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Abstract

Objectives: Individuals often manage chronic conditions in middle and later life that may diminish well-being. Little is
known, however, about discordant conditions (i.e., two or more conditions with competing self-management requirements)
among older couples and their links to depressive symptoms. We considered discordant conditions at both the individual
level and the couple level (i.e., between spouses), along with their long-term implications for depressive symptoms.
Methods: The U.S. sample included 1,116 middle-aged and older couples drawn from five waves (2006-2014) of the
Health and Retirement Study. Longitudinal actor-partner interdependence models evaluated whether individual-level and
couple-level discordant chronic health conditions were concurrently linked to depressive symptoms, and whether these
associations became stronger over time. Models controlled for age, minority status, education, prior wave depressive symp-
toms, and each partner’s baseline report of negative marital quality and number of chronic conditions in each wave.
Results: Wives and husbands reported significantly greater depressive symptoms when they had individual-level discordant
conditions about 2 years after baseline, and these links intensified over time. Beyond this association, husbands had signif-
icantly greater depressive symptoms when there were couple-level discordant conditions.

Discussion: Individual-level and couple-level discordant conditions may have lasting implications for depressive symptoms
during midlife and older adulthood.

Keywords: Depression, Morbidity, Multimorbidities, Spouses

Multimorbidity, defined as having two or more chronic dis-
eases, affects about half of adults aged 45-64 and over 80%
of adults aged 65 and older (Buttorff, Ruder, & Bauman,
2017). On average, people with multimorbidity report sig-
nificantly greater depressive symptoms and have a two- to
threefold increased risk of a depressive disorder relative
to those with one or no chronic conditions (Read, Sharpe,

Modini, & Dear, 2017). Middle-aged and older adults with
chronic illness commonly have spouses managing at least
one health condition of their own (Piette, Rosland, Silveira,
Kabeto, & Langa, 2010). Spouses influence one another’s
long-term mental and physical health (Polenick, Brooks, &
Birditt, 2017; Polenick, Renn, & Birditt, 2018; Thomeer,
2016), yet little is known about how each partner’s
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chronic conditions are linked to well-being within the
couple. Multiple chronic conditions are more challenging
when they require discordant self-management goals (e.g.,
lowering blood pressure vs reducing pain) that are not dir-
ectly related and increase care complexity (Bowling et al.,
2017; Boyd & Fortin, 2010; Goodman et al., 2016; Lagu
et al., 2008; Piette & Kerr, 2006). Consequently, discordant
conditions at both individual and couple levels may have
enduring associations with depressive symptoms. This study
considered individual-level and couple-level discordant con-
ditions, their links to depressive symptoms across 8 years,
and whether these links become stronger over time.

Discordant Chronic Conditions and Depressive
Symptoms

According to the concordant—discordant model of
comorbidities, multiple chronic conditions are more dif-
ficult to manage when they involve discordant treatment
requirements (Piette & Kerr, 2006). Concordant conditions
such as diabetes and heart disease share similar self-man-
agement strategies (e.g., a low-salt diet to lower cardiovas-
cular risk) that are synergistic and simplify treatment plans.
By contrast, discordant conditions such as diabetes and
arthritis require a wider range of self-management strat-
egies (e.g., a low-salt diet vs physical therapy exercises)
that compete with limited time and resources. Discordant
conditions increase self-management burden because they
cannot be managed synergistically. Having one or more
discordant conditions also complicates decisions about pri-
oritizing self-management tasks, which may heighten dis-
tress and contribute to detrimental health outcomes (Boyd
& Fortin, 2010; Piette & Kerr, 2006). Indeed, a study of
multimorbidity patterns among older adults found that
two discordant condition combinations (arthritis—pulmo-
nary and arthritis—pulmonary-heart) show the strongest
association with depression (Pruchno, Wilson-Genderson,
& Heid, 2016).

