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Compared to men, women devote substantially more attention and effort toward 

enhancing the health of their spouses. Yet, scholars have been unable to explain why this 

gender gap persists. Women also do more unpaid work in the home than men, and a 

significant literature explains the origins of this gender gap. In order to better understand 

why women do more to enhance the health of their spouse, this dissertation maps well-

tested theory on unpaid work in the home on the literature on social integration and 

health to develop the theoretical construct of health work. Health work is defined as the 

activities and dialogue concerned with enhancing others’ health habits. After developing 

this theoretical construct, this dissertation turns to a qualitative examination of health 

work dynamics in 61 straight, gay, and lesbian couples living in the United States (N = 

122). Findings reveal two distinct ways that partners work to shape one another’s health 

habits. Respondents in all couple types describe specialized health work, whereby one 

partner does health work over the course of the relationship. In straight couples, women 
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perform the bulk of health work and men were the primary recipients of health work. 

Individuals rely on gendered discourses of difference to explain these unequal health 

work dynamics. Cooperative health work, whereby both partners perform health work in 

mutually reinforcing ways, emerges nearly exclusively in gay and lesbian couples. 

Individuals rely on discourses of similarity to explain why they perform cooperative 

health work. Findings reveal that health work processes not only depend on gender, but 

also on the intersection of gender, sexuality, and the gender composition of a couple. 

Additionally, this dissertation finds that partners not only do health work to promote one 

another’s healthy habits, but that partners also attempt to promote one another’s 

unhealthy habits. The implications for the promotion of both healthy and unhealthy habits 

are discussed. 
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CHAPTER ONE: CONCEPTUALIZATION OF HEALTH WORK    

 Second wave feminists in the 1960s and 70s called attention to gender inequality 

in marriage. Betty Friedan (1963) identified ―the problem that has no name‖—the 

problem being women‘s unequal access to the workforce and relegation to a domestic life 

of unpaid work. Jessie Bernard (1972) highlighted ―his‖ and ―her‖ marriage, wherein 

―her‖ marriage is wrought with housework and depression while ―his‖ is typified by 

enhanced mental and physical health and greater access to the paid labor force. These 

feminist works launched an explosive social movement aimed at ending gender 

inequality in marriage. Paradoxically, as feminists worked to revolutionize, or in some 

cases abolish, what they viewed as an oppressive institution, gay and lesbian
1
 activists 

were beginning the fight to enter into this same institution (Hull, 2006). 

 His and her marriages remain a reality nearly half a century after Bernard‘s and 

Friedan‘s feminist critiques, and, for the most part, gays and lesbians still cannot legally 

marry. Today, married women participate less frequently in the paid labor force than 

married men, and when women do participate they earn, on average, less than men (U.S. 

Census Bureau, 2008). Moreover, the gender gap in unpaid work in the home persists. 

Unpaid work involves any service or activity performed without payment rendered 

(Coltrane, 2000). Unpaid work in the home most often includes family work (Thomson & 

Walker, 1989), defined as the routine tasks and activities that shelter, feed, clothe, and 

care for both children and adults in the home (Coltrane, 2000; p. 1209; also see Oakley, 

                                                 
1 I use the terms “gay” and “lesbian” in favor of the terms “homosexual” because of the pathologized 

history of “homosexual” (D’Emilio & Freedman, 1998), and because individuals in the study sample use 

“gay” and “lesbian” to describe themselves. I use “straight” instead of “heterosexual” for consistency with 

“gay” and “lesbian.” I recognize the socially constructed and contested nature of these terms. 
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1974). Unpaid work also includes emotion work
2
 defined as the management of one‘s 

feelings in order to enhance others‘ emotional well-being (Erickson 2005). Unpaid work 

continues to be viewed as ―women‘s work‖ (Coltrane, 2000; DeVault, 1991; England, 

2005), naturalized and downplayed as an extension of who women are vis-à-vis an 

expression of biological sex, not work that women perform within the institution of 

marriage (Daniels, 1987). While feminists have documented this sustained gender 

inequality in straight marriages, very little is known about unpaid work in gay and lesbian 

relationships.  

 Despite continued consideration of unpaid work in straight marriages, other 

activities women do in the home remain largely unexamined. A significant literature in 

the tradition of social integration and health suggests that women are more likely than 

men to attempt to enhance the health habits of their spouse (Allen, 1994; England, 2005; 

Ross et al., 1990; Umberson, 1987, 1992). Health habits refer to a range of personal 

actions that influence health, disability, and mortality. Health habits include ―risky‖ 

habits (e.g., cigarette smoking, heavy alcohol consumption, drug use) and ―health 

enhancing‖ habits (e.g., regular exercise, eating healthy, getting enough sleep, visiting the 

doctor).
3
  Health habits contribute to nearly half of deaths in the U.S. annually (McGinnis 

et al., 2002). For example, exercise and dietary factors (e.g., eating fruits and vegetables) 

are associated with lower risk for obesity, heart disease, cardiovascular disease, diabetes, 

                                                 
2 Emotion work stems from the concept emotion labor (Hochschild, 1979, 1983; Erickson, 1993), defined 

as the “management of feeling to create a publicly observable facial and bodily display” within the context 

of the paid labor force (Hochschild, 1983, p. 7). 
3 While I make distinctions in the text such as “unhealthy” or “risky” and “healthy” or “health enhancing” 

habits, I view these distinctions as social constructions that are created within shifting social, medical, 

cultural, and other institutional contexts (Conrad, 1992; Foucault, 1973, 1977).  
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and early mortality (Matthews et al., 2007; Nothlings et al., 2008) while smoking 

cigarettes is a leading contributor to lung cancer and early mortality (Rodu & Cole, 

2007). Because of this link, scholars emphasize that the activities women do to enhance 

others‘ health habits are increasingly important. While survey trends show that married 

women do more activities to promote their spouses‘ health habits (Umberson, 1992), why 

women do more of these activities remains unanswered. Moreover, virtually nothing is 

known about health and relationship dynamics in gay and lesbian intimate ties.  

 Gender and family researchers emphasize gender inequality in the division of 

unpaid work, health and family scholars point to the health-enhancing activities women 

disproportionately do in marriage, and sexuality scholars call for the study of intimate ties 

other than those of straight married spouses. Yet, these literatures remain isolated from 

one another. Specifically, activities done to sustain the health of family members have not 

been conceptualized as part of unpaid work. Rather, these activities are studied within a 

framework of aging and care provision—a frame that does not fully explain why these 

processes are gendered. In this dissertation, I map the theory of unpaid work on to the 

long-standing tradition of social integration and health to develop a theoretical construct 

that extends the sociological understanding of how health is shaped in the home. I call 

this concept health work.
4
 I define health work as the activities and dialogue concerned 

with enhancing others‘ health habits. I argue that health work, like other forms of unpaid 

work, is a vital part of everyday family life that goes unseen, unpaid, and is gendered.  

                                                 
4 I use the term “work” rather than “labor” to maintain consistency with research on unpaid work in the 

home.  In this context, “work” refers to unpaid work, not formal labor force participation. Hochschild 

(1983) makes a similar distinction: “Emotional labor is sold for wage and therefore has exchange value… 

emotion work refer to these same acts done in a private context where they have use value” (authors’ 

emphasis, p. 7). 
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 The concept health work frames my dissertation‘s empirical study. I analyze the 

health work dynamics of 122 men and women in 31 long-term straight marriages, 15 

long-term cohabiting gay partnerships, and 15 cohabiting lesbian partnerships. The aim 

of this analysis is to provide evidence on the operation of health work in these couples. I 

analyze gay, lesbian, and straight couples because these three couple types offer varied 

relational and intersectional contexts—including sexuality and gender composition—to 

explore gendered interactions around health work. Three primary research questions 

drive this analysis:  

 1) How is health work divided in intimate ties? 

 2) How do partners explain this division of health work? 

 3) What are the gendered dynamics of the division of health work? 

Before moving to the empirical analysis, I devote the remainder of this chapter to 

developing the concept health work. I also outline theoretical perspectives that frame an 

analysis of health work in long-term couples.  

PART I: THE TRADITIONS OF SOCIAL INTEGRATION AND HEALTH AND 

UNPAID WORK 

 A considerable literature explains why gender inequality in unpaid work persists 

(Ferree, 2010). At the same time, health and family scholars show women do more 

activities than men to promote their spouses‘ health habits in marriage (Ross et al., 1990; 

Umberson, 1992; Waite & Gallagher, 2000). Yet unlike the research on unpaid work, 

family and health scholars have failed to detail why these health-enhancing dynamics are 

gendered.  In this dissertation, I map the theoretical tradition of unpaid work on to the 
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long-standing tradition of social integration and health to explain these gendered 

dynamics.  In doing so, I develop the concept of health work.  I argue that health work, 

like other forms of unpaid work, is a vital part of everyday family life that goes unpaid, 

unseen, and is gendered. Figure 1 illustrates the concept of health work as it emerges 

from linking these traditions.  

 

 

Figure 1: Origins of Health Work 

 In Figure 1, the blue circle represents the tradition of unpaid work in the home 

(Bernard, 1972; Freidan 1963). Gender and family scholars define unpaid work as any 

routine task or activity that produces goods, services, and/or resources to members of a 

household without payment (Coltrane, 2000; Hook, 2004). This includes the activities 

that shelter, feed, clothe, and care for both children and adults in the home (Coltrane, 
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2000; p. 1209; Oakley, 1974; Erickson 2005; Hochschild, 1983). Five of the most time-

consuming unpaid household tasks are cooking and meal preparation, housecleaning, 

shopping for groceries, cleaning up after meals, and doing the laundry (Blair & Lichter, 

1991). Other frequent household activities include looking after children and the 

management of one‘s own feelings in order to enhance others‘ emotional well-being 

(Erickson 2005).  These activities are highly gendered, wherein married and cohabiting 

women do more unpaid work than married and cohabiting men, respectively (Coltrane, 

2000; Ferree, 2010). A long history of theory attempts to explain why this unpaid work is 

highly gendered (Ferree, 2010)—a literature I explore in-depth in the second section of 

this chapter. 

 The red circle represents the tradition of social integration and health—a tradition 

that stems back to Durkheim‘s seminal study on social integration and suicide (1897). At 

the most basic level, people with numerous high quality social ties (i.e., the highly 

socially integrated) are healthier than those with fewer low quality ties (Fiori, Antonucci, 

& Corinta, 2006). Marriage and other intimate relationships are among the most 

integrated social ties as they consist of daily, intimate contact lasting years; thus, intimate 

relationships are the main focus of research in this area (Durkheim, 1897; Umberson et 

al., 2010).  

 Since Durkheim, scholars have attempted to understand the mechanisms through 

which intimate ties shape health (House et al. 1988; Repetti et al. 2002; Uchino 2004), 

and health habits have been identified as one pivotal pathway (Umberson, Crosnoe, & 

Reczek, 2010). There are two primary ways intimate ties shape health habits: social 
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support and social control (Umberson, 1987). Social support includes a range of actions 

done to promote the health habits of another, including: instrumental support (e.g., help 

with tasks), informational support (e.g., advice), financial support (e.g., monetary 

support), and emotional support (e.g., providing a sense that one is loved and cared for) 

(Taylor & Repetti, 1997; Wolff & Kasper, 2006). For example, social support aimed at 

promoting health habits occurs when a husband contributes financially to help his wife 

purchase a treadmill, allowing her to exercise more regularly. Social control processes 

shape health habits indirectly through the internalization and self-enforcement of 

―appropriate‖ health habit norms. For example, entrance into the role of ―husband‖ brings 

a set of health-related norms (e.g., expectations of decreased drinking and smoking) that 

become internalized. Social control also operates directly when spouses attempt to 

curtail, regulate, and sanction their partners‘ unhealthy behaviors (Umberson, 1987; 

Umberson 1992). For example, direct social control occurs when spouses ―tell or remind 

an individual to engage in health behaviors or to avoid taking risks‖ (Umberson, 1987; p. 

310). This occurs through ―direct physical intervention,‖ when, for example, a individual 

hides cigarettes in order to prevent a spouse from smoking, or when a spouse 

―adminster[s] prescribed health treatments (e.g., insulin injections) to an individual‖ (p. 

310).  

 The purple circle represents the overlapping dynamics found when 

simultaneously viewing the traditions of social integration and unpaid work—I call this 

overlapping portion health work. Health work emerges from this overlap in two key 

ways. The first extends the tradition of unpaid work. I argue that some activities generally 
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established as unpaid work should be reframed more specifically as health work when 

they involve components of social support and social control. The second extends the 

tradition of social integration and health. I argue that the some of the well-established 

dimensions of social integration should be recast as unpaid work when such actions align 

with the commonly held definition of work. I detail each argument below.  

Reframing Unpaid Work as Health Work 

 My examination of the literature on unpaid work suggests that some activities 

commonly understood as unpaid work are performed with the explicit purpose to enhance 

a partner‘s health. I argue that when activities conceptualized as unpaid work involve 

efforts to enhance a partner‘s health, these activities should be reframed as health work. 

For example, the act of food preparation—including grocery shopping and the cooking of 

a meal—is one of the most time-consuming components of unpaid work (Blair & Lichter, 

1991; Coltrane, 2000; DeVault, 1991). Yet some food preparation is health work. A 

woman may go to the grocery store with the aim to buy ingredients to make dinner. She 

picks up a steak she knows her husband will enjoy and does not give explicit 

consideration of the healthiness of this food choice. In this situation, the action of going 

to the grocery story is clearly unpaid work (DeVault, 1991). However, the next day, she 

reads a newspaper article that states those with high cholesterol should eat less red meat 

and more leafy green vegetables. She knows that her husband has high cholesterol 

because she fills his prescription for his cholesterol medication. That day, in preparation 

for dinner she goes to the grocery store with the explicit intention to obtain what she has 

learned is healthy food (e.g., leafy green vegetables) in order to help reduce her 
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husband‘s high cholesterol. The second trip to the grocery store is not only unpaid work 

(i.e., the work to go to the store for the needs of others) but also social control (i.e., 

attempt to promote the health of others). When both social control and unpaid work occur 

around a health habit simultaneously, the action is health work. In another example, 

unpaid work includes the daily care for children (Coltrane, 2000), while social support 

done to promote health habits may include facilitating time for a spouse to go to the gym 

(Taylor & Repetti, 1997). When one spouse takes on childcare responsibilities for an 

evening (i.e., unpaid work) in order to permit their spouse to go to the gym with the aim 

to promote their health (i.e., social support), this is health work.  

 As these examples show, the first way I conceptualize health work is by 

repositioning tasks that are commonly considered unpaid work as health work when these 

activities are—at least partially—intended to facilitate the health of a spouse.  

Reframing Social Integration Mechanisms as Unpaid Work 

 I conceptualize health work a second way by examining the literature on social 

integration and health. I argue that the dimensions of social integration that promote 

health habits (i.e., social control, social support) should be recast as unpaid work when 

health habit-promoting actions align with the commonly held definition of work.  

 Social control and social support processes include the actions taken to promote 

another‘s healthy habits. For example, social control and support include encouraging a 

spouse to exercise regularly, buying a spouse a treadmill, or talking to a spouse about 

withdrawal symptoms from smoking secession (Turner, Mermelstein, Hitsman, & 

Warnecke, 2008). However, framing these activities solely in the context of social 
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integration and health is limiting because this frame fails to take into account the material 

context of the home. Scholars typically define unpaid work as any activity that is unpaid 

and produces goods, services, and/or resources to others in the home (Hook, 2004; 

Sheldon & John 1995). Given this definition, the activities done to promote family 

member‘s health through dimensions of social integration are unpaid actions that produce 

the resource of good health, and should therefore be conceptualized as work. 

 Naming unpaid activities as ―work‖ is a tenuous task. Second wave feminists 

argued that unpaid work in the home was not previously conceptualized as ―work‖ for 

two primary reasons: it was understood as inherent and ―natural‖ to women, and it took 

place outside of the paid labor force (Hochschild, 1989; West & Zimmerman, 1987). 

Early feminists argued that these activities were indeed work because goods and services 

with use value were produced for family members. Moreover, they argued that these 

activities were part of the paid labor force outside the home (Daniels, 1987), and 

therefore the same activities done inside the home should too be considered work. If, for 

example, people pay for the laundry of clothes, the caring for children, and sweeping and 

mopping of floors, then those same activities done within the context of one‘s own home 

should too be viewed as work.  

 In the same legacy, the activities performed in the home to specifically promote 

the health of family members have yet to be conceptualized as work. This is because, like 

other forms of unpaid work, social control and social support processes are seen as an 

extension of women‘s personalities that provide ―care,‖ rather than work done to promote 

the health habits of others. Yet, like other forms of unpaid work, social support and 
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control efforts aimed at promoting health habits are indeed work. By definition, social 

control and social support processes produce services and resources and have use value 

for their family members—most notably the resource of enhancing health habits that 

promote health. Additionally, like second wave feminists argued, the unpaid activities to 

promote health done in the home are also done outside the home for pay. In the paid labor 

force, attempting to facilitate someone else‘s health habits is understood as a critical 

service that facilitates well-being. For example, individuals pay for personal trainers to 

enhance the physical body and dietitians and chefs to promote their healthy eating. 

Doctors and nurses are paid to provide advice, recommendations, directives, and services 

about appropriate diets, exercise and medication regimens, sleep patterns, and other 

health habits. While these activities are viewed as worthy of pay in the labor force, these 

activities go without pay in the context of the home. For example, a spouse may help 

initiate, develop, and support an exercise or eating regimen for a spouse wanting to lose 

weight as would a personal trainer, dietitian, or doctor. A spouse may also advise 

appropriate medication to procure and help administer that medication as would a doctor 

or nurse, or a spouse may research information about effective smoking cessation. These 

actions are, in many ways, similar to aspects of the paid activities of health professionals, 

yet they occur within the home without pay.  

 The actions done to promote health in the home are not simple—bolstering the 

claim that they are a form of unpaid work. Confusing and contradictory eating and diet 

regimens are recommended by government agencies like the American Dietary 

Association, media personalities, doctors—even the first lady. Advertisements and advice 
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on medications, when to obtain routine and annual checkups, breast, and prostate exams, 

how much sleep to get and how, and which vitamins to take are abundant, contradictory, 

and overwhelming. Navigating such decisions takes time, effort, and education. 

Additionally, because of the link between individual health habits and mortality, these 

activities are a high stakes endeavor. As Deborah Carr argues:  

 Individuals regularly receive and internalize messages from the media, health care 

 providers, family members, and peers that their personal choices about diet, 

 smoking, exercise, alcohol consumption, work conditions, and even emotional 

 responses such as worrying contribute to their health and, ultimately, to their risk 

 of death (Carr, 2009, p. 360). 

Government, the health industry, and public health campaign products, programs, and 

discourses work to ratchet up the notion that if individuals do not understand and promote 

their own—and their family members‘ health habits—they will die sooner. This discourse 

linking family ties and individual health is explicit in the government initiative Healthy 

People 2010, which encourages individuals ―to make healthy lifestyle choices for 

themselves and their families‖ (U.S. Department of Health and Human Services 2000, p. 

1). Thus, these activities done in the context of the home is viewed as an increasingly 

important resource that should be understood as unpaid work. 

An Addition to the Health Work Concept  

 I have just argued for the conceptualization of health work by bringing together 

the traditions of social integration and health and unpaid work. Viewed together, these 

traditions suggest an additional dimension of health work. Scholars theorize that unpaid 
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work done in the context of the home is not only done for others, but also imposed on 

oneself. For example, the work of managing one‘s own emotions may be done to enhance 

others‘ emotional states as well as one‘s own emotional states (Erickson, 2005); doing 

the laundry is doing one‘s own laundry and a spouse‘s laundry. In this vein, I argue that 

health work also includes attempts to shape one‘s own health. To conceptualize this 

aspect of health work, I draw on the concept internal health locus of control, or personal 

health control which is the ―extent to which individuals believe that their own behavior 

influences their [own] health status‖ (Pudrovska, working paper p. 2; Mirowsky & Ross 

2003; Wallston, Wallston, & DeVellis 1978). Research shows that those who have a 

higher internal health locus of control are more likely to engage in healthy habits and less 

likely to engage in risky health habits (Mirowsky & Ross, 2003). It may be that the belief 

that a person can change their own health status is related to the belief that they can 

change others’ health habits. For example, those who begin an exercise regimen in order 

to combat their risk of heart disease may simultaneously recognize their partner‘s need 

for exercise, and, in turn perform health work for that individual. The concept of health 

work is informed by an understanding of the relationship between an internal health locus 

of control and the sense that one has control over others’ health, suggesting that health 

work functions as a communal and multidirectional process between partners (Lewis & 

Butterfield 2007; Lewis et al. 2004).  

 Taken together, the concept of health work provides a new way of thinking about 

the traditions of unpaid work and social integration and health. Activities historically 

understood as unpaid work can be reframed as health work when they involve attempts to 



14 

 

make a spouse healthier. Dimensions of social integration that promote health habits can 

be framed as health work according to longstanding definitions of unpaid work. I argue 

that it is critical to reframe these activities as work because it highlights these actions as 

part of the transference of goods and services, not a reflection of the care women 

naturally perform for their family members (Erickson, 2005). By bringing together the 

traditions of social integration and health and unpaid work through the concept of health 

work, I begin consider why it is that women do more activities to promote their spouses‘ 

health than men. I explore the theoretical explanations for why women do more of other 

forms of unpaid work below. 

PART II: GENDER AND HEALTH WORK IN MARRIAGE 

Theories on gendered health work in straight marriages 

Survey research consistently shows that straight married women are more likely than 

straight married men to commit time and effort toward influencing their spouses‘ health 

habits through social control and social support (Ross et al., 1990; Umberson, 1992). As a 

result married men report more healthy habits and fewer risk-taking habits than 

unmarried men, while married and single women have very similar health habits 

(Umberson, 1987, 1992; House, Landis & Umberson, 1988). Yet, few studies go beyond 

this well-established survey finding to attempt to understand why women do more of 

these health-promoting activities than men.  

 To date, the majority of studies explain the gender gap in the social support and 

social control of health habits by relying on gender socialization theory. Gender 

socialization theory, also known as gender role theory, suggests that gender identity is 
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formed through socialization in childhood and is subsequently ―enacted or played out 

according to scripts that are carefully taught and repeatedly rehearsed until behavior 

governed by one‘s gender role script becomes so natural as to be seen as an integral part 

of oneself‖ (Fox & Murray 2000, p. 1163). In this approach, scholars argue that women 

provide more social support and social control because men and women are socialized 

from a young age to act like ―women‖ and ―men.‖ Women are socialized to know about 

health, care about their own and others‘ health, and manage their family‘s health habits, 

while men are not. In the past two decades the gender socialization approach has been 

highly criticized for placing men and women into ―two fixed, static and mutually 

exclusive role containers‖ that do not vary by context or change over the life course 

(Kimmel, 1986, p. 521). Moreover, scholars argue that reliance on gender socialization or 

gender roles obscures the multiple and complex forms of gender (Connell, 1995) and 

conflates the concepts of gender and sex (Williams, 1991). 

 Aside from a gender socialization approach, little theoretical work has attempted 

to explain the gender gap in who promotes health habits in the home. However, the 

concept of health work provides a direct link from research on intimate ties and health to 

the literature on the gender gap in unpaid work. Thus, I am able to draw on theories of the 

gender gap in unpaid work in order to provide theoretical insight into the gendered 

dynamics of health work.  

Theories on the division of unpaid work in straight marriages 

While gender socialization theory has been used to theorize the gender gap in the social 

support and social control of health habits, several additional approaches attempt to 
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explain the gender gap in unpaid work in the home. While a review of these theories is 

not feasible given space constraints (see Coltrane, 2000 for a review) I outline four main 

approaches that may provide insight into the division of health work in marriage.  

 A Gender Perspective. The gender perspective emerged as a critique of gender 

socialization theory and emphasizes that gender operates on individual, interactional, and 

institutional/historical levels (Ferree, 1990; 2010). On the individual and interactional (or 

micro) levels, a gendered self is emergent in interaction—not a static product of 

socialization. Individuals are aware of the social costs of departing from dominant gender 

norms (West & Zimmerman, 1987), and men‘s and women‘s gender is variable as 

individuals adapt their gender presentation of self to meet the demands of particular 

interactions. On the institutional (or macro) level, these gendered meanings performed in 

interaction are situated within gendered, multi-institutional arrangements of historical, 

political, and economic forces (such as marriage, family, and the workplace) as well as 

ideological belief systems (e.g., essentialist accounts of male-female or man-woman 

difference) (Connell, 1995; Martin, 2004). For example, Gonzalez-Lopez (2005) points to 

the ways in which the family is one such institutional force that enforces and reformulates 

gender in the context of Mexican-American immigration. These broader structural forces 

operate through interwoven institutions that differentially privilege men over women, and 

structure hierarchical relationships between men and between women (Connell, 1987; 

Risman, 1998; Williams, 1995). This institutional stratification is made visible through 

the idealized forms of gender—hegemonic masculinity and emphasized femininity 

(Connell, 1995). Hegemonic masculinity is the dominant, historically and culturally 
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contingent, construction of masculine ethics and action that subordinates other forms of 

masculinity (e.g., gay masculinity) and all forms of femininity. There is no hegemonic 

femininity, due to the unbalanced structure of femininities and masculinities within a 

patriarchal gender organization. Instead there is emphasized femininity, defined as the 

dominant, idealized form of femininity which accommodates the interests and needs of 

men (Connell, 1995).  

 While a gender perspective has yet to address why women do more social control 

and social support around health work, this approach has long been used to explain the 

division of unpaid work in marriage. Gender scholars argue that participating in the 

institution of marriage requires that individuals ―enact gender in ways that are built into 

the meanings of family life‖ (Moore, 2008, p. 339). The institutional organization of 

family life, structured around marriage, engenders gender conventional responsibilities—

including the division of unpaid work—in straight marriages (Risman, 1998). These 

institutional forces have a long history dating back to industrialization policies that 

supported the living wage for men, and promoted expectations of domesticity that limited 

labor force hours, activities, and locales for women (Goldin, 2006). These structural 

forces created the ―cult of domesticity‖ which naturalized women‘s unpaid housework 

(Kraditor, 1973). Thus, women‘s unpaid work in the home is a result of choices 

constrained by exclusion from the paid labor force and responsibility in the domestic 

sphere (Hook & Pettite, 2008; Gerstel & Gallagher, 2001). In this sense, the institution of 

marriage—working in tandem with unequal access to the paid labor force and ideals of 

the Standard North American Family—―palpably solidified traditional gender 
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expectations and the inequality of women,‖ wherein men and women are relegated to 

paid labor and unpaid work respectively (Lewin, 2009 p. 26).  

 While this perspective has not been deployed to explore why health work is 

relegated to women, it has been used to explain gendered notions of health and health 

habits. Institutional stratification of masculinities and femininities are identified in early 

accounts of medical diagnoses, wherein men‘s supposed physical virility was framed in 

contrast to women‘s purported weakness (Cayleff, 1988; Lorber & Moore, 2002). For 

example, the diagnosis of hysteria and nervous disorder among women in the 18
th

 and 

19
th

 centuries ―reflect the interplay between changing scientific information and 

culturally constructed gender relations‖ and deeply-held beliefs about men‘s and 

women‘s essential differences (Cayleff, 1988, p. 1199). Additionally, men are more 

likely to gain access to higher-power careers in the medical profession and therefore have 

more institutional power to shape understandings of men‘s and women‘s health (Lorber 

& Moore, 2002). 

 Today, gendered discourses of health are apparent in embodied health habits 

(Sabo & Gordon, 1995). Masculine bodies are expected to be ―healthy‖ and therefore do 

not need attention, while women‘s bodies are, in opposition, frail and weak (Connell, 

1995). Men show they have robust bodies by placing their bodies in jeopardy through 

risk-taking health habits such as heavy drinking and smoking (Connell & Messerschmidt, 

2005; Courtenay, 2000; Filmore et al., 1997; Pampel, 2001; Preston & Wang, 2006; Sabo 

& Gordon, 1995; U.S. DHHS 2005), their lack of outward response to injury, pain, 

disability or illness (Gerschick & Miller, 1994; Kaufman, 1994), and their consumption 
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of fewer fruits and vegetables and more red meat (Reeves & Rafferty, 2005; U.S. DHHS, 

2005). In turn, many leading causes of death for men are a result of these gendered health 

behaviors (Sabo & Gordon, 1995). In this view, while men‘s risky health habits are 

meant to highlight their more powerful bodies, these actions paradoxically work to 

undermine men‘s health (Daniels, 2006; Sabo & Gordon, 1995). According to a gender 

perspective, men‘s lack of attention to their health habits is a way they assert masculinity. 

This may in turn be why men do not attempt to make themselves or others healthy via 

health work. In contrast, cultural ideals of femininity—particularly related to marriage—

are strongly linked to notions that women are expected to do health work not only for 

themselves, but also for their entire family (DeVault, 1991; Moen, 1994). Therefore, 

women‘s performance of femininity may include health work. 

 Marriage-as-Institution. The gender perspective focuses on how institutional 

forces shape unpaid work in the home. However, other scholars focus solely on marriage 

as the critical institution that shapes unpaid work. Andrew Cherlin (1978) argues that the 

institution of marriage provides well-established, taken-for-granted norms that model 

how to behave as husband and wife. One of these well-established norms is the gendered 

division of unpaid work. This ―institutionalization‖ approach is bolstered by research that 

demonstrates that married men perform less household work than cohabiting men, and 

cohabiting women perform less household work than married women (Davis, Greenstein, 

& Marks, 2007) and that men perform less unpaid work after transitioning into marriage 

from a cohabitating union (Gupta, 1999). Cherlin argues in his recent work 

deinstitutionalization is taking place wherein a ―weakening of social norms that define 
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people‘s behaviors in a social institution such as marriage‖ (2004, p. 849). While the 

gender gap in unpaid work has indeed diminished, perhaps due to deinstitutionalization, it 

still persists. Similar institutionalized norms around who promotes health may be linked 

to the roles of husband and wife promoting a gendered division of health work. 

