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Abstract

Using data from 148 middle-aged and older adult spouses whose partners had type 2 diabetes, we sought to examine
spouses’ motives for involvement in their partners’ diabetes management and whether these motives were related to
common types of diabetes-related spousal involvement; we also sought to understand gender differences in these dynamics.
Spouses indicated being motivated to be involved in their partners’ diabetes management due to altruistic motives to the
greatest extent and egoistic motives to the least extent. Results from multivariable regression analyses that controlled for
gender, marital quality, and spouses’ own conditions requiring dietary changes revealed that all types of motives were
related to the frequency of providing diet-related spousal support, whereas only egoistic motives were related to the
frequency of exerting diet-related spousal control. We did not find gender differences in any motives nor in associations

with spousal involvement. Findings have potential implications for couples-oriented chronic illness interventions.
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Type 2 diabetes is a serious health issue that increases in
prevalence with age (Centers for Disease Control and
Prevention [CDC], 2022). Although there are several behav-
iors that individuals with diabetes need to engage in to suc-
cessfully manage their condition, eating a healthy diet is a
critical aspect of diabetes management (Mayo Clinic, 2020). Yet
individuals with diabetes often report that eating a healthy diet is
one of the most difficult aspects of their diabetes regimen and
often do not follow recommended guidelines (Beverly et al.,
2008; Broadbent et al., 2011). Spouses therefore are often in-
volved in promoting better dietary behaviors in their partners
with diabetes by supporting or regulating (controlling) their diet
(August and Sorkin, 2011; Stephens et al., 2013).

Little is known, however, about spouses’ motives for
involvement in diabetes management and whether these
motives can help explain why spouses are involved in dif-
ferent ways and at different frequencies in their partners’
diabetes management. In this study, Batson et al.’s (1991)

framework of altruistic versus egoistic motives for helping
was used to examine the motives for spousal involvement in a
partner’s diabetes management. We also examined whether
those motives were associated with spouses’ reported fre-
quency of diet-related spousal involvement in the form of
support and control. Given gender differences in diet-related
spousal involvement in the context of diabetes (August et al.,
2020; Dimova et al., 2021), we further sought to examine
gender differences in these motives as well as in the asso-
ciations between motives and frequency of involvement.
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Spousal involvement in a partner’s disease
management

Among married individuals, spouses are the social net-
work member most often involved in disease manage-
ment (Revenson et al., 2016), particularly the dietary
component (Dimova et al., 2021). In the context of type 2
diabetes management, spouses are involved in providing
emotional support to their partners (Helgeson et al., 2016;
lida et al., 2010) as well as helping with the day-to-day
tasks of diabetes management such as facilitating ad-
herence to a healthy diet. Two specific ways spouses are
involved in promoting a healthy diet are by providing
diet-related social support or exerting diet-related con-
trol. Diet-related social support involves providing en-
couragement and positive feedback to individuals who
are attempting to engage in healthy dietary behaviors
(Franks et al., 2012; Williams and Bond, 2002). Among
couples managing type 2 diabetes, this type of support
has been shown to be related to better dietary behaviors
and positive psychological outcomes as well as positive
psychological and relational outcomes for both members
of the couple (August et al., 2013; August and Sorkin,
2011).

Another way spouses can be involved in facilitating
their partners’ adherence to healthy dietary behaviors is
by exerting diet-related social control (Lewis and Rook,
1999; Stephens et al., 2013). Two types of social control
have been distinguished in the literature: pressure and
persuasion. Pressure (sometimes referred to as “nega-
tive” social control tactics) refers to strategies that
typically elicit negative emotions in the recipient and
can include nagging and criticism; persuasion (some-
times referred to as “positive” social control tactics), in
contrast, refers to strategies that typically elicit positive
emotions in the recipient and can include gentle re-
minders and expressions of worry (Stephens et al.,
2009). Similar to investigations of diet-related sup-
port, most research has focused on whether social
control is beneficial or detrimental in promoting better
dietary behaviors and emotional well-being in the re-
cipient; it appears these effects may differ depending on
which tactic is used. In studies that have examined diet-
related social control in the context of type 2 diabetes,
researchers have found that persuasion is related to more
positive outcomes and pressure is related to more
negative outcomes (August 2021; Helgeson et al., 2016;
Stephens et al., 2013).

Not all spouses engage in this type of support or control,
however. Efforts to understand potential motives spouses
may have for being involved in their partners’ disease
management may help explain some of the variability in
support or control attempts directed toward an important
component of their partners’ treatment regimen.

Potential motives for spousal involvement
in disease management

Although little empirical research has examined why
spouses might be involved in their partners’ disease man-
agement, types of motivations delineated in the helping
literature by Batson et al. (1991), can provide some guid-
ance. According to Batson and colleagues, there are al-
truistic and egoistic motives for helping, whereby altruistic
motives involve helping for the sake of benefitting another
individual, whereas egoistic motives involve helping as a
way to provide benefit to oneself. Variability in the extent
to which individuals have altruistic versus egoistic mo-
tives for helping have been reported — even among
couples in close relationships (Feeney et al., 2017;
Feeney and Collins, 2001, 2003; Park et al., 2011;
Sprecher and Fehr, 2005). Yet few studies have examined
the usefulness of this distinction among longer-partnered
couples in the context of disease management. One of the
goals of our study therefore was to understand whether
this distinction is indeed valuable in this population and
in this context. In the current study, we adapted a measure
from a study by Feeney and Collins (2003) of 194 young
adult couples that validated a measure of motives for
caregiving.

Altruistic motives

The extent to which spouses love, are concerned for, and
feel interdependent with their partners may be altruistic
motives to be involved in their partners’ disease manage-
ment. Close relationships, such as marriage, are often in-
terdependent (Arriaga, 2013); this level of interdependence,
or feeling an overlap between one’s self and another, has
been found to be related to helping (Cialdini et al., 1997).
Researchers have posited that as a result of this interde-
pendence, efforts by spouses to facilitate healthy be-
haviors in their partners may be perceived as reflecting
spouses’ caring and concern (Lewis et al., 2004; Rook
et al., 1990). Other lines of research have likewise found
that empathic concern is a motive for helping (Batson
et al., 1991). Finally, feelings of love also have been
described as an altruistic, or “otherish,” motive for helping
(Crocker et al., 2017).