Taken together, the current literature suggests that mid-
dle-aged and older adults with discordant conditions may
report higher depressive symptoms than those without
discordant conditions. Furthermore, this association may
intensify as the negative consequences of discordant condi-
tions accumulate. People managing discordant conditions,
for instance, might find it increasingly difficult to priori-
tize a low-sugar diet for diabetes when they also cope with
arthritis pain that becomes more severe with age. Poorer
self-management combined with increasing illness severity
may amplify depressive symptoms over time.

Discordant Chronic Conditions in the Couple
Context

Interdependence theory proposes that spouses influence
one another’s thoughts, feelings, and behaviors in ways that
mutually affect their well-being (Rusbult & Van Lange,

2008). Previous studies have demonstrated that medical
morbidity and depressive symptoms among middle-aged
and older wives and husbands are interrelated and show
cross-partner associations over time (Polenick et al., 2017,
2018; Thomeer, 2016). Such interdependence suggests that
one partner’s discordant conditions may lead to emotional
strain for both members of the couple. Supporting this hy-
pothesis, greater illness intrusiveness (i.e., interference with
daily life) has been positively linked to both individual-level
depressive symptoms (Devins et al., 1993) and spousal
strain (Masters et al., 2013). One spouse’s discordant
self-management requirements potentially hinder and com-
plicate the daily lives of both partners, which might raise
their susceptibility to depressive symptoms.

Over and above individual-level discordant conditions,
discordant conditions between spouses may contribute to
psychological distress. Couple-level discordant conditions
occur when partners have chronic conditions with self-man-
agement requirements that differ from one another. A hus-
band with arthritis, for example, likely manages pain with
physical therapy exercises or medications, but might not
need to follow the low-salt diet recommended for his wife
with heart disease. Compatibility theories of marriage sug-
gest that spouses who differ in their everyday goals and be-
haviors may encounter more marital conflict and perceive
less partner support (Levinger & Rands, 1985). In accord
with these theories, studies have found positive links be-
tween marital satisfaction and shared leisure time and ac-
tivities (Crawford, Houts, Huston, & George, 2004; Hill,
1988) and negative associations between marital satisfac-
tion and discordant alcohol consumption among couples
(Homish & Leonard, 2008; Rodriguez, Neighbors, &
Knee, 2014). Chronic conditions with differing self-man-
agement requirements between spouses add complexity to
daily routines and may strain their relationship, potentially
elevating both partners’ depressive symptoms.

Wives may be particularly at risk of depressive symp-
toms in the context of individual-level and couple-level dis-
cordant conditions. Compared with husbands, wives are less
likely to care for themselves when ill, receive less partner
and family support in managing their own health, and re-
port more family-related barriers to self-care (Rosland,
Heisler, Choi, Silveira, & Piette, 2010; Thomeer, Reczek, &
Umberson, 2015; Thomeer, Umberson, & Pudrovska, 2013).
Additionally, wives provide more spousal caregiving and
health-related emotional support (Monin & Clark, 2011;
Thomeer et al., 2015) that may be burdensome and lead to
depressive symptoms. Bolstering this point, prior work found
that wives (but not husbands) report significantly greater in-
creases in depressive symptoms over time when their part-
ners report greater physical pain (Polenick et al., 2017).

Previous research using the larger dataset analyzed in
the present manuscript showed that individual-level and
couple-level discordant conditions were linked to levels
of and changes in functional disability within married or
cohabiting couples (Polenick, Birditt, Turkelson, & Kales,
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2019). Depressive symptoms were also found to moderate
these links. Notably, husbands with discordant conditions
and high-depressive symptoms (i.e., scores one standard
deviation above the mean) had a significantly faster rate
of increase in disability than husbands without discordant
conditions who had high-depressive symptoms. A critical
next step is to test whether individual-level and couple-level
discordant conditions are associated with greater depres-
sive symptoms over time, heightening risk of poor mental
and physical health among aging couples.

