Benson et al. [180] propose that there are five principles
common to effective couple therapies: helping the couple develop a
dyadic conceptualization of the behavioral pattern, reducing
emotion-driven dysfunctional interpersonal behaviors, eliciting avoided
private behavior, improving communication, and identifying and capi-
talizing on the couple’s strengths. In the context of health behavior
change interventions, these five principles could be applied in the
following manner: increasing awareness and understanding of the
interdependence in health behaviors within the relationship; identifying
the relational function -either increasing positive or decreasing negative
experiences- and the shared triggers of certain health habits; expressing
emotional experiences in response to spousal social support or social
control attempts; improving communication to reduce negative in-
teractions and promote effective collaboration for both individual and
shared health goals; and actively identifying the strengths of the rela-
tionship and capitalizing on previous and ongoing success experiences in
supporting both individuals and shared healthy habits.

8. Individual and contextual moderators

Individual differences in attachment style may influence how in-
dividuals respond to a dyadic intervention. Individuals with high
attachment avoidance may feel less comfortable about opening up and
depending on their partner, while individuals with high attachment
anxiety who worry about abandonment and rejection from their partner,
may respond to spousal support attempts or lack thereof with greater
negative emotions, impeding both behavior change and support from
their partner. Experimental studies show that insecure attachment
negatively influences the appraisal of standardized spousal social sup-
port interactions [181]. The type of support strategies may thus need to
be adapted as a function of the partners’ attachment styles. For example,
individuals with higher attachment avoidance reported a loss of au-
tonomy after a social support discussion with their spouse, unless their
partner provided more invisible support [182]. Furthermore, couple’s
concordance on obesity status and other lifestyle behaviors is another
factor that may influence how couples approach a dyadic intervention.
For example, couples discordant on obesity status reported more social
control from the partner without obesity, and the efficacy and emotional
response to spousal social control strategies was moderated by the
partner’s obesity status [183,184]. Weight stigma within romantic
relationship was associated with poorer relationship functioning [185],
highlighting potentially different relational dynamics between couples
concordant and discordant on obesity status.

Several contextual factors may also influence dyadic interventions
with couples [186]. A number of studies suggest that there might be
gender differences in the effects of couples-based interventions. In a
weight management trial, women lost more weight in couples-based
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compared to individual interventions [187]. In contrast, in the nation-
ally delivered Diabetes Prevention Program in the USA, men who
participated with their spouse were more likely to lose 5% of their
weight, a target recognized for its significant health benefits, including
improved cardiovascular health and reduced diabetes risk. However,
this effect was not seen among women [188]. In an observation study,
marital conflict was associated with unhealthy eating in women, but not
in men [16]. More work is needed to understand in which context
gender is an important moderator of the efficacy of couples-based
interventions.

Furthermore, age and developmental stage may also influence
dyadic interventions. Older couples who have been together for several
decades are more likely to show a higher degree of concordance in
health behaviors than younger individuals [47]. The developmental
stage of the couples will also influence whether it is relevant to consider
the influence of other family members in the intervention. For example,
couples with young children are less likely to be able to do physical
activity together and parents of adolescents may adjust their diet to fit
their adolescent’s needs and preferences. Furthermore, homosexual
couples show less gendered social roles and may respond differently to
their partner’s social control attempts compared to heterosexual couples
[189]. Lower socioeconomic status is associated with greater spousal
concordance in poor health behaviors and financial strain may prevent
both partners from participating in an intervention at the same time
[18]. Given cultural differences in how effective support is expressed
and provided [190], the delivery of effective dyadic interventions may
also differ across cultures. Accordingly, couples-based behavior change
interventions must be adapted to the sociocultural context in which they
are delivered.

9. Identifying mechanisms linking dyadic interventions and
health outcomes

The specific mechanisms linking interpersonal relationship quality
and health are still unclear [191]. By modifying specific interpersonal
processes and health-related behaviors, dyadic interventions have the
potential to test some of the biopsychosocial mediational pathways
linking social relationships and health. Couples-based interventions may
impact health-relevant biomarkers, such as circulating markers of
inflammation, through multiple pathways, including: 1) increasing
physical activity and healthy diet, and eventually decreasing adiposity;
2) decreasing marital stress by reducing negative couple interactions; 3)
improving spousal support processes by increasing communication and
collaboration; and 4) bolstering individual self-regulation using dyadic
or communal coping approaches. In addition to studies testing the
overall effects of dyadic interventions on health, dismantling studies
comparing the effects of dyadic interventions including different treat-
ment components targeting specific interpersonal and behavior pro-
cesses will be helpful in evaluating the role of specific interpersonal
processes on health-relevant biomarkers.

10. Disseminating couples-based behavior change interventions
to promote dyadic health

Couples-based interventions range from shared participation
without specific instructed interactions between partners to multi-
sessions, multi-component interventions involving several structured
interactions between partners, delivered in person, online, or via tele-
phone [125]. Currently, little is known about the most effective format
and components of couples-based health behavior change interventions
[125]. Innovative clinical trial methodology, such as the multiphase
optimization strategies [192] and Bayesian adaptive clinical trial design
[193], will be key in identifying the most important treatment compo-
nents within complex interventions and the individual or couples
characteristics that may influence efficacy of couples-based health
behavior change interventions. These findings will inform the

development scalable dyadic interventions that can be disseminated to
targeted populations that are most likely to benefit from such
interventions.

11. Conclusion

In summary, epidemiological studies indicate that better marital
quality is associated with improved health outcomes. We argue that
couples-based health behavior change interventions are potentially
useful relationship-based interventions to improve health outcomes.
However, to be optimally effective, dyadic interventions must identify
and address the key relational issues triggered by the shared participa-
tion of both partners in the intervention. Although these relational issues
can present a challenge to the health behavior change process, they also
provide an opportunity to address negative couple interactions and
enhance spousal support processes. Future research should strive to use
theory-driven interventions, improve measurements of specific inter-
personal processes, test different dyadic adaption of individual behavior
change techniques, examine moderators of dyadic treatment efficacy,
investigate the mediational biopsychosocial pathways, and develop
scalable interventions to harness the effects of social relationships on
health.
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[55] S. Mötteli, M. Siegrist, C. Keller, Women’s social eating environment and its
associations with dietary behavior and weight management, Appetite 110 (2017)
86–93, https://doi.org/10.1016/j.appet.2016.12.014.