Positive strategies to facilitate healthy behaviors such as
support and persuasion are more likely to be attributed to
such altruistic motives (Lewis et al., 2004). Consistent with
this idea, Feeney and Collins (2003) found that feelings of
love, concern, and interdependence were positively asso-
ciated with responsive types of caregiving (e.g., provision of
support) and negatively associated with controlling types of
caregiving. Other research has likewise found that altruistic
goals, or motives, are associated with an increase in the level
of support in close relationships (Crocker and Canevello
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2008). These types of motives are therefore expected to be
particularly relevant to support provision (and possibly also
relevant to persuasion, which despite being a type of social
control, is considered a more positive type of interaction;
Lewis and Rook, 1999; Stephens et al., 2009). No studies to
our knowledge, however, have examined how these motives
are related to specific types of involvement in the disease
management context.

Egoistic motives

Feeling obligated to help one’s partner is considered an
egoistic motive. Spouses may perceive such an obligation to
avoid negative personal consequences — for example, feelings
of guilt, concern about “looking bad” to others, or their
partners’ dissatisfaction with their lack of help (Crocker et al.,
2017; Feeney and Collins, 2003). Researchers have proposed
that in some cultures (e.g., Asian and Latinx cultures), familial
obligation is an important component of diabetes management
(Peyrot et al., 2018), and may extend to spousal diet-related
involvement in this context (August and Sorkin, 2011).
Though researchers have found greater obligation to be as-
sociated with more controlling and overinvolved types of
caregiving (Feeney and Collins, 2003), there is a need for more
empirical evidence to understand whether this motive is also
relevant to the type and extent of involvement in disease
management.

Self-benefit is seen as an egoistic motive in which
spouses expect something for helping their partner (Feeney
and Collins, 2003). Similar to findings for obligation, this
type of motive has been found to be related to controlling
and overinvolved types of caregiving (Feeney and Collins,
2003). Other research suggests that individuals with more
egoistic motives tend to provide little support to their
partners (Crocker et al., 2017). In line with these findings,
spouses might engage in more coercive (controlling) tactics
to ensure their partners are eating a healthy diet to benefit
themselves; these benefits could include shared eating
habits in the household or other potentially desirable
consequences associated with their partners’ healthy eating
(e.g., weight management).

Finally, the perception that one’s partner is needy or
incapable of handling problems on their own can be con-
sidered another egoistic motive for involvement in a part-
ner’s disease management. Although it may appear to be an
altruistic motive, other researchers have argued that it ac-
tually may be egoistic, as perceiving one’s partner as in-
capable or needy may be viewed by the spouse as
burdensome and elicit a sense of obligation; alternatively, it
can elevate the spouses’ status by making them feel their
partner is dependent on them. As such, this motive has been
found to be correlated with other egoistic motives (Feeney
and Collins, 2003). In a qualitative study of 146 young
adults, researchers found that support recipients thought that

their partners viewed them as incapable based on the type of
support their partners provided (Zee et al., 2018). According
to support and control theorists (Rook et al., 2010), health-
related social support is provided when providers perceive
the recipient to be able to self-regulate their own behaviors,
whereas health-related social control is exerted when pro-
viders perceive the recipient to be unable to self-regulate
their own behaviors. It therefore would be expected that this
type of motive would be particularly relevant to exerting
control.

Taken together, inferences can be made from the overall
caregiving and support (and when available, health-related
support and control) literature about different motives
spouses may have for being involved in their partners’
disease management. Whether these same motives are more
or less important in understanding spouses’ involvement in
the dietary component of a partner’s diabetes management
is unknown.

Role of gender in motives for spousal
involvement in disease management

There may be gender differences in spouses’ motives for
being involved in their partners’ disease management as
well as gender differences in associations between motives
and diet-related spousal involvement. For example, women
might be more motivated to care to for their spouses as they
tend to be more health-oriented (Reczek and Umberson,
2012), take on a caregiving role in the relationship
(Revenson et al., 2016), and are more involved in their
partners’ diabetes, particularly the dietary component
(Dimova et al., 2021; Mathew et al., 2012), than men. This
idea is reflected in evidence that women engage in specific
attempts to facilitate better dietary behaviors in a partner
with diabetes through diet-related support and control
(August et al., 2020; August and Sorkin, 2010; Rook et al.,
2011).

Women have been found to generally be more altruistic,
empathic, prosocial, and interpersonally-oriented than men
(Andreoni and Vesterlund, 2001; Eagly and Koenig, 2006;
Kamas and Preston, 2021; Umberson and Kroeger, 2016).
In addition, women are more likely to have personality
characteristics that make them more heavily invested in
relationships, including their partners’ diabetes manage-
ment (Helgeson et al., 2016). Yet little prior research has
examined whether gender differences in these characteris-
tics extend to gender differences in motives for being in-
volved in a partner’s health. In the one available study on
this topic, researchers found that men were more likely than
women to care for their partners out of obligation or in hopes
of receiving something in return (self-benefit) and less likely
to care for their partners if they deemed their partner too
difficult to help or they perceived their partner to be needy
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(Feeney and Collins, 2003). No research to our knowledge
has examined gender differences in the association between
spouses’ motives for involvement and their frequency of
involvement in disease management.

The current study

This study addresses a gap in the literature by examining
altruistic and egoistic motives spouses have for being
involved in their partner’s diabetes management and
whether these motives are related to how much spouses
are involved in one important aspect of diabetes man-
agement, eating a healthy diet. Given gender differences
in motives for caregiving (Feeney and Collins, 2003) and
in diet-related involvement in the context of diabetes
management (August et al., 2020; Dimova et al., 2021),
this study attempted to further understand if these dy-
namics differed by gender.

