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Abstract

We analyze six waves of data (2006-2016) from the Health and Retirement Study
(n=4,342) to examine how marital quality is associated with depressive symptom trajectories
among a group of continuously-married older adults. Results show gender parity in how own
perceptions of positive and negative dimensions of marital quality are related to depressive
symptom trajectories. In addition, spousal perceptions of negative marital quality are positively
associated with growth in depressive symptomatology regardless of gender. Spousal perceptions
of positive marital quality, however, are associated with lower depressive symptoms only for

women.
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Marital Quality and Later-Life Depressive Symptom Trajectories for Women and Men

There is a well-established link between marital quality and mental health. Higher
perceived marital quality is associated with lower levels of depressive symptoms (e.g., Beach,
Katz, Kim, & Brody, 2003; Proulx, Helms, & Buehler, 2007; Sandberg & Harper, 2000), and
this association may be particularly important for older adults, as research suggests the
relationship between marital satisfaction and depressive symptomatology is stronger during later
life than earlier time periods (Bookwala & Jacobs, 2004). It is less clear what role gender may
play. Though a number of studies find stronger associations between marital quality and mental
health for women than men (see Carr & Springer, 2010 for a review), several other studies show
inconsistent results during later life (Beach et al., 20003; Kouros, Papp, and Cummings, 2008;
Proulx et al., 2007). In addition, previous studies are limited by the use of small or non-
representative samples, cross-sectional analyses, and/or measures of only one dimension of
marital quality from only one partner, despite a growing body of research suggesting both
spouses’ ratings of marital quality are consequential for health. In this study, we use age-based
growth curve models to examine how multiple dimensions of both own and spousal marital
quality are related to trajectories of depressive symptoms among a large sample of continuously-
married older adults, and to assess potential gender differences in the relationship.

Background

Theoretical perspectives on Marital Quality and Mental Health

The marital discord model of depression posits that problematic marital relationships
have direct, negative effects for mental health, resulting in a higher risk of depressive symptoms
(Beach, Sandeen, & O’Leary, 1990; Fincham, Beach, Harold, & Osborne, 1997). A marriage

marked by high levels of criticism, low levels of support, and overall dissatisfaction represents a



source of chronic stress, which the stress and coping perspective suggests is particularly
detrimental for mental health (Pearlin, 2010). On the other hand, sources of social support and
personal resources can buffer the negative impact of stress, thereby protecting health (Pearlin,
2010; Thoits, 2010). Individuals in supportive marriages may therefore see mental health
advantages as compared to those in low-quality marriages for two main reasons: First, they lack
a source of chronic stress in the form of an unhappy marital relationship. Second, their
supportive spouse may protect their mental health from non-marital sources of chronic stress,
whereas this source of support is diminished or absent for those in discordant marital
relationships.

When integrated with the stress and coping model, the life course perspective can help to
further elucidate the meaning of stress and its impact on mental health over time (Aneshensel,
2015; George, 2013; Pearlin, 2010). The life course perspective emphasizes a life-long rather
than discrete examination of individuals’ experiences, suggesting the effect of stress on mental
health is cumulative but also variable over time. Conceptualizing risk as cumulative means
negative health consequences compound over time, increasing with duration of negative marital
experience. At the same time, supportive marriages may be particularly important during later
life. Life course events and transitions such as retirement and loss of peer relationships due to
health limitations or death may mean decreased availability of non-marital forms of social
support (Pruchno, Wilson-Genderson, & Cartwright, 2009), amplifying the importance of the
marital relationship. Indeed, Walker et al.’s (2013) study shows the marital relationship has a
much stronger impact than other types of relationships on depressive symptoms. In addition,
socioemotional selectivity theory suggests individuals purposely narrow their social networks as

they age. Perceiving that time is increasingly limited leads to investing time and energy in one’s



closest relationships during later life versus endeavoring to maintain broader, less emotionally
intensive networks nurtured in earlier phases (Carstensen, 2003). Marital relationships may
therefore be especially important for older adults’ mental health as their support networks
decrease in size.

However, the effect of marital quality on mental health during later life may depend on
gender (Fincham et al., 1997). Older women report more depressive symptoms than men
(Townsend, Miller, & Guo, 2001) and lower positive and higher negative relationship quality
(Carr, Freedman, Cornman, & Schwarz, 2014; Kaufman & Taniguchi, 2006; Kulik, 2002),
though there are variations by the dimension and measure of marital quality examined (Boerner,
Jopp, Carr, Sosinsky, & Kim, 2014). One analysis suggests that marital quality may be causally
related to depression only among women (Fincham et al., 1997), and a number of other studies
suggest that marital quality has a stronger relationship with mental health for women than for
men (Carr & Springer, 2010; Proulx, Buehler, & Helms, 2009; Sandberg & Harper, 2000; Tower
& Kasl, 1996; Whisman, 2001; Whisman et al., 2015).