[56] J.A. Fulkerson, M.C. Nelson, L. Lytle, S. Moe, C. Heitzler, K.E. Pasch, The
validation of a home food inventory, Int. J. Behav. Nutr. Phys. Activ. 5 (2008) 55,
https://doi.org/10.1186/1479-5868-5-55.

[57] J. Bishop, M.B. Irby, S. Isom, C.S. Blackwell, M.Z. Vitolins, J.A. Skelton, Diabetes
prevention, weight loss, and social support: program participants’ perceived
influence on the health behaviors of their social support system, Fam. Community
Health 36 (2013) 158–171, https://doi.org/10.1097/FCH.0b013e318282b2d3.

[58] J.M. Jakicic, R.R. Wing, B.A. Butler, R.W. Jeffery, The relationship between
presence of exercise equipment in the home and physical activity level, Am J
Health Promot AJHP 11 (1997) 363–365, https://doi.org/10.4278/0890-1171-
11.5.363.

[59] B.A. Dennison, T.A. Erb, P.L. Jenkins, Television viewing and television in
bedroom associated with overweight risk among low-income preschool children,
Pediatrics 109 (2002) 1028–1035, https://doi.org/10.1542/peds.109.6.1028.

[60] I. Rapp, J. Gruhler, B. Ambiel, Why do romantic relationships affect physical
activity? An analysis of the time use of couples and singles over a 3-day period,

J.-P. Gouin and M. Dymarski

https://doi.org/10.1016/j.psyneuen.2017.02.015
https://doi.org/10.1016/j.psyneuen.2017.02.015
https://doi.org/10.1146/annurev-publhealth-052020-110732
https://doi.org/10.1146/annurev-publhealth-052020-110732
https://doi.org/10.1093/geront/gnac187
https://doi.org/10.1377/hlthaff.21.2.78
https://doi.org/10.1377/hlthaff.21.2.78
https://doi.org/10.1097/00008483-200011000-00005
https://doi.org/10.1037//0893-3200.15.3.464
https://doi.org/10.1037//0893-3200.15.3.464
https://doi.org/10.1136/bmjdrc-2020-001879
https://doi.org/10.1001/jamanetworkopen.2020.22119
https://doi.org/10.1111/j.1753-6405.2009.00402.x
https://doi.org/10.3390/nu12113332
https://doi.org/10.3390/nu12113332
https://doi.org/10.3961/jpmph.17.137
https://doi.org/10.3961/jpmph.17.137
https://doi.org/10.1016/j.jcjd.2018.08.118
https://doi.org/10.1161/JAHA.118.008768
https://doi.org/10.1111/ecc.12316
https://doi.org/10.5993/AJHB.32.6.19
https://doi.org/10.5993/AJHB.32.6.19
https://doi.org/10.2105/AJPH.2011.300282
https://doi.org/10.1007/s12160-012-9442-x
https://doi.org/10.1177/0733464819868060
https://doi.org/10.1177/0733464819868060
https://doi.org/10.1093/abm/kaz019
https://doi.org/10.1093/abm/kaz019
https://doi.org/10.1093/aje/kwv104
https://doi.org/10.1093/aje/kwv104
https://doi.org/10.1016/S0277-9536(01)00253-2
https://doi.org/10.1016/S0277-9536(01)00253-2
https://doi.org/10.1016/j.jhealeco.2017.09.010
https://doi.org/10.1016/j.jhealeco.2017.09.010
https://doi.org/10.1093/aje/kwn234
https://doi.org/10.1093/aje/kwn234
https://doi.org/10.1186/1741-7015-12-12
https://doi.org/10.1186/1741-7015-12-12
https://doi.org/10.1016/j.annepidem.2005.07.052
https://doi.org/10.1016/j.annepidem.2005.07.052
https://doi.org/10.1056/NEJMsa066082
https://doi.org/10.1056/NEJMsa066082
https://doi.org/10.1093/aje/kwv112
https://doi.org/10.1093/abm/kaz042
https://doi.org/10.2459/JCM.0b013e328343e986
https://doi.org/10.2459/JCM.0b013e328343e986
https://doi.org/10.5551/jat.55939
https://doi.org/10.1186/s40885-022-00224-3
https://doi.org/10.1186/s40885-022-00224-3
https://doi.org/10.1002/clc.22350
https://doi.org/10.1002/clc.22350
https://doi.org/10.1161/JAHA.123.030765
https://doi.org/10.1161/JAHA.123.030765
https://doi.org/10.1038/oby.2002.109
https://doi.org/10.1001/jamanetworkopen.2021.40578
https://doi.org/10.1001/jamanetworkopen.2021.40578
https://doi.org/10.1038/oby.2009.97
https://doi.org/10.1371/journal.pone.0183413
https://doi.org/10.1037/0022-3514.57.4.651
https://doi.org/10.1002/oby.21074
https://doi.org/10.1016/0889-1591(91)90018-6
https://doi.org/10.1136/sextrans-2014-051708
https://doi.org/10.1136/sextrans-2014-051708
https://doi.org/10.1038/nature25973
https://doi.org/10.1038/s41598-018-37298-9
https://doi.org/10.1016/j.psyneuen.2021.105132
https://doi.org/10.1016/j.appet.2016.12.014
https://doi.org/10.1186/1479-5868-5-55
https://doi.org/10.1097/FCH.0b013e318282b2d3
https://doi.org/10.4278/0890-1171-11.5.363
https://doi.org/10.4278/0890-1171-11.5.363
https://doi.org/10.1542/peds.109.6.1028


Comprehensive Psychoneuroendocrinology 19 (2024) 100250

10

J. Phys. Activ. Health 20 (2023) 1143–1151, https://doi.org/10.1123/jpah.2023-
0130.

[61] C.K. Ewart, Social action theory for a public health psychology, Am. Psychol. 46
(1991) 931–946, https://doi.org/10.1037/0003-066X.46.9.931.