 Gender Ideology. A gender ideology approach focuses on uncovering how 

ideology about the division of unpaid work shapes the actual division of unpaid work. 

Research in this area shows that men and women who ascribe to traditional gender 

ideologies—specifically wherein men and women believe that women are supposed to do 

housework and men are supposed to work outside the home—have a less egalitarian 

division of unpaid work than those who ascribe to an egalitarian ideal (Kroska, 1997). 

Yet, even when married men and women believe their division of unpaid work should be 

equal, they still perform an unequal division of unpaid work (Hochschild, 1989). In order 

to reconcile this seemingly contradictory finding, Hochschild (1989) argues that men and 

women construct elaborate ‗‗gender strategies‘‘ and ‗‗family myths‖ in order to justify an 

unequal division of unpaid work. Family myths and gender strategies serve an important 

function in allowing couples to maintain ideological commitments to egalitarianism while 

simultaneously reinforcing gender inegalitarianism through action (Hochschild, 1989). 

Pfeffer (2009) found that couples used family myths and gender strategies to emphasize 

individualism and free will as a way to reconcile an unequal division of unpaid work. The 

division of health work may, like other forms of unpaid work, be shaped by similar 

gender ideologies, myths, and gender strategies regarding who is—and who is not—

supposed to do this work.   
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 Specialization Theories. Time and economic constraints approaches suggest that 

the division of unpaid work is determined by partners‘ availability to perform household 

tasks (e.g., employment status and hours worked) and the demand for unpaid work (e.g., 

children present), relative income (Shelton, 1992; Shelton & John, 1996), and ability or 

knowledge of a particular task (Becker, 1981). This approach suggests it is more efficient 

for the spouse who has more availability, makes less money, or has experience doing 

housework and less experience in the paid labor force to meet the demands of unpaid 

work. Because women have unequal access to the workforce, they have specialized 

knowledge of housework, have higher availability to perform household tasks, and make 

less money, and therefore are available to meet the demands of housework. Yet, 

specialization approaches are unable to explain why women still do significantly more 

housework than men when they work comparable or longer hours and earn more than 

men (Bittman et al 2003; Coltrane, 2000). For example, Greenstein (2000) finds that men 

who are financially dependent on a woman do less housework than those who are not 

financially dependent. According to these approaches, health work is likely divided based 

on the specialization of both partners. 

 Taken together, time and economic constraints, gender ideology, 

institutionalization, and a gender perspective point to a variety of institutional, historical, 

and interpersonal forces that shape the gendered division of unpaid work in marriage. 

These same forces may shape the division of health work in straight marriages. A gender 

perspective, the institutional perspective, and gender ideology theory all suggest that 

women will do more health work than men in marriage, but for different reasons. 
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According to a gender perspective, women may do more health work because doing so is 

part of their performance of gender; alternatively, men may fail to do health work 

because it is not part of their gender performance. In an institutionalization perspective, 

women may do more health work because of marriage norms of who is supposed to do 

health work. In a gender ideology perspective women may do more health work because 

of ritualized ideology about who should care for health. Finally, time and specialization 

theories suggest that the division of health work depends not on gender, but on who has 

more time, money, and resources. I draw on all of these theories to explain my empirical 

findings on the gendered dynamics of health work in the chapters that follow.  

PART III: HEALTH WORK IN GAY AND LESBIAN COHABITING 

RELATIONSHIPS  

I have focused almost exclusively on research and theory on unpaid work in straight 

married couples because the traditions of social integration and health and unpaid work 

focus on these ties. These literatures rely on an assumption of one man and one woman in 

a relationship—failing to conceive of couples with a same-sex composition. The lack of 

attention to gay and lesbian couples has stymied theoretical and empirical advances on 

the nuanced processes of health work in the home.  

 Considering gay and lesbian couples suggests new questions that highlight how 

gender intersects with the gender composition of a couple and sexuality to shape health 

work processes. Namely, in the absence of sex differences and the presence of gay and 

lesbian identities, do partners enact a division of health work that is egalitarian, or, do 

partners use an alternative ―sorting mechanism‖ to create an unequal division of health 
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work (Moore, 2008)? For example, in a relationship of two gay men, does the partner 

who makes more money do less health work? Or, in a relationship of two lesbian women, 

does one partner‘s higher education level provide leverage to not do health work? I know 

of no studies that have explored this question in relation to health work. However, a 

bourgeoning literature on unpaid work in gay and lesbian couples provides insight into 

how and why health work may be divided in these partnerships. I rely on the well-

established theories for why women perform more unpaid work presented above to 

outline two models for the division of health work in gay and lesbian couples. 

The Family Radical Approach 

 The first approach, what I call a family radical approach, draws on Cherlin‘s 

concept of ―institionalization‖ discussed above. Cherlin argues that because gay and 

lesbian couples do not fit into the normative married, man-woman model, they ―must 

actively construct a marital world with almost no institutional support‖ (Cherlin, 2004, p. 

851). In this view, because of their uninstitutionalized relationship, gay and lesbian 

couples are not bound by the same marital norms that structure the unequal distribution of 

unpaid work in straight marriages (Cherlin, 2004; Stacey, 2000). Because of this, for 

example, gays and lesbians may divide unpaid work including health work consciously 

and evenly because their relationships are not structured by gendered norms of husband 

and wife in marriage.  

 Additionally, research informed by a gender perspective suggests that hegemonic 

masculinity and emphasized femininity are traditionally rooted in the nuclear straight 

marriage. Gay men and lesbian women who cannot marry and who are not in 
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heterosexual relationships may perform alternative masculinities/femininities and 

therefore create new configurations of health work dynamics (Connell, 1995; Connell & 

Messerschmidt, 2005). For example, gay men may enact alternative masculinities by 

performing health work in ways straight men do not (Connell, 1995; Courtney, 2000) 

while lesbian women may ―queer‖ notions of femininity by partaking in risky behaviors 

and failing to perform health work. Additionally, some scholars in the gender perspective 

point to distinct gay and lesbian culture (Warner, 1999) that shapes relationship dynamics 

including, perhaps, health work processes. For example, women in lesbian couples may 

fail to do health work around weight, eating, and exercise because they adhere to 

alternative perceptions of ―ideal‖ body size or ―normative‖ (read: straight women‘s) 

drinking habits (Yancey, Cochran, Corliss & Hays, 2003), while men in gay couples may 

do health work because of the importance of fit bodies in gay culture (Yelland & 

Tiggemann, 2003). The family radical approach is supported by research showing gay 

and lesbian couples have unique, more egalitarian division of household unpaid work. 

Unlike straight couples, wherein women shoulder more of the housework burden 

(Bianchi et al., 2000), lesbian couples tend to share tasks more equally, and gay couples 

tend to assume a more specialized, but equally distributed, division of unpaid work 

(Kurdek, 2006; Sullivan, 2004).  

The Family Assimilationist Approach 

 In contrast, scholars working from what I call a family assimilationist approach 

emphasize that ―participating in a ‗family‘ results in scripts of actions that, more often 

than not, carry established gendered meanings.‖ Thus, in line with a gender perspective, 
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even outside the bonds of the institution of marriage, ―gender continues to profoundly 

influence the construction of family life‖ (Moore, 2008, p. 352). According to this 

approach, gay and lesbian couples who form unions outside of marriage still construct 

gendered selves within the context of long-standing gendered meanings of family. For 

example, some gay men may ―adopt culturally sanctioned beliefs about masculinity‖ and 

attempt to perform hegemonic masculinity (Courtenay, 2000, p. 1392), and therefore fail 

to perform health work analogous to straight men. Lesbian women may enact emphasized 

femininity through healthy habits and perform the health work for their partners like 

straight women. Moreover, one individual in a gay or lesbian couple may self-identify as 

feminine or ―the wife‖ and perform health work, while the other may self-identify as 

more masculine or ―the husband‖ and fail to perform health work (Moore, 2006). While 

this stereotype of butch/femme gender performance has been highly criticized, scholars 

have found some evidence of this dynamic (Moore, 2006). 

 Some research exploring the division of unpaid work in gay and lesbian couples 

supports an assimilationist approach. Carrington (1999) relies on gender ideology theory 

to suggest that gay and lesbian couples, like straight couples (Hochschild, 1983), generate 

family myths and gender strategies in order to preserve the ideal of egalitarianism, but do 

not actually perform egalitarian housework (p. 21). Drawing on specialization theories, 

Sullivan (2004) finds a "Rozzie and Harriet" division of unpaid work in a lesbian couple 

where the woman who makes less money does more housework. In an examination of 

black lesbian couples with children, Moore (2008) finds that while black lesbian mothers 

support egalitarian ideologies regarding the distribution of unpaid work, biological 
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mothers do more housework than nonbiological mothers. However, biological mothers do 

more housework purposefully because they find social power (e.g., having greater say 

over finances and other household decisions) when doing a greater share of housework. 

Similarly, in her study on the division of unpaid work in the home among transgender 

men partnered to women, Pfeffer points to the unequal division of ―basic and complex 

medical or health advocacy and care‖ for transmen who need help during and after their 

transition to being a man (p. 175). These studies suggest that when gender is ―held 

constant,‖ other aspects of identity or context—such as available time or economic 

inequality between partners (Coltrane, 2000), an illness, injury or specific health concern, 

or biological parenthood (Moore, 2008)—may be influential in shaping the division of 

unpaid work, and perhaps health work, in gay and lesbian couples.  

 In sum, the well-tested theories of unpaid work in straight marriages provide a 

roadmap for examining health work in gay and lesbian couples. An analysis of health 

work that includes gay, lesbian, and straight couples suggests that not only gender, but 

gender composition of a couple (e.g., man-man, man-woman, woman-woman) and the 

intersection of gender and sexuality need to be taken into account. A family radical 

perspective suggests that because gays and lesbians are outside the bounds of straight 

marriage, they have a more egalitarian division of health work that does not rely on 

gender (or other) differences between partners. In contrast, a family assimilationist 

approach suggests that gay and lesbian couples exist within the institutional context of 

the family even if they are not married, and will therefore divide health work in unequal 

ways. I draw on these theories to explain my empirical findings on the gendered 
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dynamics of health work in the chapters that follow. 

DISSERTATION OUTLINE 

 In this chapter, I brought together two theoretical traditions to develop the concept 

of health work. Additionally, I outlined several theories that facilitate an analysis of the 

gendered dynamics of health work in long-term couples. In the remainder of this 

dissertation, I analyze in-depth interview data with 122 individuals in 61 long-term gay, 

lesbian, and straight couples to understand health work in intimate relationships. After 

outlining my study methods in Chapter 2, I shift to my empirical analysis where I 

examine in greater detail health work involving health habits such as eating food, 

drinking alcohol, exercise, drug use, doctor visits, medication use, and sleep, as well 

other habits that couples identify as important. I note that it is not my aim to evaluate the 

health habits that individuals describe as healthy or unhealthy. Rather, I take a social 

constructionist view of health with the objective of understanding how interviewees see 

and describe their own and their partners‘ health habits, and uncover how and why 

partners attempt to shape the health habits of one another.  

 As I will show in the following chapters, I uncover two distinct ways health work 

is performed and divided in intimate ties. In Chapter 3, I analyze descriptions of when 

one partner is described as doing health work around a health habit on a permanent basis 

throughout the course of a relationship, what I call specialized health work. In Chapter 4, 

I explore what I call cooperative health work—wherein both partners perform health 

work in mutually reinforcing ways.  I note that specialized and cooperative health work 

are not mutually exclusive, and that for some, the form of health work taking place in a 
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relationship shifts over the course of the relationship. In each of these chapters, I outline 

the discourses used to explain this division of health work, and the gendered dynamics of 

health work in these couples. 

 In Chapter 5, I take a sharp turn from a discussion of the health work partners do 

to make one another healthier to a discussion of how spouses make one another 

unhealthy. While I intended to focus this project solely on how partners make one 

another healthier, nearly all respondents discussed at length instances when they 

promoted the unhealthy habits of their partner. While Chapter 5 does not neatly fit with 

my focus on health work, I include this analysis because it highlights the importance of 

examining processes that promote both healthy and unhealthy habits (Repetti et al. 1997; 

Christakis & Fowler 2007). I explore the relevant literature that frames this analysis in 

Chapter 5. Finally, in Chapter 6, I discuss the findings, contributions, and implications of 

this project.    
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CHAPTER TWO: STUDY METHODS 

This dissertation analyzes interview data conducted with 122 individuals in 61 long-term 

gay, lesbian, and straight partnerships. A research team of Dr. Debra Umberson (PI), 

myself, and Sinikka Elliott (who was at the time a UT graduate student) conducted the 

interviews. With the University of Texas Institutional Review Board approval, the team 

recruited and interviewed 62 individuals in 31 straight marriages, 30 individuals in 15 

gay cohabiting couples, and 30 individuals in 15 lesbian cohabiting couples who had 

been together between eight and 52 years. I recruited and interviewed the majority of the 

gay and lesbian respondents. Interviews were conducted separately with each partner in 

order to obtain independent perceptions of the relationship. Interviews lasted from one 

and a half to three hours, and were conducted in the respondents‘ homes or at the 

research teams‘ offices. 

 The interviewers obtained a life course narrative that focused on how 

relationships change over the life course. In-depth interviews shed light upon the 

dynamics, processes, and meanings of individuals‘ experiences; therefore, they are highly 

suited to the present study (Esterberg, 2002). Because one of the strengths of qualitative 

research is that it can ―advance insight or understanding into the meanings of gender 

differences and the ways they are created and maintained‖ (Williams, 1991, p. 225), this 

form of research is the ideal approach for investigating gendered health work dynamics in 

intimate relationships.  

RECRUITMENT 

Interviews took place in Austin, Texas and the surrounding areas. Austin is a mid-sized 
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city in Central Texas, and was chosen for reasons of accessibility and access as well as its 

large and visible gay and lesbian population. Respondents were recruited through a 

variety of methods, including a newspaper story, distribution of flyers in diverse socio-

economic areas, email list serves of local businesses and gay and lesbian groups, 

participation in local gay pride activities, and word of mouth snowball sampling. The 

interviews were conducted between 2003 and 2007, were tape recorded, and transcribed. 

In order to participate in the study, straight participants had to be married and gay and 

lesbian participants had to be cohabiting for eight years or longer at the time of the 

interview. Participants were told during the recruitment process that they would be asked 

about how their relationship has changed over time in regard to a variety of topics. The 

research team took extra precaution in maintaining confidentiality during the recruitment 

and interview process with gay and lesbian couples due to social stigma attached to non-

heterosexual identities. In some cases, recruitment efforts were met with skepticism by 

members of the gay and lesbian community. Pseudonyms were used for each respondent 

in order to maintain confidentiality. All documents with any identifying information were 

destroyed.  

INTERVIEWS 

Interviews were conducted in one of three ways. First, two members of the research team 

would meet respondents at either the respondent‘s home or the research team‘s offices. In 

this case, interviews were conducted simultaneously in different rooms in the 

home/office. Second, one research team member would meet both interviewees at their 
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home and perform both interviews sequentially. Third, one member of the research team 

would set up interviews with each respondent separately, either meeting each respondent 

at different times on the same day or on different days. Each of these strategies allowed 

for interviews to be conducted at the most convenient time and location for respondents. 

If interviews were conducted simultaneously by different interviewers in the respondent‘s 

home, extra precaution was taken to ensure that respondent‘s interviews were not audible 

to one another.  

 Once introductions were made between the interviewee(s) and the respondent(s), 

respondents were given a written informed consent form notifying them of the purpose of 

the study and any potential risks they may be subject to by participating in the study. All 

participants signed the informed consent, agreeing to be interviewed. Next, respondents 

were told that the study aim was to gain a life course perspective on their relationship. 

Respondents were told they would be asked about a variety of topics, including their 

happiness, sex lives, health, children, and important life events. Respondents were told 

that they were free to refuse to discuss any topic.  

 The interviews were semi-structured, but because multiple interviewers conducted 

the interviews, a fairly detailed interview schedule was used to guide each interview. 

Despite this structured interview guide, interviewers were free to ask questions in any 

order and ask additional questions not on the guide. Overall, in order to understand how 

relationships change over time, interviewees were asked a series of open-ended questions 

including questions about overall relationship history, charting the ―ups‖ and ―downs‖ in 

relationship quality over time, marriage and commitment ceremonies, emotional and 
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sexual intimacy, major health problems and illness, health habits, child rearing 

experiences, and times of separation. Specific to this dissertation, in order to understand 

health in intimate relationships, a series of open-ended questions were asked about 

smoking, drinking, food consumption, sleep patterns, exercise habits, illnesses and 

injuries, and other health related issues. Although the interview guide contained a number 

of very specific questions, as I (and other members of the research team) completed more 

interviews and became more comfortable and familiar with the interview process, I grew 

better at asking questions that elicited stories (Plummer 2001).  For example, when 

interviewees discussed how they cooked for their partners, I probed, ―Tell me more about 

why you do that,‖ ―Tell me how that works,‖ or ―Can you describe a specific time that 

occurred‖ to try to entice more detail from respondents about actual interactions.   

 RETROSPECTIVE DATA 

Respondents were given a blank graph marked by years to signify the length of the 

relationship and asked to chart their important life events (e.g., birth of children, major 

illnesses, job changes) and stressful situations (periods of severe financial strain or 

illness). Next, respondents were asked to chart the overall quality of their relationship at 

various points in their relationship (from the beginning of their relationship to the present 

day; extremely high, very high, a little high, a little low, very low, and extremely low). 

Interviewees then narrated changes in the overall quality of their relationship over time. 

This approach allows me to view the relationship in terms of changing contexts and 

underlying processes that characterize individual relationships.  In constructing such a 

narrative, the individual may distort certain events in their past in order to construct a 
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coherent story of their relationship. Retrospective reports of relationship satisfaction tend 

to be patterned in that partners recall difficulties or low periods of relationship quality in 

the past, but often end the report by stating there have been recent improvements in 

relationship quality (Karney & Frye, 2002). Thus this in-depth interview approach may 

introduce retrospective bias into reports about the past. However, I emphasize that these 

narratives reflect the lived experiences and perceptions of change in individuals‘ 

relationships and experiences. Obtaining both partners‘ independent account of the 

relationship provides additional information to interpret individual narrative.  

SAMPLE 

Appendix A and B provide basic demographic information about the 122 individuals 

interviewed in this study, including relationship duration, age, employment status, 

occupation, income, and race-ethnicity. Respondents were chosen with particular 

attention to racial/ethnic and socioeconomic diversity.  Fifty-two (83%) of the straight 

respondents identify as white; 6 as black/African American (9%), one as Asian 

American, two as Latina, and one identifies as multiracial. For the gay and lesbian 

couples, 17 (57%) identified as white, eight as Hispanic, Latino or Latina (4%), two as 

Jewish, one as black, one as Native American/Hispanic, and one as South American. 

Recent work emphasizes the social construction of race and ethnicity (Bettie 2003; 

Bonnett 1996; Winant 2000), and respondents had difficulty choosing one race/ethnicity 

to define themselves and discussed how they have identified differently over the life 

course. Moreover, these categories should not be considered monolithic or representative 

of all people who identify as a particular race/ethnicity.  For example, even in my small 
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sample, the identification of Latino/a contains a great deal of diversity. 

 In terms of sample diversity, white middle-class individuals are often 

overrepresented in qualitative studies (Cannon, Higginbotham, and Leung 1988).  Given 

the historical association people of color and lower income individuals have with medical 

research (e.g., medical trials on disadvantaged people with dire consequences) as well as 

explicit governmental discrimination against gay and lesbian individuals, white middle 

class straight individuals may be more willing than other economic, ethnic/racial, and 

non-heterosexual groups to volunteer to participate (Collins 2000; Baca Zinn 1979). 

Moreover, higher income individuals may have greater flexibility and control over their 

schedules.  To address this issue, the research team made various efforts to recruit 

respondents from diverse socioeconomic and ethnic areas of Austin with limited success.  

 Households have an income range from $20,000 to $80,000 and more. 

Occupations widely varied across the sample from teacher, social worker, hair stylist, 

legal assistant, sales consultant, and firefighter to professor, attorney, architect, and 

computer analyst. Seven of the straight married women—but no straight men, lesbian 

women, or gay men—identified themselves as homemakers. All but four straight couples 

had children, most of whom were adults at the time of the study. Only 9 gay and lesbian 

couples had children at the time of the study. 

 The average age for the straight couples is 53 years, 49 years for the gay couples, 

and 43 years for the lesbian couples. The average relationship length for the straight 

couples is 25 years, 21 years for the gay couples, and 14 years for the lesbian couples. 

The difference in relationship duration may reflect lesbian partner‘s lower relationship 
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duration in general. Kurdek (1998) analyzed prospective data over a five year period to 

compare cohabiting gay and lesbian couples to married straight couples and found that 

cohabiting gay and lesbian couples had a significantly higher dissolution rate than did the 

married heterosexual couples (7% dissolution rate for married straight couples, 14% for 

cohabiting gay male couples, 16% for lesbian couples). Additional studies suggest that 

lesbian cohabiting relationships break up at a higher rate than do gay cohabiting 

relationships (Kurdek, 2004). Research from Norway and Sweden suggests that the risk 

of divorce is more than two times higher in lesbian registered partnerships than in gay 

registered partnerships (Andersson, Noack, Seierstad, & Weedon-Fekjaer 2006).  The 

higher relationship dissolution rates of lesbian compared to gay unions may reflect an 

underlying gender dynamic in which women have higher expectations for relationships 

and are more likely to exit unsatisfying relationships (Sweeney, 2002). Women are more 

likely than men to be dissatisfied with their marriage (Umberson et al., 2005) and are 

significantly more likely than men to file for divorce (Sweeney, 2002).  It may be that 

couples who have been together longer or where one or both partners are older have 

different health work dynamics than couples who have been together a shorter period of 

time or who are younger than the average sample age. I am unable to fully explore this 

possibility with this data, and point to this potential limitation.  

 Finally, the findings presented in this dissertation are from a purposive and 

voluntary sample of gay, lesbian, and straight identified people long-term relationships.  

These are couples that have managed to stay together for at least eight years and for as 

long as 52 years, and are thus ―successful‖ relationships in terms of duration. However, 
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interviewees reported a wide range of relationship satisfaction, suggesting that these 

relationships are not equally successful in terms of quality and happiness for the 

individuals involved. 

REFLEXIVITY  

I practiced reflexive sociology throughout the research process. Acknowledging that my 

presence and positionality had important consequences for obtaining and analyzing data.  

After each interview, interviewers wrote a research memo reflecting on important themes 

and questions that came up during the interview. Such reflections allowed me to become 

more aware of emerging themes throughout the research process, and informed 

subsequent interviews. The insight from these research memos inspired the focus of this 

dissertation project and subsequently informed the analytical process of analyzing data. 

Throughout the recruitment and interview process, I tried to remain reflexive about my 

role as researcher (Collins 1986; Davies 1999; Holstein & Gubrium, 2002; Merton 1972). 

Yet, I view the interview process as ―a dynamic, meaning-making occasion‖ (Holstein & 

Gubrium, 2002, p. 116). My own identity and life experiences, as well as my (and my 

respondents‘) mood at the time of the interview shaped what I asked and how I heard and 

interpreted the response.   

 My ―insider‖ status (Merton, 1972) as a member of the gay and lesbian 

community facilitated recruitment of gay and lesbian couples, shaped how I conducted 

each interview, and structured my interpretations of the data. In particular, as a queer-

identified, white, graduate student in my late 20s who is often read as ―straight,‖ I realize 

that some respondents may have edited their stories and descriptions based on their 
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perceptions of who I am and what I might be willing to hear and learn. Many of the gay 

and lesbian interviewees asked if I was a lesbian or queer identified before the interview. 

When respondents asked, I disclosed that I was. Some individuals asked this question 

before we began, and many described relief and comfort at my disclosure. Others asked 

at the end of our meeting as I was leaving. Others asked me if I was in a long-term 

relationship and other personal questions. Some of these questions I avoided, saying that 

the interview should focus on them, while others I responded to. If inquiries were made 

during the interview, I responded that I would talk about myself after the interview.  

 I can only assume how disclosing—or not disclosing—my sexual identity shaped 

the interview data. Some respondents pointed to the fact that they were telling 

information based on our ―shared experience‖ as part of a ―queer‖ community. These gay 

and lesbian respondents drew on ―common knowledge‖ that we shared to explain 

experiences in their relationship. While I utilized this commonality to gain the trust of 

respondents, I was also careful to inquire into assumed knowledge that respondents 

assumed we shared. As a researcher studying something familiar—the everyday lives of 

an intimate relationship, I had to learn and remind myself regularly to ―make the familiar 

strange,‖ to question the taken-for-granted understandings and experiences individuals 

often articulated in their interviews. I would often relate to problems, experiences, and 

reflections my interviewees had throughout the interview, asking questions that came to 

mind related to such reflections. In the process of recruitment, doing interviews, 

analyzing data and writing this dissertation, I am reminded that ―all knowledge is created 

within human interaction‖ (Esterberg 2002, p. 12).  Acknowledging this reality of social 
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research helped me to remain aware throughout this study of my own blind spots, values, 

and preoccupations. I asked myself regularly:  Why are respondents doing and thinking 

what they do and think from their point of view?  How is my understanding of this being 

filtered through a lens based on my own life experiences and academic training?  By 

doing so, I was able to gain a better understanding of the complex process by which 

respondents understood their own relationships. 

 As a feminist researcher, I am particularly interested in understanding the 

―subjugated knowledge‖ of gays and lesbians who are traditionally absent in research 

projects (Hesse-Biber & Leavy, 2006).  At the same time, I place value on engaging the 

community from which the interviewees are drawn. Throughout the research process I 

considered the effects of my interviews and findings on this community. Many of my 

interviewees expressed desire to hear about the outcome of this study, and many other 

individuals expressed gratitude to me for ―helping them remember‖ the reasons for their 

commitment to their partner. Many of the gay and lesbian couples thanked me for doing 

research on couples like themselves and asked questions regarding other couples, 

inquiring whether their experiences were similar to other gay and lesbian couples. 

Therefore, an additional goal of this dissertation is to open a space for long-term gay and 

lesbian couples to create community support and legitimate their experiences. I have been 

asked to speak publicly about my findings for the gay and lesbian community, and have 

spoken at local Pride events and on a gay and lesbian radio show. 

DYAD LEVEL DATA 

Obtaining both partners‘ descriptions of their relationship provides unique data that 
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inform how health work processes vary by the perspective of each partner. This data is 

particularly useful when attempting to understand gendered discourses around health 

work in relationships—the main goal of this dissertation. A variety of scholars have 

argued that interviewing multiple members of the same family unit we can better 

understand family life by gaining multiple perspectives (Carr & Springer, 2010; 

Umberson, Pudrovska, & Reczek, 2010). This does not suggest that an objective ―truth‖ 

of a relationship is obtained; however, interviewing multiple individuals does provide 

added context and insight into the lives of respondents. The contradictions that arise 

between partner‘s interviews are perhaps the most interesting and useful aspect of dyad 

data. For example, two partners described the division of unpaid work as egalitarian. 

However, one partner emphasized that sometimes she ends up doing more work and 

resent this fact, while the other partner discusses how happy she is about this egalitarian 

division of labor. This discrepancy should not be cause for concern that one partner is 

lying, but instead provides insight into the couple dynamics that would otherwise not be 

observed.  

 While there are substantial benefits to interviewing both partners in a couple, this 

method can be challenging. In recruitment for this study, I had numerous individuals who 

wanted to participate in the study, but whose partners were reluctant. Some participants 

were unable to convince their partners to participate, while others were successful in their 

efforts. Partners that begrudgingly agreed to participate created a complicated dynamic 

on more than one occasion.  For example, one gay couple arrived one early Saturday 

morning to be interviewed at the research team‘s office. Myself and Sinikka Elliott 
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greeted the couple and proceeded to ask if we could begin interviewing in separate 

rooms. However, this individual expressed concern about the study, and was not sure he 

wanted to participate. This man was particularly concerned about why we wanted to 

interview gay and lesbian couples, and was worried about how the study would portray 

his relationship. This type of reluctance is not unique to dyad interviews. However, being 

persuaded to do an interview you do not wish to do by your intimate partner may be a 

particularly unique challenge faced by a dyad project. It is unclear how this interviewee‘s 

reluctance ultimately shaped this interview, although my own field notes from this 

interview suggest that this interviewee was one of the most open and talkative, telling me 

intimate details of his relationship in a way I did not expect from our initial encounter. 

 Other issues came up when interviewing both partners in a couple. While 

interviewee‘s confidentiality was the upmost priority for the research team, collecting 

data in the homes of couples provided for some unique challenges. Interviews were often 

conducted at the same time in different areas of the house. At times, despite precautions 

taken by the interviewers, interviewees would interrupt one another. A partner‘s 

simultaneous interview (loud laughter, etc.) also caused distraction in the other‘s 

interview. Often, one partner would finish earlier, and sneak in the room to say hello. 

This caused a disruption in the interview, shaping the data in unknown ways. Partners 

may have been reluctant to speak candidly about certain issues for fear their partner hear 

their discussion. Similarly, throughout the interviews, respondents noted their discomfort, 

curiosity, and interest in what their partner might be saying about a particular topic. 

Sometimes, partners told me that he/she they knew I was going to ask about a particular 



41 

 

topic and that the couple had talked about what they would say. These interludes are data 

in themselves, telling something about the nature of partnerships—but were at times 

distracting.  

 After the interviews, when myself, the other interviewer, and the two partners 

came back together to bid good-bye, interviewees would often begin asking one another 

how they answered particular questions. This interaction was an important space for 

gaining a glimpse into how partners interacted with one another. However, at times, for 

both myself and interviewees, this was awkward. This was particularly the case when 

respondents told me information throughout the interview that their partner was not 

aware of.  Because of the nature of our interviews, we cover a wide range of topics from 

sex to family to eating habits. Thus, descriptions of conflicts, disagreements, and trouble 

spots in couples‘ relationships were often brought up. For example, some respondents 

told the interviewer about a secret sexual affair, times when they drank, smoked, or did 

other activities that their partner did not know about, or secret feelings about a partner‘s 

family members. Moreover, because of the sensitivity of topics, interviewees often 

discussed difficult and sensitive times in their relationships—for example an old fight or 

disagreement, possibly causing renewed conflict in interactions between partners after the 

research team left. Moreover, some interview topics sparked interest and inquiry from 

respondents who expressed desire to discuss a potential topic with their partner. While 

these interactions were not the norm, the ramifications of the interview on the 

interviewee‘s relationship are an important ethical and methodological considerations. 