The Present Study

Drawing from a nationally representative U.S. sample, this
study considered how individual-level and couple-level dis-
cordant chronic health conditions are linked to depressive
symptoms among middle-aged and older couples across
an 8-year period. We focused on seven major chronic con-
ditions that are strongly associated with morbidity and
mortality (Fisher, Faul, Weir, & Wallace, 2005): arthritis,
cancer, diabetes, heart disease, hypertension, lung disease,
and stoke. Controlling for known predictors of depres-
sive symptoms including sociodemographic characteris-
tics (Vink, Aartsen, & Schoevers, 2008), negative marital
quality (Rehman, Gollan, & Mortimer, 2008), and number
of chronic health conditions (Read et al., 2017), we hy-
pothesized that wives and husbands would report higher
depressive symptoms when they or their partners had dis-
cordant conditions and when there were discordant condi-
tions between spouses. We predicted that these links would
become stronger over time. Finally, we predicted that the
associations would be stronger for wives than for husbands.

Method

Sample and Procedures

Participants included a U.S. sample of 1,116 heterosexual
married or cohabiting couples from five waves (2006-2014)
of the nationally representative Health and Retirement
Study (HRS). The HRS has collected data biennially with re-
sponse rates of over 80% at each wave since 1992. All par-
ticipants receive study information in the mail. Before each
interview, participants are read a confidentiality statement
and give oral consent. Since 2006, an enhanced face-to-face
interview has also been conducted biennially with half of
the panel respondents followed up by a self-administered
psychosocial questionnaire (SAQ) with questions including
the assessment of marital quality. Ethical approval was not
required for the present analysis because these data are pub-
licly available with no individual identifiers.

In 2006, phone interviews and SAQs were conducted
with 7,635 participants, of whom 4,936 (65%) were mar-
ried and 256 (3%) had a cohabiting partner. Of these,
4,692 (90%) had a partner who also completed a phone
interview and SAQ in 2006. Twenty individuals in same-sex

couples were not included to enable the estimation of ef-
fects for wives and husbands within couples and because
the small sample precluded comparisons between same-sex
and opposite-sex couples. Of the remaining participants,
2,598 (55.6%) were married to or cohabiting with the
same partner (hereafter referenced as spouse) from 2006 to
2014 and participated in each wave.

Of the 2,598 participants, 366 were removed due to
missing data, resulting in an analytic sample of 1,116 wives
and husbands (see Table 1 for baseline characteristics and
scores on major variables). Most (96.4%) were married at
baseline. Relative to married participants, cohabiting par-
ticipants were younger (women: b = -.06, p = .004; men:
b = -.06, p = .013), less educated (men only: b = -.13,
p =.009), reported more chronic conditions (women only:
b = .42, p = .041), and had a partner with more chronic
conditions (men only: b = .43, p = .043) but did not differ
significantly on any other study variables.

We conducted a power analysis using G*Power 3.1.9.2.
There were 11,160 observations (2,232 individuals x 5
waves). With a design effect of 2.45 calculated using the
intraclass correlation coefficient from the data, the effec-
tive sample size was 4,555 (11,160 observations divided by
2.45). The power to detect associations between discordant
conditions and depressive symptoms was .98 with an effect
as small as .01 and a maximum of 32 predictors/covariates.

We tested whether the study participants were signif-
icantly different from the 2,308 married or cohabiting
couples not included in this study because one or both
spouses had missing data on study variables in one or
more waves after baseline. Wives and husbands who were
younger (wives: b = -.06, p < .001; husbands: b = -.07, p
<.001), had more education (wives: b = .08, p < .001; hus-
bands: b =.05, p <.001), reported fewer chronic conditions
(wives: b = -.13,p = .03; husbands: b = -.17,p = .003), had
a spouse with fewer chronic conditions (wives: b = -.22,

Table 1. Baseline Characteristics and Scores on Study
Variables for Wives and Husbands

Wives Husbands
Variable M SO M SD
Age 53.9%** 88 §7.3 8.3
Education in years 13.3 2.6 134 3.0
Negative marital quality 2.0#* 0.6 1.9 0.6
Number of chronic health conditions 1.6** 12 1.7 12
Functional disability 0.2 0.8 02 0.7
Depressive symptoms 1L1#** 1.7 09 1.4