[62] C.R. Agnew, P.A.M. Van Lange, C.E. Rusbult, C.A. Langston, Cognitive
interdependence: commitment and the mental representation of close
relationships, J. Pers. Soc. Psychol. 74 (1998) 939–954, https://doi.org/10.1037/
0022-3514.74.4.939.

[63] A. Aron, G. Lewandowski, B. Branand, D. Mashek, E. Aron, Self-expansion
motivation and inclusion of others in self: an updated review, J. Soc. Pers. Relat.
39 (2022) 3821–3852, https://doi.org/10.1177/02654075221110630.

[64] R.E. Rhodes, Translating physical activity intentions into behavior: reflective,
regulatory, and reflexive processes, Exerc. Sport Sci. Rev. 52 (2024) 13–22,
https://doi.org/10.1249/JES.0000000000000329.

[65] T. Cruwys, E.I. South, W.K. Halford, J.A. Murray, M.P. Fladerer, Measuring “we-
ness” in couple relationships: a social identity approach, Fam. Process 62 (2023)
795–817, https://doi.org/10.1111/famp.12811.

[66] A. Karan, R. Rosenthal, M.L. Robbins, Meta-analytic evidence that we-talk
predicts relationship and personal functioning in romantic couples, J. Soc. Pers.
Relat. 36 (2019) 2624–2651, https://doi.org/10.1177/0265407518795336.

[67] C. Ouellet-Courtois, C. Gravel, J. Gouin, A longitudinal study of “we-talk” as a
predictor of marital satisfaction, Pers. Relat. 30 (2023) 314–331, https://doi.org/
10.1111/pere.12463.

[68] B.H. Seider, G. Hirschberger, K.L. Nelson, R.W. Levenson, We can work it out: age
differences in relational pronouns, physiology, and behavior in marital conflict,
Psychol. Aging 24 (2009) 604–613, https://doi.org/10.1037/a0016950.

[69] M.R. Shrout, S.J. Wilson, M.E. Renna, A.A. Madison, J.K. Kiecolt-Glaser, “We’ve
got this”: middle-aged and older couples’ satisfying relationships and we-talk
promote better physiological, relational, and emotional responses to conflict,
Psychosom. Med. 85 (2023) 154–164, https://doi.org/10.1097/
PSY.0000000000001162.

[70] J.A. Skoyen, A.K. Randall, M.R. Mehl, E.A. Butler, “We” overeat, but “I” can stay
thin: pronoun use and body weight in couples who eat to regulate emotion, J. Soc.
Clin. Psychol. 33 (2014) 743–766, https://doi.org/10.1521/jscp.2014.33.8.743.

[71] L.M. Martire, F.J. Keefe, R. Schulz, M.A. Parris Stephens, J.A. Mogle, The impact
of daily arthritis pain on spouse sleep, Pain 154 (2013) 1725–1731, https://doi.
org/10.1016/j.pain.2013.05.020.

[72] N.C. Overall, G.J.O. Fletcher, J.A. Simpson, Regulation processes in intimate
relationships: the role of ideal standards, J. Pers. Soc. Psychol. 91 (2006)
662–685, https://doi.org/10.1037/0022-3514.91.4.662.

[73] K.S. Rook, P.D. Thuras, M.A. Lewis, Social control, health risk taking, and
psychological distress among the elderly, Psychol. Aging 5 (1990) 327–334,
https://doi.org/10.1037/0882-7974.5.3.327.

[74] M.A. Lewis, R.M. Butterfield, Social control in marital relationships: effect of
one’s partner on health behaviors 1, J. Appl. Soc. Psychol. 37 (2007) 298–319,
https://doi.org/10.1111/j.0021-9029.2007.00161.x.

[75] M.A. Lewis, R.M. Butterfield, L.A. Darbes, C. Johnston-Brooks, The
conceptualization and assessment of health-related social control, J. Soc. Pers.
Relat. 21 (2004) 669–687, https://doi.org/10.1177/0265407504045893.

[76] E. Craddock, M.R. vanDellen, S.A. Novak, K.W. Ranby, Influence in relationships:
a meta-analysis on health-related social control, Basic Appl. Soc. Psychol. 37
(2015) 118–130, https://doi.org/10.1080/01973533.2015.1011271.

[77] C.E. Baron, T.W. Smith, B.R. Baucom, B.N. Uchino, P.G. Williams, K.M. Sundar, et
al., Relationship partner social behavior and continuous positive airway pressure
adherence: the role of autonomy support, Health Psychol. 39 (2020) 325–334,
https://doi.org/10.1037/hea0000827.

[78] M.M. Franks, M.A.P. Stephens, K.S. Rook, B.A. Franklin, S.J. Keteyian, N.
T. Artinian, Spouses’ provision of health-related support and control to patients
participating in cardiac rehabilitation, J. Fam. Psychol. 20 (2006) 311–318,
https://doi.org/10.1037/0893-3200.20.2.311.

[79] M.A. Lewis, K.S. Rook, Social control in personal relationships: impact on health
behaviors and psychological distress, Health Psychol. 18 (1999) 63–71, https://
doi.org/10.1037/0278-6133.18.1.63.

[80] J.S. Tucker, S.L. Anders, Social control of health behaviors in marriage 1, J. Appl.
Soc. Psychol. 31 (2001) 467–485, https://doi.org/10.1111/j.1559-1816.2001.
tb02051.x.

[81] M.A. Okun, B.P. Huff, K.J. August, K.S. Rook, Testing hypotheses distilled from
four models of the effects of health-related social control, Basic Appl. Soc.
Psychol. 29 (2007) 185–193, https://doi.org/10.1080/01973530701332245.

[82] K.J. August, J.M. Abbamonte, C.N. Markey, C.S. Nave, P.M. Markey, Behavioral
and emotional responses to diet-related support and control among same-sex
couples, Pers. Relat. 23 (2016) 425–440, https://doi.org/10.1111/pere.12134.

[83] D.R. Black, L.J. Gleser, K.J. Kooyers, A meta-analytic evaluation of couples
weight-loss programs, Health Psychol. 9 (1990) 330–347, https://doi.org/
10.1037/0278-6133.9.3.330.