ANALYSIS 
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I conducted qualitative analysis using procedures developed by Charmaz (2006), which 

emphasizes the construction of codes for the purpose of developing analytical, 

theoretical, and abstract interpretations of the data. Qualitative coding allows for the 

emergence of categories and subcategories to come from the participants‘ interviews, 

rather than predetermined categories. While a wide array of background literature 

informed my analysis, I did not approach the analysis with predetermined expectations or 

hypotheses of what I would find. Instead I used inductive reasoning to guide my analysis; 

identifying patterns and conceptual categories as they emerge from numerous readings of 

the transcripts (Esterberg, 2002).   

 Following multiple intensive readings of each interview‘s transcription I 

conducted initial line-by-line categorization in order to summarize each piece of data. 

Next, I used what Charmaz terms ―focused‖ coding, which spotlights the most significant 

initial codes that emerged related to gender and health habits. This involves developing 

categories by connecting numerous initial codes together for conceptual purposes. 

Throughout the development of these main analytical categories, I placed each 

interviewee‘s biographical history in relation to their health habits history, paying 

particular attention to how their health habits and health work processes changed 

throughout their relationship and as they aged.  In the final stage of analysis, I examined 

how the categories and subcategories related to one another on a conceptual level. For 

example, whether or not one partner encouraged the other to exercise is directly related to 

the couple‘s relationship and ways of communicating, intimacy, and patterns of 

monitoring other health behaviors. Because I am interested in these types of dynamics 



43 

 

between couples as well as how gender informs couples‘ interactions, I paid particular 

attention to emergent themes that occur primarily for those who perform masculinity or 

femininity in particular ways. 

 As a feminist researcher, I aim to maintain the privilege of my interviewees‘ 

words. I worked diligently to have each theme presented in the analysis following this 

chapter come from the interviews—not from my own self-imposed categories. Moreover, 

I aim to contextualize individual quotes as much as possible to retain the intention of the 

interviewee.  

THE PRESENT STUDY 

In the following chapters, I explore the dynamics of health work in intimate partners. In 

order to elicit descriptions of health work, interviewees were asked a series of open-

ended questions about their influence on their partner‘s health and well-being, including: 

―How do you make your partner/spouse healthier?‖ and ―Is there anything you do to 

improve your partner‘s/spouse‘s health?‖ and ―What does your partner/spouse do to 

make you healthier?‖ Additionally, interviewees discussed the ways in which partners 

negotiated health and health habits without prompts throughout the interview—

particularly when there was conflict. These purposefully open-ended questions allowed 

for a wide range of discussions regarding a variety of aspects of health and health habits. 

Numerous health habits identified as the site of health work were brought up by 

interviewees, including eating, exercise, smoking cigarettes, drinking alcohol, legal and 

illegal drug use, sleep, wearing sunscreen, taking medications, and visiting the doctor. 

Nearly all couples talked in-depth about eating and exercise habits. 46 couples (75%) 
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talked about partners who drank alcohol or smoked cigarettes, and 27 (44%) discussed 

taking medications and visiting the doctor. Fewer couples talked about drug use (4) and 

sleep (8). Therefore, exercise, eating, and drinking habits inform the bulk of this analysis, 

with other health habits such as drug use and doctor visits playing a smaller, yet 

nevertheless important, role.  

 Before moving on to the analysis, I emphasize that this dissertation depends on 

narrative sources for its analysis. Throughout, I focus on what men and women say about 

their experiences of health behavior and their intimate relationships. Thus, I am not in 

search of an objective truth about what health work looks like in couples, but instead I am 

concerned with the discursive strategies of what individuals choose to tell me during the 

interview process.  As Lewin writes, ―My concern is what they say and what that 

indicates about what they imagine and value, rather than what they do as a matter of daily 

practice. This emphasis is unavoidable in research in which the people under study are 

neither spatially defined nor in regular interaction with one another…‖ (2009, p. 37). In 

this way, I examine what partners tell me about their health behaviors, health work, and 

experiences in their intimate ties in order to glean some understanding of the 

interpersonal dynamics of their intimate relationships.   
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CHAPTER THREE: SPECIALIZED HEALTH WORK 

In Chapter 1, I define health work as the activities and dialogue concerned with 

enhancing others‘ health habits, and I argue that health work is part of unpaid work done 

in the home. In the present chapter I use the concept of health work to frame an empirical 

analysis of interviews with 122 individuals in 31 long-term straight marriages and 30 

long-term gay and lesbian cohabiting partnerships. I address three empirical research 

questions:  

1. How is health work divided in intimate ties? 

2. How do partners explain this division of health work? 

3. What are the gendered dynamics of the division of health work? 

First, I uncover how partners divide health work in their relationships. I find that one 

partner does health work for the other throughout the course of the relationship. I call this 

dynamic specialized health work.  I use the term ―specialized‖ to reflect respondents‘ 

emphasis that this work does not shift into the hands of different partners over time, but is 

done in a constant, unwavering, and omnipresent way by one partner throughout the 

course of a relationship.   

 Specialized health work takes several forms. In most couples, one partner is 

perceived as doing all the health work around all health habits. In other couples, one 

partner specializes in one or several health habits while the other specializes in a different 

health habit. In still other couples only one partner specializes in health work while the 
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other specializes other forms of unpaid work.  Regardless of the form, findings reveal that 

at least one partner—and usually both partners—in 12 of 15 gay couples, 11 of 15 lesbian 

couples, and 26 of 30 straight couples describe specialized health work dynamics. There 

is high agreement between partners regarding who does health work in a couple.  

 Identifying specialized health work is useful in that it provides insight into the 

mechanism of health work. Yet, I move beyond outlining this form of specialized health 

work to examine how partners explain this form. In the remainder of this chapter, I 

examine three gendered discourses respondents use to explain why one partner performs 

specialized health work. First, respondents describe one partner as having inherently 

unhealthy habits, thus justifying the need for specialized health work. Second, 

respondents explain that one partner does specialized health work because that individual 

has ―expert health knowledge.‖ Third, respondents explain one partner‘s specialized 

health work through a discourse of a ―balanced‖ relationship. Throughout this chapter I 

discuss the gendered dynamics of health work. 

“INHERENTLY” UNHEALTHY HABITS 

In this section, I explore the first of three discourses used to explain specialized 

dynamics. Men and women in gay, lesbian, and straight relationships often frame one 

partner as having inherently, naturally, and categorically unhealthy habits, and therefore 

in need of health work. This dynamic is found in nearly half of gay, lesbian, and straight 

couples. In nearly all straight couples where this dynamic is found, men are framed as 

having unhealthy habits—and thus in need of health work. In the gay and lesbian couples 

who describe this dynamic, one partner is often viewed as having unhealthy habits that 
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necessitate health work, yet, there is no clear gender pattern as to who performs health 

work. 

Straight Women’s Work 

 For straight men and women who describe this discourse, men‘s unhealthy habits 

are viewed as an accepted part of men‘s lives. Women‘s health work around these habits 

is therefore understood as a high stakes endeavor, necessary for maintaining health and 

well-being. Maria (33) married to Jason (31) for eight years explains: 

 Oh let‘s see. He doesn‘t take care of himself physically, his food, his diet. He just 

 had the worst diet and it drives me crazy. I try so hard to make good meals for 

 him and to have fruits and vegetables available to him and whole grains and 

 because that is my background in science. And oh it just drives me crazy. He will 

 not take care of himself. I try to balance things out, I fill the house with the best 

 things I can. 

Maria describes how Jason‘s failure to take care of his own health means she must ―try so 

hard‖ to keep him healthy in whatever way she can. Maria describes how this work she 

does to keep her husband healthy creates stress for her, lamenting that her husband‘s 

categorically unhealthy habits makes her ―crazy.‖ Jason independently agrees with 

Maria‘s account in his own interview. He discusses Maria‘s efforts to make healthy 

choices for both of them, then goes on to say: ―Me on the other hand, when I go to the 

grocery story, she hates it. Because I always bring home crap that she doesn‘t—that‘s not 

healthy.‖ 

 Like Maria, Christine (44), married to Phil (49) for 23 years, believes that if she 
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did not constantly manage her husband‘s health habits, he would make choices that she 

deems unhealthy. Everyday Christine asks Phil: ―‗How many sodas have you had today 

dear?  Did you eat today? When did you go to bed and when did you get up?‘ You know 

all these kinds of things. When‘s the last time you had a vegetable?‖ Christine goes on to 

say that without her constant questioning, her husband would continue to do things that 

are harmful to his health. Thus, her health work is necessary because of his inherently 

unhealthy habits. 

 Katherine (72), married to Bill (72) for 50 years, also deploys an understanding of 

her husband‘s naturally unhealthy habits to justify why she does health work: 

 I am the one that makes us eat right. I am the one that makes us exercise. And I 

 am the  one that is in charge of the health stuff. If it was just up to him I don‘t 

 think he would do anything.  

Katherine believes that if she did not do health work around Bill‘s unhealthy habits, he 

would continue those unhealthy habits. Bill also emphasizes the difference between his 

and Katherine‘s health habits, suggesting he has categorically unhealthy habits in order to 

justify why Katherine does health work: ―She is very committed to exercising and I know 

that is right, so I go with her most of the time. But I don‘t have the drive that she has got 

to do that.‖ Bill frames himself as lacking the inherent ―drive‖ Katherine has, 

emphasizing difference between he and his wife‘s health habits in order to justify 

Katherine‘s health work. 

 Like Bill and Jason, Jake (39), married to Louise (35) for 13 years, lists all the 

ways Louise makes him healthier ranging from exercise, to not smoking and drinking, to 
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food consumption—suggesting that she ―works really hard at it.‖  After discussing this 

list, he says, ―And I would say that if she wasn‘t always working at it, I would probably 

be in worse condition than I am now.‖ Jake explicitly draws attention to what he 

describes as his unhealthy habits, suggesting that if it were not for his wife‘s health work, 

he would be in worse health. Acknowledging the work Louise does for his health habits 

suggests Jake is aware that his unhealthy habits may make him ill, yet he continues to 

reinforce the need for his wife‘s health work. Similarly, Nathan (36), married to Karen 

(35) for 13 years, highlights how he would without fail make unhealthy choices if Karen 

did not constantly do health work for him: 

 I would eat Mexican food five times a week if it wasn‘t for her. Her nutrition 

 choices have helped me out. I have probably lost 10 pounds since I was in private 

 practice because I am exercising more regularly and she really encourages me to 

 do that. She watches the boys twice a week while I go play basketball. 

 Nathan‘s inherently unhealthy choices that he does not to change on his own precipitates 

Karen‘s health work. Like Nathan, Robert (42) also discusses how his wife Kinsey (43) 

of 19 years has worked throughout the course of their relationship to promote his health 

habits: 

 She tries to cook healthy meals. So I think she is a real role model in that respect 

 and I will have a tendency to eat junk food and garbage because I have always 

 been able to get away with it. She tries to keep us away from that, which is good, 

 so in that respect she has always been a real good influence from day one and 

 continues to be. 
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Nathan, Robert, and others in this section explain that their wives do health work as a 

result of their own unhealthy habits.  

 As is evidenced above, respondents typically described these dynamics in relation 

to food and exercise. However, others described health work around other health habits. 

Irene (51) discusses the health work she does to get her husband of 32 years Brian‘s (55) 

to go to the doctor: 

 The man would have never gone to a doctor if I don‘t say, ―Go to the doctor for a 

 checkup.‖ If he has something minor or there‘s something that‘s bothering him, 

 I‘ll say, ―Go to the doctor.‖ ―Well I don‘t have time‖ ―You better take some time 

 and go to the doctor.‖ 

Irene emphasizes that her health work is critical for Brian‘s overall health since he will 

not make healthy choices for himself by going to the doctor. Others discussed health 

work around substance abuse and use. Jake (39) is a musician and at times a heavy 

alcohol and drug user. He recounts how his wife of 13 years (Louise, 35) told him he 

needed to stop drinking and using cocaine: ―So we had a problem in that she thought you 

know, ‗You are doing too much of this‘ and we have probably had discussions about that, 

and there have been concerns.‖ When asked if his wife‘s concern stopped his usage, Jake 

responds, ―Yeah, it probably reined me in at some point. I mean, I am totally an animal as 

far as that goes. I could have been much more involved in it without her trying to put a 

control on it.‖  Jake accepted Louise‘s regulation because he believes his inherently 

unhealthy habits require Louise‘s health work.  

Men’s and Women’s Work  
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 The qualitative analysis revealed that gay and lesbian respondents described one 

partner as having categorically unhealthy habits in need of health work in similar ways as 

straight respondents. Whereas the unhealthy habits in straight couples were nearly 

exclusively relegated to men, no clear pattern of gender differentiation emerged in gay 

and lesbian couples. That is, because partners in gay and lesbian couples described this 

dynamic, both men and women were described as having unhealthy habits. Gretchen (46) 

discusses how since the start of her relationship of eight years, Danielle (47) has failed to 

make healthy food choices for herself. Gretchen says, ―I make her eat. When we met she 

was a lot lighter weight and just not attentive to any of that stuff.‖ Gretchen describes that 

Danielle is now ―heavier because of the medications,‖ but that Danielle still does not pay 

attention to eating or other health habits. Gretchen justifies her health work because she 

believes Danielle is inattentive to ―that stuff,‖ and therefore Danielle needs Gretchen‘s 

help. Similarly, Rex (54) partnered to Tucker (67) of 34 years works to manage what he 

views as Tucker‘s inherently unhealthy habits: 

 I‘ll sort of guide. Then we have to go to supermarket and get this and this and this 

 I mean you know we need yogurt we need eggs we need lettuce and no we don‘t 

 need that. But  he‘s more likely, you know, I‘ll pass the donuts and you know boy 

 they would get… ―No you can‘t have that.‖  

Tucker did not describe this form of health work in his interview. Like the straight wives 

Maria and Christine‘s understanding of their husbands‘ need for health work, Rex and 

Gretchen both note that their partners are not capable of making certain healthy choices 

on their own, necessitating specialized health work. Rex‘s description of his health work 
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demonstrates how some men perform health work in their intimate relationships in 

similar ways as women. Yet, later on in his interview, Rex describes how Tucker does 

health work for him too: ―He‘s been able to guide [my health]. He reads all the time, he 

reads about this, why you should eat that, and why you shouldn‘t that.‖ In this way, Rex 

points to a unique dynamic wherein both partners contribute to one another‘s health 

through different facets of the same health habit over time. This shifting nature of health 

work over time is a theme that will be discussed in Chapter 4 of this dissertation.   

 Clarissa (34), partnered to Megan (34) for 12 years, also frames herself as 

naturally unhealthy and in need of Megan‘s constant health work: ―I could sit in front of 

the television every day. She is always encouraging me and saying, ‗Let‘s go. Let‘s go do 

stuff. Let‘s get out and play.‘‖ While Clarissa describes herself as a couch potato making 

unhealthy choices, she continues to perform what she sees as an unhealthy habit, eliciting 

a dynamic wherein Megan does health work. Megan also describes this dynamic in her 

interview: ―I am somewhat athletic—very active. She is not athletically inclined at all.‖ 

Both partners point to Clarissa‘s natural failure at athleticism as a way to explain the 

health work done by Megan.  

 Health work around health habits other than food and exercise including 

substance use and negotiations with doctors was also described in gay and lesbian 

couples. Andrew (44) discusses his partner of 14 years Gus‘ (42) substance abuse and 

how at one point, his usage became a problem: 

 Gus has an addictive personality. And he for a while did way too much cocaine. It 

 ended  basically with me—one—pointing out how it was affecting us financially, 
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 health wise, and emotionally and him kind of agreeing to that and too—him just 

 deciding for himself that he was going to, for whatever reason, stop.  

Here, Andrew suggests that he was forced to do health work on to Gus as a result of an 

inherent, natural trait—Gus‘ additive personality. Yet, in turn, Andrew discusses how 

Gus works to facilitate his health through health work regarding doctor‘s visits: 

 He goes with me to the doctor appointments, makes sure that I ask about the 

 issues that we have discussed in private, which maybe I wouldn‘t necessarily do if 

 I was on my own. He forces me to confront issues that I would rather avoid 

 confronting a lot of time, you know, with my health in general. 

Thus, Andrew describes specialized health work around different health habits suggesting 

how each partner does specialized health work around a particular health habit as a result 

of both partner‘s inherently unhealthy habits.  

 In a final illustration of the use of the discourse of ―inherently unhealthy habits,‖ 

Tim (58) describes how he must do health work because his partner of 23 years Donald 

(72) does not have the appropriate personality to deal with his health issues. Donald was 

diagnosed with oral cancer several years ago. When this occurred, Tim says that Donald 

was not on taking the right course of action in regard to the treatment, and ended up 

having significant health problems as a result. Looking back at these events, Tim says: ―I 

felt like I hadn‘t been doing my job. It is like, you were just sort of sitting on the 

sidelines, letting him take care of this, and not realizing that he has the personality of 

someone who [doesn‘t ask questions].‖ Tim believes that his partner‘s personality is 

detrimental to his health in the form of obtaining adequate care, and therefore he uses this 



54 

 

belief to justify why he does health work: 

 [Being in a relationship means] looking after the other person‘s well-being and I 

 think his illnesses, his problems that he has had in recent years perhaps illustrate 

 that. That is something that I felt like I had to get involved in. it was important for 

 me to be an active player in whatever was going on with him. And to monitor—

 monitor might be too strong a word, but to observe, to see if he was doing or 

 taking the right course of action with these illnesses. If he was following up, if he 

 was asking the right questions. 

Due Donald‘s inherent ―personality‖ of not asking questions, Tim believes he must now 

step in to take care of Donald‘s health needs, including medical treatment. 

 Taken together, this analysis reveals that straight men are overwhelming 

understood by both themselves and their wives as having categorically unhealthy habits 

and in need of health work by their wives. In contrast, one individual in gay and lesbian 

relationships is framed as unhealthy and in need of health work—yet no clear gender 

differentiation was found. While gender does not—at least on the surface—drive health 

work in gay and lesbian couples, it may be that unidentified differences in gender identity 

or gender performance did indeed structure health work dynamics (Moore, 2000). I 

discuss this possibility further in the discussion section of this chapter. While some 

interviewees were framed as unhealthy by their partners, some straight men, lesbian 

women, and gay men discussed how their own unhealthy habits were in dire need of their 

partner‘s health work. This move to frame oneself as unhealthy is an important strategy 
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those receiving health work use to justify the greater amount of work done by their 

partners. 

THE HEALTH EXPERT 

In this section I explore the second discourse respondents use to justify why one partner 

performs specialized health work: the framing of an individual as having a natural ability, 

knowledge, or interest in doing health work. Over half of the gay, lesbian, and straight 

respondents who described specialized health work used this frame, and there was a high 

level of agreement among partners as to who has ―expert‖ status. While one partner was 

often identified as the health expert in all couple types, there was a clear gender dynamic 

in straight couples. Straight men and women almost exclusively identified straight 

women as the health expert. Moreover, straight respondents used a qualitatively distinct 

language when describing the health expert in their relationships; both straight men and 

straight women used terms such as ―health nut,‖ ―health person,‖ ―health protector‖ or a 

similar phrase to describe why straight women were health workers. The results did not 

reveal any lesbian women or gay men who used labels such as ―health nut,‖ but gay and 

lesbian partners did conceptualize one person as the health expert. 

The “Health Nut” 

 Ten men and women in straight couples explicitly used the terms ―health nut,‖ 

―health person,‖ ―health protector‖ or similar phrases to justify women‘s health work. 

Richard (64) married to Jane (63) for 36 years, says: 

 My wife is kind of a health nut. We have been taking vitamins my entire life and 

 we, about 10 years ago, we got into juicing. Carrot juice and garlic… She put me 
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 on skim milk immediately. And I said I would never drink skim milk. She took 

 me to 2% milk and then skim milk. Within a week, she had me on skim milk. 

Richard‘s depiction of Jane as ―putting him on‖ skim milk as if directed by a health 

professional suggests that he believes his wife has superior health knowledge—a belief 

that justifies her health work. Jane used a similar discourse to describe why she does 

health work for Richard, saying, ―I am what you call a health nut.‖  Yet, Jane does not 

have any training in a medical profession. Phil (49) discusses his wife of 23 years 

Christine‘s (44) health work in a similar way, saying, ―She is the health person. She is the 

health person and I am not. She takes care of herself. But she is always on me. She is 

always on me about trying to be healthier.‖ Phil defers his own health decisions to 

Christine because he views her as being the more knowledgeable ―health person‖—

regardless of her lack of training in any medical field. While Phil draws on the view that 

his wife is a health expert, Christine explained her health work by using the first 

discourse shown in this chapter, saying of Phil: ―His health habits are pathetic. He 

doesn‘t eat fruits and vegetables or salads or anything healthy. He eats all junk.‖ As 

Christine and Phil illustrate, in some couples both partners agree specialized health work 

is done by the same partner, yet varying discourses of difference are deployed to explain 

why one partner performs health work.  

 In a similar way to Christine and Phil, Jason (31) describes Maria‘s (33) expert 

status: 

 Well she has definitely—she gets me to think more about eating vegetables. She 

 is really a health nut. She was a general biology degree major, she is a health 
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 conscious nut, or whatever you know. So yeah she has always been a health freak.  

Jason uses the terms ―health nut‖ and ―health freak‖ to draw on the belief that his wife‘s 

education—as a biology major—makes her more informed about health habits. The 

classification of Maria as a ―health freak,‖ justifies her health work. Like Jason, Sal (55) 

married for 32 years to Jim (55) also draws on her own educational background to justify 

her health work. When asked whether she does anything to make her husband healthier, 

she responds, ―Of course, I‘m a nurse.‖ When pressed to offer examples, she says: 

 Well, he used to lie out in the sun a lot, and I would constantly get on him about 

 not being in the sun, putting on sun protection and how unhealthy it was to be in 

 the sun. Well, just this last year he had skin cancer. And he said, ‗Now don‘t even 

 say I told you so.‘ 

Sal suggests that her medical training as a nurse makes it obligatory that she is the health 

worker. Yet, unlike Sal, most others in this sample were without medical training and still 

conceptualized as health experts. Lou (81), married to Barbara (78) for 51 years, 

described how his motivation for not drinking as heavily is his wife‘s expertise: 

 Well she says I drink too much, but I don‘t think I do. If I drank too much she 

 might tell me if I was getting over the line, which is alright. If I am going to do 

 something that is going to affect her happiness I want to know about it… she 

 knows what‘s good for me and what is not. 

Lou describes how he was, at first, resisted health work around his drinking, but 

eventually he responds to this health work because Barbara ―knows what‘s good for me 

and what is not.‖ Lou, Sal, Jason, and others in this section illustrate the ways straight 
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married women and men draw upon notions of women‘s inherent health knowledge as a 

way to justify why women do more specialized health work. Only a minority of women 

have medical training, and these women may in fact have a greater knowledge about 

health and healthy habits than their husbands. Nevertheless, this discourse of ―health 

expert‖ is pervasive across interviews, suggesting that regardless of women‘s actual 

health knowledge relative to men‘s, the discourse of health expert was used as a way to 

justify women‘s health work.  

Expert Knowledge 

 Gay men and lesbian women also used one partner‘s supposed expertise, ability, 

or natural interest in health to justify why one partner does health work. Yet, while men 

and women in straight marriages used terms such as ―health nut,‖ nearly half of all 

straight, gay, and lesbian partners who describe specialized health work dynamics drew 

attention to one partner‘s expert knowledge without relying on explicit terminology. 

Aidan (49), in a relationship with Max (50) for ten years, says: 

 I don‘t know that I would even be alive [if not for Max]. And I say that in all 

 honesty. I depend on him for [pause] medical issues and advice and respect his 

 advice and input. Sometimes I don‘t follow it, but I always respect it [laughs]. 

 You know, usually ask it, even if I don‘t listen to it [laughs].  

While Max does not have any formal medical training, Aidan justifies the health work 

Aidan does onto him because of he believes Aidan has expert knowledge. While he says 

that he does not necessarily follow this advice, he believes that he would not be alive if 

he did not adhere to at least some of his partner‘s advice. Similarly, Olivia (47) describes 
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how her partner of 15 years Karla (41) works to facilitate her healthy exercise habits on 

account of what she sees as Karla‘s greater knowledge: ―She‘s kind of like a jock. So 

encouraging me to you know, to run, swim, bike, that‘s been a positive effect. Karla 

discusses this in her own interview: ―I‘m a jock… I buy all her fitness stuff for her. And 

because I love it so much, you know she gets into it too.‖ Both partners point to Karla‘s 

expert status as ―jock‖ in order to explain why she does health work around exercise in 

their relationship.  

 Like Max and Olivia, Tim (58) partnered to Donald (72) of 23 years justifies his 

specialized health work on account of his health knowledge: 

 I have a broader base of knowledge, medical base of knowledge than he does. I 

 try to make him eat better. I mean, I choose better quality food. But I think that I 

 have some positive effect on that because he has made comments. For example, ―I 

 am going to eat whatever because you think it is healthy.‖ 

Similar to the emphasis on straight women‘s knowledge about health, Tim describes how 

expert status is ascribed to one person in the relationship due to perceptions of a ―broader 

base of medical knowledge.‖ Donald did not discuss health work processes operating in 

his interview. Similarly, Melissa (43) describes herself as the expert health worker who 

her partner of 10 years, Kristin (43) consults on food decisions because of her knowledge 

about food and diet: ―I am making her aware of her eating habits too. And she will ask 

me, ‗What is more valuable?‘ And you know, she will definitely consult with me if she 

needs to.‖ Melissa likes her expert status and enjoys helping Kristin keep track of her 

diet. 
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 Terry (48) also describes that his partner of 17 years Bobby (44) is in charge of 

keeping him healthy on account of Bobby‘s health knowledge: 

 [Bobby is] very health conscious. He‘s always looking for different vitamins or 

 better food or something. He has definitely had a positive impact. I mean, I have 

 to be more careful now since I have high blood pressure. I have to worry about 

 more what I eat. He helps me in that regard because he‘s a better eater than I am. I 

 think everything that I have added in  terms of to improve my health, if it‘s not my 

 doctor recommended it, was because of his influence.  

Terry notes that Bobby has made him healthier because, like his doctor, Bobby has health 

knowledge and therefore is legitimate in doing health work. Terry also points to his 

recent diagnosis of high blood pressure that has spurred trust in Bobby‘s health work 

expertise to an even greater extent.  

 As findings reveal, the framing of one partner as having expert knowledge is one 

way individuals justify specialized health work dynamics. Men and women from gay, 

straight, and lesbian couples alike describe one partner as a health expert based on a 

matter of personal style or ability, or as a reflection of intrinsic or learned tendencies, 

interests, and knowledge. In this way, interviewees reveal an understanding of health 

work as a rather unremarkable matter of individual free will based on individual 

attributes. Yet, describing one partner as the health expert contributes to a division of 

health work wherein straight women, and one partner in a gay and lesbian relationship, 

perform the bulk of health work. Moreover, while individuals from all relationship types 

describe the framing of a ―health expert,‖ only straight women and men used terms such 
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as ―health expert‖ and ―health nut‖ to portray straight women‘s health knowledge. These 

terms—used both husbands and wives to describe wives—may be a rhetorical tool used 

to further justify the work women do as further naturalized. I discuss this possibility in 

the discussion section below.  

BALANCED UNPAID (HEALTH) WORK 

The majority of couples used the two previous frames to explain why one partner 

performs specialized health work dynamics. In this section, I show how respondents 

explained one partner‘s specialized health work through a discourse of a ―balanced‖ 

relationship. Gay and lesbian respondents emphasize how one person specializes in doing 

health work while the other specializes in doing a different form of unpaid work in the 

home. In contrast, straight respondents describe how that one spouses specializes in 

health work around one health habit, and the spouses a different health habit. 

Health Work in Balance With Other Forms of Unpaid Work  

 Respondents in five gay and lesbian couples draw on a discourse of ―balance‖ to 

justify why one person does health work. In this theme, respondents emphasized how one 

person specializes in doing health work—mostly around food preparation—while the 

other specializes in doing a different form of unpaid work in the home. Like the previous 

two sections, a discourse of balanced specialization justifies why health work—or certain 

aspects of health work around cooking and food—is done by one partner. Clarissa (34) 

discusses the beginning of her 12 year relationship with Megan (34), and how she came 

to do health work around food: 

 When we first got together—and we tell this story all the time—the first time I 
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 stayed  there, I was like, ‗Okay well what are we going to eat?‘ And she was like, 

 ‗Well I think there is some green beans in the pantry,‘ ‗Well, what else are we 

 going to eat? Green beans with what?‘ So I think that kind of bothered me at first, 

 but I was like, ―That is okay. You don‘t have to worry about cooking in this 

 family. I will take care of that.‖ 

Clarissa emphasizes how Megan has unhealthy eating habits—and thus she must do 

health work onto Megan. However, she suggests that she also does health work because it 

is in line with an egalitarian division of labor. When asked if she enjoys cooking, Clarissa 

says, ―I do. And that is kind of what a lot of things our relationship has been. Where 

some things she is not good at, I seem to excel better at. And things I falter at, she is great 

at.‖ Clarissa points to how her and her partner‘s personal history and personality foster 

different interest in doing work around cooking healthy meals and other forms of unpaid 

work in the home.  

 Similarly, Michael (48) discusses how the division of cooking and other 

household labor is negotiated in his relationship with Jeffrey (55) of 27 years: 

 He does most of the cooking around here; I guess we eat pretty balanced meals. 