The life course perspective’s attention to the importance of historical time, and the
conceptualization of marriage as a gendered social institution (Bernard, 1972) may help to
explain these findings. Today’s older adults were raised during a time of stronger emphasis on
gendered marital roles, with men traditionally allocated roles as breadwinners and head of
household and women assigned as caretakers of familial and marital relationships. The lower
power women wielded within their marriages and their constrained choices outside of
childrearing and homemaking during their life course may be consequential both for their marital

quality and depressive symptomatology. In addition, the perception that wives are responsible for



the emotional tenor of their marriages may mean that husbands’ dissatisfaction with the
relationship is more consequential for wives’ mental health than vice versa.

Although the bulk of previous studies, and particularly those using samples of younger
adults, suggest stronger links between marital quality and mental health for women, this may not
be true for older adults. As Kouros et al. (2008: 674) point out, “gender differences have been
inconsistent in the literature,” and their own study finds a relationship between marital problems
and depressive symptoms for men in longer-term marriages, but not for women. Recent shifts
toward less gendered behavior in heterosexual marriage have increased the likelihood that both
spouses perform labor in the paid workforce and in the home sphere (Waite & Gallagher, 2000).
Today’s cohorts of older men, and particularly those in younger birth cohorts such as the mid- to
late-Baby Boom generation, may feel more responsibility for the emotional climate of their
marriage than was the case for previous cohorts. In addition, research shows that older women
have larger, denser social networks than men (Cornwell, Laumann, & Schumm, 2008), whereas
older men are more likely than women to name their partner as their closest source of social
support (Liao, McMunn, Mejia, & Brunner, 2018). This suggests a smaller social network in
which wives are more central, possibly resulting in a stronger connection between marital quality
and depression for men. Other research suggests gender parity. In their meta-analysis, Proulx et
al. (2007) find that studies using longitudinal rather than cross-sectional data yield mixed results
with regard to potential gender differences in the relationship between marital quality and mental
health, and conclude that there may be little gender difference when considering the long-term
association. Several other studies also show no gender differences in the relationship between
marital quality and older adults’ depressive symptoms (Beach et al., 2003; Pruchno et al., 2009;

Whisman & Uebelacker, 2009).



The life course perspective’s emphasis on “linked lives,” or the intersection of an
individual’s experience with those to whom their lives are connected, can also contribute to
understanding connections between marital quality, gender, and mental health. Both own
perceptions of marital quality and spouse’s perceptions of marital quality may influence one’s
own mental health. Emotional and social contagion theory suggests that emotions are
“contagious” within social networks (Christakis & Fowler, 2012; Stokes, 2017). Longitudinal
analyses of coresident married couples finds that when one spouse becomes happy, it increases
their partner’s likelihood of also becoming happy (Fowler & Christakis, 2008), and research on
older couples shows contagion in marital quality between spouses over time (Stokes, 2017).
Spousal effects may be indirect; for example, a spouse’s marital dissatisfaction may increase
one’s own marital dissatisfaction, which in turn may negatively impact own mental health. There
may, however, also be direct effects of spousal marital quality on own mental health. Research
suggests that individuals become attuned to their partners’ perceptions of the marriage, and
knowledge of the partner’s perceptions impacts own well-being independent of own perceptions
of the relationship (Kiecolt-Glaser & Wilson, 2017). Even if an individual is satisfied with their
marriage, for example, suspicion or knowledge that their spouse is unhappy could result in
negative consequences for own mental health. Though only a small number of studies have
utilized couple-level data to explore spousal influences, a growing number show cross-partner
effects of marital quality on mental and physical health (Beach et al., 2003; Carr et al., 2014;
Carr, Cornman, & Freedman, 2016; Choi, Yorgason, & Johnson, 2016).

Contributions to the Existing Literature
Few existing studies use couple-level data to examine links between marital quality and

mental health in later life. Using cross-sectional data from 361 couples in the Disability and Use



of Time supplement to the PSID, Carr et al. (2014) do not find significant spousal effects of
marital quality for own mental health, but do find a moderating effect such that the association
between marital quality and life satisfaction for men is strengthened when their wives also report
a happy marriage. In a separate examination of negative well-being with the same data,
husbands’ perceived marital strain is positively related to wives’ frustration level, and wives’
perceived marital support is positively related to husband’s frustration level (Carr et al., 2016).
These studies point to the need for incorporating both partners’ assessment of marital quality.
However, both use cross-sectional data and neither examine depression.

Beach et al. (2003), using couple-level data from 166 married couples who have
adolescents in their household, find that husbands’ marital satisfaction at baseline is predictive of
their wives’ depressive symptoms at follow up, and that wives’ marital satisfaction at baseline is
predictive of their husbands’ later depressive symptoms, too. In fact, the effect between spouses
was of a similar size to the effect of one’s own marital quality on own depressive
symptomatology. An analysis of 317 older couples in the 1982-1988 Yale Health and Aging
Project finds that spousal ratings of emotional closeness are linked to own depressive symptoms,
and that this relationship is stronger for women (Tower and Kasl, 1996). Sandberg and Harper’s
(2000) cross-sectional study of 535 older couples finds that husbands’ perceived marital distress
is significantly associated with wives’ higher depression, but wives’ ratings of marital distress do
not predict husband’s depression (Sandberg & Harper, 2000). However, these studies do not use
nationally-representative data, nor do they examine both negative and positive dimensions of
marital quality.