Our first aim (Aim 1) was to examine the motives
spouses reported for being involved in their partners’ dia-
betes management. We also sought to examine gender
differences in motives for spousal involvement (Aim 1a).
Consistent with past research, we predicted that the most
common reasons cited for being involved were altruistic and
that the least common reasons cited for being involved were
egoistic (Hypothesis 1). We also predicted that women were
more likely than men to cite altruistic motives for being
involved in their partners’ diet, whereas men were more
likely to cite egoistic motives for involvement (Hypothesis
la).

Our second aim (Aim 2) was to examine whether mo-
tives for spousal involvement were related to spousal reports
of the type and frequency of spousal support and two types
of control (pressure and persuasion). We further sought to
examine how the associations between motives for in-
volvement and diet-related support and control differed as a
function of spouses’ gender (Aim 2a). As there is limited
research available to guide these hypotheses, these aims
were exploratory.

Method
Design

This study involved a quantitative, cross-sectional design.

Participants

The sample for the current study was from a larger study
focused on couples’ management of type 2 diabetes ap-
proved by the Institutional Review Board at Rutgers
University. The 148 participants included in this study were
spouses or long-term, committed partners of individuals
with type 2 diabetes. Eligibility criteria for the larger study

involved the patient being over the age of 50; diagnosed by a
medical professional with type 2 diabetes; seeing a
healthcare provider at least once per year for diabetes care;
having a spouse or partner available to complete their
survey immediately following the patient; and being able to
complete the survey in English. Of the 1008 individuals that
indicated interest in the study, 155 met eligibility require-
ments. An additional seven participants who reported being
in a same-sex relationship were excluded from the present
analyses due to previous research on the importance of
partners’ gender in these relationship processes (e.g.,
Markey et al., 2016). Thus, the total analytic sample for this
study was n = 148 spouses. Participant characteristics are
shown in Table 1.

Procedure

Participants were recruited from the United States via
Qualtrics panels (Qualtrics, Provo, Utah) in January 2019.
Quota sampling was used to ensure that there was a rela-
tively equal number of men and women, and to ensure that
at least 25% of racial/ethnic minorities were included in the
study. Qualtrics worked with partner companies to send out
anonymous survey links to panel members who might
qualify for participation.

Eligible individuals completed online consent forms at
the beginning of the survey. Participants were given in-
structions to complete the survey without any help from
their partner. Once the participants completed their portion
of the survey, their spouse was instructed to complete their
portion of the survey immediately after; spouses were
unable to go back to see their partners’ responses. Incentives
for participants were provided by panel providers. The
amount and type varied across providers, but were based on
survey length, the panelist profile, and difficulty in ac-
quiring the participant; examples included redeemable
points, airline miles, and cash.

Data for the current study are available at https://rucore.
libraries.rutgers.edu/research/.

Measures
Gender

Gender was coded as 0 (man) and 1 (woman).

Motives for spousal involvement in a partner’s
disease management

We adapted a 15-item measure from Feeney and Collins
(2003) in which participants rated their agreement on
possible motives for spousal involvement in their partners’
diabetes management on a 6-point scale (1 = “strongly
disagree,” 6 = “strongly agree”). Items were shortened from the
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Table I. Participant characteristics by gender (N = 148).

Individual level characteristics Men (n = 74) Women (n = 74)
Age, M(SD) 65.38 (8.34) 65.7 (7.08)
Race/ethnicity, %

Non-Hispanic White 52.7% 86.5%

African American/Black 33.8% 1.4%

Asian/Pacific Islander 6.8% 5.4%

Hispanic/Latinx 2.7% 5.4%

American Indian/Alaskan native 4.1% 1.4%
Education level

Less than high school 6.8% 6.8%

High school 1.1% 22.9%

Some college 23.0% 33.8%

Bachelor’s degree 18.9% 25.7%

Some graduate school or more 20.3% 10.8%
Marital quality 5.43 (0.94) 5.43 (0.99)
Couple level characteristics
Marital length in years, M(SD) 31.84 (15.14) 34.84 (14.62)
Duration of patients’ type 2 diabetes in years, M(SD) 11.08 (7.72) 13.16 (7.07)
Spouse own conditions requiring dietary changes®, % 60.8% 66.2%

?E.g., Kidney disease, high blood pressure, diabetes.

original scale to be most salient to couples managing diabetes
and for online administration. Items were averaged to create 4
subscales: (1) love/concern/interdependence (3 items; e.g.,
“You love your spouse and are concerned about his/her well-
being; ” a = .71); (2) obligation (3 items; e.g. “He/she makes
you help; ” a =.75); (3) self-benefit (5 items; e.g., “You will be
rewarded [praised, thanked, honored, etc.] for helping your
spouse; ” o = .86); and (4) needy/incapable partner (4 items;
e.g., “Your spouse really needs your help; ” o = .82).

Diet-related spousal support

We used a 3-item measure adapted from Franks et al.
(2012) in which participants rated the extent of their in-
volvement on a 6-point scale (1 = “everyday,” 6 = “not at
all; ” e.g., “do something to help your spouse stick with a
healthy diet”). Items were averaged to create a composite
scale (o = 0.88).

Diet-related spousal control

We used a 7-item measure adapted from Stephens et al. (2013)
in which participations rated the extent of their involvement on
a 6-point scale (1 = “everyday,” 6 = “not at all”). Items were
averaged to create two subscales: (1) persuasion (3 items; e.g.,
“try to persuade your spouse to do more to follow a healthy
diet;” o = 0.91) and (2) pressure (4 items; e.g., “criticize your
spouse’s poor food choices;” a = 0.94).

As the focus of this study is on spouses’ own perceptions
of their motives and how they are related to their own

perceptions of their involvement in their partners’ diet, we
chose to examine spouses’ versus patients’ reports of diet-
related spousal involvement. We did, however, examine the
extent of concordance between spouses’ and patients’ re-
ports of spouses’ diet-related involvement in our descriptive
analyses.

Covariates

Potential covariates were selected a priori based on previous
literature on spousal involvement in a partner’s diabetes
management and included age, race/ethnicity, marital
length, marital quality (5-item Marital Quality Index;
Norton, 1983; a = 0.98), and whether spouses had their own
chronic condition that required dietary changes. Directed
acyclic graphs (DAGs) were used to determine appropriate
covariates to include in regression analyses (Diemer et al.,
2021); gender, marital quality, and spouses’ own conditions
requiring dietary changes met this criterion and were thus
included in regressions.