 We are not just eating junk or going out all the time. And stuff like that. He has 

 probably done more to create a home than I have, with respect to those kinds of 

 things, like cooking and the domestic issues. I don‘t expect him to. He likes doing 

 it. I mean he likes doing the grocery shopping. He likes doing that. In fact, I 

 brought it up and he said that it is therapeutic for him and he likes to do those 

 kinds of things. So I figure, okay, that is great for me. I don‘t have to do it. But I 
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 clean up. 

While Michael highlights Jeffery‘s health work around food, he also emphasized that 

they have had concerns about the egalitarian nature of this work. Michael notes that he 

―cleans up‖ after dinner suggesting he balances the housework in order to justify 

Jeffrey‘s greater level of health work. Similarly, Darcy (50) partnered to Carrie (60) for 

27 years discusses their division of work in the home and says, ―Our division of labor 

works pretty well. I do the cooking. Carrie is kitchen illiterate. She would eat boiled 

macaroni. So would the kids. They are all infidels. I do the cooking. She does the 

laundry. She does the yard.‖ Darcy emphasizes that decisions about who does what 

unpaid work, including health work around cooking, are negotiated within the context of 

a broader, balanced division of unpaid work. This suggests that at least in regard to 

healthy food preparation—which is commonly understood as part of the everyday 

division of unpaid work—partners are very aware of how forms of unpaid work are done 

in an egalitarian way. 

Health Work Specialized by Health Habit  

 Descriptions of how health work around cooking is balanced in relation to other 

forms of unpaid work was uniquely described in interviews with gay and lesbian couples. 

These descriptions allow a view of how health work is situated the context of other forms 

of unpaid work. However, three straight couples used a related discourse of ―balance‖ to 

explain why one partner does health work. Straight respondents argued that one partner 

specialized in health work around one health habit, and the other a different health habit, 

across the course of the relationship. While gay and lesbian respondents would 
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sometimes point to different health work that each partner did, gay and lesbian partners 

did not present these dynamics within a discourse of balance. In these balanced 

discourses, women were framed as doing health work around eating, while men were 

framed as doing health work around exercise. Ron (72) points to the complementary 

ways he and his wife Judy (70) of 47 years contribute to one another‘s health habits: 

 She has ladies clubs and she goes out and does things with different groups and 

 etcetera, and like that while I‘m out on the golf course or the tennis court. She is 

 not an athletic  type. See I was a football captain in high school and got a football 

 scholarship to Purdue. So I‘ve always been the athlete. And she‘s always been the 

 artistic, social side of our marriage. So I think in a total balance, I think we 

 balance each other that way. …. She‘s stayed in shape just by the way she buys 

 food and makes the meals and etcetera, like that.  

Ron emphasizes the importance of complementary balance in their relationships—

wherein Judy does health work around his eating habits and he is the ―athletic type,‖ yet, 

he does not discuss how he actually works to shape Judy‘s exercise habits.  Similarly, 

Wei (39) discusses both her and her husband of 12 years Bruce‘s (41) health work: 

 He encourages me to exercise more and I encourage him to eat more healthy. He 

 used to eat a lot of fatty and greasy food; a lot more meat. And I‘m doing a lot of 

 vegetarian dishes and he is learning to like them. I‘m basically a couch potato 

 and he really just, ―Go. Get out. Let‘s take a walk. Let‘s go play badminton,‘ you 

 know, which is good too. 

In this illustration, Bruce, performs health work in the context of exercise, while Wei 
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does the health work around eating.  Health work around exercise—discussed in balance 

with women‘s health work around other health habits—is one of the only spaces where 

straight men performed health work. Wei not only relies on a discourse of ―balance‖ to 

justify why Bruce does health work around exercise, but also relies on a discourse of 

―inherently unhealthy habits,‖ saying that she is a couch potato necessitating Bruce‘s 

health work. This illustration shows how multiple discourses are used to justify the same 

health work. 

 Like Wei, Jake and his wife Louise both discuss how Louise does health work for 

Jake around food. However, Louise describes Jake‘s interest in sports, saying that he does 

health work in regards to ―the outdoors things, canoeing, camping, those are things I 

wouldn‘t do on my own. Those are things that Jake likes to do, so those are advantageous 

health wise to do. So he has influenced me in that way.‖  Louise views health work in the 

home as specialized in a balanced way—with Jake only dong health work around 

exercise and her doing health work around other habits.  Men‘s health work around 

exercise may be because exercise and sport are culturally understood as being in line with 

norms of masculinity (Saint Onge & Krueger, 2010). I discuss this possibility further in 

the discussion below. 

DISCUSSION  

Social scientists have long aimed to understand how health is shaped in relationships with 

others (Durkheim, 1897). This analysis adds to this legacy of research through an 

examination of specialized health work performed within intimate ties. I show who 

performs specialized health work, how partners explain or justify a division of health 
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work, and how these processes are gendered. Findings reveal that partners in gay, 

lesbian, and straight couples alike emphasize that one individual performs health work 

because of the inherently unhealthy habits of one partner or because of one partner‘s 

health expertise. Others suggest that the division of health work operates in balance with 

other components of unpaid work. In straight marriages, men were framed as ―having 

unhealthy habits‖ and straight women were primarily described as ―health experts,‖ while 

in men and women in gay and lesbian couples were framed as both ―unhealthy‖ and as 

―experts.‖  

 These findings provide insight into why health work is gendered in straight 

marriages (Umberson, 1992). Straight respondents emphasized stark differences between 

themselves and their spouses by framing women as health experts and/or men as having 

unhealthy habits. Respondents described these differences as a reflection of individual 

attributes between spouses wherein one spouse is categorically, inherently, and naturally 

different from the other. Spouses did not mention gender as the reason for this difference. 

However, these discourses are linked to longstanding gendered institutional forces (i.e., 

occupational, structural, and cultural) that frame women as health workers and men as 

inattentive to their own health habits (Connell, 1995; Courtenay, 2000). Drawing from 

gender relations theory, it may be that justifying the division of health work via notions 

of difference between spouses facilitates ―the accomplishment of work and the 

affirmation of the essential natures of women and men‖ (Fenstermaker, West, & 

Zimmerman, 1991, p. 201; authors‘ emphasis). Straight men may perform and affirm 

gender difference by identifying their wives as health workers and themselves as having 
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unhealthy habits, while straight women perform gender through emphasizing difference 

by providing what they see as necessary health work to their husbands with unhealthy 

habits. Moreover, when straight men did perform health work, it was in regards to 

exercise. This suggests men may perform health work only in ways that allow men to 

demonstrate their expertise in traditionally masculine activities (Connell, 2004; 

Courtenay, 2000).  

 These findings further suggest that much like other forms of unpaid work, straight 

men and women evoke and enact gender difference in order to justify their unequal 

division of health work (Ferree, 2010; West & Zimmerman, 1987). Discourse of 

―balance‖ in the division of unpaid work—where specialized tasks are assigned and 

understood as taking equal amounts of time and effort—have been shown to obscure 

inequality in the division of this work (Hochschild, 1989). Emphasis on difference may 

be the enactment of what Hochschild (1989) calls ―family myths‖ or ―gender strategies.‖ 

Perceptions or myths about a partner‘s inherent characteristics and abilities may be 

deployed in order to justify the health work women perform and men fail to perform 

(Pfeffer, 2009). For example, straight respondents may deploy terms like ―health nut‖ as 

a way to suggest women do health work because of their distinct personality, evading the 

notion that women do this work because of gender inequality in their relationship or in 

society at large. 

 Sociological interest in unpaid work has overwhelmingly focused on how the 

division of this work perpetuates gender inequality in straight marriages, and I describe 

above how findings from this study provide insight into why this inequality persists. 
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However, following recent work (Moore, 2008), this study suggests that the division of 

health work may simultaneously reflect gender inequality in unpaid work and be a source 

of power for straight women. This is evidenced by straight women expressing 

simultaneous feelings of obligation, annoyance, enjoyment, satisfaction, and power as 

health workers. In this way, straight women ―may themselves resist efforts to allow men 

to partake of the pleasures, as well as the disadvantages‖ (Lewin, 2009 p. 29) of health 

work. This may occur in order to demonstrate ―appropriate‖ gender while simultaneously 

demonstrating their social power in marriage. This finding is analogous to Moore‘s 

(2008) study on black lesbian step-families, wherein biological mothers perform more 

housework than nonbiological mothers intentionally in order to gain access to control 

over other aspects of the relationship. I emphasize, however, that while health work and 

other forms of unpaid labor may indeed be a source of power for straight women, this 

work done in the home continues to go unpaid and devalued in the context of their 

relationships and in the wider society (Lewin, 2009).  

 If this analysis had only examined straight couples the findings would suggest that 

health work is a gendered phenomenon wherein men, for the most part, do not do health 

work and women do. However, by including gay and lesbian couples this analysis 

provides insight into the ways health work dynamics are more complex. We might expect 

that, given the findings from the straight couples, women in lesbian couples perform 

health work while men in gay couples do not. Yet findings revealed that both men and 

women in gay and lesbian couples perform specialized health work processes in ways 

that are analogous to straight couples. These findings suggest that specialized health work 
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processes were not driven by gender per se, but by gender within relational and 

intersectional contexts including gender composition of a couple and sexuality (Connell, 

1995; Moore, 2008). In a straight relationship, norms of the sex/gender binary and an 

emphasis on sex/gender differences frame men as masculine and women as feminine 

(Connell, 1995)—engendering women‘s health work. Yet, in a relationship of two lesbian 

women or two gay men, partners may perform gender in ways that blur the sex/gender 

dichotomy that frames males as masculine (and therefore not health workers) and females 

as feminine (and therefore health workers) (Cherlin, 2004; Stacey, 2000).  

 For example, research shows that masculinity is not solely relegated to male 

bodies and femininity is not solely relegated to female bodes (Connell, 1995).  In this 

context, one partner in a gay or lesbian relationship may perform gender in a more 

normatively feminine way, while the other may perform gender in a more normatively 

masculine way (Moore, 2006). This difference in gender performance may engender the 

more feminine partner‘s health work, as found in straight couples. Alternatively, it may 

be that neither partner adheres to a masculine or feminine presentation of self but instead 

performs gender in more ambigious ways (Cherlin, 2004; Stacey, 2000). This, in turn, 

may provide more fluidity to negotiate who performs health work without relying on 

notions of emphasized difference between masculine and feminine partners. I am unable, 

though, to address this possibility fully because self-identified notions of masculinity and 

femininity were not measured in the data. I am able to gain a discursive understanding of 

individuals‘ gender performances through my interactions with respondents and my field 

notes. However, I am unable to identify any consistent ways the gendered performances 
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and gendered representations of individuals in this sample shape specialized health work 

dynamics.  Additionally, differences in income, education, occupation, negotiation of free 

time, and age may structure specialized health work in gay and lesbian couples (Bittman 

et al., 2003; Carrington, 1999; Sullivan, 2004). Yet, no clear or consistent theme of 

difference between partners emerged from this analysis. I hope to future explore these 

possibilities in future work, paying attention to how additional notions of difference may 

shape specialized health work dynamics.  

 This chapter analyzes descriptions of specialized health work in intimate 

relationships. Here, I show that the division of specialized health work was justified by 

drawing on perceptions of a partner‘s unhealthy habits, knowledge about health, and in 

conversation with a ―balanced‖ division of unpaid work in the home. Overall, I find that 

these justifications act to reinforce an unequal division of health work among couples—

wherein straight women, and one partner in gay or lesbian couples, perform the bulk of 

specialized health work. The present chapter provides new theoretical and empirical 

advances in our understanding of the gendered ways health habits are shaped in long-

term intimate relationships, and further situates health work as part of unpaid work in the 

home. In Chapter 4, I move to an exploration of the second type of health work identified 

in the data—what I call cooperative health work—wherein both partners perform health 

work in mutually reinforcing ways.   
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CHAPTER FOUR: COOPERATIVE HEALTH WORK 

In Chapter 3, I show how partners describe one partner‘s health work on a constant—

sometimes daily—basis, what I call specialized health work. I argue that the discourses 

used to describe specialized health work reinforce a dynamic wherein women in straight 

couples, and one partner in gay and lesbian couples, do the bulk of this work. While 

specialized health work is present in most couples, respondents describe a second type of 

health work present in their intimate relationship. In contrast to descriptions of one 

partner doing health work across the life course, some respondents emphasize instances 

when they and their partner work together in mutually reinforcing ways to promote one 

another‘s—and their own—health habits. I call this dynamic cooperative health work.  

 Cooperative health work is a process shaped by an understanding of commonality 

in health habits and consequent desire to do health work. Findings reveal this type of 

health work is described by at least one partner—and usually by both partners—in 26 of 

30 gay and lesbian couples but only 5 of 30 straight couples. Specialized and cooperative 

health work are not mutually exclusive and occur in the same couple—either at different 

points over time or in relation to different health habits. When analyzing cooperative 

health work dynamics, I question how partners explain the presence of cooperative health 

work in their relationships. I find that respondents deploy three discourses of similarity to 

explain why both partners perform cooperative health work. In the first discourse of 

similarity, respondents emphasize that both partners have always already been on the 

same page about health work. In this theme, respondents convey that the health work 

both partners do together in mutually reinforcing ways has always been a natural and 
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intrinsic dynamic of their relationship. In the second discourse of similarity, respondents 

describe how they are on the same page about health work on an as needed basis—

conveying the need for cooperative health work as a result of mutual life changes, aging, 

and synergistic health appraisal processes. In the third theme of similarity, I identify two 

ways health work dynamics shift across the life course. Some respondents shift from 

specialized to cooperative health work, while others report cooperative health work that 

is initiated by each partner at different points across the life course.  

COOPERATIVE HEALTH WORK FROM “DAY ONE” 

 Respondents use discourses of similarity to explain why they perform cooperative 

health work. Of those respondents who describe cooperative health work, a little less than 

half describe a dynamic wherein both partners have always already worked together to 

enhance their own—and one another‘s—health habits via health work since ―day one.‖ 

This perception of omnipresent mutual health work predicated on ubiquitous similarity is 

exclusively found in gay and lesbian couples. For example, Karen (41) describes the 

work she and her partner of 25 years Paige (44) do together to stay healthy: 

 We are always on a diet. We are always trying to exercise. We both initiate diets. 

 We are both trying to always be at the ideal weight. Trying to always exercise. 

 Just to be healthy or participate in some kind of exercise thing coming up. And we 

 enjoy hiking. We enjoy doing physical things on vacation. We like doing those 

 kind of things together. 

Karen suggests that she and Paige, together, have always been ―trying‖ to exercise and be 

healthy together, emphasizing the view that health work is a joint process done by both 
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partners. Paige reiterates this in her own interview: ―When we‘re good, we‘re so good. 

Diets are followed…she‘s right there with me.‖ Both Paige and Karen point to their 

mutual views about being ―good,‖ and how they are able to work together to promote 

their health as a couple because of this similarity that has been present since the start of 

their relationship. 

 Similarly, David (41) discusses the way he and his partner of 16 years Stanley 

(42) have worked together to stay healthy since the start of their relationship: 

 We‘re both on the same page with it. It was like an immediate attraction, 

 anyways. We both totally watch what we eat, drink, you know you‘ve got to drink 

 a gallon of water plus a day. Got to take your vitamins. I mean we‘re on the same 

 page with that all the way… always. For dinner, before we moved here, whoever 

 got home first started dinner.  You basically knew what you were going to  have. I 

 mean, we just eat meats and raw vegetables and stuff like that.  Yeah, I mean, that 

 has always been the same page. 

David describes how being on the same page about health habits was ―an immediate 

attraction‖ between he and his partner, suggesting that David views their mutual health 

work as an important part of their relationship from the start. In fact, this mutual priority 

was part of what attracted them to one another, and, perhaps, continues to support their 

relationship. Both Karen and David describe inherent similarities between themselves 

and their partners—similarities that have been present since the start of their relationship. 

As a result of these similarities, they and their partners perform cooperative health work 

to address their similar needs and wants. Similarly, Bobby (44), partnered to Terry (48) 
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for 17 years, also describes the notion of being on the same page about health work and 

health habits since the start of their relationship: 

 From day one. Both of us were runners when we met each other. In fact, we 

 began running with each other, I think probably the first two or three weeks that 

 we met. And we still go running as often as possible. He will meet me… he will 

 call me up and say, ‗You want to go running?‘ And I will say, ‗I will meet you at 

 the trial.‘ And we will go running. That is one of the things that just I guess we 

 just don‘t think about it enough. That we are lucky that we keep each other 

 healthy like that. 

Like David and Karen, Bobby suggests that he and his partner Terry have been on the 

same page ―from day one‖ about their health habits. Terry also emphasizes the 

importance of their cooperative health work in his own interview: ―The best times we 

ever have is when we go running together… I think it has helped keep our illnesses 

down.‖ Both partners mention how their cooperative health work has kept them healthy 

since the start of their relationship, but that these efforts are something they enjoy doing 

together.  

 Several gay and lesbian couples like the ones above describe their cooperative 

health work efforts as an inherent and natural component of their relationship since its 

inception. In contrast, only one straight couple describes being on the same page about 

health work since the start of their relationship. Benjamin (31) discusses how he and his 

wife Susan (30) have always done health work together: 

 We have always been very athletic and very fitness oriented. She tries to cook 
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 healthy meals. We try to influence the kids to exercise and eat right. We both still 

 run together when we can. We bicycle together when we can. We go work out at 

 the gym when we can. It is a big priority in our lives. I mean, it is part of our 

 makeup.  

Like other couples in this section, Benjamin describes how he and his wife have ―always‖ 

been athletic and continue to work together to be healthy. His notion that health work is 

mutually done together to be healthy, as ―part of our makeup,‖ suggests that he views 

their health work as inherent behavior that both he and his wife share.  Moreover, like 

others in this section, this commonality around health habits was a factor in their 

attraction to one another at the start of their relationship. However, Benjamin also 

mentions Susan‘s specialized health work around food. This contrast suggests that while 

both spouses do health work together in the context of exercise, Susan solely does 

specialized health work in regard to food. This supports the finding in Chapter 3 which 

suggests in straight relationships, women perform health work around food while men 

were charged with health work around exercise. Moreover, it shows the ways in which 

cooperative and specialized health work coexist in the same relationship in regard to 

different health habits. 

 Overall, the couples in this section emphasize that, as a result of inherent 

similarities between themselves and their partners, they have been on the same page 

about doing cooperative health work since the start of their relationship. For these 

partners, working towards keeping healthy habits was understood as a very important 

facet of their lives together. These findings reveal that gay and lesbian respondents draw 
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on beliefs about mutual perceptions of what is healthy in order to explain cooperative 

health work processes. Only one straight respondent describes this dynamic. This is not 

to suggest that straight partners did not share common health habits. In fact, research 

suggests that married straight couples are very similar in health habits (Wilson, 2002). 

However, the finding that straight couples rarely emphasize similarity in either health 

habits or their joint efforts to perform health work is theoretically suggestive. I discuss 

this further in the discussion section at the end of this chapter. 

COOPERATIVE HEALTH WORK AS NEEDED 

 In contrast to viewing cooperative health work as something inherent to a 

relationship from its inception, about one third of those who describe cooperative health 

work dynamics understand this work as a recent development in their relationship. The 

impetus to work cooperatively arose from the simultaneous recognition of common 

health needs such as a mutual unhealthy habit, a major health event (e.g., diagnosis), or 

recognition of aging processes This theme was, again, primarily described by gay and 

lesbian couples, however, one straight couple also described this dynamic. 

 Respondents emphasized that their cooperative health work dynamics evolved 

from a contemporaneous recognition of mutual unhealthy habits. Adam (50) partnered to 

Paul (48) for 23 years points to how health work evolves from joint appraisals of health 

work needs: 

 There have been times when we have both been watching our weight and both 

 trying to eat low fat, low cholesterol stuff. There have been times when we both 

 have made a very conscious effort to lose weight and we tracked it together and 
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 we weighed in together and… And that was very positive to do that together and 

 it became a project.  

Adam highlights in his interview that there are particular times when both he and his 

partner actively do health work together (e.g., watching or ―tracking‖ their weight) when 

they feel it is necessary to lose weight. In this sense, cooperative health work is utilized 

on an ―as needed basis‖ when both partners see the mutual need to get healthier. 

Similarly, Spencer (47) and Elliot (49) partnered for 25 years independently emphasize 

how they work together to be healthy when needed. Spencer says: 

 We talk about our intake. To try to keep each other in balance sometimes, you 

 know, so it‘s not something that we‘re overdoing… we have a Sunday dinner 

 group and sometimes, you know, we just get flowing. And we‘re like, okay, we 

 definitely have a line at which we cannot have any more, what have you. And 

 maybe decide, ‗well let‘s have a water this time [laughs].‖  

Spencer points to how, they believe they are going overboard with certain unhealthy 

habits, both he and Elliot do cooperative health work together with the shared aim to be 

healthy. In Elliot‘s interview, he describes how he now has nerve damage and is unable 

to exercise rigorously. Because of this, ―[Spencer will] adapt his workout schedule to 

accommodate my less active needs. So he is more likely to go for longer walks with me 

rather than go to the gym or go bike riding for an hour because I can‘t do either of those 

things.‖ In this case, Elliot draws upon a health incident—his nerve damage—to provide 

the impetus for their cooperative health work.  

 As described by Spencer and Elliot, respondents show how cooperative health 
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work dynamics emerge from mutual appraisals of unhealthy habits, as well as a joint 

appraisal of an illness, injury, or other health event. Similarly, Amanda (29) discusses 

how she and her partner of 13 years Julie (31) have failed to pay attention to their health 

in the past. Now, they are attempting to make changes to their unhealthy habits together. 

They do so because they are planning to have children and have mutually appraised their 

habits as not healthy enough for such an event. Amanda says: ―We are right now getting 

healthier. We are starting to eat better. More fruits and vegetables. No cokes, no 

frappachinos,‖ while Julie says: ―I think that we definitely have decided to be much more 

healthy on the food approaches and are trying to make healthier food choices.‖ Both 

partners‘ focus on ―we work‖ to collectively become healthier as a result of their shared 

plans for parenthood. 

 Shifts towards cooperative health work were most often discussed as a result of 

mutual appraisals of an unhealthy habit a major health event, however, cooperative health 

work dynamics also emerged from recognition of mutual aging processes. Angie (34), 

married to her husband Bret (34) for 10 years talks at length about how she has viewed 

health work as her responsibility throughout her marriage—a dynamic of specialized 

health work. However, now, as a result of her views of their mutual aging, she believes 

that health work should be a cooperative effort: 

 It‘s always been, up until very recently, it‘s always been me trying to figure out 

 how to help him become healthy and fit. Whereas now I look at I, and I guess he 

 does to… we‘re in the same boat and we need to do this together. We need to 

 figure out how we‘re going to do this together so that we‘ll be healthy and live a 
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 long healthy life. Because we, I guess when you‘re in your twenties, you feel like 

 your immortal and you can worry about all of that later. So he and I are both right 

 now, together, trying to find a way to become healthy together. 

 Angie discusses how both she and her husband are now ―working‖ on getting 

healthier together in a recent push towards doing cooperative health work. While Angie 

previously viewed herself as the primary health worker, she emphasizes here that she 

recently sees the importance of working toward being healthy cooperatively because of 

her growing awareness of their mutual aging. Angie‘s husband Bret did not discuss 

cooperative health work in his interview. This shift from specialized health work to 

cooperative health work is discussed in depth in next theme of this analysis.  

 Respondents in this section describe how when both they and their partners do 

cooperative health work to mutually enhance both partners‘ health habits. For these 

couples, mutual changes in health experiences and appraisals are the impetuous and 

justification for cooperative health work. Additionally, these illustrations show how 

cooperative health work begins and shifts over time depending on circumstance—a 

theme I will develop further in the section below. Like the previous subsection, several 

gay and lesbian couples emphasize their common enterprise of cooperative health work, 

while only one straight spouse discusses this form of work.  

HEALTH WORK SHIFTS ACROSS THE LIFE COURSE 

 Most respondents describe fairly static notions of either specialized health work 

or cooperative health work across their relationships in regard to a particular health habit. 

However, as shown with Angie‘s discussion of health work in the theme above, some 
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respondents emphasize that health work dynamics shifts between specialized and 

cooperative health work over time. There are two main ways health work processes shift 

across the life course: ―specialization to cooperation‖ and ―back and forth initiation‖ 

across the life course. These themes are described below.   

Specialization to Cooperation 

 Partners emphasize being on the same page about health work, working together 

to promote healthy habits either from the start of their relationships or as a result of what 

they mutually appraise as a necessary change. In contrast, partners in this theme describe 

how one partner in a relationship initiates health work, but that this specialized health 

work transitions to cooperative health work. The initiation of cooperative health work by 

one partner is similar to specialized health work found in Chapter 3, however, in this 

section partners describe a type of specialized health work that subsequently cultivates 

cooperative health work dynamics.  This theme emerges in less than a quarter of 

interviews with gay and lesbian couples, and in only three straight couples.  

 Respondents describe how cooperative health work projects emerge from one 

partner‘s health work initiation. In this process of ―initiation to cooperation,‖ one partner 

does health work onto themselves or their partner, and then subsequently encourages 

their partner to join them in doing cooperative health work. This is illustrated by Marissa 

(45), who discusses the health work of both her and her partner of 10 years, Janice (40). 

When asked how she shapes Janice‘s health habits, Marissa says: 

 I think it is mainly when we are being healthy ourselves, it helps the other one to 

 be healthy too… It is easier for the other person to kind of just join you in that. 
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 When we both take the time to exercise and eat right and model that behavior, it is 

 a lot easier. 

Marissa suggests that when partners attempt to be healthy themselves, it is a form of 

health work in that it ―helps the other one to be healthy too.‖ In doing so, she identifies 

how the very act of paying attention to one‘s own health is part of health work that 

eventually facilitates cooperative dynamics. Like Marissa, other respondents describe 

how after doing health work by setting an example through their own habits, and 

subsequently their partners began to do cooperative health work.  

 Like Marissa, Michael (48), partnered to Jeffery (55) for 27 years, discusses how 

setting an example of what he considers healthy habits fosters cooperative health work. 

But, as Michael emphasizes, this transition towards cooperative health work can take 

time: 

 I think I set a good example for him. I mean, I was the one that started going to 

 the gym and working out, way back when. And then he sort of fell into it too. And 

 now we are both… we have been members at a gym for, what, 20 years. I can 

 remember way back when, saying that… when we both started gaining weight, 

 that we have both got to something about this. And I sort of took the lead on that. 

 And he kind of followed along. 

Michael describes taking the ―lead‖ and setting a ―good example‖ for his partner as a way 

he performs health work to makes Jeffery healthier. Yet, this transition to cooperative 

health work began over 20 years ago as a result of his view that both he and his partner 

were gaining weight. In this way, Michael emphasizes how over time, his initiation of 
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health work at the start of their relationship via his own healthy habits became a mutually 

reinforcing work eventually done cooperatively by both partners.  

 Other couples draw attention to similar ways specialized health work done by one 

partner shifts into cooperative health work done by both partners. Matthew (69), married 

to Pat (68) for 46 years discusses how Pat can sometimes act as the health worker, but 

that this pattern can shift over time:  

 She‘s [pauses, sighs] when she starts to go on a weight campaign she‘ll say, ‗Well 

 you are looking a little [pause, motions to indicate weight gain], why don‘t we go 

 to do it together?‘ So we do. We‘ve done the calorie counting, but mainly we just 

 eat healthy and exercise. But usually she takes the lead and I follow. 

Matthew‘s description of how he and Pat began doing cooperative health work via Pat‘s 

initiation provides insight into how he views health work processes. While he emphasizes 

that he and Pat now work together in a cooperative way to promote one another‘s—and 

their own—health habits by calorie counting, eating healthy and exercising, he also 

emphasizes that Pat initiated these joint ventures. Matthew‘s emphasis that the process of 

cooperative health work was initiated by Pat illustrates how health work processes as 

shift over time.  

 Karla (41) also discusses how she has facilitated cooperative health work between 

her and her partner of 15 years Olivia (47), but that over time this initiation has given 

way to a more cooperative health work dynamic: 

 She actually does sports now. Olivia works out and kind of enjoys it and that… 

 that took a very long time. I never pushed her but over time I‘ve said, ‗Oh why 
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 don‘t you come do this with me.’ And because I love it so much, you know she 

 gets into it too, and I‘d make our… I think our weekly routines more physically 

 active and the kids are much  more physically active, I think because of me. 

 While Karla takes credit for the health work she did pulling her partner out to exercise, 

she emphasizes that, over time, this has become less about her initiation and became 

more of a cooperative effort made by both herself and her partner to be more physically 

active. Later in her interview Karla mentions that this process has taken a ―very long 

time,‖ a comment that illuminates the long-term shifts of health work across the course of 

a relationship.  

 Like Karla, Charles (54) discusses how both he and his wife Emily (56) of 31 

years had gained weight over time. Because he had gained weight, he decided to go on a 

diet, saying:  

 Then she jumped on board. Then we were working together. We were stretching, 

 we were working out. …. And that is when we got back on the diet together. We 

 were on the same diet together. Atkins. Protein, and no carbs. And we probably 

 have been on it I suppose three times now. 

In one of the few illustrations found among straight couples, Charles‘ effort to facilitate 

his own healthy habit became a collaborative project done by both spouses when his wife 

―jump[ed] on board.‖ Like Charles, Danielle (47) also uses the language of ―we‖ to 

illustrate the way that her initial influence over her partner Gretchen (46) of eight years 

becomes cooperative health work. She says, ―I am about to sign us up for the ―Y‖ so we 

can swim. Because we are both getting fat. So we will pay more attention to that as we 



84 

 

get rounder.‖ While Danielle describes her efforts to sign both partners up for the 

YMCA—an act of specialized health work—Danielle further suggests that both partners 

now work at maintaining their weight jointly through cooperative health work as ―we get 

rounder.‖  This suggests an approach to health work that includes cooperative health 

work efforts as a result of the initiation of health work by one partner.   