Taken together, these studies suggest that both own and spousal ratings of marital quality

have independent influences for an individual’s mental health, and that there may be gender



differences in their associations with mental health, though contradictory findings make it
difficult to determine the role gender may play. To better understand these relationships, we
analyze data from a large sample of older adults, using age-based growth curve models to
examine how both spouses’ perceptions of positive and negative dimensions of marital quality
are related to their depressive symptom trajectories across a ten-year time period.
Other Associated Factors

In addition to the importance of accounting for gender and age, as discussed above,
research shows race-ethnic variations in both marital quality and depressive symptomatology,
with older Black and Hispanic adults reporting lower marital quality and greater depressive
symptoms (Bulanda et al., 2011; Liang, Xu, Quifiones, Bennett, & Ye, 2011). Higher
socioeconomic status — including education, income, and assets — is negatively related to
depressive symptomatology among older married couples (Townsend et al., 2001). Marital
characteristics are also important to account for in analyses. Higher-order marriages are
associated with lower marital quality (Kaufman & Taniguchi, 2006) and lower mental health
(Barrett, 2000). Marital quality declines over the marital life course (VanLaningham & Amato,
2003), and the health benefits of happy marriages and the negative health consequences of
unhappy marriages may accumulate over time, suggesting the importance of accounting for
marital duration.
Hypotheses
Based on the theoretical perspectives and research reviewed above, we expect that:

H1: Respondent’s own positive marital quality will be associated with declines in
trajectories of depressive symptoms, whereas own negative marital quality will be

associated with increases, net of spousal marital quality.
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H2: Spouse’s perceptions of positive marital quality will be related to declines in own
depressive symptom trajectories, whereas spouse’s perceptions of negative marital
quality will be associated with increases, net of own marital quality

H3: As previous research yields contradictory findings with regard to potential gender
differences, we offer three competing hypotheses:

H3a: The relationship between marital quality (both own and spousal) and depressive
symptoms during later life is stronger for older women than for men, consistent
with previous studies showing marital quality is more consequential for women’s
mental health (Carr & Springer, 2010).

H3b: The relationship between marital quality (both own and spousal) and depressive
symptoms is stronger for older men than for women, consistent with research
finding a relationship between marital problems and depressive symptoms for
men in longer-term relationships but not for women (Kouros et al., 2008).

H3c: There are no gender differences in the role of own or spousal marital quality for
depressive symptom trajectories, consistent with studies showing gender parity
when using longitudinal data (Whisman & Uebelacker, 2009).

Method
Data
We use data from six waves (2006, 2008, 2010, 2012, 2014, and 2016) of the Health and
Retirement Study (HRS). The HRS is a biennial, nationally-representative survey of American
adults over age 50 and their spouses. Beginning in 2006, the HRS instituted a leave-behind
psychosocial questionnaire with more extensive measures of marital quality than previous waves.

This psychosocial questionnaire is administered to half of the HRS sample every two years. We
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pooled data from the half of the HRS sample that received this questionnaire in 2006 with the
other half that received the questionnaire in 2008. The pooled data from these 2006/2008
respondents is hereafter referred to as “baseline” or “wave 1.” The outcome variable, depressive
symptoms, is measured at baseline and every two years thereafter in respondents’ respective
wave of data collection (e.g., the second data point for the baseline 2006/2008 sample is
2008/2010; that is, 2008 for the baseline 2006 sample and 2010 for the baseline 2008 sample).
Of the 9,212 participants who completed the psychosocial questionnaire in either 2006 or
2008 and were also married, we exclude respondents not aged 51-85 (n=546) due to very small
sample sizes within each age group that result in stability problems for age-based growth curve
modeling. We also exclude those with missing data on the dependent variable at baseline
(n=187), those not followed up in at least one subsequent wave post-baseline (n=105), those not
currently living with their spouse (n=273), and those in same-sex marriages (n=4). Finally, some
individuals who were married at baseline experience divorce/separation or widowhood over the
observation period. Previous research findings show differences in marital quality trajectories for
those who experience eventual divorce (Kanter, Proulx, & Monk, 2019), likely reflecting
differences in the way pre-loss marital quality may affect depression trajectories post-loss. Based
on our own supplemental analysis that demonstrated that the underlying growth trajectories in
depressive symptoms differ for those who remain married over the observation period versus
those who experience marital loss in our sample (results available upon request from authors),
we limit our analyses to those who are continuously married between 2006 and 2016. This
results in a final sample size of 4,342 respondents. Although we link spouses’ reports of marital
quality onto respondents’ records for analysis, our analytic sample is not composed solely of

couples. The HRS is representative only of individuals over age 50, but spouses of age-eligible
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individuals are also interviewed by the HRS regardless age. Thus, in the case of a 65-year-old
respondent with a 35-year-old spouse, we link the 35-year-old’s rating of marital quality to the
65-year-old’s record, enabling us to model the association of both partners’ perceptions of
marital quality with the respondent’s mental health trajectory, but include only the 65-year-old in
our analytic sample.