[84] R.M. Carr, A. Prestwich, D. Kwasnicka, C. Thøgersen-Ntoumani, D.F. Gucciardi,
E. Quested, et al., Dyadic interventions to promote physical activity and reduce
sedentary behaviour: systematic review and meta-analysis, Health Psychol. Rev.
13 (2019) 91–109, https://doi.org/10.1080/17437199.2018.1532312.

[85] P.M. Trief, L. Fisher, J. Sandberg, D.A. Cibula, J. Dimmock, D.M. Hessler, et al.,
Health and psychosocial outcomes of a telephonic couples behavior change
intervention in patients with poorly controlled type 2 diabetes: a randomized
clinical trial, Diabetes Care 39 (2016) 2165–2173, https://doi.org/10.2337/
dc16-0035.

[86] C.I. Voils, C.J. Coffman, W.S. Yancy, M. Weinberger, A.S. Jeffreys, S. Datta, et al.,
A randomized controlled trial to evaluate the effectiveness of CouPLES: a spouse-

assisted lifestyle change intervention to improve low-density lipoprotein
cholesterol, Prev. Med. 56 (2013) 46–52, https://doi.org/10.1016/j.
ypmed.2012.11.001.

[87] N. Crepaz, M.V. Tungol-Ashmon, H.W. Vosburgh, B.N. Baack, M.M. Mullins, Are
couple-based interventions more effective than interventions delivered to
individuals in promoting HIV protective behaviors? A meta-analysis, AIDS Care
27 (2015) 1361–1366, https://doi.org/10.1080/09540121.2015.1112353.

[88] E. Arden-Close, N. McGrath, Health behaviour change interventions for couples: a
systematic review, Br. J. Health Psychol. 22 (2017) 215–237, https://doi.org/
10.1111/bjhp.12227.

[89] G.M. Fitzsimons, E.J. Finkel, M.R. vanDellen, Transactive goal dynamics, Psychol.
Rev. 122 (2015) 648–673, https://doi.org/10.1037/a0039654.

[90] C.M. Hui, E.J. Finkel, G.M. Fitzsimons, M. Kumashiro, W. Hofmann, The
Manhattan effect: when relationship commitment fails to promote support for
partners’ interests, J. Pers. Soc. Psychol. 106 (2014) 546–570, https://doi.org/
10.1037/a0035493.

[91] K.J. Pratt, J.A. Skelton, Family functioning and childhood obesity treatment: a
family systems theory-informed approach, Acad Pediatr 18 (2018) 620–627,
https://doi.org/10.1016/j.acap.2018.04.001.

[92] M.J. Rohrbaugh, A.V. Kogan, V. Shoham, Family consultation for psychiatrically
complicated health problems, J. Clin. Psychol. 68 (2012) 570–580, https://doi.
org/10.1002/jclp.21856.

[93] V. Shoham, E.A. Butler, M.J. Rohrbaugh, S.E. Trost, Symptom-system fit in
couples: emotion regulation when one or both partners smoke, J. Abnorm.
Psychol. 116 (2007) 848–853, https://doi.org/10.1037/0021-843X.116.4.848.

[94] C.A. Crane, M. Testa, R.C. Schlauch, K.E. Leonard, The couple that smokes
together: dyadic marijuana use and relationship functioning during conflict,
Psychol. Addict. Behav. 30 (2016) 686–693, https://doi.org/10.1037/
adb0000198.

[95] J. Skoyen, K. Rentscher, E. Butler, Relationship quality and couples unhealthy
behaviors predict body mass index in women, J. Soc. Pers. Relat. 35 (2016),
https://doi.org/10.1177/0265407516680909.

[96] T. Pauly, J. Lüscher, C. Berli, C.A. Hoppmann, R.A. Murphy, M.C. Ashe, et al.,
Let’s enjoy an evening on the couch? A daily life investigation of shared
problematic behaviors in three couple studies, Pers. Soc. Psychol. Bull. (2023),
https://doi.org/10.1177/01461672221143783, 014616722211437.

[97] R.M. Dailey, R. Lloyd, S. Burdick, Z. Zhang, R. Kurlak, Romantic partner
undermining of weight loss: links between overweight individuals’ weight
management efforts and perceptions of their partner’s undermining motivations
and behaviors, J. Health Psychol. 28 (2023) 583–596, https://doi.org/10.1177/
13591053221123842.

[98] S.L. Henry, K.S. Rook, M.A. Stephens, M.M. Franks, Spousal undermining of older
diabetic patients’ disease management, J. Health Psychol. 18 (2013) 1550–1561,
https://doi.org/10.1177/1359105312465913.

[99] J. Ogden, S. Quirke-McFarlane, Sabotage, collusion, and being a feeder: towards a
new model of negative social support and its impact on weight management, Curr
Obes Rep 12 (2023) 183–190, https://doi.org/10.1007/s13679-023-00504-5.

[100] J.R. Novak, S.J. Wilson, J. Gast, M. Miyairi, T. Peak, Associations between
partner’s diet undermining and poor diet in mixed-weight, older gay married
couples: a dyadic mediation model, Psychol. Health 36 (2021) 1147–1164,
https://doi.org/10.1080/08870446.2020.1836179.

[101] R. Schwarzer, Modeling health behavior change: how to predict and modify the
adoption and maintenance of health behaviors, Appl. Psychol. 57 (2008) 1–29,
https://doi.org/10.1111/j.1464-0597.2007.00325.x.

[102] A.J. Rothman, J.A. Simpson, C.O. Huelsnitz, R.E. Jones, U. Scholz, Integrating
intrapersonal and interpersonal processes: a key step in advancing the science of
behavior change, Health Psychol. Rev. 14 (2020) 182–187, https://doi.org/
10.1080/17437199.2020.1719183.

[103] C.O. Huelsnitz, R.E. Jones, J.A. Simpson, K. Joyal-Desmarais, E.C. Standen, L.
A. Auster-Gussman, et al., The dyadic health influence model, Pers. Soc. Psychol.
Rev. 26 (2022) 3–34, https://doi.org/10.1177/10888683211054897.

[104] C. Berli, J. Lüscher, A. Luszczynska, R. Schwarzer, U. Scholz, Couples’ daily self-
regulation: the health action process approach at the dyadic level, PLoS One 13
(2018) e0205887, https://doi.org/10.1371/journal.pone.0205887.