Y% %
Minority status 11.3 11.6
Individual-level discordant conditions ~ 44.0 43.3
Couple-level discordant conditions 60.9 60.9

Note: N = 1,116 couples.
**Significant gender difference at p < .01. ***Significant gender difference
atp <.001.
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p < .001; husbands: b = -.19, p = .003), reported fewer
depressive symptoms (wives: b = -.06, p = .02; husbands:
b =-.10,p =.002), and had couple-level discordant condi-
tions (wives: b = .23, p <.001; husbands: b =.22,p = .001)
were significantly more likely to be included. Both wives
(b = =23, p =.002) and husbands (b = -.20, p = .006)
were significantly more likely to be included when wives
reported lower negative marital quality.

Measures

Depressive symptoms

Depressive symptoms were assessed at each wave
using the eight-item Center for Epidemiologic Studies
Depression Scale (CES-D; Steffick, 2000). Responses
to this scale among older adults have shown good reli-
ability and validity (Karim, Weisz, Bibi, & ur Rehman,
20135; Steffick, 2000). Participants reported whether they
had experienced the following much of the time during
the past week: felt everything was an effort, had restless
sleep, could not get going, felt depressed, felt lonely, felt
sad, was happy, enjoyed life. Ratings for the two positive
items were reverse coded and items were summed (wives:
a range = .79- .81; husbands: a range = .71-.76). Total
scores >4 reflect clinically relevant depressive symptoms

(Steffick, 2000).

Individual-level and couple-level discordant chronic
conditions

At each wave, participants reported whether they had been
diagnosed by a physician with seven major chronic health
conditions: arthritis, cancer, diabetes, heart disease, hyper-
tension, lung disease, and stroke. These conditions were
selected because of their prevalence and strong associations
with morbidity and mortality among older adults (Fisher
et al., 2005). Individual-level discordant conditions oc-
curred when participants had one or more conditions with
discordant management requirements (1 = yes, -1 = 70)
based on prior literature (Bowling et al., 2017; Lagu et al.,
2008; Piette & Kerr, 2006). Diabetes, heart disease, hy-
pertension, and stroke are all considered to be concordant
with one another because they share the common self-man-
agement goal of cardiovascular risk reduction, whereas the
remaining combinations of conditions are considered to
be discordant. In total, there were 15 possible pairs of dis-
cordant conditions (see Supplementary Table 1). We con-
sidered both own and partner reports of individual-level
discordant conditions. Couple-level discordant conditions
assessed whether participants reported having one or more
conditions that are discordant from one or more of their
partners’ conditions (1 = yes, -1 = n0).

Time

Time (year centered at baseline in 2006) was considered as
a moderator to determine whether the associations in this
study became stronger across the 8-year period.

Covariates

Covariates included baseline sociodemographic characteris-
tics: age, minority status (1 = racial/ethnic minority, -1 = non-
Hispanic White), and education in years. We also controlled
for individual-level depressive symptoms in the previous
wave to consider significant increases from one wave to the
next. We controlled for own and partner reports of baseline
negative marital quality and number of chronic health con-
ditions in each wave. Negative marital quality was measured
with four brief, but widely used, items (Schuster, Kessler, &
Aseltine, 1990; Walen & Lachman, 2000). Participants re-
ported how often their spouse makes too many demands on
them; criticizes them; lets them down when counted upon;
and gets on their nerves from 1 (a lot) to 4 (not at all). Ttems
were reverse coded and averaged (wives: a = .78; husbands:
a = .76). Responses to this measure have shown good reli-
ability and construct validity (Bertera, 2005; Schuster et al.,
1990; Walen & Lachman, 2000).

In post hoc tests, we considered own and partner
functional disability at each wave. Participants reported
whether they had difficulty (1 = yes, 0 = no) with six activi-
ties of daily living (ADL; walking across the room, dressing,
bathing, eating, getting in and out of bed, using the toilet)
and five instrumental activities of daily living (IADL;
preparing meals, shopping for groceries, making phone
calls, taking medications, and handling money). Summed
scores for total ADL/IADL disability were created.