Measures

Our dependent variable, depressive symptomatology, uses the HRS’s eight-item version
of the CES-D scale. Respondents are asked whether much of the time over the past week they
felt depressed, lonely, sad, everything they did was an effort, had restless sleep, could not get
going, enjoyed life, and were happy, with dichotomous yes/no response categories. Responses to
each item were coded (1) for yes and (0) for no. The last two items were reverse coded and
scores were added to produce a scale (o = 0.77 at baseline) ranging from zero (0) to eight (8)
symptoms. This measure strategy is consistent with numerous previous studies (e.g., Sasson &
Umberson, 2014; Thomeer, Umberson, & Pudrovska, 2013; Choi et al., 2016), and previous
analyses of this eight-item CES-D scale in the HRS find it has good construct validity and
internal consistency (e.g., Steffick, 2000).

We utilize two measures of marital quality as the primary independent variables,
reflecting the two distinct dimensions of marital quality established in previous research (e.g.,
Fincham & Linfield, 1997). Respondents are asked a series of questions about their relationship,
with responses ranging from “not at all” (1) to “a lot” (4). Positive marital quality is a three-item
scale (0=0.80) measuring respondents’ perceptions of how much their spouse understands the
way they feel, can be relied on, and how much they can open up to their spouse to talk about

their feelings. Negative marital quality is a four-item scale (¢=0.78) indicating respondents’
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perceptions of how much their spouse criticizes them, makes too many demands of them, lets
them down when counted on, and gets on their nerves. Scores are averaged within each
dimension to produce the final positive and negative marital quality scales (ranging 1-4),
consistent with HRS documentation recommendations for scaling of these variables (Smith,
Ryan, Fisher, Sonnega, & Weir, 2017) and with previous research using these measures in the
HRS (e.g., Choi et al., 2016; Whisman, Li, Sbarra, & Raison, 2014). The baseline values for
these variables are used in the model. We assessed the feasibility of incorporating a time-varying
version of marital quality in the growth curve models at two post-baseline time points. However,
supplemental analyses showed low variation in marital quality between waves (i.e., measures at
the three different time points were strongly correlated; paired t-tests showed no significant
differences in positive marital quality between the three time points and only small and
inconsistent differences in negative marital quality between time points) among our analytic
sample of continuously-married older adults. In addition, whereas the outcome variable is
measured in two-year increments, marital quality is measured every four years. Taken together,
these resulted in problems when attempting to include the time-varying measure of marital
quality in the latent curve models. Thus, only the baseline measure of marital quality is used.
Age is a continuous variable indicating chronological age and is used as the time scale in
the models (see below). All independent variables are measured at baseline. Sociodemographic
controls include gender (female, a dichotomous variable coded (1) for women and (0) otherwise),
race-ethnicity (non-Hispanic White, non-Hispanic Black, and other race-ethnicity, as sizes of
other race-ethnic groups were too small to further disaggregate for the age-based growth curve
models), and any resident children (coded (1) if children are in the household and (0) otherwise).

Socioeconomic measures include education (number of years), currently employed (coded (1) if
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currently working for pay and (0) otherwise), and household income and assets. Both of the latter
two measures are logged for use in multivariate analysis (to address values of zero, the value of
income and to the absolute value of assets prior to logging; for those with negative assets, we log
the absolute value and then return the negative sign). We also include two measures of health
status: subjective health (ranging from (1) poor to (5) excellent) and activities of daily living
(ADL) limitations, a count of the total number of six activities with which the respondent has
difficulty, ranging from zero to six. Controls for union characteristics include marital duration
(number of years of current marriage) and higher-order marriage (a dichotomous variable
indicating the respondent is in a remarriage at baseline) in the models.

The HRS employs bracketing techniques to minimize non-response on income and assets.
RAND then uses this bracketed information with a progressive-step imputation process to
produce imputed versions of income and wealth (Pantoja et al., 2018). We utilize these versions
in our analyses. Less than two percent of the sample has missing data on any of the independent
variables at baseline, with the exception of the spousal marital quality variables, on which 8.7%
are missing responses. One of the advantages of using HRS data is the low panel attrition over
time. Less than 2% of our analytic sample are non-respondents at each of the five post-baseline
waves. For any missing data at baseline or followup, we use full information maximum
likelihood (FIML) to utilize partial information in the model estimation (Arbuckle, 1996).

Plan of analysis

We used the latent curve model (LCM; Bollen & Curran, 2006) to examine the
longitudinal relationship between marital quality and depression symptomatology. LCM is an
application of structural equation modeling with latent growth factors including the intercept