[105] M. Howland, A.K. Farrell, J.A. Simpson, A.J. Rothman, R.J. Burns, J. Fillo, et al.,
Relational effects on physical activity: a dyadic approach to the theory of planned
behavior, Health Psychol Off J Div Health Psychol Am Psychol Assoc (2016),
https://doi.org/10.1037/hea0000334.

[106] J. Drewelies, W.J. Chopik, C.A. Hoppmann, J. Smith, D. Gerstorf, Linked lives:
dyadic associations of mastery beliefs with health (behavior) and health
(behavior) change among older partners, J. Gerontol. B Psychol. Sci. Soc. Sci.
(2016), https://doi.org/10.1093/geronb/gbw058 gbw058.
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[138] G.G. Williams, M. Gagné, R.M. Ryan, E.L. Deci, Facilitating autonomous
motivation for smoking cessation, Health Psychol. 21 (2002) 40–50, https://doi.
org/10.1037/0278-6133.21.1.40.

[139] N.M. Sisson, Y. Park, N.C. Overall, H.G. Park, M.D. Johnson, J.E. Stellar, et al.,
Thank you for changing: gratitude promotes autonomous motivation and
successful partner regulation, Pers. Soc. Psychol. Bull. (2024)
01461672241246211, https://doi.org/10.1177/01461672241246211.

[140] A.A. Gorin, T.A. Powers, R. Koestner, R.R. Wing, H.A. Raynor, Autonomy support,
self-regulation, and weight loss, Health Psychol. 33 (2014) 332–339, https://doi.
org/10.1037/a0032586.

[141] T.A. Powers, R. Koestner, A.A. Gorin, Autonomy support from family and friends
and weight loss in college women, Fam. Syst. Health 26 (2008) 404–416, https://
doi.org/10.1037/1091-7527.26.4.404.

[142] A.A. Gorin, T.A. Powers, K. Gettens, T. Cornelius, R. Koestner, A.R. Mobley, et al.,
A randomized controlled trial of a theory-based weight-loss program for couples,
Health Psychol. 39 (2020) 137–146, https://doi.org/10.1037/hea0000808.

[143] C.A. Berg, R. Upchurch, A developmental-contextual model of couples coping
with chronic illness across the adult life span, Psychol. Bull. 133 (2007) 920–954,
https://doi.org/10.1037/0033-2909.133.6.920.

[144] R.F. Lyons, K.D. Mickelson, M.J.L. Sullivan, J.C. Coyne, Coping as a communal
process, J. Soc. Pers. Relat. 15 (1998) 579–605, https://doi.org/10.1177/
0265407598155001.

[145] G. Bodenmann, Dyadic coping: a systemic-transactional view of stress and coping
among couples: theory and empirical findings, Rev. Eur. Psychol. Appl. 47 (1997).

[146] M.K. Falconier, R. Kuhn, Dyadic coping in couples: a conceptual integration and a
review of the empirical literature, Front. Psychol. 10 (2019) 571, https://doi.org/
10.3389/fpsyg.2019.00571.

[147] J.-P. Gouin, S. Scarcello, C. da Estrela, C. Paquin, E.T. Barker, Dyadic coping and
inflammation in the context of chronic stress, Health Psychol Off J Div Health
Psychol Am Psychol Assoc 35 (2016) 1081–1084, https://doi.org/10.1037/
hea0000395.

[148] M.D. Johnson, J.R. Anderson, A. Walker, A. Wilcox, V.L. Lewis, D.C. Robbins,
Common dyadic coping is indirectly related to dietary and exercise adherence via
patient and partner diabetes efficacy, J. Fam. Psychol. 27 (2013) 722–730,
https://doi.org/10.1037/a0034006.

[149] L.J. Trump, J.R. Novak, J.R. Anderson, T.J. Mendenhall, M.D. Johnson, A.
C. Scheufler, et al., Evaluative coping, emotional distress, and adherence in
couples with type 2 diabetes, Fam. Syst. Health 36 (2018) 87–96, https://doi.org/
10.1037/fsh0000302.

[150] V.S. Helgeson, B. Jakubiak, M. Van Vleet, M. Zajdel, Communal coping and
adjustment to chronic illness: theory update and evidence, Pers. Soc. Psychol.
Rev. 22 (2018) 170–195, https://doi.org/10.1177/1088868317735767.

[151] K.S. Rook, K.J. August, M.A.P. Stephens, M.M. Franks, When does spousal social
control provoke negative reactions in the context of chronic illness?: the pivotal
role of patients’ expectations, J. Soc. Pers. Relat. 28 (2011), https://doi.org/
10.1177/0265407510391335.

[152] M. Zajdel, V.S. Helgeson, J.E. Butner, E.L. Tracy, C.A. Berg, A multimethod
approach to measuring communal coping in adults with type 1 diabetes, Health
Psychol. 41 (2022) 23–31, https://doi.org/10.1037/hea0001123.

[153] A.J. Seidel, M.M. Franks, M.A.P. Stephens, K.S. Rook, Spouse control and type 2
diabetes management: moderating effects of dyadic expectations for spouse
involvement, Fam. Relat. 61 (2012) 698–709, https://doi.org/10.1111/j.1741-
3729.2012.00719.x.

[154] M. Zajdel, V.S. Helgeson, H. Seltman, M. Korytkowski, L. Hausmann, Measuring
Communal Coping in Type 2 Diabetes Using A Multi-Method Approach, 2016.
Washington.

[155] C.A. Berg, V.S. Helgeson, E.L. Tracy, J.E. Butner, C.S. Kelly, M. Van Vleet, et al.,
Daily illness appraisal and collaboration in couples with type 1 diabetes, Health
Psychol. 39 (2020) 689–699, https://doi.org/10.1037/hea0000871.

[156] N. Bolger, A. Zuckerman, R.C. Kessler, Invisible support and adjustment to stress,
J. Pers. Soc. Psychol. 79 (2000) 953–961, https://doi.org/10.1037/0022-
3514.79.6.953.

[157] D.A. Kenny, L.K. Acitelli, Accuracy and bias in the perception of the partner in a
close relationship, J. Pers. Soc. Psychol. 80 (2001) 439–448, https://doi.org/
10.1037/0022-3514.80.3.439.