 Partners in this subsection explain the process through which specialized health 

work becomes a cooperative health work venture.  Unlike specialized health work, 

wherein the health worker maintains their position of ―health expert‖ or the health worker 

throughout the course of a relationship, these couples emphasize that health work 

dynamics change over time, shifting from a specialized health worker to a dynamic of 

cooperative health work done by both individuals jointly. In the next section, I outline a 

unique—but illustrative—version of this type of shift to cooperative health work—the 

oscillation of health work initiator across the life course. 

Taking Turns Across the Life Course  

 While respondents in the previous subsection describe a dynamic wherein one 

partner initiates health work and the other joined in performing cooperative health work 

the respondents in this section describe a more flexible, oscillating cooperative health 

work wherein the initiator of health work changes across the life course. This theme 

showcases the complex and unusual ways partners share in this unpaid work. This theme 

was predominately described by gay couples (8), with only one lesbian couple and one 

straight couple describing this dynamic. This type of health work was described primarily 

around exercise habits. 
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 Respondents illuminate how their cooperative health work is initiated by both 

partners in different ways over the course of their relationship. Unlike in previous themes 

where partners do cooperative health work as a result of always occurring similarities, on 

an as needed basis due to mutual beliefs about health, or due to one partner‘s initiation, 

here each partner takes the lead on health work at different points across the life course. 

Paul (48), partnered to Adam (50) for 23 years illustrates this: 

 We kind of both go through periods of gaining weight, losing weight, exercising, 

 not exercising. Sometimes together, sometimes separately. And lately he has been 

 more diligent about watching his diet and running more than I have and I am kind 

 of on the verge of giving in and okay, I will start running too. So it is kind of like 

 that and vice versa. There are times when I will get obsessed with running and I 

 will be every night I have got to go to the lake. And he might not join in for a 

 while and then eventually he will. We kind of cycle on and off. Sometimes it is 

 the same level, sometimes one will start and we will do it together….. like if I will 

 get in the mood to go on a diet and drag him along with me or I will start 

 exercising and take him along with me.‖  

Paul suggests that he and his partner oscillate not only who is exercising or working to 

lose weight on their own, but also how one partner will ―drag‖ the other partner along in 

their healthy habits, eventually facilitating cooperative health work.  Similarly, Terry (48) 

discusses the back and forth nature of cooperative health work in his partnership of 17 

years with Bobby (44): ―We both used to run like every day. And now, I probably work 

out like four times a week. Our best times we ever have is when we go running together, 



86 

 

because we can run to the park and we do trail running.‖ When asked who suggests going 

for a run, Terry says, ―[we] switch back and forth. We are both on different cycles.‖ Max 

(50), partnered to Aidan (49) for 10 years reiterates this theme by saying, ―Well, recently 

he has had a positive in terms of getting back into exercise. Not as positive as I should 

have allowed, but…it used to be the other way around. I did more [to push him]… for 

months, I‘ve done less, and he‘s done more.‖ In suggesting that Aidan‘s efforts to get him 

to exercise are ―not as positive as he would allow,‖ Max suggests that he comprehends 

Aidan‘s efforts to make him healthier and believes he should give in to this health work. 

Moreover, Max‘s suggestion that he does more to push Aidan at other points in their 

relationship suggests a unique dynamic of health work initiator that changes hands over 

time.  

 Rex (54) and Tucker (67), who have been together for 34 years, both discuss how 

they cooperatively lost weight through a back and forth dynamic in a similar way. Rex 

says:  

 I actually lost 20 pounds. And we did that though diet. I lost 20 pounds in the last 

 two and a half months. He‘s lost weight too. And yeah, he‘s the one that got this 

 diet started and got it going and kept it going, and kept me honest about it. Now 

 it‘s the tables turned and I have to do the same thing for him. Because he has this 

 compulsive personality and will eat things he shouldn‘t. So, yeah, I would say that 

 health wise, we‘ve always been there. 

Tucker also talked about how health work has shifted hands over time, describing how he 

―used to cook all the time‖ and tried to keep Rex healthy, but now they are doing Nutra 
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System, a program where they purchase pre-made meals, in a cooperative way with the 

aim of losing weight. Rex and Tucker, along with the other couples in this section, 

illustrate how partners think about the health work they and their partners cooperatively 

do as a process initiated by both partners at different times over the course of the 

relationship.  

 While this theme was predominantly describes by gay couples, one lesbian 

couple, Janet (40) and Courtney (50), partnered for 15 years, describes this type of 

oscillating cooperative health work. Both women describe in their interviews their 

decision to get bikes. Both independently suggest it was their idea to initiate this exercise 

habit. Janet says, ―I did persuade both of us to get bicycles last year. Last summer I said, 

‗Let‘s go get some bikes and bike.‘ So we bought some bikes and we have been biking. 

So we both… now we are at the stage where we are kind of helping each other kind of 

move along.‖ Courtney also emphasizes the way they both work together at exercising 

she says, ―We bought bikes last summer, so I pulled her out. Get on the bike. Let‘s go. 

That was one of the big ways we got together.‖  Janet discussed how she ―persuaded‖ 

both partners to get bikes, but that they now are ―helping each other‖ exercise, while 

Courtney discussed how she has ―pulled her out‖ to go biking. Janet‘s and Courtney‘s 

recounting who initiated exercise illustrates the way cooperative work dissolves the 

static, agreed upon role of a ―expert‖ into work that both partners view as something they 

individually instigate, but do collaboratively. Moreover, Janet and Courtney illustrate an 

ever changing shift from one health work initiator to the other, contributing to a sense of 

cooperative health work over time. 
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 The final illustration of a back-and-forth cooperative health work is described by 

Sal (55). Sal discusses how she and her husband Jim (55) of 32 years exercise every 

morning together: 

 We both work out together every day. We go to the gym every morning at 5:00. 

 So that‘s one thing that‘s kind of been important to both of us, is staying health… 

 I think that because we do it together helps because I think, oh my God, if he 

 wasn‘t here every morning, getting up when the alarm went off and I was just by 

 myself, I‘d probably be tempted to rollover and say oh well. Maybe tomorrow I‘ll 

 do that. It‘s just kind of we spur each other on to do it. I mean there will be some 

 mornings he‘ll wake up and go, ―Do you really want to go today?‖ And I‘ll go, 

 ―Yeah, let‘s go.‖ And then he‘ll go, ―Ok fine.‖ So I mean we each have days 

 when you‘re not in the mood. But we motivate each other.  

In this quote, Sal emphasizes that while both she and her husband are committed to doing 

cooperative health work to stay healthy together, one partner ―spurs‖ the other on each 

morning. Like others in this section, instead of one individual encouraging the other to 

exercise across the course of a relationship, Sal suggests that it is both spouses‘ joint 

endeavor to exercise every morning. Further, she views their cooperative health work as 

imperative to the success of both partner‘s exercise efforts. 

 Taken together, respondents emphasize the fluctuating nature of health work 

initiator over time, wherein, depending on a variety of contextual factors, partners take 

turns initiating a cooperative health work endeavor. The shifting notion of who does 

health work, as well as a movement from initiating health work to a more cooperative 
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health work approach, suggests dissolution of the static role of a knowledgeable ―expert‖ 

or ―unhealthy partner‖ elucidated in Chapter 3. Instead, in this section partners 

emphasized the health work is a cooperative process that changed in meaning and form to 

meet the needs of both partners across the life course. This type of health work was 

overwhelmingly described by gay men, and was nearly exclusively discussed in terms of 

exercise. It may be that due to cultural emphasis on men, masculinity, and sport, an 

intimate relationship between two men highlights and exacerbates this common bond in 

ways that promote shifting cooperative health work across the life course. I discuss this 

further in the discussion section below.   

DISCUSSION 

 In this chapter I illustrate that partners explain or justify why cooperative health 

work occurs by drawing on three notions of inherent or emergent similarities in partners‘ 

health habits, and health work. First, respondents emphasize that both partners have 

always been on the same page about health work, conveying that the health work both 

partners do together in mutually reinforcing ways as a natural and intrinsic dynamic of 

their relationship. Second, respondents describe how they are on the same page about 

health work on an as needed basis dependent on their assessment of shared life changes, 

aging, and synergistic health appraisals. Third, respondents describe the changing 

dynamics of cooperative health work initiated by one or both partners across the life 

course. These respondents invoke distinct health work processes that relies upon mutually 

interdependent organization (verses a specialized organization) of this type of unpaid 

work.  
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 Few straight men and women describe a dynamic of cooperation. This is 

surprising given research showing people are more likely to marry those who have 

similar health habits (i.e., assortative mating), and that married spouses continue to have 

concordant health habits across the life course (i.e., covariance) (Leonard & Eiden, 1999; 

Lillard & Panis, 1996; Macken, Yakes, Blancher 2000; Wilson, 2002). In this analysis, 

health habit concordance did not foster cooperative health work. Instead, findings reveal 

that statistical similarities in health habits found in national data have little bearing on the 

health work dynamics around those health habits in straight marriages. In fact, while 

several gay and lesbian couples describe how they were initially attracted to one another 

as a result of their mutual health habits (i.e., assortative mating) and continued to 

cooperate towards healthy exercise habits throughout their relationship (i.e., covariance), 

only one straight partner describe this dynamic.  

 Why is it, then, that straight couples supposedly select into marriage with 

common habits and report similar health habits in survey data, but do not discuss 

cooperative health work around those shared health habits?  Straight couples‘ absence 

from this chapter may be indicative of the context in which married men and women 

think about, understand, and negotiate health habits and health work. A feminist 

perspective on marriage suggests that along with the institutional and symbolic aspects of 

marriage comes a host of societal norms, values, and assumptions associated with 

meanings of being a man or woman in marriage (Ferree, 2010). These gendered 

discourses of marriage and the marital tie emphasize naturalized, complementary 

differences between men and women, reproducing traditional gender relations that 
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underscore the belief in such differences (Ferree, 2010; West & Zimmerman, 1987). 

Thus, although survey research shows that spouses have similar health habits, straight 

partners may deemphasize this similarity in favor of a discourse of difference (e.g., an 

emphasis on men‘s ―unhealthy habits‖ in Chapter 3). While these traditional norms of 

complementary difference circumscribe cooperative health work dynamics in straight 

couples, partners in gay and lesbian couples have different gender compositions (e.g., 

man-man, woman-woman) and institutional (e.g., non-marital) contexts (Cherlin, 2004; 

Stacey, 2000). These contexts do not necessarily—or at least as obviously—support these 

same notions of complementary difference (Cherlin, 2004). Thus, it may be that gay and 

lesbian partners draw on contemporary notions of similarity among men and among 

women—not differences between men and women—advancing cooperative health work 

dynamics.  

 Additionally, research suggests that health habits themselves are gendered 

(Courtenay, 2000; Sabo & Gordon, 1995). For example, exercise—a health habit 

discussed at length in this chapter—is highly gendered due to historical norms around 

physical virility and sport (Courtenay, 2000; Messner, 1995). From childhood, physical 

activity is stratified by gender, with young children divided into ―girls‖ and ―boys‖ sports 

teams during pre-adolescence (Messner, 1995). This stratification continues into 

adulthood in the form of beliefs and stereotypes about the differences between men‘s and 

women‘s physical abilities. For example, it is readily assumed in U.S. society that men, 

on average, are able to run faster and longer than women due to a confluence of 

biological and social factors (Courtenay, 2000). Thus, even if a husband and wife both 
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enjoy running independently, they may run at difference distances and paces due to 

various factors and therefore be unable to exercise together in a cooperative way. Perhaps 

more importantly, even if spouses were able to run the same distance and pace, both 

spouses may not wish to run together because this would emphasize a lack of gender 

difference between them. However, two men in a partnership who enjoy running 

independently may not be structured by such norms of difference, and therefore feel freer 

to do cooperative health work and run together.  Thus, straight men and women in this 

sample may continue to assert difference from one another due to these long-standing 

gendered contexts around sports, and thus rarely identify health habits or health work 

done collectively.  

 Due to these institutionally structured norms, men typically play sports and do 

physical activity with other men, and women do so with women, developing a link to 

same-sex physical activity and sport early in life. The emphasis on same-sex bonding 

through sports may continue to be salient in an intimate tie in ways that have not been 

previously explored. This saliency may be particularly true for gay men and lesbian 

women, who, due to gendered organization of health habits, as well as gay and lesbian 

masculinities and femininities, have strong ties to certain health behaviors including 

exercise (Connell, 1995; Courtenay, 2000). This structured emphasis on health habit 

similarity since childhood may foster cooperative health work around these health habits. 

This may also be the case for health habits other than exercise, as well. For example, 

dieting behavior is highly gendered: Women diet at much higher rates than men (Bordo, 

1993; Kilbourne, 1994), and gay men diet at much higher rates than straight men 
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(Kaminski, Chapman, Haynes, & Own, 2005). Thus, social and institutional context may 

facilitate those partnerships with a gender composition of two gay men and two lesbian 

women with more flexibility to negotiate health work in cooperative ways as a result of 

shared gendered norms (Kurdek, 2006). For example, two lesbian women (e.g.,  Karen 

and Paige, above) may share health work cooperatively as a result of both women‘s 

desire to stay thin in accordance with idealized women‘s bodies (Bordo, 1993; Kilbourne, 

1994). Alternatively, two gay men (e.g., Bobby and Terry, above) may mutually draw 

upon alternative notions of gay masculinity that place emphasis on thinness (Conron et 

al., 2010), and perform cooperative health work to achieve this common goal.  

 The findings in this chapter contribute to research on the mechanisms through 

which partners influence one another‘s health habits across the course of a relationship. 

Specifically, a large literature on health behavior in marriages focuses on convergence 

and covariance of spouses‘ health habits over time. Convergence theory suggests that 

spouses become more similar in their health habits over time by virtue of a wide range of 

continued interpersonal interactions in marriage (Demers et al., 1999), while 

interdependence theory suggests that health habits between spouses significantly covary 

and ―travel together‖ as a ―couple-level phenomenon‖ (Lewis et al., 2006; Merline et al., 

2008) over time. Convergence or interdependence may occur because individuals self-

select others who share similar health habits as they do (e.g., assortative mating) 

(Waldron, Hughes, & Brooks, 1996) or because partners ―spin off‖ one another‘s health 

habits (Falk et al., 2000; Shattuck et al., 1992; White et al., 1991). Yet, the mechanisms 

through which partners covary or converge are still poorly understood (Lewis et al., 
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2006).  

 My analysis extends previous research to suggest that cooperative health work is 

one unidentified mechanism through which partners covary and converge across the life 

course. Because previous research on health habits and intimate ties have routinely 

ignored gay and lesbian cohabiting couples, and because the themes in this chapter 

emerged predominantly in gay and lesbian relationships, cooperative health work 

provides a potentially new way of thinking about the more nuanced processes through 

which intimate ties shape health habits. For example, partners describe not only their 

covarying and converging health habits, but also their covarying and converging efforts 

and attention to one another‘s health habits through shifting dynamics of health work.  

This suggests that cooperative health work shapes processes of health habit covariance 

and convergence over time, at least for gay and lesbian couples. Thus, partners described 

exactly how and why their health habits covaried and converged across time, 

emphasizing the force of not only their partner‘s health habits, but also health work 

processes regarding those health habits.  

 In a related way, scholars theorize that unpaid work done in the context of the 

home is not only done for others, but also imposed on oneself.  For example, the emotion 

work of attempting to manage one‘s own emotions may be done simultaneously in order 

to enhance other‘s emotional states and one‘s own emotional states (Erickson, 2005). In 

this chapter I show processes of health habit convergence wherein one partner initiates 

health work onto one’s self (e.g., I wanted to eat healthier) in turn fostering cooperative 

work done by both partners.  Health scholars call one‘s own desire to be healthier the 
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internal health locus of control, or personal health control, which is a measure of the 

―extent to which individuals believe that their own behavior influences their health 

status‖ (Pudrovska, working paper p. 2; also see Mirowsky & Ross 2003; Wallston, 

Wallston, & DeVellis 1978). Those who have a higher internal health locus of control are 

more likely to engage in healthy habits and less likely to engage in risky health habits 

(Mirowsky & Ross, 2003). It may be that the belief that a person can change one‘s own 

health status—and health work done to oneself based on those beliefs—may be related to 

the actions they take to change others’ health habits. Thus, cooperative health work is a 

communal and multidirectional process between partners rather than a one-way process 

(Lewis & Butterfield 2007; Lewis et al. 2004).  

 The current chapter explores the second configuration of health work found in 

intimate couples—cooperative health work. Next, I move beyond a discussion of how 

intimate partners attempt to promote one another‘s healthy habits to a discussion of how 

intimate partners promote one another‘s unhealthy habits.  
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CHAPTER FIVE: INTIMATE PARTNERS AND THE PROMOTION OF 

UNHEALTHY HABITS  

Respondents discuss at length the ways in which they perform health work to promote 

one another‘s health habits, and I have focused this dissertation thus far on outlining the 

dynamics of health work processes. In this chapter, I take a sharp turn from a discussion 

of how partners attempt to make one another healthy through health work to a discussion 

of how spouses make one another unhealthy. I choose to focus my final chapter on this 

topic because nearly all respondents discuss times when they promote the unhealthy 

habits of their partner. While scholars place emphasis on showing how marriage makes 

people healthier, a growing literature suggests that marriage may also promote unhealthy 

habits (Christakis & Fowler 2007, Taylor & Repetti, 1997). For example, research 

suggests that the married weigh more and exercise less than the unmarried (Grzywacz & 

Marks 1999, Jeffery & Rick 2002, Nomaguchi & Bianchi, 2004; Umberson 1992) and 

Smith and Christakis (2008) find that having an obese spouse increases one‘s own 

obesity risk by 37 percent. Despite these findings, little is known about the mechanisms 

through which unhealthy habits are sustained or facilitated within the context of marriage 

(Carr and Springer, 2010). Moreover, research in this area has failed to examine how 

unhealthy habits are shaped within the context of non-marital ties—such as gay and 

lesbian cohabiting partnerships.  

 I address these gaps in knowledge by shifting from a discussion of how partners 

shape one another‘s health habits for the better to how they shape one another‘s health 

habits for the worse. I analyze the interpersonal processes through which partners 
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contribute to one another‘s unhealthy habits—both directly and indirectly. I take a social 

constructionist view of health habits and use the term ―unhealthy habits‖ to describe any 

behavior that respondents believe contributes to greater incidence of disease, illness, or 

poor health.  I examine how these dynamics are shaped by gender, sexuality, and the 

gender composition of a couple. Before I move to the analysis, I provide a brief summary 

of literature that informs this portion of the empirical analysis. 

EMPIRICAL AND THEORETICAL PERSPECTIVES ON THE PROMOTION 

OF UNHEALTHY HABITS  

Mechanisms through which marriage promotes unhealthy habits 

 Despite—or perhaps a result of—tremendous attention to how married partners 

promote health habits (Umberson, 1987; Taylor & Repetti, 1997; Thoits, 2010), little 

research has explored how spouses and other intimate partners may be detrimental for 

health habits. Previous research identifies three main mechanisms through which spouses 

shape one another‘s health habits for the worse. First, selection or assortative mating 

theories (Becker 1981; Alpern & Reyneirs, 2005; Kalmijn, 1998; Lillard & Panis, 1996) 

suggest that individuals are more likely to marry people who share similar health habits, 

for better and worse (Lillard & Panis, 1996; Wilson, 2002; Macken, Yakes, Blancher 

2000; Leonard & Eiden, 1999). In this view, individuals who have what are considered 

unhealthy habits may attract one another, continuing their covarying unhealthy habits 

throughout marriage. Second, the quality of the marital tie influences health habits. An 

unhappy or conflict-ridden marriage may contribute to higher levels of stress that 

challenge individuals‘ coping capacities (Cohen et al. 2004; Pearlin et al. 2005), and 
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stress, in turn, contributes to unhealthy health habits such as heavy alcohol use, and 

cigarette smoking (Cohen et al. 1991, Horwitz & White 1991; Kassel et al. 2003, Kiecolt-

Glaster & Newton, 2001; Stunkard et al. 2003; Umberson et al. 2008).  

 The third—and most studied—mechanism proposed to explain why unhealthy 

habits are promoted in marriage is convergence theory. Convergence occurs when 

individuals become more similar in their health habits over time—for better and for 

worse (Meyler, Stimpson, & Peek, 2007; Falba & Sindelar, 2007). Several studies show 

that spouses become more similar in weight (Katzmarzyk, Perusse, Rao, & Bouchard, 

1999; Stimpson, Masel, Rudkin, & Peek, 2006), fruit and vegetable intake (Macario & 

Sorensen, 1998), smoking frequency (Bloch et al., 2003; Stimpson et al., 2006), smoking 

cessation (Franks, Pienta, Wray, 2002), and alcohol use (Graham & Braun, 1999; 

Stimpson et al., 2006).  Longitudinal research shows that one spouses‘ drinking and 

smoking habits are related to his/her spouses‘ substance use one year later (Leonard & 

Eiden, 1999; Leonard & Mudar, 2003; Kahn, Certain, & Whitaker, 2002; Severson, 

Andrews, Lichtenstein, 1995; Homish & Leonard, 2005). Both husbands and wives who 

marry someone considered an ―unhealthy eater‖ prior to marriage are more likely to 

transition to unhealthy eating over the first four years of marriage (Homish & Leonard, 

2008).  

 Health habit convergence is theorized to occur in two ways. First, according to the 

shared resource hypothesis (Smith & Zick, 1994), married people have interdependent 

lives and share the same resources (i.e., financial, environmental, social), and this shared 

environment indirectly shapes health habits in similar ways for both partners—promoting 
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healthy habits and inducing unhealthy habits (Ross, Mirowsky, & Goldsteen, 1990; Smith 

& Zick, 1994). Second, one partner‘s health habits may have a direct effect on the other 

when one partner explicitly encourages the other to join in a health habit. The direct 

effect of one spouse is often discussed in terms of promoting healthy habits (Umberson, 

1987, 1992). However, this dynamic may also explain convergence of unhealthy habits, 

wherein one spouse overtly encourages the other to engage in an unhealthy habit. There 

has been little research identifying how this process operates. 

 Overall, scholars who identify selection, marital quality, and convergence 

mechanisms to explain how partners promote one another‘s unhealthy habits have yet to 

provide a full picture of how these mechanisms operate. Moreover, this literature is 

limited in that most studies focus on health habit convergence in the early phases of 

marriage and rely on one spouses‘ account (McBride et al., 1998; Leonard and Das 

Eiden, 1999; for an exception see Franks, Pienta, & Wray, 2002). This dissertation 

chapter moves beyond previous research by empirically examining the interpersonal 

processes that promote unhealthy habits in gay, lesbian, and straight intimate 

partnerships. 

Gender, Marriage, and the Promotion of Unhealthy Habits 

 Research reviewed in the previous chapters of this dissertation suggests that 

men‘s and women‘s health habits, and spouses‘ interactions around health habits 

(Courtney, 2000; Umberson, 1992), are gendered. On average, men smoke, drink, and 

exercise more often than women and women eat more fruits and vegetables and seek 

health care more frequently than men (Preston & Wang, 2006; Reeves & Rafferty, 2005). 
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A gender relations perspective suggests that men strive to enact or perform hegemonic 

ideals of masculinity through risky health habits (e.g., heavy drinking, smoking) in order 

to reinforce cultural beliefs that men‘s bodies are less vulnerable and more robust than 

women‘s (Connell & Messerschmidt, 2005; Courtenay, 2000). Women engage in fewer 

risky health habits while partaking in what are considered health enhancing habits (e.g., 

eating salads) in an attempt to obtain standards of feminine bodies (Bordo, 1993). Gender 

also plays a role in health work around health habits. As this dissertation has shown that, 

at least in straight couples, cultural ideals of femininity signify that women are expected 

to—and perform femininity by—not only managing their own health, but also doing 

health work around partners‘ health habits. Conversely, men perform masculinity by 

neglecting not only their own but also others‘ health habits. Because the ways health 

habits are promoted are gendered, it may be that the processes through which intimate 

partners shape one another‘s health habits in detrimental ways is also gendered.  For 

example, because men partake in more risky behaviors, they may, in turn, encourage their 

wives to partake in similar behaviors. There is some empirical evidence for this; in a 

study on alcohol use in the transition to marriage, wives‘ alcohol use at the first 

anniversary was predicted by husbands‘ premarital drinking (Demers et al., 1999; 

Leonard & Mudar, 2003). Husbands‘ alcohol use is more influential on their wives‘ 

drinking habits than vice versa (Homish & Leonard, 2005).  

Gay and Lesbian Relationships, and Health Habits 

 Little is known about how gay and lesbian partners shape one another‘s unhealthy 

habits (Lewis, Gladstone, Schmal, & Darbes, 2006). A gender perspective suggests that 
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because of their sexuality and gender composition of a couple, gay men and lesbian 

women may perform masculinities and femininities in ―subordinated‖ or alternative 

ways, creating new configurations of gender (Connell, 1995). For example, I show that 

gay men do health work in ways that straight men—who attempt to more strictly adhere 

to a traditionally masculine ideal—do not (Connell, 1995; Courtney, 2000). In regard to 

unhealthy habits, because of the emphasis around fitness in white, upper-middle class gay 

culture (Courtney, 2000), gay men in this sample may be more focused on health 

promotion lifestyles, leading to fewer risky or unhealthy habits. In turn, lesbian women 

may ―queer‖ notions of femininity by partaking in risky behaviors in ways that their 

straight counterparts do not (Yancey et al., 2003; Warner, 1999). In contrast, gay men 

may adhere to notions of hegemonic masculinity and contribute to the unhealthy habits of 

their partners in ways analogous to straight men (Courtenay, 2000) while lesbian women 

may enact emphasized femininity (Connell, 1995) by being conscious of their partners‘ 

unhealthy habits in similar ways as straight women. The present study is among the first 

to examine how gay and lesbian partners promote one another‘s unhealthy habits.  

How Partners Make One Another Unhealthy 

 This study examines the interpersonal processes through which intimate partners 

promote one another‘s unhealthy habits. My analysis is driven by two research questions: 

1) How do partners promote, facilitate, and encourage one another‘s unhealthy habits? 

and 2) How are these dynamics gendered? Nearly all respondents identified times when 

unhealthy habits were promoted in their relationship. Findings revealed three distinct 

processes through which this occurred: (1) the direct bad influence of one partner, (2) 



102 

 

health habit synchronicity, and (3) the notion of personal responsibility. First, 

respondents described how one partner‘s unhealthy habits are a direct “bad” influence 

that promotes the unhealthy habits of the other partner. Gay, lesbian, and straight 

respondents alike described this theme, however, in straight couples, men were nearly 

always viewed as being the ―bad influence.‖ Second, gay and lesbian respondents nearly 

exclusively suggest the habits of both partners are simultaneously promoted due to 

unhealthy habit synchronicity. For these individuals, one partner may not engage in what 

they consider an unhealthy habit on their own, but when their desire for such a habit is 

matched by their partners, they both partake in the unhealthy habit. Third, respondents 

used a discourse of personal responsibility to describe how even when they observe their 

partner partaking in an unhealthy habit, they do not attempt to change that habit. These 

respondents believed that by purposefully failing to stop their partner‘s unhealthy habits, 

they are complicit in sustaining their partner’s unhealthy habits. This final theme was 

described primarily by straight men and women. I emphasize that the findings below 

reveal respondents‘ views on what are healthy and unhealthy habits, pointing to the 

socially constructed nature of these particular habits as ―unhealthy.‖ 

A DIRECT BAD INFLUENCE 

 Respondents describe how one individual‘s unhealthy habits directly contribute to 

the other partner‘s unhealthy habits. At least one partner in nearly half of the straight 

couples (14) identify one partner—nearly all straight men—as being a ―bad influence.‖ 

Nearly a third of the gay and lesbian partners (9) describe this dynamic, but no clear 

gender theme emerged. Nearly all respondents who discuss this theme view themselves as 
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being the ―bad influence‖ suggesting self-awareness of one‘s own influence.  

 Nathan (36), married to Karen (35) for 13 years accounts how his own ―bad‖ 

habits promote his wife‘s unhealthy habits. When asked how he shapes his wife‘s health 

habits, he says, ―I am the queso influence. And she will eat with me.‖ Nathan explicitly 

links his own habits to his wife‘s, suggesting that he believes he is culpable for her habits 

through his ―queso‖ influence. Similarly, Melissa (43) partnered to Kristen (43) discusses 

the ways her own eating habits directly affect her partner‘s: ―I like to eat late at night. I 

mean it is one of my addictions. But I will make a big bowl of popcorn and it smells so 

good, she will eat some. I mean it is not chocolate chip cookies, but still, it is popcorn.‖ 

Similarly, Elaine (42) partnered to Jody (34) for 12 years says: ―I have… nothing other 

than introducing junk food into her life. She is not a junk food eater and I am a junk food 

eater. And so introducing things like that. She wasn‘t a big dessert [person] before I met 

her. And so she eats dessert at night time.‖ Elaine, Melissa, and Nathan each suggest that 

they have introduced their own eating habits—which they each view as unhealthy—to 

their partner, and this bad influence has shifted their partner‘s health habits for the worse.  

 Some respondents, as shown above, recognize the ways in which their own habits 

are a bad influence. Others not only recognize this dynamic, but also describe how they 

could change this dynamic if they desired but fail to do so. Bruce (41) married to Wei 

(39) for 12 years discusses how he understands his own eating habits contribute to his 

wife‘s unhealthy habits—but that he fails to change his health habits in order to benefit 

his wife‘s health habits: ―I think my metabolism is so high, so fast. I eat a lot of sweet 

things. I don‘t think that‘s good for her….not encouraging proper eating enough.‖ 
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Bruce‘s note that he is not ―encouraging‖ proper eating by virtue of his own unhealthy 

habits suggests that he sees his unhealthy habits as detrimental to his wife‘s. However, he 

fails to curtail his habits for his wife‘s benefit.  