Statistical Analysis

We estimated longitudinal actor-partner interdependence
models (APIMs) using the MIXED procedure in SPSS ver-
sion 24. This multilevel approach evaluates whether in-
dividual and partner variables predict outcomes within
couples over time (Kenny, Kashy, & Cook, 2006). The
lower level of the model represented variability due to
within-person repeated measures for wives and husbands,
whereas the upper level represented between-couple var-
iability. Correlated errors between wives and husbands
were permitted within a given wave using a heterogeneous
compound symmetry error structure. Thus, the models ac-
counted for nonindependence within couples and across
time. We used maximum likelihood estimation to facilitate
model comparison. We determined whether there was a sig-
nificant difference in fit between Step 1 of Models 1 and
2 and between Step 1 and Step 2 of Models 1 and 2 by
subtracting their -2 log likelihood estimations and exam-
ining differences on a chi-square distribution with degrees
of freedom equaling the change in number of parameters
(Singer & Willett, 2003).

In this study, actor effects represent how wives’ and
husbands’ discordant conditions predict their own de-
pressive symptoms, whereas partner effects represent how
their partners’ discordant conditions predict their own
depressive symptoms. Model 1 included own and partner
individual-level discordant conditions in the same wave as
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predictors and controlled for time (centered at baseline),
baseline age, minority status, education in years, own and
partner baseline negative marital quality, both partners’
number of chronic health conditions at each wave, and
previous wave depressive symptoms. In Step 1, we assessed
how own and partner individual-level discordant condi-
tions are concurrently linked to depressive symptoms over
time. In Step 2, we considered whether the associations
between own and partner individual-level discordant con-
ditions and depressive symptoms became stronger over
time by adding two interaction terms (own individual-
level discordant conditions x time; partner individual-level
discordant conditions x time). In Model 2, we considered
whether couple-level discordant conditions predict depres-
sive symptoms among wives and husbands. Couple-level
discordant conditions in the same wave were added as a
predictor (in addition to Model 1 predictors and covariates)
in Step 1 to determine their concurrent links to depressive
symptoms over and above individual-level discordant con-
ditions. Step 2 included an interaction term (couple-level
discordant conditions x time) to consider whether the as-
sociation between couple-level discordant conditions and
depressive symptoms became stronger over time.

Separate intercepts and slopes for wives and husbands
were estimated using spouse gender (1 = wife, -1 = hus-
band) as a distinguishing variable. Continuous baseline
covariates were grand mean centered and continuous
time-varying covariates were person-level mean centered
(Kenny et al., 2006). We evaluated the nature of two-way
significant interactions between discordant conditions and
time by using the Johnson—-Neyman region of significance
approach (Johnson & Fay, 1950; Preacher, Curran, &
Bauer, 2006) to determine the time range during the study
period when individual-level and couple-level discordant
conditions were significantly associated with depressive
symptoms. We also estimated simple slopes for wives and
husbands at the baseline wave (2006), the middle wave
(2010), and the final wave (2014).

Results

Baseline characteristics and scores on major study vari-
ables are given in Table 1. We conducted paired # tests and
McNemar tests in preliminary analyses to evaluate base-
line differences between wives and husbands. Relative to
husbands, wives were significantly younger and reported
higher negative marital quality, higher depressive symp-
toms, and fewer chronic conditions. Supplementary Table 1
shows the frequency of the 15 combinations of individual-
level and couple-level discordant conditions at baseline
and at the final wave. Mean depressive symptoms and the
prevalence of clinically relevant depressive symptoms at
each study wave are shown in Supplementary Table 2. The
rates of clinically relevant depressive symptoms were rela-
tively low for wives (range = 8.8%-10.8%) and husbands
(range = 5.7%-7.1%).

Discordant Conditions Within Couples and
Depressive Symptoms Over Time

Wives’ depressive symptoms

Table 2 shows that wives reported significantly higher
depressive symptoms when they had discordant con-
ditions in the same wave in Model 1 (b = .16, p <
.001). Husbands’ discordant conditions were not sig-
nificantly linked to wives’ depressive symptoms in the
same wave.