Analytic plan

All analyses were conducted using SPSS version 28 soft-
ware. Data were checked for completeness; there were 0—
1.4% missing data; given the small amount of missing data,
listwise deletion was used (Graham, 2009). Next, means,
standard deviations, and intercorrelations for all key study
variables were examined to provide descriptive information
and to identify outliers.
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Regression assumptions were checked; all assumptions
except non-normality of the residuals were met; thus,
bootstrapping using 1000 bootstrap samples was used to
determine the sampling distribution of the estimates
(Pek et al., 2018).

To address Aim 1, we examined means and standard
deviations for each of the motives for spousal involvement.
We then conducted a repeated measures ANOVA to ex-
amine whether some motives were endorsed to a greater
extent than others. To address Aim la, we conducted in-
dependent samples t-tests to examine gender differences in
each motive for spousal involvement. To address Aim 2,
we conducted a series of multivariable regression models
to examine how motives for spousal involvement were
related to the frequency of different types of diet-related
spousal involvement; separate models were examined for
each type of motive and diet-related spousal involvement
to determine the extent to which each motive was related to
diet-related spousal involvement without accounting for
shared variance between motives. To address Aim 2a, we
calculated interactions between each (centered) motive and
gender and added them to the models in Aim 2 to deter-
mine whether gender moderated associations between
motives and diet-related spousal involvement; again,
separate models were run for each type of diet-related
spousal involvement.

Results

Descriptive results

Table 2 reports the results of the means, standard deviations,
and intercorrelations among key study variables by gender.

As shown in the table, there were significant positive
correlations between many of the motives for spousal in-
volvement for both men and women. Specifically, the
motive, love/concern/interdependence was significantly and
positively related to the motives, obligation and needy/
incapable partner, but not self-benefit. Obligation was
significantly and positively related to all other motives. In
addition, self-benefit was significantly and positively related
to needy/incapable partner.

For men, the motives, love/concern/interdependence,
obligation, and needy/incapable partner, were signifi-
cantly and positively related to support, whereas there
were no significant bivariate associations between any of
the motives and support for women. For both men and
women, the motive, needy/incapable partner, was sig-
nificantly and positively related to persuasion and pres-
sure; self-benefit was also significantly and positively
related to persuasion and pressure for men, and obligation
was significantly and positively related to persuasion and
pressure for women.

Results from pairwise intraclass correlations revealed
significant, moderate correlations between spouses’ reports
of providing and patients’ reports of receiving diet-related
support (r=.63, p <.001), persuasion (r= .65, p <.001) and
pressure (r = .72, p < .001). This relatively high level of
concordance supports the idea that for the most part,
spouses and patients are in agreement on the extent of these
diet-related interactions.

Finally, as expected, there were gender differences in all
types of diet-related spousal involvement, with women
reporting greater involvement in their husbands’ diet than
men’s involvement in their wives’ diet.

Table 2. Means, standard deviations, and correlations among key study variables by gender.

Love/Concern/ Needy/Incapable

Interdependence Obligation Self-benefit Partner Support Persuasion  Pressure
Love/Concern/ — 0.48** 0.06 0.27* 0.28* 0.10 —0.03

Interdependence

Obligation 0.53%* — 0.40%* 0.45%* 0.37% 0.23 0.20
Self-benefit 0.21 0.54%* — 0.49%* 0.21 0.31%* 0.42%*
Needy/Incapable Partner 0.45%* 0.67+* 0.53** — 0.24* 0.37+* 0.427%+*
Support 0.08 0.18 0.19 0.17 — 0.69%* 0.42%*
Persuasion 0.03 0.28* 0.21 0.37%* 0.47+* — 0.42+*
Pressure —0.03 0.26* 0.25% 0.36%* 0.35% 0.80%* —
— M(SD) M(SD) M(SD) M(SD) M(SD) M(SD) M(SD)
Men 5.03 (1.24) 391 (1.41) 2.98 (1.41) 3.21 (1.62) 3.69 (1.75)  2.76 (1.75)  2.05 (1.44)
Women 4.94 (0.83) 3.87 (1.23) 2.65 (1.25) 3.09 (1.20) 4.18 (1.31)  3.40 (1.45) 2.60 (1.48)
t 0.55 0.18 0.21 0.07 —2.05 —2.44 —2.28
p .59 .86 A3 .59 .04 .02 .02
d 0.09 0.03 0.25 0.09 —0.34 —0.40 —0.38

Note: Men’s correlations are above the diagonal and women’s are below. Men = 0; Women = |.

*p < .05. Fkp < .0l. *p < .001.
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Motives for spousal involvement in
diabetes management

In testing Aim 1, love/concern/interdependence was the
motive that spouses agreed with to the greatest extent,
with 87.8% of men and 91.9% of women endorsing this
motive. Self-benefit was the motive that spouses agreed
with the least, with 27.0% of men and 16.2% of women
endorsing this motive. Findings from a repeated measures
ANOVA revealed that participants significantly differed
in the extent to which they endorsed different motives (F
(3)=147.35, p<0.001, np2 = 50). Pairwise comparisons
with a Bonferroni adjustment revealed that all motives
were significantly different from each other (all ps <
0.013). Finally, t-tests that tested Aim la did not reveal
any significant gender differences in any of the motives.

Associations between motives for spousal
involvement and diet-related spousal involvement

Table 3 presents the results of multivariable regression
models that examined whether each type of motive for
spousal involvement was related to each type of diet-
related spousal involvement, controlling for gender,
marital quality, and spouses’ own conditions requiring
dietary changes (Aim 2). Results revealed that the more
spouses agreed with all of the motives for spousal in-
volvement, the more frequently they engaged in efforts to
support their partners’ diet. The more spouses agreed
with three types of motives for spousal involvement
(obligation, self-benefit, needy/incapable partner), the
more frequently they engaged in efforts to persuade or
pressure their partners to eat a healthier diet. The motive,
love/concern/interdependence, was not significantly as-
sociated with the frequency of diet-related spousal per-
suasion or pressure.