 Max (50), partnered to Aidan (49) for 10 years also recognizes how his own 

health habits shape his partner‘s, but, like Bruce, he fails to attempt to change this 

dynamic: ―I‘m known to keep sweets around. And I can just nibble just a little bit and 

stretch them out over weeks. He doesn‘t have that discipline, so if I have them in the 

house, and he finds them, he‘ll eat them all.‖ Max suggests that while he recognizes that 

his habit of keeping sweets in the house facilitates unhealthy habits of his partner, he still 

keeps sweets in the house regardless of Max‘s knowledge of his partner‘s lack of 

―discipline.‖ Jason (31) married to Maria (33) for eight years also discusses how his habit 

of drinking soda and eating junk food affect Maria, but that he is not willing to do 

anything to prevent this from happening: 

 Yeah, I drink a Dr. Pepper every morning. It is like a ritual. She has actually 

 gotten to the point where she actually drinks soda now and then. Not very often, 

 but she would never drink soda before I met her. So she eats a lot more I would 

 say, junk food now after you know, through the processes of our marriage versus 

 of when I first met her. I can definitely bring her health down, if she ever let 

 herself get on the band wagon, so to speak. 

Here, Jason suggests that Maria is not as healthy as she would be if not married to him. 

He recognizes that while his unhealthy habits can ―bring her health down,‖ he does not 

attempt to stop this from happening. Moreover, he emphasizes that it is she who is 
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ultimately responsible for her health habits, reminiscent of the theme of ―personal 

responsibility‖ described later in this chapter. Even though Jason believes he can ―bring 

her health down,‖ it is Maria who ―let herself get on the bandwagon.‖ Thus, he 

recognizes that he may contribute to her health habits, but then removes his responsibility 

for her health habits to assert that Maria is responsible for herself.  

 Respondents in this section suggest that their own health habits—particularly their 

unhealthy eating habits—are to blame for their partner‘s unhealthy habits. Because they 

choose to eat certain foods their partners are also drawn to eating these foods, ultimately 

promoting their partner‘s unhealthy habits. While respondents recognize this dynamic, 

very few describe any attempt to prevent this bad influence from happening by curtailing 

their own habits. This dynamic occurred in gay, lesbian, and straight relationships alike, 

but in straight relationship men were nearly exclusively identified as the bad influence; in 

gay and lesbian relationships no clear gender pattern emerged.  

SYNCHRONISTIC UNHEALTHY HABITS:  “WE’RE BAD TOGETHER” 

 Respondents in Chapter 4 describe how they do cooperative health work together 

to enhance one another‘s (and their own) health. In contrast, here I show how partners 

emphasize not only how they work together to promote one another‘s health habits, but 

also how both partners cooperatively contribute to one another‘s unhealthy habits by 

being ―bad‖ together. In this theme, respondents‘ unhealthy habits are promoted because 

both partners have synchronistic healthy habits—for better and for worse. The belief was 

expressed in just over half of the interviews with gay and lesbian respondents, but in only 

3 interviews with straight respondents. Being ―bad together‖ occurs in two primary ways: 
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(1) an explicit and direct rejection of being healthy in order to obtain mutual pleasure, 

and (2) a synchronic lack of motivation to be healthy. 

Mutual Rejection of Being “Healthy” 

  Partners emphasized that they are, at times, consciously on the same page about 

explicitly not being healthy together. This subtheme is dominated by gay and lesbian 

couples, who view this rejection of being healthy as an act of pleasure. That is, partners 

enjoy being ―bad together.‖ In Chapter 4, I introduced Paige (44) partnered to Karen (44) 

for 25 years, describing how they promote one another‘s well-being through cooperative 

health work. But here, I provide an extension of this conversation that demonstrates how 

these partners not only work to be healthy together, but also to be unhealthy together. 

Paige says: ―When we‘re good we are so good. You know. Like diets are followed. But 

when we are bad we are so bad.‖ Karen also reiterates this notion of being not only good 

together, but also bad together: 

 We will both be really good and both be bad together. And it is fun to be bad 

 together. We will agree and then it is fun. She makes the most evil brownies that 

 are delicious and we will agree that she will make those brownies. We are either 

 positive together or negative  together. Like if we choose to have company over, 

 we might choose to have healthy food or we might choose to have evil food, 

 depending on the company. 

Both Paige and Karen think similarly about how health work operates in their 

relationship. Not only do they work together to be healthy but they also make conscious 

decisions to be ―bad together.‖ In this sense, both Karen and Paige see their choices about 
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what to eat as mutually interdependent, reliant on both partner‘s desire to do or fail to do 

health work. When not making conscious choices to be healthy, Karen and Paige receive 

mutual pleasure from being ―bad‖ together.  

 In a similar way, Janice (40) partnered to Marissa (45) for 10 years describes 

being ―bad‖ together in mutually reinforcing ways: 

 I think that we can be mutually negative influencing, in our eating habits, in our 

 drinking habits. We can feed each other. Sometimes we can be strong for each 

 other and other times we are that little… we are just that little devil on your 

 shoulder, personified. It is like, ‗But you really want that cookie. Go ahead.‘ You 

 know. So we can kind of enable bad behaviors. 

Janice‘s notion of being ―strong‖ for each other, countered with the notion of ―feeding‖ 

one another‘s desire to be unhealthy, connotes that Janice thinks of their health work as 

mutually reinforcing. Thus, being ―strong‖ together is what Janice envisions as doing 

cooperative health work to be healthy together. They also enjoy feeding or enabling one 

another‘s ―bad behaviors.‖   

 David (41) discusses how he and his partner of 16 years, Stanley (42), are on the 

same page about being healthy most of the time—exercising together, eating healthy, 

drinking alcohol sparingly. But in one section of his interview David discusses what he 

calls the ―breakdown‖ in their normally healthy habits: 

 If we‘re going to have a breakdown, we both decide that we‘re doing it. We go to 

 the store and get a gallon of ice cream or a half gallon of ice cream and eat the 

 whole thing. But we both agree. There‘s not one that will go out and do it on their 
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 own you know. 

Here David points to the way both he and his partner agree that they will ―have a 

breakdown‖ and partake in behaviors they consider unhealthy together. This is an 

enjoyable act that he suggests they do together when they are on a break from their 

normally rigorous routine of doing cooperative health work and being healthy together.  

David, like others in this section, show the flip side of cooperative health work, wherein 

not only do gay and lesbian partners work to be health together, but they also fail to do 

health work together in ways that promote what respondents consider unhealthy habits. 

Mutual Failed Motivation 

 While respondents typically describe being ―bad together‖ as a fun and 

pleasurable aspect of their relationship, for others, being ―bad together‖ elicits fear of 

being out of control and unhealthy. Several respondents suggest that mutual motivation 

between partners is an important aspect of being healthy—and without such common 

motivation both partners are at risk for unhealthy behavior.  

 When Paul (48) was asked how he shapes his partner Adam‘s (50) health habits, 

Paul says, ―I mean, only when I am feeling lazy and he is feeling lazy at the same time. 

So, neither of us manage to motivate the other. That is probably really the worst.‖ Paul 

suggests that it is the ―worst‖ when they cannot motivate one another, and that his own 

laziness is exacerbated by his partner‘s laziness. While Paul and Adam describe effective 

cooperative health work in Chapter 4, the lack of this mutual motivation causes Paul to 

worry about he and Adam‘s health habits. Stokes (43), partnered to Noah (46) for 23 

years, also describes how cooperative health work discussed in Chapter 4 can countered 
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with their mutual laziness: ―We both really encourage each other‘s laziness. It‘s just 

easier to, you know, be lazy and to lay around. And of course that‘s the time we really 

enjoy just doing nothing together, so both of us really like that.‖ Stokes suggests that both 

he and his partner ―really enjoy doing nothing together,‖ and that not working on being 

health is a pleasurable event. Yet, he emphasizes that while they enjoy being lazy 

together, this promotes their unhealthy habits.  Similarly, Diana (43) discusses how she 

and her partner of 10 years, Emilia (42), fail to do health work onto one another. When 

asked how her health habits have changed over time, she says: ―Wine consumption. We 

both have increased our wine consumption, so we are not good helpers there with each 

other.‖  In both Paul, Diana, and Stokes‘ interviews, they identified times when partners 

are not good ―helpers‖ or ―motivators.‖ This suggests that being mutual helpers or 

motivators for one another is something associated with health work and being healthy, 

while not doing so promotes unhealthy habits in both partners.  

 Other respondents also describe worry about how their failed health work 

attempts promote unhealthy habits. Ann (49) discusses how she and her partner of 14 

years Julian (39) have failed to work together to be healthy and that this is something she 

would like to see remedied: 

 And at the beginning I was running, and so she was running, and we both played 

 sports,  plus we played tennis. We, in the recent years, have declined to either one 

 take care of our health. So I would say that that‘s something that‘s on our chart 

 for this year, and like next year. Making us work it into our routine…I see it being 

 something that we have to actually schedule and make part of our day. 
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In this description, Ann views her and Julian as failing to do health work to take care of 

their health, and she would like to make both of them work on this. The use of the term 

―our‖ by Ann suggests that she views their health habits as mutually intertwined and 

inseparable. This dynamic previously facilitated healthy habits through cooperative 

health work, but has subsequently facilitated unhealthy habits.  

 Carol (29), partnered to Angela (34) for eight years describes how both she and 

her partner work together to stay healthy through cooperative health work. Carol suggests 

that, for the most part, they are successful in these efforts. However, she also emphasized 

that at times both partners failed to be healthy, and were ―naughty‖ together: 

 But we are naughty with each other, because somebody will bring home—Angela 

 loves meat—she will bring home these giant beautiful steaks and I will bring 

 home Amy‘s ice cream, Mexican vanilla. And then we will wind up eating all of 

 it, you know. We have such crazy schedules, that we eat late at night or we don‘t 

 eat for a long time and then we end up eating a lot, because we are starving. So 

 we have weird patterns. Which we are working on trying to make more normal, 

 realizing that will help. 

Carol suggests that both partners influence the other‘s unhealthy eating habits in mutual 

ways—via steak or ice cream, as well as schedules that do not promote regular eating 

patterns. Carol suggests that ―we are working on‖ this dynamic together to make more 

―normal‖ schedules, but for now their individual habits are mutually reinforcing 

unhealthy habits. While Carol and her partner get pleasure out of being ―bad together,‖ 

she also is worried about their mutual failed health work attempts. Taken together, by 
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identifying the ways partners mutually fail to do health work because of their mutually 

reinforcing ―enabling‖ of one another. 

 There were three straight interviewees that described a ―bad together‖ dynamic. 

Like some gay and lesbian respondents, these straight respondents do not view this as a 

pleasurable act they do together, but instead as a source of stress that occurs as a result of 

their mutual lack of health work.  For example, Kinsey (43) partnered to Robert (42) for 

19 years says: ―We can get ourselves into sort of a routine of drinking too much beer on 

the weekends. It is usually pretty controlled. I think it is something that both of us worry 

about. We also both have alcoholic parents and were raised in alcoholic families.‖ Kinsey 

calls attention to the notion of a routine, wherein both she and her husband fear they 

drink too much, but do not do health work to manage this habit. The act of enabling a 

―bad‖ habit is one way partners identify a failure to manage their health habits. Similarly, 

Aubrey (35) married to his wife Tonya (34) for nine years discusses how his own health 

habit choices contribute to being ―bad on each other‖: 

 Like last night. I went in and asked her if she wanted something from Sonic. I 

 wanted a banana split, and so she said she didn‘t want any dessert, but she was 

 hungry, and so she told me to get her a burger. You now and so I think we are bad 

 on each other sometimes when we encourage each other to eat so late.  

Like others in this section, Aubrey drew a very explicit linkage from his own health 

habits to his wife‘s health habits. He suggested that while his desire to get food late at 

night began the move towards eating late, both he and his wife failed to prevent this from 

happening, framing this as a mutual ―bad‖ influence. However, his example suggests that 
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he is the primary ―bad‖ influence on his wife, as he is the one facilitating the late light 

food run. Moreover, while Aubrey and Kinsey receive pleasure from eating late together, 

they view this dynamic as dangerous without discussion of the mutual pleasure obtained 

through these actions.  

 In sum, respondents in this section draw attention to how both partners in a couple 

have synchronic unhealthy habits that promote the habits of both partners in mutually 

reinforcing ways. Some partners explain that they are ―bad together‖ as an explicit 

rejection of cooperative health work efforts with the aim to obtain mutual pleasure. 

Others describe a concern for their synchronic lack of motivation to be healthy. 

Identifying the mutually reinforcing unhealthy habits was emphasized primarily in gay 

and lesbian couples, as it was often discussed in relation to the cooperative health work 

dynamics described in Chapter 4.  

PERSONAL RESPONSIBILITY 

 Respondents describe a third way in which they contribute to the unhealthy habits 

of their partners: the belief that each partner‘s health is an individual‘s responsibility. 

Therefore, even when they view their partner as having an unhealthy habit, these 

individuals fail to do any sort of activity to promote healthier habits. While most believe 

they are not ultimately responsible for their partner‘s unhealthy habits, some respondents 

consider that failing to change their partner‘s habits makes them complicit in those habits. 

This theme suggests that one process through which intimate ties promote health habits is 

by decisively failing to do health work. Nine straight respondents and one lesbian 

respondent drew upon a discourse of ―personal responsibility.‖  
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 Keith (38) was asked in his interview if he ever does anything to make his wife of 

12 years Valerie (42) healthier. In response, Keith says: 

 Not really. I mean there have been occasions. But we go back to that thing I have 

 said all throughout this [interview], we are adults we are responsible for our own 

 decisions, and if you keep pressing an issue, one of two things could happen. 

 They either tune you out or they do the opposite out of spite. I have to trust my 

 wife has enough common sense and I know she has enough compassion and well 

 wishing for the children and myself that she wouldn‘t do anything to recklessly 

 endanger herself. 

Keith notes that ―there have been occasions‖ where he attends to his wife‘s health, but 

overall this type of health work is not a part of his responsibility. Moreover, he suggests 

that he trusts his wife to have ―common sense‖ to take care of herself and that attending 

to her health is not his job.  Keith‘s wife, Valerie also discusses a similar view of her 

husband‘s health in her own interview: 

  He is overweight and he doesn‘t always eat right. Like him and my nine year old 

 can finish a box of cookies. But I never tell him not to eat it, ever. Ever. I am not 

 his mother. I don‘t care what he eats. You know and he has gained weight, and he 

 has lost weight. And he has to do that himself. I am not going to do that for him. 

Later on in the interview, however, Valerie says she is still expected to do health work:  

 Sometimes I cook. If I don‘t cook, I don‘t. I think he thinks… like he will say, ―If 

 you cooked I would eat healthier.‖ And I will go, ―Okay, blame me then. You can 

 blame me for that dear. I am not making your choices off the menu.‖  
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 While both Keith and Valerie emphasize that health is a personal responsibility, 

Valerie‘s second quote suggests that in some respects Keith blames his wife for his 

unhealthy habits. Both partners‘ notion of personal responsibility are at odds with 

Valerie‘s perceptions of her husband‘s expectations for her health work. Valerie states 

that she does not attempt to change Keith‘s eating habits by cooking, yet her mention of 

this interaction suggests that both she and her husband are aware of the implied notion 

that Valerie should be doing health work. 

 Other straight respondents describe their view in the importance of personal 

responsibility. When Kyle (44) is asked how he promotes his wife Jenn (42) of 20 year‘s 

health, he says: ―The food and exercise and things like that is self-initiated. Probably the 

only time I am useful is if she‘s sick or getting sick.‖ When Jenn is asked how she shapes 

her husband‘s health in her own interview. She says: ―Uh, take your vitamins. [laughs] 

that‘s about it. We both take care of that on our own and we both handle that kind of 

stuff.‖ These quotes suggest that both Kyle and Jenn view each other‘s health as their 

own responsibility. However, later on in Kyle‘s interview he says of Jenn: 

 She is very health conscious of food and exercise and things like that. And I am as 

 well, although I admit I have a fondness for McDonald‘s French fries, it‘s an 

 addition. But she reminds me of stuff like that. 

 Kyle‘s quote, much like Valerie‘s, suggests a contradiction in the discourse of personal 

responsibility. In both cases, interviewees point to how a shared discourse of personal 

responsibility obscure the expectations health work placed on women. These respondents 

believe that they make one another less healthy by not doing health work, but, 
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simultaneously, straight women are expected to perform health work regardless of a 

belief in personal responsibility.   

 Brian (55) and his wife of 32 years, Irene (51), describe similar approaches to one 

another‘s unhealthy habits. When Brain is asked if he shapes his wife‘s health habits, he 

says: 

 I just never have taken much interest in it. Of course when she is sick I take care 

 of her.  But, now that you ask the question, it seems pretty obvious to me that it is 

 something we  probably ought to work on. But I don‘t think either one of us have 

 given a lot of thought  to our responsibility to help the other stay healthy. 

Brian‘s response suggests that while he and his wife do not pay attention to one another‘s 

health habits, he does view health work as something that he and his wife should do for 

one another. Irene reiterated her husband Brian‘s current, non-existent approach towards 

health work. However, she also describes putting effort into keeping him healthy 

throughout her interview:  

 I pretty much leave him [pause] we leave each other alone in terms of how each 

 other eats or exercises. We, both of us, consider that to be our own personal 

 business. Except for the fact that he tells me, ‗don‘t buy any more ice cream.‘ He 

 loves ice cream. And,  ‗Don‘t  buy any more ice cream because I eat it every 

 night.‘ And I‘ll say, ‗okay.‘ Don‘t buy an ice cream. It‘s not there. He starts like 

 sneaking it in. and he goes to the store for milk. He‘ll come back with milk and 

 ice cream. And then he‘ll be eating it every night.  
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Irene, like the previous two straight couples, describes contradictory ways of 

understanding health and health work in their relationship. While both she and Brian 

suggest that each person‘s health is their own business, Irene notes that her husband still 

expected her to promote her husband‘s health by not buying ice cream.  

 Only one lesbian partner in this sample describes a discourse of personal 

responsibility. Jody (34) partnered to Elaine (42) for 12 years says: ―Well, I have learned 

to keep my mouth shut in that regard. I try to make sure she doesn‘t have excuses for not 

exercising or eating right. But I just had to step back and let Elaine make her own 

decisions in that regard.‖ While Jody says that she has let Elaine make her own decisions, 

she would prefer to do work to make her healthier. However, because Elaine does not 

respond well to Jody‘s health work efforts, she now takes the approach that her partner‘s 

health is her own responsibility. In this view, Jody believes that Elaine is less healthy 

because she does not do health work for her, but she no longer attempts to change this 

dynamic.  

 In sum, respondents discuss how they believe that each partner‘s health is an 

individual‘s personal responsibility, and thus, even when they perceive their partner as 

having an unhealthy habit, they fail to do health work. Straight respondents dominate this 

theme, wherein both partners independently agreed that each partner‘s health was their 

own personal responsibility. Yet, as shown above, straight women were still understood 

as responsible for the health of their husbands. Only one lesbian respondent drew upon a 

discourse of ―personal responsibility‖ as a result of failed attempts at doing health work 

in the past.   
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DISCUSSION 

 A long legacy of research suggests that marriage has positive consequences for 

individual health through the promotion of healthy habits (Waite & Gallagher, 2000), yet 

a new line of research emphasizes that intimate ties can also promote unhealthy habits 

(Carr & Springer, 2010). This chapter uncovers three interpersonal processes through 

which gay, lesbian, and straight partners contribute to one another‘s unhealthy habits: 

―bad” direct influence, health habit synchronicity (i.e., “bad together”), and a discourse 

of personal responsibility. First, respondents described how one partner‘s unhealthy 

habits are a direct “bad” influence that promotes unhealthy habits in the other partner. 

Gay, lesbian, and straight respondents alike described this theme, however, in straight 

couples, men were nearly always viewed as being the ―bad influence.‖ Second, primarily 

gay and lesbian respondents described how the unhealthy habits of both partners are 

simultaneously promoted due to unhealthy habit synchronicity. Third, respondents used a 

discourse of personal responsibility to describe how even when they notice their partner 

partaking in an unhealthy habit, they do not attempt to change that habit. These 

respondents, primarily straight men and women, believed that by purposefully failing to 

stop their partner‘s unhealthy habits, they were complicit in sustaining their partner‘s 

unhealthy habits. 

 These findings provide insight into the mechanisms through which unhealthy 

habits are promoted in intimate ties. Convergence theory suggests that spouses become 

more similar in their health habits over time by virtue of a wide range of interpersonal 

interactions in marriage (Demers et al., 1999). Research suggests that convergence may 
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occur because individuals self-select others who share similar health habits as they do 

(Waldron, Hughes, & Brooks, 1996) or because partners ―spin off‖ one another‘s health 

habits (Falk et al., 2000). Yet, the mechanisms through which partners converge are still 

poorly understood (Lewis et al., 2006). This study is among the first to provide empirical 

insight into how convergence processes take place within long-term intimate ties. The 

finding that one partner is a ―direct bad influence‖ suggests that individuals converge in 

health habits because one individual‘s unhealthy habits directly promotes the other‘s 

unhealthy habits. In some respects, this dynamic is consistent with the shared resource 

hypothesis, as some respondents describe how both partners eat the ―unhealthy‖ foods 

that one partner buys. Additionally, a more direct influence occurs when one individual 

explicitly attempts to get their partner to share in their unhealthy habits.  This direct 

influence occurs even when the ―influencer‖ recognizes and feels responsible for this 

dynamic.  

 Consistent with previous research, this study finds that convergence processes are 

highly gendered in straight couples (Ross, Mirowsky, & Goldsteen, 1990). Findings 

reveal that straight men in particular were acutely aware of the negative impact they had 

on their wives habits, but, regardless of this awareness they fail to change their behavior. 

This finding suggests that not only do straight men fail to do work to promote the healthy 

habits of straight women (Chapter 3 of this dissertation; Umberson, 1992); they also 

promote the unhealthy habits of their wives. This analysis provides new insight into the 

long-standing finding that straight women‘s health is not as strongly and consistently 

shaped by marriage compared to straight men‘s health (Waite & Gallagher, 2000). 
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According to gender theory, men strive to enact or perform hegemonic ideals of 

masculinity through risky health habits (e.g., heavy drinking, smoking) in order to 

reinforce cultural beliefs that men‘s bodies are less vulnerable and more robust than 

women‘s (Connell & Messerschmidt, 2005; Courtenay, 2000).  The present chapter 

suggests that men may perform masculinity by not only through manifesting their own 

unhealthy habits, but also through promoting the unhealthy habits of their wives. This is 

consistent with previous studies on how women become heavier drinkers in the context 

of marriage (Demers et al., 1999; Homish & Leonard, 2005; Leonard & Mudar, 2003). 

 In contrast to the straight couples, convergence dynamics were not as obviously 

gendered in gay and lesbian couples.  That is, both men and women in gay and lesbian 

couples describe how one partner promotes the unhealthy habits of the other in ways that 

are analogous to straight men. Both gay men and lesbian women are ―bad‖ influences on 

their partners‘ health habits—disrupting the notion that only men are a bad influence. As 

I have suggested elsewhere in this dissertation, it may be that gay men and lesbian 

women perform masculinities and femininities in alternative ways, creating new 

configurations of gender (Connell, 1995). This alternative performance may free up 

lesbian women to both partake in risky behaviors and influence their partner‘s habits 

through such risky behaviors in (Yancey et al., 2003; Warner, 1999). 

 Additionally, this study provides insight into health habit concordance as one 

mechanism through which unhealthy habits are shaped in intimate ties. Concordance 

theory suggests that health habits between spouses significantly covary and ―travel 

together‖ as a ―couple-level phenomenon‖ over time (Lewis et al., 2006; Merline et al., 
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2008). However, few studies analyze the mechanisms through which concordance 

operates. The finding of health habit synchronicity primarily found in gay and lesbian 

couples provides new insight into how concordant processes are promoted and sustained 

throughout the course of the relationship. I show how some partners explicitly and 

directly reject being healthy as an act of pleasure that they partake in together, while 

other partners believe that they have concordance unhealthy habits do to a mutual lack of 

motivation to be healthy. These findings suggest that partners are not only concordant 

because they share an environment or only one partner is a bad influence (Lewis et al., 

2006). Instead health habit concordance persists because health habits—especially 

unhealthy ones—are seen as a central component of a relationship. While such habits 

may be unhealthy for an individual‘s physical health, partaking in these habits with one‘s 

partner may be viewed as a positive endeavor for the health of an intimate relationship. 

Previous research on health habits and intimate ties has routinely ignored gay and lesbian 

couples. Because this unique finding emerged predominantly in gay and lesbian 

relationships, future research should include these couples in order to understand the full 

range of health habit processes.  

 Finally, the notion of ―personal responsibility‖ described primarily in straight 

couples suggests a previously uncovered mechanism through which intimate partners 

promote on another‘s unhealthy habits. Respondents discuss how they believe that each 

partner‘s health is that individual‘s own personal responsibility. Therefore, even when a 

partner has unhealthy habit, partners fail to do any sort of activity to change those habits. 

Despite a discourse of personal responsibility, some of these respondents believe that 
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failing to perform attempt to make their partner healthier makes them complicit in their 

partner‘s unhealthy habits. Additionally, despite describing a discourse of personal 

responsibility, straight women were still expected to do health work. This double 

standard—wherein both men and women promote notions of individuality but women are 

still expected to perform health work—works to obscure the expectations placed upon 

women to do health work. Thus, the discourse of personal responsibility acts as a ―family 

myth‖ or ―gender strategy‖ (Hochschild, 1987) that promotes the perception of gender 

equality but a reality of gender inequality in straight marriages.   

 This chapter advances knowledge on the gendered mechanisms through which 

intimate partnerships shape health. While previous research focuses nearly exclusively on 

how intimate relationships—particularly marriage—are health-promoting, this chapter 

argues that intimate partners are cognizant of the ways in which they promote the 

unhealthy habits of one another.  This chapter moves beyond large-scale mechanisms to 

provide evidence as to how and why these processes occur through the ―bad‖ influence of 

one partner, synchronistic health habits, and a discourse of personal responsibility. 

Additionally, this study is the first to examine unhealthy habits among gay and lesbian 

intimate partnerships, and suggests that, in contrary to previous research, the health 

promoting—and detrimental—aspects of intimate ties are not limited to the marital tie 

(Waite & Gallagher, 2000). Future studies should explore how these mechanisms play 

out in the context of other social relationships (Christakis & Fowler, 2007), such as 

parent-child, sibling, friend, and coworker ties (Umberson et al., 2010). 
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CHAPTER SIX: CONCLUSION 

In her 2010 Reeder award paper, Peggy Thoits writes: 

Substantial evidence has accumulated over the past few decades showing that 

social ties and social support are positively and causally related to mental health, 

physical health, and longevity …. [yet] reviewers have pointed out repeatedly 

during the same time period that we do not know how social ties actually work to 

sustain or improve health and well-being. (P. 2) 

This dissertation‘s first contribution is the development of the concept health work as a 

way to explain how intimate partners shape one another‘s health. I define health work as 

―the activities and dialogue concerning the enhancement of others‘ health habits.‖ I 

develop the concept health work by mapping the theories of unpaid work in the home 

(England, 1995; Erickson, 1993) on to the tradition of social integration and health (Ross 

et al., 1990; Umberson, 1992). In doing so, I situate health promoting activities within the 

material context of unpaid work. Like other forms of unpaid work, health work is a 

critical resource vital to the livelihood of spouses, goes unseen, unpaid, and is gendered.  

 My placement of health work within the material and theoretical context of 

unpaid work engages in the long-standing literature on gender inequality in intimate ties. 

Married women do two to three times more unpaid work than men, and an immense 

literature attempts to explain this gender inequality (Coltrane, 2000; p. 1209; Hochschild, 

1983; DeVault, 1991; England, 2005; Erickson, 1993). Married women also do more 

activities to shape others‘ health habits in the home (Umberson 1987, 1992), yet, there is 

no explanation for why this occurs. By developing the health work construct I use 
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theories on the gendered division of unpaid work to help explain why women do more 

health-promoting activities. Additionally, I use the concept of health work to examine the 

division of health work within gay and lesbian couples.  

 This dissertation also makes a significant contribution to the literature on the 

gendered dynamics of unpaid work in the home. The division of unpaid work in straight 

marriage is a site of perpetual gender inequality (Ferree, 2010), and health work provides 

a new lens for examining this imbalance. The commonly held belief that the division of 

unpaid work should be egalitarian, research suggests, promotes biased reporting of the 

actual division of unpaid work (Poortman & Van Der Lippe, 2009). Because respondents 

do not think about health work as unpaid work, they may be less aware of the ways in 

which they are describing an unequal division of health work. In this way, health work 

offers a unique vantage point for understanding the larger division of unpaid work in 

intimate relationships. This vantage point is the second contribution of this dissertation. 

 After developing the concept of health work I turned to an empirical analysis 

exploring gay, lesbian, and straight intimate ties. I outline my empirical findings on 

health work dynamics and discuss the contributions of this analysis.   

HEALTH WORK IN GAY, LESBIAN, AND STRAIGHT INTIMATE TIES: 

FINDINGS AND IMPLICATIONS  

Specialized and Cooperative Health Work 

 My first aim in the empirical analysis was to show what health work around 

health habits looks like in intimate ties. To this end, I analyzed the health work processes 

of 122 men and women in gay, lesbian, and straight relationships. I uncovered two 
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distinct ways health work is performed and divided. In Chapter 3, I analyze instances 

when one partner is described as doing health work around a health habit throughout the 

course of a relationship, what I call specialized health work.  In Chapter 4, I explore what 

I call cooperative health work—wherein both partners perform health work in ways that 

shape both partners‘ health habits in mutually reinforcing ways. Specialized and 

cooperative health work are not mutually exclusive, and for some, the form of health 

work taking place shifts over the course of the relationship.  

 The identification of specialized and cooperative health work provides a starting 

point for understanding the modes through which spouses purposefully shape one 

another‘s health habits. This is not to say that these are the only two modes through 

which health work occurs—certainly in different historical, political, and cultural 

contexts or different types of relationships (e.g., parent-child, friendship) health work 

may take different forms. However, identifying specialized and cooperative health work 

processes in these intimate relationships provide a starting point for understanding what 

health work looks like on the broadest level; this starting point then facilitates a more 

nuanced discussion of these processes in future work.  