In Model 1, the interaction between wives’ discordant
conditions and time was significant (b = .05, p = .02). The
region of significance for time (centered at baseline) was
-19.40 to 0.88. Scores above and below this region are sta-
tistically significant at p < .05. The lower bound is outside
the possible time range. Therefore, wives with discordant
conditions reported significantly higher depressive symp-
toms slightly less than 2 years after baseline (i.e., 2008),
and this significant association increased in strength across
subsequent waves (Figure 1). Wives who had discordant
conditions reported significantly higher depressive symp-
toms than their counterparts without discordant condi-
tions in 2010 (b = .14, p < .001) and in 2014 (b = .24, p
< .001) but not in 2006 (b = .05, p = .39), Supplementary
Figure 1.

Couple-level discordant conditions were not signif-
icantly associated with depressive symptoms in Model
2. The interaction between couple-level discordant condi-
tions and time was not significant.

Husbands’ depressive symptoms

As given in Table 2, husbands reported significantly
higher depressive symptoms when they had discordant
conditions in the same wave in Model 1 (b = .12, p <
.001). Wives’ discordant conditions were not significantly
associated with husbands’ depressive symptoms in the
same wave.

The interaction between husbands’ discordant con-
ditions and time was significant in Model 1 (b = .04,
p = .01). The region of significance for time (centered at
baseline) was -9.84 to 1.20. Scores above and below this
region are statistically significant at p < .05. The lower
bound is outside the possible time range. Thus, husbands
with discordant conditions reported significantly higher
depressive symptoms slightly more than 2 years after base-
line (i.e., 2008), with this association becoming stronger
in later waves (Figure 2). Husbands who had discordant
conditions reported significantly higher depressive symp-
toms than their counterparts without discordant condi-
tions in 2010 (b = .10, p < .001) and in 2014 (b = .18, p
<.001) but not in 2006 (b = .02, p = .69), Supplementary
Figure 2.

In Model 2, husbands also reported significantly higher
depressive symptoms when there were couple-level dis-
cordant conditions in the same wave (b = .12, p < .001).
The interaction between couple-level discordant conditions
and time was not significant.
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Table 2. Longitudinal Actor-Partner Interdependence Model Examining the Dyadic Effects of Individual-Level and Couple-
Level Discordant Conditions on Depressive Symptoms for Wives and Husbands

Model 1

Model 2

Wife depressive

Husband depressive Wife depressive Husband depressive

symptoms symptoms symptoms symptoms
Parameter b SE b SE b SE b SE
Step 1
Actor Age -.02%** .00 -.01** .00 -.02%** 00 -.01** .00
Actor Minority status .08 .06 .07 .05 .08 .06 .07 .05
Actor Education in years - 13%*% 01 -.09%** .01 -.13*** .01 -.08*** .01
Actor Negative marital quality at baseline 46tF 06 267 .06 46t 06 267 .06
Partner Negative marital quality at baseline 12 .07 27 .06 12 .07 27 .06
Actor Total chronic conditions in same wave .01 .06 .01 .04 .00 .06 -.01 .04
Partner Total chronic conditions in same wave -.02 .05 -.06 .05 -.02 .05 -.07 .05
Time .00 .02 .00 .02 .00 .02 .00 .02
Actor Depressive symptoms in previous wave =35 .02 -.30%%% .02 =.35%FF% .02 =30%** .02
Actor Individual-level discordant conditions JderFr .04 127 .03 A5#FF .04 .09%F .03
Partner Individual-level discordant conditions -.01 .03 .02 .03 -.02 .04 -.01 .03
Couple-level discordant conditions .03 .04 2% .03
-2 Log Likelihood 29603.818 29590.974
Change in -2 Log Likelihood (Model 1 = Model 2) 12.844**
Step 2
Actor Individual-level discordant conditions x Time .05* .02 .04 .02 .05* .02 .05%* .02
Partner Individual-level discordant conditions x Time -.00 .02 .00 .02 -.00 .02 .01 .02
Couple-level discordant conditions x Time -.01 .03 -.03 .02
-2 Log Likelihood 29591.554 29575.920
Change in -2 Log Likelihood (Step 1 => Step 2) 12.264* 15.054*

Note: N = 1,116 couples. Estimates are presented from each step of the models.