Finally, in testing Aim 2a, gender did not moderate any
of the associations between motives and diet-related spousal
involvement. The results are therefore not presented in the
table.

Discussion

Not all spouses are involved in their partners diabetes
management to the same extent. Variability in this type of
involvement may be partially explained by motives spouses
may have for involvement, which may be either altruistic or
egoistic in nature (Batson et al., 1991; Feeney and Collins,
2001, 2003). Overall, our results suggested that spouses
were most motivated to be involved in their partners’ di-
abetes management for altruistic reasons and the least
motivated to be involved for egoistic reasons. In addition,
all types of motives were related to engagement in diet-
related spousal support, whereas only egoistic motives were
related to engagement in diet-related control (persuasion
and pressure). Gender did not appear to be important with
regard to the extent to which participants agreed with the
motives or in the associations between motives and diet-
related spousal involvement.

Motives for spousal involvement in
diabetes management

Consistent with our hypothesis (Hypothesis 1), the mo-
tive for being involved in a partner’s diabetes manage-
ment that spouses most commonly cited was love,
concern, and interdependence. As spouses in this sample
were in high quality marriages, on average, it is not
entirely surprising that they were motivated to be in-
volved for this altruistic reason. This idea is consistent
with findings from Feeney and Collins’ study (2003), in
which romantic partners’ perceptions of their relationship
quality were related to greater altruistic motives for
caregiving. Other research also has found that other-ish
goals and motives are related to better relationship quality
(e.g., Hadden et al., 2013; Canevello and Crocker, 2010).
It is therefore likely that there is a cyclical relationship
between relationship quality and being motivated to help
one’s partner for these reasons.

Also consistent with our hypothesis, the least commonly
cited motives were egoistic motives. Yet, participants still

Table 3. Motives for spousal involvement in diabetes management predicting frequency of diet-related involvement.

Support Persuasion Pressure
— B(SE) 95% Cl Raq” B(SE) 95% Cl Raq” B(SE) 95% Cl Rag’
Love/concern/ 0.24 (0.12)* 0.01,0.47 0.06 0.12 (0.14)  —0.16, 0.4] 0.05 —0.02 (0.12)  —0.25,0.20 0.04
interdependence
Obligation 0.30 (0.09)** 0.12,0.47 0.I1 0.30 (0.11)®  0.09,051 0.10 0.26 (0.09)*  0.10, 0.46 0.07
Self-benefit 0.22 (0.09)* 0.04,0.39 0.08 0.32 (0.11)*  0.11,0.53 0.09 037 (0.10y** 0.16, 0.56 0.12
Needy/incapable partner 0.23 (0.09)* 0.05,0.40 0.08 0.46 (0.10)¥* 0.23,0.65 0.15 0.45 (0.10)¥* 0.24, 0.62 0.17

Note: All models controlled for gender, marital quality, and spouses’ own conditions requiring dietary changes. Models were run separately for each
motive. Unstandardized coefficients (B), standard error (SE), and bootstrapped 95% confidence intervals (Cl) of the estimates are reported.

*p < .05. ¥p < .0l. **¥p < .001.
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reported that they endorsed these motives to some extent,
despite potential social desirability concerns, suggesting that
there are other reasons besides love and concern that might
drive spouses to be involved in their partners’ diabetes
management.

Self-benefit was the least endorsed type of egoistic motive.
In intimate relationships such as marriage, individuals are
usually concerned with the overall well-being of their partner
without the expectation of them returning the favor (Vainénen
et al., 2005). Other research likewise suggests that in these
types of relationships, reciprocation is not direct, but instead, is
responsive to the other person’s needs (Crocker et al., 2017).
Further, older adults (the age group of which the majority of
the current sample is comprised) tend to be less concerned than
other age groups with reciprocity in their close relationships
(Lang et al., 2013).

Notably, despite significant differences in how much
spouses endorsed each motive, there were small to medium
correlations between many of the motives. These findings
could also reflect the idea that there are varied motives for
involvement in a partner’s disease management, given the
central role spouses play — and are expected to play — in that
regard (Revenson et al., 2016; Rook et al., 2011). Another
explanation could be that in longer-term couples in which
there are overlapping senses of self, the lines between what
is considered altruistic versus egoistic may be blurred.

Contrary to predictions and inconsistent with other studies
(e.g., Feeney and Collins, 2003), we did not find any gender
differences in these motives. This finding was surprising as
men are typically not expected to be, nor are they involved as
much as women are, in their partners’ disease management
(Rook et al., 2011) — which is further reflected in gender
differences in actual spousal involvement (e.g., August and
Sorkin, 2010). However, the one study that did find gender
differences in motives for caregiving (Feeney and Collins,
2003) examined general caregiving and support that young
adults provided to their partner, while the current study ex-
plored support and control that middle aged and older adult
spouses provide to promote better health behaviors in the
context of disease management; thus, it is possible that
motives for this type of involvement in mid to late life may
differ from caregiving in a younger age group. Additional
research is therefore needed to better understand the nature of
gender differences (if any) in these motives.

Associations between motives for spousal
involvement and diet-related spousal involvement

All types of motives were related to more frequent spousal
provision of diet-related support. Although we expected that
altruistic motives, such as love, concern, and interdepen-
dence, would be related to more frequent support, as it is a
more responsive and effective type of involvement, egoistic

motives also were related to more frequent support. In fact, the
type of motive that had the largest effect size in predicting
support was obligation. Given the importance of diabetes
management, particularly diet, to a partner’s overall health
(Centers for Disease Control and Prevention, 2022) spouses
may feel obligated to be involved, and as a result, use support
at a greater frequency to ensure their partners are eating
healthily. It is important to note, however, that, like the other
types of motives, the effect size for this motive was relatively
small in predicting diet-related spousal support.

These findings, coupled with significant positive correla-
tions between many of the motives, could suggest that the
motives assessed in this study might be tapping into some
individual difference factor that reflects a general preference
for helping. Additional research that also assesses individual
differences as potential predictors of spousal involvement
might help further shed light on these findings.