(i.e., baseline level) and the slope (i.e., rate of growth) factors (Kline, 2016), and can model
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inconsistent observation times, time-invariant, and time-varying covariates (Curran, Obeidat, &
Losardo, 2010). Although our outcome variable — depressive symptomatology — is skewed, it is
not necessary to use a transformed (e.g., logged) version, as LCM examines within-person
variation over time (trajectories) rather than depressive symptoms at finite points. LCM is
usually specified for all survey respondents observed at the same time periods (e.g., year 1, year
2, year 3, etc.). However, the choice of the time metric for growth curves should be driven by the
conceptual aspects of the subject of study. The assumption of a life course trajectory approach is
that, at the individual level, trajectories unfold across age, and a preponderance of socio-
behavioral work on depression and/or depressive symptoms note very clear life course patterns
across age (Adkins, Wang, & Elder, 2009; Lynch & Taylor, 2016). As such, we employ age-
based LCM in this study, with age as the time unit in our analysis (e.g., age 50, age 51, etc.)
The order of model building was baseline LCM and LCM with covariates. The
unconditional LCM (Model 1) is specified as follows:
Vie = Mg 114, + &, (Equation 1)
No; = Mo + o (Equation 2)
Ny =Ny + 6y (Equation 3)
where y is depressive symptoms for person i at time t (see Equation 1). In our analytic sample,
respondents’ depressive symptoms are observed at Six time points: 2006, 2008, 2010, 2012, 2014
and 2016. In Equation 2 and 3, 17, and 7, are the latent intercept and slope for person i, and 4, is
the time score, which is the individual’s age at time t in the study. Also, ¢,; and ¢,; are the error
terms, which indicate the between-person variability in depressive symptom trajectories. Once
the baseline LCM is constructed, a series of time invariant covariates are added to Model 2

(Equation 1, 2b and 3b).
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Mo: = Mo T Z YorXx; T Cp;(Equation 2b)
k

Ny =m + Z VieXp; T ¢y (Equation 3b)
k

Here, y is the coefficient of the k-th time invariant covariate (x) on the intercept and slope.
Moreover, the slope (1,) was also modeled as a function of the intercept (#,) to account for the
possible floor- and ceiling-effects. For example, the respondent who had the near-lowest CESD
score at the first observation is unlikely to lower the score in the subsequent observation given
the possible lowest score is bounded to zero. The simplified diagram of the fully conditional
model (Model 2) (Equation 1b, 2b and 3b) is displayed in Figure 1. In a separate analysis to
examine possible gender differences, we fit multi-group models (Wang & Wang, 2012) and
conduct significance tests to compare the coefficients for the marital quality measures between
women and men.

Mplus version 8 (Muthén and Muthén, 1998-2017) is used for the analysis. The models
are estimated using full information maximum likelihood (FIML) with the MLR (robust
maximum likelihood) command. FIML incorporates the cases with missing values using partially
available information into the estimation (Arbuckle, 1996). FIML is known to be less biased than
traditional approaches to missing data (e.g., listwise deletion, mean imputation) (Wang and
Wang, 2012). To adjust for the complex sampling design of the study, the HRS psychosocial
questionnaire weight (using the value that corresponds to the 2006 or 2008 wave in which the
respondent initially completed the questionnaire), stratification, and cluster weights are applied
in all models using the TYPE = COMPLEX command in Mplus.

Several model-building decisions and sensitivity analyses results should be noted. First,

although a non-linear LCM with a quadratic growth factor is evaluated (Kline, 2016), the model
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did not converge and the results were inconsistent with several minor model modifications. Thus,
we employed a more stable, linear LCM instead. The model identification was assessed with the
ratio of the number of off-diagonal elements (n=253) of variance/covariance matrix and the
number of estimated free parameters (n=176) (Wang & Wang, 2012). In addition, no warning
messages indicated possible under-identification in Mplus Version 8. Based on these
assessments, we believe that our models are identified.

The model fit was evaluated based on the log likelihood statistic, the Akaike Information
Criterion (AIC) and Bayesian Information Criterion (BIC). These fit indices are used to compare
the relative improvement in the fully conditional model compared to the unconditional model.
Given the Mplus MLR command and age-based specification of growth factors (a.k.a., type 11
data), conventional SEM fit indices such as the comparative fit index (CFI) and root mean
squared error of approximation (RMSEA) could not be used as the model fit indices in the LCM
(Wu, West, & Taylor, 2009). By the same token, the minimum sample size estimation with the
age-based LCM limited the use of existing approaches such as the method by MacCallum,
Browne, and Sugawara (1996). As such, we referred to the N/qg rule where N is the sample size
and g is the number of parameters to be estimated (Kline, 2016). In our study, because the N is
over 4,000 and q is 176, the recommended ratio of 20 to 1 is met.

Results

Table 1 presents weighted descriptive statistics by gender. Women report significantly
higher depressive symptoms, higher negative marital quality, and lower positive marital quality
than do men. Women are significantly younger, have lower levels of education, and are in
longer-duration marriages, on average, then men. A significantly lower proportion of women

than men have children in their household (26% versus 32%) or are employed (52% versus
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62%). Although mean marital quality is fairly similar for respondents and their spouses, we
further explored this concordance in supplemental analyses (results not shown). Results show
only moderate correlations between own and spousal positive marital quality (r = 0.33) and
between own and spousal negative marital quality (r = 0.37).

Tables 2 presents the estimated coefficients from the baseline and fully conditional/final
models. The final model was determined after comparing slightly modified models (e.g., without
some of the statistically non-significant covariates) and evaluating the AIC and BIC. Although
the interpretation requires caution and consideration of context, a general rule suggests that a
decrease in the AIC and BIC by greater than 10 indicates a significant improvement in the model
(e.g., Fabozzi, Focardi, Rachev, & Arshanapalli, 2014). The mean latent intercepts and latent
slopes were 1.256 (p < 0.05) and -0.005 (p < 0.05) in the baseline model. The variances for the
latent intercepts and latent slopes were 20.865 (p < 0.05) and 0.004 (p < 0.005). In other words,
the baseline and rate of growth (i.e., intercept and slope) of depressive symptoms trajectory were
statistically significant.