 After identifying what health work looks (i.e., specialized and cooperative health 

work), the remainder of the analysis illuminates why a particular division exists. I detail 

these findings below. 

Health Work in Straight Marriages: Gendered Implications 

 The third main contribution of this study is uncovering the discourses that sustain 

women‘s health work in straight marriages. Straight respondents in this study primarily 
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described specialized health work dynamics whereby one partner does health work over 

the course of the relationship. In straight marriages, respondents report that women do the 

bulk of health work—a finding consistent with survey research (Umberson, 1992). Yet, 

this dissertation moves beyond what the division of health work looks like to explore why 

this division of health work exists.  

 Straight respondents drew upon notions of stark, inherent differences between 

themselves and their spouses in order to explain why married women do the bulk of the 

health work and men fail to do health work. Women were framed as natural health 

experts, while men were described as having unhealthy habits. Respondents described 

these differences as a reflection of individual attributes with no mention of gender. 

However, these discourses are linked to longstanding gendered institutional forces (i.e., 

occupational, structural, and cultural) that frame women as health workers and men as 

inattentive to their own health habits (Connell, 1995; Courtenay, 2000). As I argue in 

Chapter 3, it may be that justifying the division of health work via notions of difference 

facilitates ―the accomplishment of work and the affirmation of the essential natures of 

women and men‖ (Fenstermaker, West, & Zimmerman, 1991, p. 201; authors‘ emphasis). 

Straight men may perform and affirm gender difference by identifying their wives as 

health workers and themselves as having unhealthy habits, while straight women perform 

gender difference by providing what they see as necessary health work. This emphasis on 

difference may be the enactment of what Hochschild (1989) calls ―family myths‖ or 

―gender strategies.‖ Perceptions or myths about a partner‘s inherent characteristics and 

abilities may be deployed in order to justify the health work women perform and men fail 
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to perform (Pfeffer, 2009). As I‘ve shown in this dissertation, straight respondents may 

deploy terms like ―health nut‖ as a way to suggest women do health work because of 

their distinct characteristics, evading the notion that women do this work because of 

gender inequality in their relationship. This dissertation provides further evidence of how 

family myths or gender strategies are deployed in order to justify an unequal division of 

unpaid work (Hochschild, 1989). This gender inequality is perpetuated through everyday 

notions of health work in straight marriages.  

Health Work in Gay and Lesbian Partnerships: Intersectional Implications 

 The fourth contribution of this dissertation is the finding that not just gender, but 

gender in intersectional contexts matters when examining health work dynamics. If this 

dissertation had only examined straight marriages, I might have concluded that health 

work is a clearly gendered phenomenon with discourses that justify women doing health 

work and men failing to do health work. However, by including interviews with gay and 

lesbian couples, the dissertation provides insight into the ways gender intersects with 

gender composition of a couple and sexuality to influence health work dynamics. Taking 

an intersectional approach allows for the viewing of relationships among men (straight 

men, gay men) and among women (straight women, lesbian women).  

 Given the findings from straight couples, one might expect that women in lesbian 

couples perform health work while men in gay couples do not. Yet findings revealed that 

both men and women in gay and lesbian couples perform specialized health work 

processes in analogous ways to straight women. Additionally, gay, lesbian, and straight 

partners utilized the same discourses of difference to explain why one partner did 
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specialized health work on to another. This suggests that specialized health work 

processes are not driven by gender per se, but by gender in intersection with gender 

composition of a couple, sexuality, and marital status (Connell, 1995; Moore, 2008). For 

example, in a straight relationship, norms of gender difference frame men as masculine 

and women as feminine (Connell, 1995)—engendering women‘s health work. Yet, in a 

relationship of two lesbian women or two gay men, partners may perform gender in ways 

that blur the masculine and feminine dichotomy that structure straight marriages (Cherlin, 

2004; Stacey, 2000). This, in turn, may provide more fluidity to negotiate who performs 

health work. Alternatively, these findings may suggest that one partner may perform 

gender in a more normatively feminine way, while the other may perform gender in a 

more normatively masculine way—disrupting the conflation of sex and gender wherein 

male bodies are only read as masculine and female bodies as feminine (Moore, 2006). In 

this sense, it may be that difference in gender performance may engender the more 

feminine partner‘s health work, as found in straight couples. My future research will 

attempt to ascertain more specifically how gender performance shapes these dynamics.  

 The inclusion of gay and lesbian couples in this dissertation proves to be critical 

for another reason. A second type of health work described by respondents—cooperative 

health work—emerged nearly exclusively in gay and lesbian couples. Findings suggest 

that gender composition may facilitate cooperative health work for gay and lesbian 

couples. It may be that couples who have a gender composition of two men or two 

women perform cooperative health work because of the cultural emphasis on similarities 

among men and among women, in contrast to structuring health work dynamics around 
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differences between men and women (Connell, 1995). The addition of gay and lesbian 

couples to a study of how intimate partners shape one another‘s health is the first of its 

kind, providing important insight for scholars doing research in this area. Researchers 

who examine social ties and health should incorporate these partnerships in their studies 

as they provide unique insights into the complex ways gender intersects with other 

relational dynamics to shape health and well-being.  

THE PROMOTION OF UNHEALTHY HABITS: FINDINGS AND 

IMPLICATIONS 

 I began this dissertation with the aim to understand how intimate partners make 

one another healthier across the life course. What became apparent throughout the 

research process, however, is that intimate partners do much more than promote one 

another‘s positive health (Umberson et al., 2010). In fact, nearly all interviewees 

countered their discussion of their health-promoting activities with instances when they 

made one another unhealthy. The fifth contribution of this dissertation is the 

identification of the complex interpersonal dynamics through which partners promote one 

another‘s unhealthy habits. 

 While the concept of health work provides an important mechanism through 

which intimate ties shape health for the better, this study is also among the first to 

provide empirical, qualitative insight into how partners become unhealthy. Most notably, 

this chapter provides new insight into convergence theories, wherein partners become 

similar in health habits over time, as well as concordance theories, where partners sustain 

similar health habits over time. The finding that one partner is a ―direct bad influence‖ 
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suggests that individuals converge in health habits across the course of their relationship 

because one individual‘s unhealthy habits directly promotes the other‘s unhealthy habits. 

Yet, the finding of unhealthy habit synchronicity primarily found in gay and lesbian 

couples provides new insight into how concordant processes are promoted and sustained 

throughout the course of the relationship. These findings suggest that concordance occurs 

because health habits—especially unhealthy ones—are seen as a central component of a 

relationship. Additionally, I identified the discourse of ―personal responsibility,‖ wherein 

respondents described the notion that each individual‘s health is their own responsibility. 

This finding is an important indicator for why some individuals—in particular straight 

men—knowingly fail to do health work for their partners across the life course.  

 Respondents often perked up at the prospect of sharing how bad they—or their 

partner—had been in making one another unhealthy. Many—especially gay and lesbian 

partners—got pleasure out of being ―bad‖ together. It was during these discussions that I 

readily recognized how health work and other health-related activities cannot be divorced 

from not only the division of unpaid work, but also the relational, intimate, and 

pleasurable dynamics of intimate partnerships. That is, having unhealthy habits—

drinking alcohol, overeating or eating what they consider junk food, smoking 

cigarettes—is an important facet of an everyday relationship. Scholars who want to 

understand how intimate ties shape health need to take a step back from thinking about 

health habits only in relation to the health of the body and mind, and instead think about 

how health is related to the well-being of an intimate tie. 
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LIMITATIONS 

 This dissertation has notable limitations. First, I am comparing straight married 

individuals to gay and lesbian cohabiting individuals. Scholars suggest that with marriage 

comes meaningful social and legal changes to an intimate tie, making marriage distinct 

from cohabitation (Cherlin, 2004; Raley, 2000). It may be that the findings presented here 

are influenced in important ways by this differing social context. However, all but one of 

the long-term gay and lesbian cohabiters view themselves as ―married-like‖—a distinct 

type of cohabitation (Heuveline & Timberlake, 2004)—and would legally marry if they 

could. While these cohabiting couples do not receive the institutional and legal aspects of 

marriage, they are the closest comparison group to straight married individuals given a 

lack of legal recognition for gay and lesbian couples in Texas (Reczek et al., 2009).  

 Second, straight cohabiting couples were not included in the study, as the focus is 

on long-term married straight couples and long-term cohabiting ―married-like‖ gay and 

lesbian couples. However, the inclusion of long-term straight cohabiting couples would 

allow for the examination of how marital status shapes gendered health work processes. It 

may be that straight couples outside the institutional bounds of marriage have different 

health work dynamics (Cherlin, 2004). For example, cohabiting straight couples have a 

more egalitarian division of unpaid work than married straight couples (Davis, 2007), and 

this may also be the case with health work dynamics.  In order to fully tease out the role 

of marriage in health work processes, long-term straight cohabiters should be examined.  

 Third, as I‘ve shown in previous work (Reczek et al., 2009), this sample of gays 

and lesbians is a unique group that began their relationships in the last three decades of 
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the 20
th

 century and came of age during times of rapid social change in regard to the 

acceptability of gay and lesbian life. This historical period has been shown to play an 

important role in the relationship formation trajectories of these gays and lesbians 

(Lewin, 1998; Reczek et al., 2009). Younger cohorts of gays and lesbians may have 

different experiences around health work. 

 Similarly, a fourth limitation is that there has been recent social change in regard 

to the norms around the division of unpaid work in straight marriages (Bianchi, 2000; 

Kroska, 2003). Over the past three decades, the gender gap in the division of unpaid work 

in the home has diminished but persists (Ferree, 2010). This is likely, at least in part, due 

to younger cohorts of individuals having a more egalitarian division of unpaid work 

(Ferree, 2010). Thus this sample of mid-life straight couples who have been together on 

average for 20 years is only one slice of straight marriages in the U.S. today. The 

influence of this particular sample may have been exaggerated because the straight 

respondents in this sample are older and have been together for longer periods of time, on 

average, than the gay and lesbian respondents. Future research should examine younger 

cohorts of individuals in order to understand how the conflated age/period/cohort effects 

play a role in health work dynamics. Additionally, all but four of the straight couples had 

children—mostly adult children living outside the home—while only nine gay and 

lesbian couples had children. Those who have children have a more traditional division of 

labor (Coltrane, 2000), more traditional gender performances (Ferree, 2010), and 

therefore may also have more traditional division of health work than those who do not 

have children.  
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 Fifth, the racial-ethnic, educational, economic, and educational composition of the 

respondents limits the conclusions of this study. Socio-economic and social resources 

shape differential access to healthy habits. Bourdieu (1984) points to the ways in which 

cultural understandings of health habits—that vary across social groups including race-

ethnicity, educational level, and occupation—constrain health habit choices (Cockerham, 

2000). Moreover, health habits reflect social status, income, and class-based markers of 

identity; health habits themselves are markers of distinction across social groups 

(Bourdieu, 1984). In addition, the cultural belief that individuals are responsible for their 

own health intersects with the ever-changing symbolic meaning of ―healthy‖ habits 

within historical, institutional and national contexts, race/ethnicity, and life course stage 

(Lorber & Moore, 2002; Nestle, 2007). These cultural, religious, ethnic, historical time, 

and other variations in the symbolic meaning of health habits may produce social 

variation in, for example, what is considered heavy drinking, acceptable drug use, or 

healthy eating habits (Schnittker & McLeod, 2005). Respondents‘ notions of what is 

healthy, and their understanding of how they might change their partners‘ health habits, is 

shaped by these social factors. The lack of race-ethnic, educational, and economic 

diversity of this sample hampers my ability to speak to these issues.  

 Finally, the findings of this dissertation are drawn from narratives of individual 

perceptions of health habits and health work. While I make distinctions in the text such as 

―unhealthy‖ and ―healthy‖ habits, I draw on respondents‘ views of healthy and unhealthy. 

In this vein, I adhere to a social constructionist view of health that suggests that meanings 

around health and well-being are constructed in interaction with others (Lorber & Moore, 
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2002; Nestle, 2007). I am not in search of an objective truth but instead am concerned 

with the discursive strategies of what individuals choose to tell me during the interview 

process. As Lewin writes, ―My concern is what they say and what that indicates about 

what they imagine and value, rather than what they do as a matter of daily practice‖ 

(2009, p. 37). Thus, my conclusions are limited by an inability to ascertain the actual 

health work done in the home, and whether this work improves the health of individuals. 

This is a particularly important limitation as research on unpaid work suggests that 

perceptions and actual amount of unpaid work done by partners are often inconsistent 

(Carrington, 1999; Hochschild, 1989).  

POLICY IMPLICATIONS 

 The government initiative Healthy People 2010 encourages individuals ―to make 

healthy lifestyle choices for themselves and their families‖ (U.S. Department of Health 

and Human Services, 2000 p. 1). Clearly, public health initiatives like Healthy People are 

aimed in part to promote health work among family members. Because of this emphasis, 

I believe the concept of health work facilitates a better understanding of how and why 

health is shaped in intimate ties—and thus has important policy implications. For 

example, the concept of health work can build a theoretical understanding of how health 

policies can foster individual health in more effective ways. Couples in this study suggest 

that they perform health work because their partners‘ health habits were unhealthy, while 

others view health work as an obligation because they are the health expert. Still others, 

particularly straight men, failed to do health work for their wives even when they 

believed their wives‘ habits were unhealthy. It may be that decisions to perform health 
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work are shaped by prevailing discourses that imply at least some individuals—but not 

all—are morally responsible for promoting the healthy habits of themselves and their 

family members (Carr, 2004). Understanding who does—and does not—believe they are 

responsible for the health of others may be an important consideration when attempting 

to shape population health through family ties.  

 A discussion of the successfulness of health work may also have policy 

implications. Many respondents adhered to health work attempts while others resisted,. 

While it is not my aim to evaluate whether health work attempts were effective in 

changing individual health habits, insight into what contributes to an individual‘s 

decision to adopt versus resist health work may provide important insight for public 

health initiatives. Previous research suggests that tactics that are more positive (e.g., 

supportive efforts) are more effective at shaping health habits than tactics that are 

negative (e.g., reprimanding) (Fekete et al., 2008, Lewis & Butterfield, 2005). In the 

present study, findings reveal those who adhered to health work attempts reflected upon 

the health knowledge they perceived their partners as having—the idea that ―my partner 

knows best.‖ Additionally, respondents described effective health work when both 

partners were doing cooperative health work. Those who resisted health work attempts—

or rejected the possibility of health work—pointed to their individuality and personal 

responsibility for their own health. Future research should continue to unpack what 

differentiates those who adopt versus resist health work attempts. This will provide 

insight into how policy may make the adoption of health work more successful. 

 As I have shown throughout this dissertation, health dynamics are highly 



135 

 

gendered in straight couples, suggesting marriage may have different consequences for 

straight men and women. Policy initiatives that attempt to promote marriage as a health-

enhancing activity should consider the gendered implications of such policies. Straight 

men‘s lack of health work on to straight women, and their self-reported ―bad‖ influence 

on their wives‘ health habits, may be one of the reasons straight women do not benefit as 

readily from marriage as straight men (Waite & Gallagher, 2000). In this sense, lesbian 

women may be at a health advantage compared to their straight married counterparts as 

they have a health worker promoting their well-being within the intimate tie. Moreover, 

this finding suggests that relationships outside of marriage may promote health in ways 

that are analogous to marriage (Waite & Gallagher, 2000). Policy makers should 

reconsider the push towards marriage as a panacea for better health in light of the finding 

that marriage is not the only venue in which health work takes place.  

 While I have focused my conceptualization of health work around health habits 

within the context of intimate ties, this may be just one context in which health work 

occurs. For example, the concept could be extended to discuss the activities that are done 

to promote other aspects of health—such as trying to make a spouse feel better when they 

are ill, helping a spouse recover from an injury or surgery, or attempting to enhance the 

mental health of a spouse. Additionally, health work may include activities done to those 

outside the intimate tie. For example, health work may be done to promote the mental 

and physical recovery of a parent who is ill with cancer or clinical depression, or a friend 

who is injured with a broken leg. In future work, I intend to extend the concept of health 

work to include work done to promote other facets of health—such as illness, injury, and 
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mental health. I also aim to examine health work dynamics outside the intimate tie—most 

specifically examining friend and parent-adult child ties. This extension may be an 

important contribution to health policy that focuses on social ties and health more 

broadly.  

CONCLUSION 

 Taken together, this dissertation has implications for understanding how and why 

intimate partners shape one another‘s health. Health work provides insight into the 

gendered division of unpaid work, elucidating previously unrecognized activities that 

make up unpaid work in the home. Along with theoretical advances, my dissertation 

further provides empirical evidence of how and why this health work operates in gay, 

lesbian, and straight long term couples. Moreover, this work breaks ground in a 

bourgeoning field that attempts to understand how intimate ties are not only good—but 

also detrimental—to one‘s health. This dissertation is among the first to take an 

intersectional approach to intimate relationships and health, and future research should 

continue to investigate how health work processes operate in the context of gay and 

lesbian intimate ties, as well as other social ties such as parents and children, siblings, and 

social network members.  
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APPENDIX A: STRAIGHT RESPONDENTS 

 
Pseudonym 

Marital 
Duration Age Race-ethnicity 

Employment 
Status Occupation 

Household 
Income             
(Thousands) Education 

1 Richard 36 64 white retired business 30-39 College 

 
Jane 

 
63 white homemaker homemaker Did not know High School 

2 Robert 19 52 white full time sales rep 80 or more Some College 

 
Kinsey 

 
44 white full time teacher 80 or more College 

3 Bill 50 73 white retired executive 30-39 College 

 
Katherine 

 
72 white retired psychotherapist 40-59 Advanced Degree 

4 Wendell 52 78 white retired Methodist minster 15-19 Some High School 

 
Helen 

 
77 white retired clerical 25-29 College 

5 Matthew 46 69 white retired air force pilot 60-79 College 

 
Pat 

 
68 white home maker homemaker 40-59 College 

6 Harold 30 61 Af. American part time teacher 60-79 College 

 
Mary 

 
60 Af. American full time librarian 80 or more Advanced Degree 

7 Joe 24 55 white full time business administration 80 or more Advanced Degree 

 
Toni 

 
53 white full time social worker 80 or more Advanced Degree 

8 Keith 12 38 white full time mail house 40-59 Some College 

 
Valerie 

 
42 white homemaker homemaker 60-79 College 

9 Ben 9 31 white full time purchasing associate 60-79 Advanced Degree 

 
Susan 

 
30 white part time librarian/homemaker 60-79 Advanced Degree 

10 Jason 8 31 white part time UPS/HEB employee 30-39 Some College 

 
Maria 

 
33 Latina full time customer service 30-39 College 

11 Malcom 36 72 white part time adjunct teacher 60-79 Advanced Degree 

 
Doris 

 
68 white retired homemaker 40-59 College 

12 Howard 40 87 white retired fire fighter 10 to 14 Some College 

 
Jean 

 
77 white retired teacher 40-59 Advanced Degree 

13 Brian 42 55 white full time engineer 80 or more Advanced Degree 

 
Irene 

 
51 white full time runs B&B, consultant 80 or more Advanced Degree 

14 Phil 23 49 white full time sales representative 80 or more College 

 
Christine 

 
44 white full time counselor  60-79 Advanced Degree 

15 Bret 10 35 white full time technology sales manager 80 or more College 

 
Angie 

 
34 white homemaker language pathologist 80 or more College 
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16 Joel 11 31 white Full time engineer 60-79 College 

 
Sasha 

 
30 white homemaker homemaker 80 or more Associate Degree 

17 Ron 47 72 white retired engineer, project manager 10 to 14 College 

 
Judy 

 
70 white retired homemaker Not reported College 

18 Kyle 20 44 white unemployed marketing 25-29 Advanced Degree 

 
Jenn 

 
42 white homemaker homemaker 10 to 14 College 

19 Nathan 13 36 white full time attorney 80 or more Advanced Degree 

 
Karen 

 
37 white selfemployed designer 80 or more College 

20 Bruce 12 41 white selfemployed stay at home/odd jobs 30-39 Some College 

 
Wei 

 
39 Chinese  full time proof reader 25-29 Advanced Degree 

21 Charles 31 54 white full time golf course marshal 80 or more High School 

 
Emily 

 
56 white full time psychotherapist Not reported Advanced Degree 

22 Antony 17 48 Af. American full time consultant 80 or more College 

 
Chauntelle 

 
40 Af. American full time quality analyst 80 or more College 

23 Lou 51 81 white retired military 60-19 High School 

 
Barbara 

 
78 white retired secretary 60-19 High School 

24 Rick 9 64 white full time pastor and HS teacher 40-59 Advanced Degree 

 
Janna 

 
54 white homemaker social worker  40-59 Advanced Degree 

25 Aubrey 9 35 Af. American part time  student, preacher 40-59 Advanced Degree 

 
Tonya 

 
34 Af. American selfemployed Mary Kay consultant 40-59 Some College 

26 Jim 32 55 white full time assistant library director 80 or more College 

 
Sal 

 
55 white full time registered nurse 80 or more Advanced Degree 

27 Steven 41 67 white retired IBM, rental car driver 40-59 Advanced Degree 

 
Pam 

 
60 white part time nanny 30-39 Some College 

28 Hal 8 50 white full time school social worker 40-59 Advanced Degree 

 
Gwen 

 
52 white unemployed potter, writer 40-59 No Reported 

29 Lloyd 8 75 white retired brick plant laborer Not reported High School 

 
Nina 

 
50 multi racial disabled disabled 10 to 14 Some College 

30 Frank 26 53 white retired electrician tech below 10 Some College 

 
Tracy 

 
49 white part time various odd jobs 15-19 Some College 

31 Jake  13 39 white full time musician 60-79 College 

 
Louise 

 
35 white full time teacher 60-79 College 
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APPENDIX B: GAY AND LESBIAN RESPONDENTS 
 

 

 
Pseudonym 

Relationship 
Duration Age Race-ethnicity 

Employment 
Status Occupation 

Household 
Income 
(Thousands) Education 

1 Sarah 11 48 white selfemployed inventor 80 or more College 

 
Jessica 

 
56 white full time retail store owner 80 or more Advanced Degree 

2 Jeffery 27 55 white full time piano tech 60-80 College 

 
Michael 

 
48 white unemployed student 80 or more College 

3 Carol 8 29 white fill time travel agency owner 80 or more Some College 

 
Angela 

 
34 Nati. American full time not reported 60 or more Some College 

4 Marissa 10 45 white full time human resources 80 or more College 

 
Janice 

 
40 white full time training consultant 80 or more Some Advanced 

5 Belinda 13 48 Hispanic full time self employed 80 or more Advanced Degree 

 
Christina 

 
47 white part time marketing/student not reported Advanced Degree 

6 Kirk 23 53 white part time professor 80 or more Advanced Degree 

 
Brett 

 
49 white full time attorney 80 or more Advanced Degree 

7 Adam 23 50 white full time human resources director 80 or more College 

 
Paul 

 
48 white full time architect 80 or more Advanced Degree 

8 Amanda 13 29 white part time health aid 40-60 Some College 

 
Julie 

 
31 white full time teacher 60-80 College 

9 Bobby 17 44 white full time program specialist 40-60 Advanced Degree 

 
Terry 

 
48 Hispanic full time hospital ER staff 30-40 Advanced Degree 

10 Edwin 13 49 S. American full time administrative assistant 80 or more Advanced Degree 

 
Kevin 

 
55 white full time social worker 80 or more Advanced Degree 

11 Gus 23 42 Hispanic/white unemployed student 80 or more Some College 

 
Andrew 

 
44 white full time software quality assurant 60-80 Some College 

12 Melissa 10 43 white full time advertising executive 80 or more College 

 
Kristen 

 
43 white full time management 80 or more College 

13 Emilia 10 42 white full time managed care 80 or more Some Advanced 

 
Diana 

 
43 white full time IT project manager 80 or more College 

14 Gretchen 8 46 white full time attorney 60-80 Advanced Degree 

 
Danielle 

 
47 white unemployed legal assistant 60-80 High School 

15 Raymond 14 35 white full time firefighter 80  or more High School 

 
Christopher 

 
42 white full time software account manager 80 or more Advanced Degree 
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16 Janet 15 40 white part time teacher 40-60 Advanced Degree 

 
Courtney 

 
50 Latina full time sales consultant 80 or more Advanced Degree 

17 Megan 12 34 white full time athletic trainer 60-80 College 

 
Clarissa 

 
34 white full time wedding planner 60-80 College 

18 Tim 23 58 white retired not reported 60-80 Advanced Degree 

 
Donald 

 
72 white retired architect 80 or more Some College 

19 Stanley 16 42 white full time product manager 80 or more Advanced Degree 

 
David 

 
41 Latino full time hair stylist 80 or more College 

20 Albert 23 31 white retired computer analyst 60-80 College 

 
Larry 

 
51 Latino retired finance 60-80 Advanced Degree 

21 Aidan 10 49 white part time interior design consultant 80 or more Advanced Degree 

 
Max 

 
50 white full time physician 80 or more Advanced Degree 

22 Elliot 25 49 white full time self employed/production  80 or more Some Advanced 

 
Spencer 

 
49 white full time social worker 80 or more Advanced Degree 

23 Stokes 23 43 white full time program analyst 80 or more College 

 
Noah 

 
46 white part time actor, teacher 40-60 Advanced Degree 

24 Marcus 20 43 white full time contract administrator 80 or more Advanced Degree 

 
Austen 

 
62 white full time supervisor, administrator 60-80 College 

25 Jody 12 34 white full time psychotherapist 80 or more Advanced Degree 

 
Elaine 

 
42 Af. American full time teacher 80 or more College 

26 Paige 25 44 white full time teacher 80 Advanced Degree 

 
Karen 

 
45 white full time teacher 80 or more Advanced Degree 

27 Karla 15 41 Jewish/white fulltime professor 80 or more Advanced Degree 

 
Olivia 

 
47 Jewish/white full time director of non profit 80 or more Advanced Degree 

28 Ann 14 49 white full time engineer project manager 80 or more Advanced Degree 

 
Jullian 

 
39 Hispanic full time child research scientist 80 or more Advanced Degree 

29 Darcy 27 50 white full time psychotherapist 80 or more Advanced Degree 

 
Carrie 

 
60 Jewish/white full time psychotherapist 40-60 Advanced Degree 

30 Rex 34 57 white full time investment 80 or more College 

 
Tucker 

 
64 white full time operations manager 60-80 Some College 

 



141 

 

REFERENCES 

Allen, S. (1994). Gender differences in spousal caregiving and unmet need for care. 

Journal of Gerontology, Social Sciences, 49, S187-S195. 

Alpern, S., & Reyniers, D. (2005). Strategic mating with common preferences. Journal of 

Theoretical Biology, 237(4), 337-354. 

Andersson, G., Noack, T., Seierstad, A., & Weedon-Fekjær, H. (2006). The 

demographics of same-sex marriages in Norway and Sweden. Demography, 

43(1), 79-98. 

Bachman, J., O'Malley, P., Schulenberg, J., Johnson, K., Bryant, A., & Merline, A. 

(2002). The decline of substance use in young adulthood: Changes in social 

activities, roles, and beliefs. Mahwah, NJ: Lawrence Erlbaum Assoc. 

Becker, H. (1981). A treatise on the family. Oxford: Oxford University Press. 

Berkman, L. F., Glass, T. Brissette, I., Seeman, T.E. (2000). From social integration to 

health: Durkheim in the new millennium. Social Science and Medicine, 51, 843-

857. 

Bernard, J. (1972). The future of marriage. New York: World Publishing Co. 

Bettie, J. (2003). Women without class: Girls, race, and identity: University of California 

Press. 

Bianchi, S., Milkie, M., Sayer, L., & Robinson, J. (2000). Is anyone doing housework? 

Trends in the gender division of household labor. Social Forces, 79, 191-228. 



142 

 

Bittman, M., England, P., Sayer, L., Folbre, N., & Matheson, G. (2003). When does 

gender trump money? Bargaining and time in household work. American Journal 

of Sociology, 109, 186-214. 

Blair, S. L., & Lichter, D. T. (1991). Measuring the division of household labor. Journal 

of Family Issues, 12(1), 91. 

Bloch, K. V., Klein, C. H., de Souza e Silva, N. A., de Rocha Nogueira, A., & Salis, L. 

H. A. (2003). Socioeconomic aspects of spousal concordance for hypertension, 

obesity, and smoking in a community of Rio deJaneiro, Brazil. Arquivos 

Brasileiros de Cardiologia, 80, 179-187. 

Boehmer, U., Bowen, D.J., Bauer, G.R. (2007). Overweight and obesity in sexual 

minority women: Evidence from population-based data. American Journal of 

Public Health, 1134-1140. 

Bonnett, A. (1996). Constructions of ‗race‘, place and discipline: geographies of 

‗racial‘identity and racism. Ethnic and Racial Studies, 19(4), 864-883. 

Bordo, S. (1993). Unbearable weight: Feminism, western culture, and the body. 

Berkeley, CA: University of California Press. 

Bourdieu, P. (1984). Distinction: A social critique of the judgment of taste (R. Nice, 

Trans.). Cambridge, MA: Harvard University Press. 

Brandt, A. M. (1997). Behavior, disease, and health in the twentieth-century United 

States: The moral valence of individual risk. In A. M. Brandt & P. Rozin (Eds.), 

Morality and health: Interdisciplinary perspectives. New York: Routledge. 



143 

 

Burgard, S. A., Cochran, S. D., & Mays, V. M. (2005). Alcohol and tobacco use patterns 

among heterosexually and homosexually experienced California women. Drug 

and Alcohol Dependence, 77(1), 61-70. 

Cannon, L. W., Higginbotham, E., & Leung, M. L. A. (1988). Race and class bias in 

qualitative research on women. Gender and Society, 2(4), 449-462. 

Carr, D. (2009). Who's to blame? Perceived responsibility for spousal death and 

psychological distress among older widowed persons. Journal of Health and 

Social Behavior, 50, 359-375. 

Carr, D., & Springer, K. W. (2010). Advances in families and health research in the 21st 

century. Journal of Marriage and Family, 72(3), 743-761. 