In contrast to findings for support, only egoistic motives -
self-benefit, obligation, and perceiving one’s partner as needy
or incapable - were related to more frequent social control.
Other research suggests that egoistic motives are related to
controlling and overinvolved caregiving (Feeney and Collins,
2003) and ineffective types of support (Feeney and Collins,
2001). Health-related social control is controlling by nature, but
also could be construed as a type of overinvolvement as it is
rarely welcome because it can (indirectly or directly) connote
that one’s partner is unable to regulate their own behavior and
thus threaten that individual’s autonomy (Lewis and Rook,
1999). Further, it is not always found to be an effective form of
involvement, although persuasion is typically more effective
than pressure (e.g., August 2021; Stephens et al., 2013).

The type of motive that had the largest effect size in
predicting both types of control (persuasion and pressure)
was perceiving one’s partner as needy or incapable partner.
This finding supports the way health-related social control is
conceptualized in the literature in which network members,
such as spouses, “step in” to help regulate an individual’s
behavior when they perceive that individual as being unable
to self-regulate their own behavior (Lewis and Rook, 1999).
Thus, if spouses perceive their partner to be more needy or
incapable of their own disease management, they may be
more likely to be involved in controlling their diet at a
greater frequency.

The only type of motive that was not associated with how
frequent spouses engaged in control was love, concern, and
interdependence. As noted above, (lower) relationship
quality may be tied to this motive for involvement, and other
studies have found an inverse association between social
control and relationship quality (e.g., August et al., 2013).
Thus, even though love, concern, and interdependence was
the most commonly endorsed motive and most couples in
the study reported a high level of relationship quality
overall, we found evidence that other motives may be re-
lated to social control, which (particularly pressure) has
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been conceptualized as a negative type of interaction (Lewis
and Rook, 1999; Stephens et al., 2009).

Despite motives being differentially related to diet-related
spousal involvement for men and women in bivariate analyses,
gender did not significantly moderate associations between
motives and diet-related spousal involvement in regression
analyses that controlled for marital quality and spouses’ own
conditions requiring dietary changes. Again, this finding is
surprising, given existing gender differences in the literature in
this type of involvement (e.g., August and Sorkin, 2010; Rook
et al., 2011). It is possible then that regardless of gender, if a
spouse is motivated to be involved, they will be involved to a
greater extent. As noted above, this may be reflected by an
individual difference in preference for helping.

Limitations

There are several limitations to this study that need to be
considered in interpreting the results. One limitation is the
cross-sectional nature of the data, precluding a determi-
nation of the direction of effects. It is possible that spouses’
involvement affects their perceptions of their motives for
involvement, which is the opposite direction of what we
hypothesized. Another limitation is the lack of diversity of the
sample, which limits generalizability to other populations.
Specifically, most participants in the study were White, of
higher socioeconomic status, and in long-term, high-quality
marriages. In a related vein, we only examined gender as one
possible contextual factor in understanding these relationship
dynamics; as gender is not independent of other social
identities and heterogeneity in relationship experiences exist as
a result of intersectional identities such as race/ethnicity and
socioeconomic status, examining these intersectional identities
is an important direction for future research.

In addition, the questions used to assess motives for
spousal involvement may not have fully captured all of the
possible motives for involvement in a partner’s diabetes
management. For example, in some couples, one spouse is
considered the “health expert” (Reczek and Umberson,
2012) and may be more involved in their partners’ diabe-
tes management due to greater health-related knowledge.
For the sake of brevity, we also did not use the full scale
developed by Feeney and Collins (2003), nor were their
open-ended options for participants to share other possible
motives, and thus we may not have captured all potential
spousal motives for involvement in this context. Similarly,
we only examined spousal involvement in one domain of
diabetes management — specifically, involvement in dietary
behaviors. Motives were assessed with regard to any type of
involvement (up to the interpretation of the participant),
however. Although diet is a common component of diabetes
management (CDC, 2022), and spouses are commonly
involved in their partners’ dietary behavior, in particular,
spouses may be motivated to be involved in other aspects of

diabetes management (e.g., taking their partner to doctor’s
appointments, making sure they were taking medications as
prescribed); thus, findings may have differed if motives
were only assessed with regard to the dietary aspect of
diabetes management. In addition, results may have differed
if we assessed spousal involvement in other disease man-
agement behaviors (e.g., physical activity and medication
adherence). Finally, although the reports of egoistic motives
and negative types of diet-related spousal involvement are
consistent with relative rates reported in other studies (e.g.,
August and Sorkin, 2010; Feeney et al., 2017; Stephens
et al., 2013), it is possible these are underestimates given
social desirability bias; in addition, other factors not re-
ported in this study (e.g., personality traits; August et al.,
2020; Helgeson et al., 2016) are important to consider in
understanding these motives and behaviors.

Conclusion

Despite these limitations, this study contributes to the literature
by providing insight about the motives spouses have for being
involved in their partners’ disease management. Spouses are
motivated for a number of reasons but seem to be most mo-
tivated due to altruistic reasons. These motives, in turn, may
“translate” into how often they are involved in different ways in
one domain (diet) of their partner’s diabetes management; more
research is needed, however, to understand whether motives are
important in understanding whether spousal involvement is
beneficial for patients’ actual diabetes management. Surpris-
ingly, we did not find evidence of gender differences in these
motives nor in how they were related to the frequency of
involvement in their partners’ diabetes management.

These findings have the potential to inform the design of
couples-focused chronic disease interventions, which have
been found to be more effective than patient-only inter-
ventions for both disease management outcomes and overall
relationship functioning (Martire and Helgeson, 2017). If
spouses are not inherently motivated to help their partners,
they may be less likely to help their partners with disease
management or may engage in ineffective types of helping
that are not consistent with their partners’ needs (Feeney and
Collins, 2003). Helping spouses frame motives in a more
altruistic way may therefore be beneficial in the sense that it
could increase spouses’ sense of value and interdependence
with their partner (Crocker et al., 2017). In addition, these
types of motives also may lead to the type of involvement -
support - that has been shown to be the most beneficial for
the patient, partner, and relationship (e.g., August et al.,
2013; Franks et al., 2006; Stephens et al., 2013).