To assess our first hypothesis, we examine whether own ratings of marital quality are
associated with own depressive symptoms, net of spousal reports of marital quality. Results
support this hypothesis; one’s own negative and positive ratings of marital quality are associated
with own depressive symptom trajectories for both women and men. As expected, positive
marital quality has a protective association (y = -0.003, p < 0.05) with depressive symptom
trajectories, whereas negative marital quality is associated increased depressive symptoms (y =
0.002, p < 0.05).

To assess our second hypothesis, we examine whether spouses’ ratings of marital quality

are associated with respondents’ depressive symptom trajectories. We find partial support for



19

this expectation. Spouse’s negative marital quality is associated with greater own depressive
symptoms at baseline (y = 0.679, p < 0.05) and own increased depressive Symptoms over time (y
=0.003, p < 0.05). However, spouse’s ratings of positive marital quality are not significantly
associated with own depressive symptoms at baseline or over time.

To assess our third hypothesis, we examine the multi-group models by gender. Table 3
shows tests for the difference in coefficients between men and women. With regard to the
relationship between own marital quality and own depressive symptoms, results offer support for
the gender parity hypothesis (hypothesis 3c). As shown in Table 2, own positive marital quality
has a protective association with depressive symptom trajectories whereas own negative marital
quality is associated with greater growth in depressive symptoms over time, and results of the
multi-group analysis (Table 3) suggest these relationships do not vary by gender. We also find
partial support for Hypothesis 3c with regard to the relationship between negative spousal
marital quality and own depressive symptom trajectories. As shown in Table 2, spousal ratings of
negative marital quality are positively associated with growth in depressive symptomatology,
and results of the multi-group models (Table 3) suggest there are no gender differences in this
relationship. However, when examining the role of positive spousal marital quality, we find
partial support for our hypothesis that spousal perceptions of marital quality are more strongly
associated with women’s depressive symptom trajectories than men’s (hypothesis 3a). Table 3
shows significant gender differences in the coefficients of spousal positive marital quality both
for baseline (i.e., intercept) and growth (i.e., slope) of depressive symptom trajectories. There is
a significant gender difference in the association between spouse’s positive marital quality and
own baseline depressive symptoms (Ay = —-2.166 , p < 0.05) such that spouse’s marital quality has

a protective association with baseline depressive symptoms only among women. However, the
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adverse association of spouse's positive marital quality with the rate of depressive symptom
growth over time is weaker for women than men (Ay = 0.004, p < 0.05). This is likely due to the
very different starting points between men and women at baseline, with spousal positive marital
quality predictive of much lower depressive symptoms at baseline for women, resulting in less
room for subsequent decline.

A few findings with regard to the covariates are notable. Women evidence greater growth
in depressive symptoms over time (y = 0.003, p < 0.05). Education and ADL limitations were
associated with increased depressive symptoms over time, whereas self-rated health had a
negative relationship with depressive symptom growth. Non-Hispanic Black individuals had, on
average, lower levels of depression at baseline, but there were no race differences in growth of
depressive symptoms over time. Similarly, marital duration was negatively associated with
depressive symptoms at baseline but not significantly related to the slope of depressive symptom
trajectories post-baseline.

Discussion

Previous research shows that marital quality is consequential for older adults’ mental
health outcomes (e.g. Beach et al., 2003; Whisman & Uebelacker, 2009), but offers contradictory
findings with regard to gender. In addition, previous studies are limited by use of small samples,
cross-sectional data, limited measures of marital quality, and data from only one spouse. We
extend this literature by using data from six waves the Health and Retirement Study to
prospectively examine whether negative and positive dimensions of both own and spousal
marital quality are related to continuously-married older adults’ depressive symptom trajectories,

and to assess potential gender differences in the relationship.
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We draw from both the life course perspective and the stress and coping perspective to
understand how marital quality is related to depressive symptomatology. The stress and coping
perspective suggests that chronic stress, such as a marriage characterized by high levels of
criticism and dissatisfaction, is detrimental to mental health (Pearlin, 2010). Consistent with this
suggestion and with the marital discord model, we find that own perception of greater negative
marital quality is associated with higher baseline depressive symptoms and greater slope of
depressive symptom trajectories over the ten-year observation period. The stress and coping
perspective also suggests that positive sources of social support can buffer the negative effects of
stress on health, protecting mental health (Thoits, 2010). A supportive, satisfying marriage may
thus protect older adults’ mental health from the negative impact of social stress. Consistent with
this idea, we find that positive marital quality is negatively associated with the slope of
depressive symptom trajectories for older adults. Notably, although some previous research
suggests that that negative dimensions of marital quality may have stronger effects for depressive
symptomatology than positive marital quality, our results show that both own negative and own
positive marital quality are associated with depressive symptom trajectories among continuously-
married older adults.