[158] M.L. Visserman, E.A. Impett, F. Righetti, A. Muise, D. Keltner, P.A.M. Van Lange,
To “see” is to feel grateful? A quasi-signal detection analysis of romantic partners’
sacrifices, Soc. Psychol. Personal. Sci. 10 (2019) 317–325, https://doi.org/
10.1177/1948550618757599.

[159] Y.U. Girme, N.C. Overall, J.A. Simpson, When visibility matters: short-term versus
long-term costs and benefits of visible and invisible support, Pers. Soc. Psychol.
Bull. 39 (2013) 1441–1454, https://doi.org/10.1177/0146167213497802.

[160] M. Howland, J.A. Simpson, Getting in under the radar: a dyadic view of invisible
support, Psychol. Sci. 21 (2010) 1878–1885, https://doi.org/10.1177/
0956797610388817.

[161] J.S. Tucker, Health-related social control within older adults’ relationships,
J. Gerontol. B Psychol. Sci. Soc. Sci. 57 (2002) P387–P395, https://doi.org/
10.1093/geronb/57.5.P387.

J.-P. Gouin and M. Dymarski

https://doi.org/10.1016/j.psychsport.2018.11.010
http://refhub.elsevier.com/S2666-4976(24)00026-2/sref112
http://refhub.elsevier.com/S2666-4976(24)00026-2/sref112
https://doi.org/10.1177/1049731509347850
https://doi.org/10.1037/a0030881
https://doi.org/10.1017/S1352465811000592
https://doi.org/10.1007/s10461-023-04191-0
https://doi.org/10.1007/s10461-023-04191-0
https://doi.org/10.1186/s12966-017-0494-y
https://doi.org/10.1037/a0027672
https://doi.org/10.1037/hea0000423
https://doi.org/10.1037/hea0001124
https://doi.org/10.1037/hea0001124
https://doi.org/10.1177/02654075211012086
https://doi.org/10.1177/02654075211012086
https://doi.org/10.1093/abm/kaab099
https://doi.org/10.1093/abm/kaab099
https://doi.org/10.1016/j.socscimed.2005.08.006
https://doi.org/10.1016/j.socscimed.2005.08.006
https://doi.org/10.1037/a0023006
https://doi.org/10.1080/17437199.2024.2307534
https://doi.org/10.1080/17437199.2024.2307534
https://doi.org/10.1111/j.1745-6924.2009.01122.x
https://doi.org/10.1111/j.1745-6924.2009.01122.x
https://doi.org/10.1037/pspi0000062
https://doi.org/10.1037/pspi0000062
https://doi.org/10.1007/s11031-019-09792-8
https://doi.org/10.1007/s11031-019-09792-8
https://doi.org/10.1111/pere.12445
https://doi.org/10.1037/0022-3514.92.3.458
https://doi.org/10.1037/0022-3514.92.3.458
https://doi.org/10.1111/jopy.12061
https://doi.org/10.1111/jopy.12061
https://doi.org/10.1111/j.1756-2589.2009.00003.x
https://doi.org/10.1111/j.1756-2589.2009.00003.x
https://doi.org/10.1177/0265407509105520
https://doi.org/10.1080/00223980.2017.1372345
https://doi.org/10.1037/a0028276
http://refhub.elsevier.com/S2666-4976(24)00026-2/sref136
http://refhub.elsevier.com/S2666-4976(24)00026-2/sref136
https://doi.org/10.1177/0146167212457075
https://doi.org/10.1037/0278-6133.21.1.40
https://doi.org/10.1037/0278-6133.21.1.40
https://doi.org/10.1177/01461672241246211
https://doi.org/10.1037/a0032586
https://doi.org/10.1037/a0032586
https://doi.org/10.1037/1091-7527.26.4.404
https://doi.org/10.1037/1091-7527.26.4.404
https://doi.org/10.1037/hea0000808
https://doi.org/10.1037/0033-2909.133.6.920
https://doi.org/10.1177/0265407598155001
https://doi.org/10.1177/0265407598155001
http://refhub.elsevier.com/S2666-4976(24)00026-2/sref145
http://refhub.elsevier.com/S2666-4976(24)00026-2/sref145
https://doi.org/10.3389/fpsyg.2019.00571
https://doi.org/10.3389/fpsyg.2019.00571
https://doi.org/10.1037/hea0000395
https://doi.org/10.1037/hea0000395
https://doi.org/10.1037/a0034006
https://doi.org/10.1037/fsh0000302
https://doi.org/10.1037/fsh0000302
https://doi.org/10.1177/1088868317735767
https://doi.org/10.1177/0265407510391335
https://doi.org/10.1177/0265407510391335
https://doi.org/10.1037/hea0001123
https://doi.org/10.1111/j.1741-3729.2012.00719.x
https://doi.org/10.1111/j.1741-3729.2012.00719.x
http://refhub.elsevier.com/S2666-4976(24)00026-2/sref154
http://refhub.elsevier.com/S2666-4976(24)00026-2/sref154
http://refhub.elsevier.com/S2666-4976(24)00026-2/sref154
https://doi.org/10.1037/hea0000871
https://doi.org/10.1037/0022-3514.79.6.953
https://doi.org/10.1037/0022-3514.79.6.953
https://doi.org/10.1037/0022-3514.80.3.439
https://doi.org/10.1037/0022-3514.80.3.439
https://doi.org/10.1177/1948550618757599
https://doi.org/10.1177/1948550618757599
https://doi.org/10.1177/0146167213497802
https://doi.org/10.1177/0956797610388817
https://doi.org/10.1177/0956797610388817
https://doi.org/10.1093/geronb/57.5.P387
https://doi.org/10.1093/geronb/57.5.P387


Comprehensive Psychoneuroendocrinology 19 (2024) 100250

12

[162] C. Berli, N. Bolger, P.E. Shrout, G. Stadler, S. Scholz, Interpersonal processes of
couples’ daily support for goal pursuit: the example of physical activity, Pers. Soc.
Psychol. Bull. 44 (2018) 332–344, https://doi.org/10.1177/0146167217739264.