Declaration of conflicting interests

The author(s) declared no potential conflicts of interest with
respect to the research, authorship, and/or publication of this
article.



10

Health Psychology Open

Funding

The author(s) disclosed receipt of the following financial support for
the research, authorship, and/or publication of this article: This work
was supported by a Rutgers University Research Council Grant.

ORCID iDs

Kristin J August
Charlotte N Markey

https://orcid.org/0000-0003-2583-3538
https://orcid.org/0000-0001-5431-6017

References

Arriaga X (2013) An interdependence theory analysis of close
relationships. In: Simpson JA and Campbell L (eds). The
Oxford Handbooks of Close Relationships. New York, NY:
Oxford University Press, 19-65.

Andreoni J and Vesterlund L (2001) Which is the fair sex? Gender
differences in altruism. The Quarterly Journal of Economics
116(1): 293-312.

August KJ (2021) Correlates of diet-related spousal involvement
among both members of couples managing diabetes. Fami-
lies, Systems, & Health 39: 467—476. https://doi.org/10.1037/
fsh0000631

August KJ, Kelly CS and Markey CH (2020) Reciprocity and
personality in diet- related spousal involvement among older
couples managing diabetes: The role of gender. Journal of
Social and Personal Relationships 38: 363-383.

August KJ, Rook KS, Franks MM, et al. (2013) Spouses’ in-
volvement in their partners’ diabetes management: Associ-
ations with spouse stress and perceived marital quality.
Journal of Family Psychology 27(5): 712-721.

August KJ and Sorkin DH (2010) Marital status and gender
differences in managing a chronic illness: the function of
health-related social control. Social Science & Medicine
71(10): 1831-1838.

August KJ and Sorkin DH (2011) Support and influence in the
context of diabetes management: do racial/ethnic differences
exist? Journal Of Health Psychology 16(5): 711-721.

Batson CD, Batson JG, Slingsby JK, et al (1991) Empathic joy and
the empathy-altruism hypothesis. Journal of Personality and
Social Psychology 61: 413-426.

Beverly EA, Miller CK and Wray LA (2008) Spousal support and
food-related behavior change in middle-aged and older adults
living with Type 2 diabetes. Health Education & Behavior
35(5): 707-720.

Broadbent E, Donkin L and Stroh JC (2011) Illness and treatment
perceptions are associated with adherence to medications, diet,
and exercise in diabetic patients. Diabetes Care 34(2): 338-340.

Centers for Disease Control and Prevention (2022) Diabetes.
Available at: https://www.cdc.gov/diabetes/basics/index.html
(accessed 18 October 2022).

Canevello A and Crocker J (2010) Creating good relationships:
responsiveness, relationship quality, and interpersonal goals.
Journal of Personality and Social Psychology 99(1): 78-106.

Cialdini RB, Brown SL, Lewis BP, et al. (1997) Reinterpreting the
empathy—altruism relationship: when one into one equals
Oneness. Journal of Personality and Social Psychology
73(3): 481-494.

Crocker J and Canevello A (2008) Creating and undermining
social support in communal relationships: the role of com-
passionate and self-image goals. Journal of Personality and
Social Psychology 95(3): 555-575.

Crocker J, Canevello A and Brown AA (2017) Social motives:
costs and benefits of selfishness and otherishness. Annual
Review of Psychology 68(1): 299-325.

Diemer EW, Hudson JI and Javaras KN (2021) More (adjustment)
is not always better: How directed acyclic graphs can help
researchers decide which covariates to include in models for
the causal relationship between an exposure and an outcome
in observational research. Psychotherapy and Psychoso-
matics 90(5): 289-298.

Dimova ED, Swanson V and Evans JM (2021) Gender and diet
management in type 2 diabetes. Chronic lllness 17(4): 362-376.

Eagly AH and Koenig AM (2006) Sex Difference and Similarities in
Communication. Mahwah: Lawrence Erlbaum Associates Publishers.

Feeney BC and Collins NL (2001) Predictors of caregiving in
adult intimate relationships: an attachment theoretical
perspective. Journal of Personality and Social Psychology
80: 972-994.

Feeney BC and Collins NL (2003) Motives for caregiving in adult
intimate relationships: influence on caregiving behavior and
relationship functioning. Personality & Social Psychology
Bulletin 29(29): 950-968.

Feeney BC, Van Vleet M, Jakubiak BK, et al. (2017) Predicting the
pursuit and support of challenging life ppportunities. Per-
sonality & Social Psychology Bulletin 43(8): 1171-1187.

Franks MM, Sahin ZS, Seidel AJ, et al. (2012) Table for two:
diabetes distress and diet-related interactions of married
patients with diabetes and their spouses. Families, Systems &
Health: The Journal of Collaborative Family Healthcare
30(2): 154-165.

Franks M.M., Stephens M.A.P., Rook K.S.et al. (2006) Spouses’
provision of health-related support and control to patients
participating in cardiac rehabilitation. Journal of Family
Psychology 20(2): 311-318.

Graham JW (2009) Missing data analysis: making it work in the
real world. Annual Review of Psychology 60: 549-576.
Hadden BW, Smith CV and Knee CR (2013) The way I make you
feel: how relatedness and compassionate goals promote
partner’s relationship satisfaction. The Journal of Positive

Psychology 9(2): 155-162.

Helgeson VS, Mascatelli K, Seltman H, et al. (2016) Implications of
supportive and unsupportive behavior for couples with newly
diagnosed diabetes. Health Psychology 35(10): 1047-1058.

Iida M, Parris Stephens M, Rook KS, et al. (2010) When the going
gets tough, does support get going? Determinants of spousal
support provision to type 2 diabetic patients. Personality &
Social Psychology Bulletin 36: 780-791.


https://orcid.org/0000-0003-2583-3538
https://orcid.org/0000-0003-2583-3538
https://orcid.org/0000-0001-5431-6017
https://orcid.org/0000-0001-5431-6017
https://doi.org/10.1037/fsh0000631
https://doi.org/10.1037/fsh0000631
https://www.cdc.gov/diabetes/basics/index.html

Gerwitz et al.