The life course perspective’s emphasis on an individual’s place in the social system and
historical time suggests gender may play an important role in the relationship. Gender norms in
the U.S. have dictated greater responsibility for the emotional management of relationships to
women, suggesting women may be particularly attuned to and affected by evaluations of marital
quality. Indeed, a number of studies find stronger effects of marital quality for women’s
depressive symptoms than men’s (e.g., Proulx et al., 2009; Sandberg & Harper, 2000; Tower &

Kasl, 1996; Whisman, 2001; Whisman et al., 2015), resulting in the commonly-accepted notion
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that own perceptions of marital quality are more important for women’s mental health than
men’s. Our results challenge this, instead showing that own ratings of positive and negative
dimensions of marital quality are related to depressive symptom trajectories in similar ways for
older, continuously-married men and women. This is consistent with some previous work
suggesting similar effects of marital quality for depressive symptoms regardless of gender
(Beach et al., 2003; Whisman & Uebelacker, 2009). Carr et al. (2016), in their analysis of the
association of own marital quality with both life satisfaction and subjective well-being, also find
gender parity. They speculate that perhaps later-life crossover in gendered behaviors, such as
declining importance of childrearing for women and labor force participation for men, may mean
more gendered convergence in the relationship of marital quality to mental health in older
adulthood. Our results suggest this may also be the case for depressive symptoms.

Our study further contributes to the literature by incorporating spousal data. Drawing
from the life course perspective’s concept of linked lives, we consider how spousal ratings of
marital quality may be related to own depressive symptoms. A growing body of research suggest
that, in accordance with emotional and social contagion theory, individuals are aware of and
affected by their spouse’s marital satisfaction. Consistent with previous studies suggesting
stronger effects of husbands’ marital quality for wives’ mental health during the later life course
(Sandberg & Harper, 2000; Tower & Kasl, 1996), husbands’ ratings of positive marital quality
are associated with wives’ depressive symptoms.

There are several limitations of the current study. First, we have modeled the relationship
between marital quality and depressive symptoms as unidirectional, but some existing studies
suggest that the relationship may be reciprocal (Kouros et al., 2008; Pruchno et al., 2009; Proulx

et al., 2007; Whisman & Uebelacker, 2009). Second, we examine only continuously-married
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individuals. Our supplemental analyses (available upon request) suggest underlying trajectories
of depression differ for those who are continuously married versus those whose marriages end.
Establishing and analyzing the different trajectories in depression over the transition to
divorce/separation and widowhood is beyond the scope of this paper, but future research should
assess how trajectories of depression over divorce and widowhood may vary based on pre-loss
marital quality. Third, our sample utilizes spousal data on perceived marital quality, but we do
not have a sample composed solely of couples due to age-eligibility restrictions in the HRS.
Fourth, we are not able to explicitly test for potential cohort differences in our age-based growth
curve models; subsequent studies should explore whether such differences may exist among
samples of older adults. Fifth, we consider only heterosexual marital unions. Future research
should consider whether the association between relationship quality and depressive symptoms is
similar for same-sex couples and those in cohabiting unions. Finally, it is important to note that
we focus only on depressive symptoms in this study, and not on clinical diagnoses of depression.
In sum, results of this study contribute to the growing literature on the health
consequences of later-life relationships in three main ways. First, results suggest that, among
continuously-married older adults, gender may not be as salient in the link between own marital
quality and depressive symptoms as some research on the earlier life course has suggested. Our
results show that own perceptions of positive and negative marital quality have similar
relationships with later-life depressive symptoms for both men and women. Second, our results
contribute to the literature by underscoring the necessity of examining multiple dimensions of
marital quality. We find both positive and negative dimensions of own marital quality are related
to depressive symptom trajectories for men and women. Third, results point to the importance of

including spousal perceptions of marital quality when examining marriage and health. Spousal
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perceptions of negative marital quality are related to older adults’ own depressive symptom
trajectories similarly for both men and women. We do, however, find a notable gender difference
in the relationship between spousal positive marital quality and own depressive symptom
trajectories. Husbands’ ratings of positive marital quality are associated with lower depressive
symptomatology for older women. Taken together, these findings suggest the importance of
examining both spouses’ reports of multiple dimensions of marital quality when examining later-
life depressive symptoms, and that although spousal ratings of negative marital quality matter for
both men’s and women’s trajectories of depressive symptoms, spousal rating of positive marital
quality may be predictive of depressive symptoms only among women.