Carr, D. S. (2004). "My daughter has a career -- I just raised babies": Women's 

intergenerational social comparisons. Social Psychology Quarterly, 67, 132-154. 

Carrington, C. (1999). No place like home: Relationships and family life among lesbians 

and gay men. In. Chicago: University of Chicago Press. 

Cayleff, S. E. (1988). 'Prisoners of their own feebleness': Women, nerves and western 

medicine--A historical overview. Social Science & Medicine, 26(12), 1199-1208. 

Charmez, K. (2006). Constructing grounded theory: A practical guide through 

qualitative analysis. London: Sage. 

Cherlin, A. (1978). Remarriage as an incomplete institution. American Journal of 

Sociology, 84, 634-650. 

Cherlin, A. (2004). The deinstitutionalization of American marriage. Journal of Marriage 

and Family, 66, 848-861. 



144 

 

Chilcoat, H. D., & Breslau, N. (1996). Alcohol disorders in young adulthood: Effects of 

transitions into adult roles. Journal of Health and Social Behavior, 37, 339-349. 

Christakis, N. A., & Fowler, J. H. (2007). The spread of obesity in a large social network 

over 32 years. The New England Journal of Medicine, 357, 370-379. 

Cockerham, W. C. (2000). The sociology of health behavior and health lifestyles. In C. E. 

Bird, P. Conrad & A. M. Fremont (Eds.), Handbook of Medical Sociology (pp. 

159-172). Upper Saddle River, NJ: Prentice Hall. 

Cohen, S., Gottlieb, B. H., & Underwood, L. G. (2004). Social relationships and health. 

American Psychologist, 59(8), 676-684. 

Cohen, S., Schwartz, J., Bromet, E. J., & Parkinson, D. K. (1991). Mental health, stress, 

and poor health behaviors in two community samples. Preventive Medicine, 20, 

306-315. 

Collins, P. (2000). Black feminist thought: Knowledge, consciousness, and the politics of 

empowerment (2nd ed.). New York: Routledge. 

Collins, P. H. (1986). Learning from the outsider within: The sociological significance of 

black feminist thought. Social Problems, 33(6), 14-32. 

Coltrane, S. (2000). Research on household labor: Modeling and measuring the social 

embeddedness of routine family work. Journal of Marriage and Family, 62, 

1208-1233. 

Connell, R. (1987). Gender and power: Society, the person and sexual politics. Stanford, 

CA: Stanford University Press. 

Connell, R. W. (1995). Masculinities. Berkeley: University of California. 



145 

 

Connell, R. W., & Messerschmidt, J. W. (2005). Hegemonic masculinity: Rethinking the 

concept. Gender and Society, 829-859. 

Conrad, P. (1992). Medicalization and social control. Annual Review of Sociology, 18, 

209-232. 

Conron, K. J., Mimiaga, M. J., & Landers, S. J. (2010). A population-based study of 

sexual orientation identity and gender differences in adult health. American 

Journal of Public Health. 

Corliss, H. L., & Rosario, M. (2010). Sexual orientation and drug use in a longitudinal 

cohort study of U.S. adolescents. Addictive Behaviors, 35(5), 517-521. 

Courtenay, W. H. (1998). Better to die than cry? A longitudinal and constructionist study 

of masculinity and the health risk behavior of young American men. University of 

California Press. 

Courtenay, W. H. (2000). Constructions of masculinity and their influence on men's well-

being: A theory of gender and health. Social Science and Medicine, 50(10), 1385-

1401. 

Crawford, R. L. (1987). Cultural influences on prevention and the emergence of a new 

health consciousness. In N. D. Weinstein (Ed.), Taking Care: Understanding and 

encouraging self-protective behavior. New York: Cambridge University Press. 

Daniels, A. (1987). Invisible work. Social Problems, 34, 403-415. 

Daniels, C. R. (2006). Exposing men: the science and politics of male reproduction: 

Oxford University Press. 



146 

 

Davies, C. A. (1999). Reflexive ethnography: A guide to researching selves and others: 

Routledge. 

Davis, S. N., Greenstein, T. N., & Gerteisen Marks, J. P. (2007). Effects of union type on 

division of household labor: Do cohabiting men really perform more housework? 

Journal of Family Issues, 28(9), 1246-1272. 

Demers, A., Bisson, J., & Palluy, J. (1999). Wives' convergence with their husbands' 

alcohol use: Social constructions as mediators. Journal of Studies on Alcohol, 60. 

D'Emilio, J., & Freedman, E. B. (1998). Intimate matters: A history of sexuality in 

America: University of Chicago Press. 

Denney, J. T., Krueger, P. M., Rogers, R. G., & Boardman, J. D. (2004). Race/ethnic 

differentials in body mass among U.S. adults. Ethnicity and disease, 14(3), 389-

398. 

DeVault, M. (1991). Feeding the family: The social organization of caring as gendered 

work. Chicago: University of Chicago Press. 

DHHS. (2009). Health people 2010: National health promotion and disease prevention 

objectives. Retrieved. from. 

DiMatteo, M. (2004). Social support and patient adherence to medical treatment: A meta-

analysis. Health Psychology, 23, 207-218. 

Durkheim, E. (1897). Suicide: A study in sociology (J. A. S. Spaulding, J., Trans.). New 

York: Free Press. 

England, P. (2005). Emerging theories of care work. Annual Review of Sociology, 31, 

281-399. 



147 

 

Erickson, R. J. (1993). Reconceptualizing family work: The effect of emotion work on 

perceptions of martial quality. Journal of Marriage and Family, 55, 888-900. 

Erickson, R. J. (2005). Why emotion work matters: Sex, gender, and the division of 

household labor. Journal of Marriage and Family, 67, 337-351. 

Esterberg, K. (2002). Qualitative methods in social research Boston: McGraw. 

Falba, T. A., & Sindelar, J. L. (2008). Spousal concordance in health behavior change. 

Health Research and Educational Trust, 43, 96-116. 

Falk, L. W., Bisogni, C. A., & Sobal, J. (2000). Personal, social, and situational 

influences associated with dietary experiences in an intensive heart program. 

Journal of Nutrition Education and Behavior, 32, 251-260. 

Fekete, E., Geaghan, T. R., & Druley, J. A. (2008). Affective and behavioral reactions to 

positive and negative health-related social control in HIV + men. Psychology & 

Health, 24, 501-515. 

Fenstermaker, S., West, C., & Zimmerman, D. H. (1991). Gender inequality: New 

conceptual terrain. Gender, family, and economy: The triple overlap, 289-307. 

Ferree, M. (1990). Beyond separate spheres: Feminism and family research. Journal of 

Marriage and Family, 52, 866-884. 

Ferree, M. M. (2010). Filling the glass: Gender perspectives on families. Journal of 

Marriage and Family, 72(3), 420-439. 

Fillmore, K. M., Golding, J. M., Leino, E. V., Motoyoshi, M., Shoemaker, C., Terry, H., 

et al. (1997). Patterns and trends in women‘s and men‘s drinking. . In R. W. 



148 

 

Wilsnack & S. C. Wilsnack (Eds.), Gender and Alcohol: Individual Social 

Perspectives, Piscataway, NJ: Rutgers Center for Alcohol Studies. 

Fiori, K. L., Antonucci, T. C., & Cortina, K. S. (2006). Social network typologies and 

mental health among older adults. Journal of Gerontology B Series, 61(1), P25-

32. 

Foucault, M. (1973). The birth of the clinic. New York: Vintage. 

Foucault, M. (1977). Discipline and punish. New York: Random. 

Fox, G., & Murray, C. (2000). Gender and families: Feminist perspectives and family 

research. Journal of Marriage and Family, 62, 1160-1172. 

Franks, M. M., Pienta, A. M., & Wray, L. A. (2002). It takes two: Marriage and smoking 

cessation in the middle years. Journal of Aging and Health, 14(3), 336-354. 

Friedan, B. (1963). The feminine mystique. New York: Norton. 

Gerschick, T. J., Miller, A.S. (1995). Coming to terms: Masculinity and physical 

disability. In D. Sabo, Gordon, D.F. (Ed.), Men's health and illness: Gender, 

power, and the body (pp. 183-204). Thousand Oaks: Sage. 

Gerstel, N., & Gallagher, S. K. (2001). Men's caregiving. Gender & Society, 15(2), 197. 

Goldin, C. (2006). The quiet revolution that transformed women's employment, 

education, and family. The American Economic Review, 96(2), 1-21. 

Gonzalez-Lopez, G. (2005). Erotic journeys: Mexican immigrants and their sex lives. 

Berkeley: University of California Press. 

Graham, K., & Braun, K. (1999). Concordance of use of alcohol and other substances 

among older adult couples. Addictive Behaviors, 24, 839-856. 



149 

 

Greenstein, T. (2000). Economic dependence, gender, and the division of labor in the 

home: A replication and extension. Journal of Marriage and the Family, 62, 322-

335. 

Grzywacz, J. G., & Marks, N. F. (1999). Family solidarity and health behaviors. Journal 

of Family Issues, 20(2), 243. 

Gupta, S. (1999). The effects of transitions in marital status transitions on men's 

performance of housework. Journal of Marriage and the Family, 61, 700-711. 

Hesse-Biber, S. N., & Leavy, P. (2006). Emergent methods in social research: Sage 

Publications. 

Heuveline, P., & Timberlake, J. M. (2004). The role of cohabitation in family formation: 

The United States in comparative perspective. Journal of Marriage and Family, 

66(5), 1214-1230. 

Hochschild, A. R. (1979). Emotion work, feelings rules, and social structure. American 

Journal of Sociology, 85, 551-575. 

Hochschild, A. R. (1983). The managed heart: Commercialization of human feeling. 

Berkeley: University of California Press. 

Hochschild, A. R. (1989). The second shift: Working parents and the revolution at home. 

New York: Viking. 

Holstein, J. A., & Gubrium, J. F. (2002). Active interviewing. In D. Weinberg (Ed.), 

Qualitative Research Methods (pp. 112-126). Oxford: Blackwell Publishers. 



150 

 

Homish, G. G., & Leonard, K. E. (2005). Spousal influence on smoking behaviors in a 

US community sample of newly married couples. Social Science & Medicine, 

61(2), 2557-2567. 

Homish, G. G., & Leonard, K. E. (2008). Spousal influence on general health behaviors 

in a community sample. American Journal of Health Behavior, 32(6), 754-763. 

Hook, J. L., & Pettit, B. (2008). Reproducing occupational inequality: marriage, 

parenthood and the gender divide in occupations. 

Hook, L. (2004). Reconsidering the division of household labor: Incorporating volunteer 

work and informal support. Journal of Marriage and Family, 66(1), 101-117. 

Horwitz, A., & White, H. (1991). Becoming married, depression, and alcohol problems 

among young adults. Journal of Health and Social Behavior, 32, 221-237. 

House, J. S., Landis, K. R., & Umberson, D. (1988). Social relationships and health. 

Science, 241, 540-545. 

Hughes, T. L., & Wilsnack, S. C. (1997). Use of alcohol among lesbians: Research and 

clinical implications. American Journal of Orthopsychiatry, 67(1), 20-36. 

Hull, K. (2006). Same-sex marriage: The cultural politics of love and law: Cambridge 

University Press. 

Jeffery, R. W., Rick, A.M. (2002). Cross-sectional and longitudinal associations between 

body mass index and marriage-related factors. Obesity Research, 10(8), 809-815. 

Kahn, R. S., Certain, L., & Whitaker, R. C. (2002). A reexamination of smoking before, 

during, and after pregnancy. American Journal of Public Health, 92(11), 1801-

1808. 



151 

 

Kalmijn, M. (1998). Intermarriage and homogamy: Causes, patterns, trends. Annual 

Review of Sociology, 24(1). 

Kaminski, P. L., Chapman, B. P., Haynes, S. D., & Own, L. (2005). Body image, eating 

behaviors, and attitudes toward exercise among gay and straight men. Eating 

Behaviors, 6(3), 179-187. 

Karney, B. R., & Frye, N. E. (2002). "But we've been getting better lately": Comparing 

prospective and retrospective views of relationship development. Journal of 

Personality and Social Psychology, 82(2), 222-238. 

Kassel, J., Stroud, L., & Paronis, C. (2003). Smoking, stress, and negative affect: 

Correlation, causation, and context across stages of smoking. Psychological 

Bulletin, 129, 270-304. 

Katzmaryzk, P. T., Perusse, L., Rao, D. C., & Bouchard, D. (1999). Spousal resemblance 

and risk of 7-year increases in obesity and central adiposity in the Canadian 

population. Obesity Research, 79, 545-551. 

Kaufman, M. (1994). Men, feminism, and men's contradictory experiences of power. In 

Theorising Masculinities (pp. 142-163). Thousand Oaks, CA: Sage  

Kiecolt-Glaser, J., & Newton, T. (2001). Marriage and health: His and Hers. 

Psychological Bulletin, 127(4), 472-503. 

Kilbourne, J. (1994). Still killing us softly: Advertising and the obsession with thinness. 

Feminist perspectives on eating disorders, 395–418. 

Kimmel, M. (1986). Introduction: Toward men's studies. American Behavioral Scientist, 

29, 517-529. 



152 

 

Kraditor, A. S. (1970). Up from the pedestal: Selected writings in the history of American 

feminism: Quadriangle Books. 

Kroska, A. (1997). The division of labor in the home: A review and reconceptualization. 

Social Psychology Quarterly, 60, 304-322. 

Kroska, A. (2003). Investigating gender differences in the meaning of household chores 

and child care. Journal of Marriage and Family, 65, 456-473. 

Kurdek, L. A. (1998). Relationship outcomes and their predictors: Longitudinal evidence 

from heterosexual married, gay cohabiting, and lesbian cohabiting couples. 

Journal of Marriage and the Family, 553-568. 

Kurdek, L. A. (2004). Are gay and lesbian cohabiting couples "really" different from 

heterosexual married couples? Journal of Marriage and Family, 66(4), 880-900. 

Kurdek, L. A. (2006). Differences between partners from heterosexual, gay, and lesbian 

cohabiting couples. Journal of Marriage and Family, 68(2), 509-528. 

Leonard, K. E., & Eiden, R. (1999). Husband's and wife's drinking: Unilateral or bilateral 

influences among newlyweds in a general population sample. Journal of Studies 

on Alcohol, 60(13), 130-138. 

Leonard, K. E., & Mudar, P. (2003). Peer and partner drinking and the transition to 

marriage: A longitudinal examination of selection and influence processes. 

Psychology of Addictive Behaviors, 17(2), 115-125. 

Lewin, E. (1998). Recognizing ourselves: Ceremonies of lesbian and gay commitment. 

New York: Columbia University Press. 



153 

 

Lewin, E. (2009). Gay fatherhood: Narratives of family and citizenship in America. 

Chicago: University of Chicago Press. 

Lewis, M. A., & Butterfield, R. M. (2005). Antecedents and reactions to health-related 

social control. Pers Soc Psychol Bull, 31(3), 416-427. 

Lewis, M. A., & Butterfield, R. M. (2007). Social control in marital relationships: Effect 

of one's partner on health behaviors. Journal of Applied Social Psychology, 37(2), 

298-319. 

Lewis, M. A., Butterfield, R. M., Darbes, L. A., & Johnston-Brooks, C. (2004). The 

conceptualization and assessment of health-related social control. Journal of 

Social and Personal Relationships, 21(5), 669-687. 

Lewis, M. A., Gladstone, E., Schmal, S., & Darbes, L. A. (2006). Health-related social 

control and relationship interdependence among gay couples. Health Educ. Res., 

21(4), 488-500. 

Lewis, M. A., McBride, C. M., Pollak, K. I., Puleo, E., Butterfield, R. M., & Emmons, K. 

M. (2006). Understanding health behavior change among couples: An 

interdependence and communal coping approach. Social Science & Medicine, 

62(6), 1369-1380. 

Lillard, L. A., & Panis, C. W. A. (1996). Marital status and mortality: The role of health. 

Demography, 33, 313-327 

 

Lorber, J., & Moore, L. J. (2002). Gender and the social construction of illness: Altamira 

Press. 



154 

 

Macario, E., & Sorensen, G. (1998). Spousal similarities in fruit and vegetable 

consumption. American Journal of Health Promotion, 12, 227-236. 

Macken, L. C., Yates, B., & Blancher, S. (2000). Concordance of risk factors in female 

spouses of male patients with coronary heart disease. Journal of Cardopulmonary 

Rehabilitation, 20(6), 361-368. 

Martin, P. (2004). Gender as a social institution. Social Forces, 82, 1249-1273. 

Matthews, C. E., Jurj, A. L., Shu, X.-o., Li, H.-L., Yang, G., Li, Q., et al. (2007). 

Influence of exercise, walking, cycling, and overall nonexercise physical activity 

on mortality in Chinese women. American Journal of Epidemiology, 165(12), 

1343-1350. 

McBride, C. M., Curry, S. J., Grothaus, L. C., Nelson, J. C., Lando, H., & Pirie, P. L. 

(1998). Partner smoking status and pregnant smoker's perceptions of support for 

and likelihood of smoking cessation. Health Psychology, 17, 63-69. 

McGinnis, J. (2002). The case for more active policy attention to health promotion. 

Health Affairs, 21, 78-93. 

Merline, A., Schulenberg, J. E., O'Malley, P., Bachman, J., & Johnston, L. (2008). 

Substance use in marital dyads: Premarital assortment and change over time. 

Journal of Alcohol and Drugs, 69. 

Merton, R. K. (1972). Insiders and outsiders: A chapter in the sociology of knowledge. 

American Journal of Sociology, 9-47. 

Messner, M. A. (1995). Power at play: Sports and the problem of masculinity: Beacon 

Pr. 



155 

 

Meyler, D., Stimpson, J. P., & Peek, M. K. (2007). Health concordance within couples: A 

systematic review. Social Science and Medicine, 64, 2297-2310. 

Mirowsky, J., & Ross, C. E. (2003). Social causes of psychological distress (2nd ed.). 

New Jersey: Aldine Transaction. 

Moen, P., Robison, J., & Fields, V. (1994). Women's work and caregiving roles: A life 

course approach. Journal of Gerontology, 49(4), S176. 

Moore, M. (2006). Lipstick or timberlands? Meaning of gender presentation in Black 

lesbian communities. Signs: Journal of Women in Culture and Society, 32, 113-

139. 

Moore, M. (2008). Gendered power relations among women: A study of household 

decision making in black, lesbian stepfamilies. American Sociological Review, 73, 

335-356. 

Nestle, M. (2007). Food politics: how the food industry influences nutrition and health: 

Univ of California Pr. 

Nomaguchi, K. M., & Bianchi, S. M. (2004). Exercise time: Gender differences in the 

effects of marriage, parenthood, and employment. Journal of Marriage and 

Family, 66(2), 413-430. 

Nothlings, U., Schulze, M. B., Weikert, C., Boeing, H., van der Schouw, Y. T., Bamia, 

C., et al. (2008). Intake of vegetables, legumes, and fruit, and risk for all-cause, 

cardiovascular, and cancer mortality in a European diabetic population. Journal of 

Nutrition., 138(4), 775-781. 

Oakley, A. (1974). The sociology of housework. New York: Random House. 



156 

 

Ogden, C. L., Carroll, M. D., Curtin, L. R., McDowell, M. A., Tabak, C. J., & Flegal, K. 

M. (2006). Prevalence of overweight and obesity in the United States, 1999-2004. 

JAMA: The Journal of the American Medical Association, 295(13), 1549-1555. 

Olshansky, S. J., & Ault, B. (1986). The fourth stage of the epidemiologic transition: The 

age of delayed degenerative diseases. The Milbank Quarterly, 64, 355-391. 

Omran, A. R. (1971). The epidemiologic transition: A theory of the epidemiology of 

population chang. Milbank Memorial Fund Quarterly, 29, 509-538. 

Pampel, F. C. (2001). Cigarette diffusion and sex differences in smoking. Journal of 

Health and Social Behavior, 42, 388-404. 

Pearlin, L., Schieman, S., Fazio, E., & Meersman, S. (2005). Stress, health, and the life 

course: Some conceptual perspectives. Journal of Health and Social Behavior, 46, 

205-219. 

Pfeffer, C. (2009). "Women's work"? Women partners of transgender men doing 

housework and emotion work. Journal of Marriage and Family, 72, 165-183. 

Plummer, K. (2001). The call of life stories in ethnographic research. Handbook of 

ethnography, 395-406. 

Poortman, A.-R., & Van Der Lippe, T. (2009). Attitudes toward housework and child 

care and the gendered division of labor. Journal of Marriage and Family, 71(3), 

526-541. 

Preston, S. H., & Wang, H. (2006). Sex mortality differences in the United States: the 

role of cohort smoking patterns. Demography, 631-646. 



157 

 

Pudrovska, T. (working paper). I work hard to stay healthy‖: Gender differences in health 

control beliefs. 

Raley, R. (2000). Recent trends and differentials in marriage and cohabitation: The 

United States. In L. Waite, C. Bachrach, M. Hindin, E. Thomson & A. Thornton 

(Eds.), Ties that Bind: Perspectives on Marriage and Cohabitation (pp. 19-39). 

Hawthorne, CA: Aldine de Gruyter. 

Reczek, C., Elliott, S., & Umberson, D. (2009). Commitment Without Marriage: Union 

Formation Among Long-Term Same-Sex Couples. Journal of Family Issues, 

30(6), 738. 

Reeves, M. J., & Rafferty, A. P. (2005). Healthy lifestyle characteristics among adults in 

the United States, 2000. Archives of internal medicine, 165(8), 854. 

Repetti, R. L., Taylor, S., & Seeman, T. (2002). Risky families: Family social 

enviornments and the mental and physical health of offspring. Psychological 

Bulletin, 128(2), 330-366. 

Risman, B. J. (1998). Gender vertigo: American families in transition. New Haven: Yale 

University Press. 

Rodu, B., & Cole, P. (2007). Declining mortality from smoking in the United States. 

Nicotine & Tobacco Research, 9(7), 781 - 784. 

Ross, C. E., Mirowsky, J., & Goldsteen, K. (1990). The impact of family on health: The 

decade in review. Journal of Marriage and Family, 52, 1059-1078. 

Rozin, P. (1997). Mortalization. In A. M. Brandt & P. Rozin (Eds.), Morality and health: 

Interdisciplinary perspectives. New York: Routledge. 



158 

 

Ryan, H., Wortley, P. M., Easton, A., Pederson, L., & Greenwood, G. (2001). Smoking 

among lesbians, gays, and bisexuals: a review of the literature. American Journal 

of Preventive Medicine, 21(2), 142-149. 

Sabo, D., & Gordon, D. (Eds.). (1995). Men's health and illness: Gender, power and the 

body. Thousand Oaks: Sage Publications. 

Saint Onge, J. M., & Krueger, P. M. (2011). Education and racial/ethnic differences in 

types of exercise in the United States. Journal of Health and Social Behavior, 

53(4). 

Schnittker, J., & McLeod, J. D. (2005). The social psychology of health disparities. 

Annual Review of Sociology, 31(1), 75-103. 

Severson, H. H., Andrews, J. A., Lichtenstein, E., Wall, M., & Zoref, L. (1995). 

Predictors of smoking during and after pregnancy: a survey of mothers of 

newborns. Preventive Medicine, 24(1), 23-28. 

Shattuck, A. L., White, E., & Kristal, A. R. (1992). How women's adopted low-fat diets 

affect their husbands. American Journal of Public Health, 82(9), 1244-1250. 

Shelton, B. A. (1992). Women, men, and time: Gender differences in paid work, 

housework, and leisure: Greenwood Pub Group. 

Shelton, B. A., & John, D. (1996). The division of household labor. Annual Review of 

Sociology, 22. 

Skinner, W. (1994). The prevalence and demographic predictors of illicit and licit drug 

use among lesbians and gay men. American Journal of Public Health, 84(8), 

1307-1310. 



159 

 

Smith, K. P., & Christakis, N. A. (2008). Social networks and health. Annual Review of 

Sociology, 34, 405-429  

Smith, K. R., & Zick, C. D. (1994). Linked lives, dependent demise? Survival analysis of 

husbands and wives. Demography, 31, 81-93. 

Stacey, J. (2000). Gay and lesbian families are here; All our families are queer; Let's get 

used to it. In C. L. W. a. A. Stein (Ed.), Sexuality and gender (pp. 382-394). 

Malden, MA: Blackwell Publishing. 

Stall, R., Greenwood, P. J., Pollack, L., Bein, E., Crosby, G., Mills, T., et al. (2001). 

Alcohol use, druge use, and alcohol-related problems among men who have sex 

with men: The Urban Men's Health Study. Addiction, 96(11), 11589-11601. 

Stall, R. D., Greenwood, G. L., Acree, M., Paul, J., & Coates, T. J. (1999). Cigarette 

smoking among gay and bisexual men. American Journal of Public Health, 

89(12), 1875. 

Stimpson, J. P., Masel, M. C., Rudkin, L., & Peek, M. K. (2006). Shared health behaviors 

among older, Mexican American spouses. Journal of Health and Social Behavior, 

30, 495-502. 

Stunkard, A., Faith, M., & Allison, K. (2003). Depression and obesity. Biological 

Psychiatry, 54, 330-337. 

Sullivan, M. (2004). The family of woman: Lesbian mothers, their children, and the 

undoing of gender. Los Angeles: University of California Press. 

Sweeney, M. M. (2002). Remarriage and the nature of divorce: Does it matter which 

spouse choses to leave? Journal of Family Issues, 23(3), 410-440. 



160 

 

Talley, A. E., Sher, K. J., & Littlefield, A. K. (2010). Sexual orientation and substance 

use trajectories in emerging adulthood. Addiction, 105(7), 1235-1245. 

Taylor, S., & Repetti, R. (1997). Health psychology: What is an unhealthy environment 

and how does it get under the skin? Annual Reviews in Psychology, 48, 411-447. 

Thoits, P. (2010). Mechanisms linking social ties and support to physical and mental 

health. Journal of Health and Social Behavior, 52(2). 

Thompson, L., & Walker, A. (1989). Gender in families: Women and men in marriage, 

work, and parenthood. Journal of Marriage and Family, 51, 845-871. 

Tucker, J. S. (2002). Health-related social control within older adults' relationships. 

Journal of Gerontology B Series, 57, P387-395. 

Turner, L. R., Mermelstein, R., Hitsman, B., & Warnecke, R. B. (2008). Social support as 

a moderator of the relationship between recent history of depression and smoking 

cessation among lower-educated women. Nicotine & Tobacco Research, 10(1), 

201. 

Uchino, B. N. (2004). Social support and physical health: Understanding the health 

consequences of relationships. New Haven: Yale University Press. 

Umberson, D. (1987). Family status and health behaviors: Social control as a dimension 

of social integration. Journal of Health and Social Behavior, 28, 306-319. 

Umberson, D. (1992). Gender, marital status, and the social control of health behavior. 

Social Science and Medicine, 34, 907-917. 

Umberson, D., Crosnoe, R., & Reczek, C. (2010). Social relationships and health 

behavior across the life course. Annual Review of Sociology, 36, 139-157. 



161 

 

Umberson, D., Liu, H., & Reczek, C. (2008). Stress and health behaviors. In H. Turner & 

S. Schiedmann (Eds.), Advances in Life Course Research: Stress Processes 

Across the Life Course. New York: Elsevier. 

Umberson, D., Pudrovska, T., & Reczek, C. (2010). Parenthood, childlessness, and well-

being: A life course perspective. Journal of Marriage and Family, 72(3), 612-

629. 

Umberson, D. J., Williams, K., Powers, D. A., Chen, M. D., & Campbell, A. M. (2005). 

As good as it gets? A life course perspective on marital quality. Social Forces, 

84(1), 493-511. 

U.S. Department of Health and Human Services. (2000). Healthy people 2010: National 

health promotion and disease prevention objectives. (2000).  

Waite, L. J., & Gallagher, M. (2000). The case for marriage: Why married people are 

happier, healthier, and better off financially. New York: Doubleday. 

Waldron, I., Hughes, M., & Brooks, T. (1996). Marriage protection and marriage 

selections--Prospective evidence for reciprocal effects of marital status and health. 

Social Science and Medicine, 43, 113-123. 

Wallston, K. A., Wallston, B. S., & DeVellis, R. (1978). Development of the 

multidimensional health locus of control (MHLC) scales. Health Education 

Monographs, 6, 161-170. 

Warner, M. (1999). The trouble with normal: Sex, politics, and the ethics of queer life. 

Cambridge, MA: Harvard University Press. 

West, C., & Zimmerman, D. H. (1987). Doing gender. Gender & Society, 1, 125-151. 



162 

 

White, E., Hurlick, M., Thompson, R. S., Woods, R. S., & Henderson, M. M. (1991). 

Dietary changes among husbands of participants in a low-fat dietary intervention. 

American Journal of Preventive Medicine, 7(319-325). 

Williams, C. (1991). Case studies and the sociology of gender. In J. Feagin, A. Orum & 

G. Sjoberg (Eds.), A case for the case study. Chapel Hill, NC: University of North 

Carolina Press. 

Williams, C. (1995). Still a man's world: Men who do "women's work". Berkeley: 

University of California Press. 

Wilson, S. E. (2002). The health capital of families: An investigation of inter-spousal 

correlation in health status. Social Science & Medicine, 55, 1157-1172. 

Winant, H. (2000). Race and race theory. Annual Review of Sociology, 26, 169-185. 

Wolff, J. L., & Kasper, J. D. (2006). Caregivers of frail elders: Updating a national 

profile. Gerontologist, 46(3), 344-356. 

Yancey, A. K., Cochran, S., Corliss, H., & Mays, V. (2003). Correlates of overweight 

and obesity among lesbian and bisexual women. Preventive Medicine, 36(6), 676-

683. 

Yelland, C., & Tiggemann, M. (2003). Muscularity and the gay ideal: Body 

dissatisfaction and disordered eating in homosexual men. Eating Behaviors, 4(2), 

107-116. 

Zinn, M. B. (1979). Field research in minority communities: Ethical, methodological and 

political observations by an insider. Social Problems, 27(2), 209-219. 

 