Kamas L and Preston A (2021) Empathy, gender, and prosocial
behavior. Journal of Behavioral and Experimental Eco-
nomics 92: 101654.

Lang FR, Wagner J, Wrzus C, et al. (2013) Personal effort in social
relationships across adulthood. Psychology and Aging 28(2):
529-539.

Lewis MA, Butterfield RM, Darbes LA, et al. (2004) The con-
ceptualization and assessment of health-related control.
Journal of Social and Personal Relationships 21(5):
669-687.

Lewis MA and Rook KS (1999) Social control in personal rela-
tionships: impact on health behaviors and psychological
distress. Health Psychology 18(1): 63-71.

Markey CN, Markey PM, August KJ, et al. (2016) Gender, BMI,
and eating regulation in the context of same-sex and het-
erosexual couples. Journal of Behavioral Medicine 39:
398-407.

Martire LM and Helgeson VS (2017) Close relationships and the
management of chronic illness: Associations and interven-
tions. American Psychologist 72(6): 601-612.

Mathew R, Gucciardi E, Del Melo M, et al. (2012) Self-management
experiences among men and women with type 2 diabetes
mellitus: a qualitative analysis. BMC Family Practice 13: 122.

Mayo Clinic (2020) Type 2 diabetes. Available at: https:/www.
mayoclinic.org/diseases-conditions/type-2-diabetes/
symptoms-causes/syc-20351193 (accessed 6 December 2020).

Norton R (1983) Measuring marital quality: a critical look at the
dependent variable. Journal of Medicinal Food 45: 141-151.

Park LE, Troisi JD and Maner JK (2011) Egoistic versus altruistic
concerns in communal relationships. Journal of Social and
Personal Relationships 28(3): 315-335.

Pek J, Wong O and Wong AC (2018) How to address non-
normality: a taxonomy of approaches, reviewed, and illus-
trated. Frontiers in Psychology 9: 2104.

Peyrot M, Egede L, Funnell M, et al. (2018) US ethnic group
differences in family member support for people with dia-
betes in the 2nd diabetes attitudes, wishes and needs
(DAWN?2) study. The Diabetes Educator 44(3): 249-259.

Reczek C and Umberson D (2012) Gender, health behavior, and
intimate relationships: Lesbian, gay, and straight contexts.
Social Science & Medicine 74(11): 1783-1790.

Revenson TA, Griva K, Luszczynska A, et al. (2016) Caregiving in
the Illness Context. New York, NY: Palgrave Macmillan.
Rook K.S., August K.J. and Sorkin D.H. (2010) Social network
functions and health. In: Contrada R.J. and Baum A. (eds).
Handbook of stress science: Psychology, biology, and healt.

New York, NY: Springer, 123-136.

Rook KS, August KJ, Stephens MAP, et al. (2011) When does
spousal social control provoke negative reactions in the context
of chronic illness? The pivotal role of patients’ expectations.
Journal of Social and Personal Relationships 28(6): 772—789.

Rook KS, Thuras PD and Lewis MA (1990) Social control, health
risk taking, and psychological distress among the elderly.
Psychology and Aging 5(3): 327-334.

Sprecher S. and Fehr B. (2005) Compassionate love for close
others and humanity. Journal of Social and Personal Rela-
tionships 22(5): 629-651.

Stephens MA, Fekete EM, Franks MM, et al. (2009) Spouses’ use
of pressure and persuasion to promote osteoarthritis patients’
medical adherence after orthopedic surgery. Health Psy-
chology 28(1): 48-55.

Stephens MAP, Franks MM, Rook KS, et al. (2013) Spouses’
attempts to regulate day-to-day dietary adherence among
patients with type 2 diabetes. Health Psychology 32(10):
1029-1037.

Umberson D and Kroeger RA (2016) Gender, marriage, and health
for same-sex and different-sex couples: the future keeps ar-
riving. In: McHale SM, King V, Van Hook Jet al. (eds)
Gender and Couple Relationships. National Symposium on
Family Issues. Switzerland: Springer International Publish-
ing, vol 6, 189-213.

Viinédnen A, Buunk BP, Kiviméaki M, et al. (2005) When it is better
to give than to receive: long-term health effects of perceived
reciprocity in support exchange. Journal of Personality and
Social Psychology 89(2): 176-193.

Williams K.E. and Bond M.J. (2002) The roles of self-efficacy,
outcome expectancies and social support in the self-care
behaviours of diabetics. Psychology, Health & Medicine 7(2):
127-141.

Zee KS, Cavallo JV, Flores AJ, et al. (2018) Motivation moderates
the effects of social support visibility. Journal of Personality
and Social Psychology 114(5): 735-765.


https://www.mayoclinic.org/diseases-conditions/type-2-diabetes/symptoms-causes/syc-20351193
https://www.mayoclinic.org/diseases-conditions/type-2-diabetes/symptoms-causes/syc-20351193
https://www.mayoclinic.org/diseases-conditions/type-2-diabetes/symptoms-causes/syc-20351193

	Motives for spousal involvement in a Partner’s diabetes management: Considering the role of gender and links to diet-relate ...
	Spousal involvement in a partner’s disease management
	Potential motives for spousal involvement in disease management
	Altruistic motives
	Egoistic motives

	Role of gender in motives for spousal involvement in disease management
	The current study
	Method
	Design
	Participants
	Procedure

	Measures
	Gender
	Motives for spousal involvement in a partner’s disease management
	Diet-related spousal support
	Diet-related spousal control
	Covariates
	Analytic plan

	Results
	Descriptive results
	Motives for spousal involvement in diabetes management
	Associations between motives for spousal involvement and diet-related spousal involvement

	Discussion
	Motives for spousal involvement in diabetes management
	Associations between motives for spousal involvement and diet-related spousal involvement
	Limitations

	Conclusion
	Declaration of conflicting interests
	Funding
	ORCID iDs
	References