This study therefore has important implications for older women’s mental health, as the
findings suggests older women are may be uniquely affected by their spouses’ perceptions of
positive marital quality. Given that marital relationships have stronger links with depressive
symptoms than other relationships (Walker et al., 2013) and that older adults may winnow their
social networks during later life (Carstensen, 2003), the marital relationship may figure
particularly prominently in later life wellbeing. That both own and spousal ratings of positive
and negative dimensions of marital quality are linked with depressive symptoms during later life,
and that spousal effects may be particularly important among women, poses an important area of
attention for health care providers, mental health professionals, and marital counselors who
provide services to older individuals.
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Figure 1: Simplified Path Diagram of the Age-based Growth Curve Model
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Table 1. Weighted Descriptive Summary of All Variables for the Analytic Sample

Women Men
n=2176 n=2,166
Variables Mean (SE) or Percentage Mean (SE) or Percentage

Time 1 CESD (0-8) 1.05* (0.044) 0.92 (0.044)
Time 2 CESD (0-8) 1.03***  (0.051) 0.82 (0.035)
Time 3 CESD (0-8) 1.06 ***  (0.054) 0.85 (0.032)
Time 4 CESD (0-8) 1.05***  (0.047) 0.85 (0.038)
Time 5 CESD (0-8) 1.14***  (0.047) 0.83 (0.033)
Time 6 CESD (0-8) 1.11* (0.075) 0.89 (0.046)
Positive marital quality (1-4) 3.46***  (0.014) 3.62 (0.015)
Negative marital quality (1-4) 2.01***  (0.018) 1.91 (0.015)
Spouse’s positive marital quality (1-4) 3.63***  (0.013) 3.46 (0.015)
Spouse’s negative marital quality (1-4) 1.89 ***  (0.018) 1.99 (0.015)
Age 61.53***  (0.175) 62.54 (0.210)
Non-Hispanic Black 5.23% 5.39%

Other race-ethnicity 10.29% 10.94%

Non-Hispanic White? 84.49% 83.67%

Any resident child 26.46% *** 32.35%

Education 13.35 ***  (0.092) 13.65 (0.109)
Household income 101,197.00 (4,100) 102,165.00 (3,499)
Assets 689,154.00 (35,559) 675,182.00 (31,400)
Employed 52.36% *** 62.44%

Self-rated health (1-5) 3.54 (0.026) 3.49 (0.025)
ADL limitations (0-6) 0.14 (0.014) 0.14 (0.016)
Marital duration 34.23 ***  (0.309) 32.04 (0.340)
Higher-order marriage at baseline 30.53% 32.92%

Significant gender difference: *p<.05, **p<.01, ***p<.001
2Used as the reference category in multivariate analysis.



Table 2. Estimated Coefficients and Standard Errors from the Latent Curve Models

Model 1 Model 2
p-value p-value
No = T -0.014 (0.001) 0.001 -0.014 (0.001) 0.001
Mo p-value o p-value Mo p-value m p-value
Positive marital quality >  -0.486 (0.418)  0.245 -0.005(0.001) 0.001  -0.333(0.402) 0.408 -0.003 (0.001) 0.001
Negative marital quality -  0.798 (0.350) 0.023  0.002 (0.001) 0.010 0.679(0.317) 0.032  0.002 (0.001) 0.001
Spouse’s positive marital quality >  -0.796 (0.439)  0.070  0.001 (0.001) 0415  -0.431(0.317) 0.301  0.001 (0.001) 0.548
Spouse’s negative marital quality >  -0.343 (0.360)  0.341  0.003 (0.001) 0.001  -0.302(0.295) 0.305  0.003 (0.001) 0.001
Female > -0.353(0.298)  0.236  0.003 (0.001) 0.001
Non-Hispanic Black > -1.211 (0.433) 0.005  0.001 (0.001) 0.286
Other race-ethnicity > -0.409 (0.469) 0.393  0.001 (0.001) 0.426
Co-resident child > 0.188(0.394)  0.633  -0.001 (0.001) 0.314
Education > -0.053 (0.067) 0.434  0.001 (0.001) 0.005
Income (log) > -0.141 (0.160) 0.378  0.001 (0.001) 0.335
Asset (log) > -0.067 (0.058)  0.247  0.001 (0.001) 0.635
Employed—-> 0.097 (0.363) 0.789  -0.001 (0.001) 0.051
Self-rated health > -0.512 (0.194)  0.008  -0.005 (0.001) 0.001
ADL limitations > 1.887 (0.403)  0.001  0.003 (0.001) 0.009
Remarriage > -0.758 (0.497)  0.127  0.001 (0.001) 0.517
Marital duration -> -0.052 (0.016) 0.001  0.001 (0.001) 0.116
Model fit indices
Loglikelihood -52581.749 -116913.742
AlC 105229.499 234217.484
BIC 105439.910 235460.821

Note: 5y = Intercept; 5, = Slope

All covariates were measured at the baseline year (either 2006 or 2008)
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Table 3. Selected Results from the Significance Tests of the Regression Coefficients on Depressive Symptoms for Women and Men

Model 2 2
Mo N1
Ay (SE) p-value Ay (SE) p-value
Positive marital quality - 1.014 (0.923) 0.272 0.001 (0.002) 0.627
Negative marital quality > 0.461 (0.737) 0.532 0.002 (0.001) 0.121
Spouse’s positive marital quality = -2.116 (0.673) 0.002 0.004 (0.002) 0.043
Spouse’s negative marital quality > -0.617 (0.739) 0.404 0.001 (0.001) 0.887

Note: 1, = Intercept; 1y = Slope; Ay (gamma) = difference in the coefficient between women and men; SE = standard error; significance test
and p-value is based on the multi-group model (see Methods section)

n (women) = 2,176; n (men) = 2,166

2 See the model specification in the Methods section and Table 2 (Model 2 without the female variable)
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