[163] H.A. Brownlee, E.C. Soriano, M.J. Lenhard, A.L. Fenech, M. Morreale, S.D. Siegel,
et al., Romantic relationships and type 2 diabetes: the role of invisible social
control, Health Psychol. (2024), https://doi.org/10.1037/hea0001383.

[164] A. Bandura, Social Learning Theory, Prentice-Hall, Englewood Cliffs, New Jersey,
1977.

[165] B.C. Feeney, M. Van Vleet, Growing through attachment: the interplay of
attachment and exploration in adulthood, J. Soc. Pers. Relat. 27 (2010) 226–234,
https://doi.org/10.1177/0265407509360903.

[166] W. Caldwell, C. da Estrela, S. MacNeil, J.-P. Gouin, Association between romantic
partners’ rumination and couples’ conflict is moderated by respiratory sinus
arrhythmia, J Fam Psychol JFP J Div Fam Psychol Am Psychol Assoc Div 43 33
(2019) 640–648, https://doi.org/10.1037/fam0000544.

[167] J.A. Coan, H.S. Schaefer, R.J. Davidson, Lending a hand: social regulation of the
neural response to threat, Psychol. Sci. 17 (2006) 1032–1039, https://doi.org/
10.1111/j.1467-9280.2006.01832.x.

[168] J. Gere, L.M. Martire, F.J. Keefe, M.A.P. Stephens, R. Schulz, Spouse confidence in
self-efficacy for arthritis management predicts improved patient health, Ann.
Behav. Med. 48 (2014) 337–346, https://doi.org/10.1007/s12160-014-9608-9.

[169] R.C. Hemphill, L.M. Martire, C.A. Polenick, M.A.P. Stephens, Spouse confidence
and physical function among adults with osteoarthritis: the mediating role of
spouse responses to pain, Health Psychol. 35 (2016) 1059–1068, https://doi.org/
10.1037/hea0000383.

[170] M.J. Rohrbaugh, V. Shoham, J.C. Coyne, J.A. Cranford, J.S. Sonnega, J.
M. Nicklas, Beyond the “self” in self-efficacy: spouse confidence predicts patient
survival following heart failure, J. Fam. Psychol. 18 (2004) 184–193, https://doi.
org/10.1037/0893-3200.18.1.184.

[171] J. Shah, Automatic for the people: how representations of significant others
implicitly affect goal pursuit, J. Pers. Soc. Psychol. 84 (2003) 661–681, https://
doi.org/10.1037/0022-3514.84.4.661.

[172] C.E. Rusbult, E.J. Finkel, M. Kumashiro, The Michelangelo phenomenon, Curr.
Dir. Psychol. Sci. 18 (2009) 305–309, https://doi.org/10.1111/j.1467-
8721.2009.01657.x.

[173] J.B. Yorgason, J.G. Sandberg, R.S. Weinstock, P.M. Trief, L. Fisher, D. Hessler, The
importance of relationship processes for lowering BMI over time in women with
type 2 diabetes in a randomized controlled trial, Obes. Res. Clin. Pract. 13 (2019)
599–601, https://doi.org/10.1016/j.orcp.2019.08.003.

[174] J.K. Kiecolt-Glaser, T.J. Loving, J.R. Stowell, W.B. Malarkey, S. Lemeshow, S.
L. Dickinson, et al., Hostile marital interactions, proinflammatory cytokine
production, and wound healing, Arch. Gen. Psychiatr. 62 (2005) 1377, https://
doi.org/10.1001/archpsyc.62.12.1377.

[175] S.L. Gable, H.T. Reis, E.A. Impett, E.R. Asher, What do you do when things go
right? The intrapersonal and interpersonal benefits of sharing positive events,
J. Pers. Soc. Psychol. 87 (2004) 228–245, https://doi.org/10.1037/0022-
3514.87.2.228.

[176] J.P. Gouin, C. Wrosch, J. McGrath, L. Booij, Interpersonal capitalization
moderates the associations of chronic caregiving stress and depression with
inflammation, Psychoneuroendocrinology 112 (2020) 104509, https://doi.org/
10.1016/j.psyneuen.2019.104509.

[177] M.R. Shrout, A.E. Black, S.J. Wilson, M.E. Renna, A.D. Madison, J.K. Kiecolt-
Glaser, et al., How aging couples’ emotional and physiological associations
change across positive, supportive, and conflictual discussions: roles of
capitalization and responsive behaviors, Biol. Psychol. 177 (2023) 108500,
https://doi.org/10.1016/j.biopsycho.2023.108500.

[178] K.L. Heffner, T.J. Loving, J.K. Kiecolt-Glaser, L.K. Himawan, R. Glaser, W.
B. Malarkey, Older spouses’ cortisol responses to marital conflict: associations
with demand/withdraw communication patterns, J. Behav. Med. 29 (2006)
317–325, https://doi.org/10.1007/s10865-006-9058-3.

[179] M.R. Shrout, M.E. Renna, A.A. Madison, W.B. Malarkey, J.K. Kiecolt-Glaser,
Marital negativity’s festering wounds: the emotional, immunological, and
relational toll of couples’ negative communication patterns,
Psychoneuroendocrinology 149 (2023) 105989, https://doi.org/10.1016/j.
psyneuen.2022.105989.

[180] L.A. Benson, M.M. McGinn, A. Christensen, Common principles of couple therapy,
Behav. Ther. 43 (2012) 25–35, https://doi.org/10.1016/j.beth.2010.12.009.

[181] N.L. Collins, B.C. Feeney, Working models of attachment shape perceptions of
social support: evidence from experimental and observational studies, J. Pers.
Soc. Psychol. 87 (2004) 363–383, https://doi.org/10.1037/0022-3514.87.3.363.

[182] Y.U. Girme, N.C. Overall, M.D. Hammond, Facilitating autonomy in
interdependent relationships: invisible support facilitates highly avoidant
individuals’ autonomy, J. Fam. Psychol. 33 (2019) 154–165, https://doi.org/
10.1037/fam0000488.

[183] C.N. Markey, J.N. Gomel, P.M. Markey, Romantic relationships and eating
regulation: an investigation of partners’ attempts to control each others’ eating
behaviors, J. Health Psychol. 13 (2008) 422–432, https://doi.org/10.1177/
1359105307088145.

[184] S.A. Novak, G.D. Webster, Spousal social control during a weight loss attempt: a
daily diary study, Pers. Relat. 18 (2011) 224–241, https://doi.org/10.1111/
j.1475-6811.2011.01358.x.

[185] A.M. Schmidt, M. Jubran, E.G. Salivar, P.M. Brochu, Couples losing kinship: a
systematic review of weight stigma in romantic relationships, J. Soc. Issues 79
(2023) 196–231, https://doi.org/10.1111/josi.12542.

[186] M.R. Shrout, S.J. Wilson, A.K. Farrell, T.M. Rice, D.A. Weiser, J.R. Novak, et al.,
Dyadic, biobehavioral, and sociocultural approaches to romantic relationships
and health: implications for research, practice, and policy, Soc Personal Psychol
Compass 18 (2024) e12943, https://doi.org/10.1111/spc3.12943.

[187] A.A. Gorin, H.A. Raynor, J. Fava, K. Maguire, E. Robichaud, J. Trautvetter, et al.,
Randomized controlled trial of a comprehensive home environment-focused
weight-loss program for adults, Health Psychol. 32 (2013) 128–137, https://doi.
org/10.1037/a0026959.

[188] N.D. Ritchie, K.J.W. Baucom, K.A. Sauder, Benefits of participating with a partner
in the national diabetes prevention program, Diabetes Care 43 (2020) e20–e21,
https://doi.org/10.2337/dc19-1489.

[189] D. Umberson, R. Donnelly, A.M. Pollitt, Marriage, social control, and health
behavior: a dyadic analysis of same-sex and different-sex couples, J. Health Soc.
Behav. 59 (2018) 429–446, https://doi.org/10.1177/0022146518790560.

[190] H.S. Kim, D.K. Sherman, S.E. Taylor, Culture and social support, Am. Psychol. 63
(2008) 518–526, https://doi.org/10.1037/0003-066X.

[191] A.K. Farrell, S.C.E. Stanton, D.A. Sbarra, Good theories in need of better data:
combining clinical and social psychological approaches to study the mechanisms
linking relationships and health, Perspect. Psychol. Sci. 17 (2022) 863–883,
https://doi.org/10.1177/17456916211027563.

[192] L.M. Collins, S.A. Murphy, V. Strecher, The multiphase optimization strategy
(MOST) and the sequential multiple assignment randomized trial (SMART), Am.
J. Prev. Med. 32 (2007) S112–S118, https://doi.org/10.1016/j.
amepre.2007.01.022.

[193] A. Giovagnoli, The bayesian design of adaptive clinical trials, Int. J. Environ. Res.
Publ. Health 18 (2021) 530, https://doi.org/10.3390/ijerph18020530.

J.-P. Gouin and M. Dymarski

https://doi.org/10.1177/0146167217739264
https://doi.org/10.1037/hea0001383
http://refhub.elsevier.com/S2666-4976(24)00026-2/sref164
http://refhub.elsevier.com/S2666-4976(24)00026-2/sref164
https://doi.org/10.1177/0265407509360903
https://doi.org/10.1037/fam0000544
https://doi.org/10.1111/j.1467-9280.2006.01832.x
https://doi.org/10.1111/j.1467-9280.2006.01832.x
https://doi.org/10.1007/s12160-014-9608-9
https://doi.org/10.1037/hea0000383
https://doi.org/10.1037/hea0000383
https://doi.org/10.1037/0893-3200.18.1.184
https://doi.org/10.1037/0893-3200.18.1.184
https://doi.org/10.1037/0022-3514.84.4.661
https://doi.org/10.1037/0022-3514.84.4.661
https://doi.org/10.1111/j.1467-8721.2009.01657.x
https://doi.org/10.1111/j.1467-8721.2009.01657.x
https://doi.org/10.1016/j.orcp.2019.08.003
https://doi.org/10.1001/archpsyc.62.12.1377
https://doi.org/10.1001/archpsyc.62.12.1377
https://doi.org/10.1037/0022-3514.87.2.228
https://doi.org/10.1037/0022-3514.87.2.228
https://doi.org/10.1016/j.psyneuen.2019.104509
https://doi.org/10.1016/j.psyneuen.2019.104509
https://doi.org/10.1016/j.biopsycho.2023.108500
https://doi.org/10.1007/s10865-006-9058-3
https://doi.org/10.1016/j.psyneuen.2022.105989
https://doi.org/10.1016/j.psyneuen.2022.105989
https://doi.org/10.1016/j.beth.2010.12.009
https://doi.org/10.1037/0022-3514.87.3.363
https://doi.org/10.1037/fam0000488
https://doi.org/10.1037/fam0000488
https://doi.org/10.1177/1359105307088145
https://doi.org/10.1177/1359105307088145
https://doi.org/10.1111/j.1475-6811.2011.01358.x
https://doi.org/10.1111/j.1475-6811.2011.01358.x
https://doi.org/10.1111/josi.12542
https://doi.org/10.1111/spc3.12943
https://doi.org/10.1037/a0026959
https://doi.org/10.1037/a0026959
https://doi.org/10.2337/dc19-1489
https://doi.org/10.1177/0022146518790560
https://doi.org/10.1037/0003-066X
https://doi.org/10.1177/17456916211027563
https://doi.org/10.1016/j.amepre.2007.01.022
https://doi.org/10.1016/j.amepre.2007.01.022
https://doi.org/10.3390/ijerph18020530

	Couples-based health behavior change interventions: A relationship science perspective on the unique opportunities and chal ...
	1 Couples concordance in health behaviors and health trajectories
	2 What gives rise to couples’ concordance in health?
	3 Couples-based interventions for health behavior change
	4 The couple as a self-regulating system
	5 How does the spousal context influence the efficacy of individual self-regulation strategies?
	6 How does one provide effective spousal support for change in interdependent behaviors?
	7 Balancing and integrating health behavior change and relationship functioning interventions
	8 Individual and contextual moderators
	9 Identifying mechanisms linking dyadic interventions and health outcomes
	10 Disseminating couples-based behavior change interventions to promote dyadic health
	11 Conclusion
	CRediT authorship contribution statement
	Declaration of competing interest
	Acknowledgements
	References