*p <.05.%"p <.01. ***p < .001.
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Figure 1. Confidence bands for the observed sample values of time and
the simple slope for wives’ individual-level discordant chronic condi-
tions on their own depressive symptoms. The area to the right of the
dotted line represents statistical significance at p <.05.
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Figure 2. Confidence bands for the observed sample values of time and
the simple slope for husbands’ individual-level discordant conditions
on their own depressive symptoms. The area to the right of the dotted
line represents statistical significance at p <.05.



Journals of Gerontology: PSYCHOLOGICAL SCIENCES, 2021, Vol. 76, No. 3

457

Post Hoc Tests

To consider whether the association between own
individual-level discordant conditions and depressive
symptoms varied on the basis of partner individual-level
discordant conditions, we added interaction terms in Step
1 (own discordant conditions x partner discordant con-
ditions) and Step 2 (own discordant conditions x partner
discordant conditions x time) of Model 1. In Step 2, we in-
cluded all two-way interaction terms within the three-way
interaction. None of the interaction terms were significant,
indicating that the link between individual-level discordant
conditions and depressive symptoms was not significantly
stronger among wives and husbands when their partners
also had discordant conditions.

We also estimated the main models with own and
partner functional disability at each waves as additional
covariates. The findings did not change, which shows that
the links between discordant conditions and depressive
symptoms are independent of both spouses’ functional dis-
ability over time.

Discussion

The present study extends research on multimorbidity by
demonstrating that individual-level discordant chronic
conditions are associated with depressive symptoms
among middle-aged and older wives and husbands over
time. Above and beyond this link, couple-level discordant
conditions were associated with husbands’ depres-
sive symptoms. These associations were observed when
controlling for sociodemographic characteristics, each
partner’s perceived marital quality, and own and partner
number of chronic conditions and functional disability
over time. Hence, this study shows that the concordant—
discordant model of comorbidities can be expanded
using interdependence theory and compatibility theories
of marriage to consider the distinct implications of both
individual and couple patterns of chronic conditions for
well-being.

Individual-Level Discordant Conditions and
Depressive Symptoms

Consistent with our hypothesis, wives and husbands re-
ported significantly higher depressive symptoms when they
had their own discordant conditions; however, these links
were not observed at baseline but developed and intensi-
fied across the 8-year period. These findings indicate that
individual-level discordant conditions may not have imme-
diate consequences for depressive symptoms; rather, this
link appears to unfold and build over time. The emotional
strain of conditions with competing self-management goals
might accumulate, especially if illness management worsens
(Lagu et al., 2008) or increasingly disrupts everyday life
(Devins et al., 1993). Bidirectional links may also occur

such that distressed individuals become less able to self-
manage (Ciechanowski, Katon, & Russo, 2000; Detweiler-
Bedell, Friedman, Leventhal, Miller, & Leventhal, 2008;
Harrison et al., 2012; McKellar, Humphreys, & Piette,
2004), which in turn perpetuates and amplifies depressive
symptoms.

Counter to our prediction, individual-level discordant
conditions managed by one’s partner were not significantly
linked to depressive symptoms among wives or husbands.
This indicates that one’s own individual-level discordant
conditions are more consequential for depressive symp-
toms in middle and later life. Moreover, post hoc tests re-
vealed that individual-level discordant conditions were not
more strongly associated with depressive symptoms when
both partners managed discordant conditions, further
underscoring the key importance of one’s own chronic con-
dition discordance.

Couple-Level Discordant Conditions and
Depressive Symptoms

In partial support of our hypothesis, over and above
individual-level discordant conditions, husbands (but not
wives) reported higher concurrent depressive symptoms
when there were discordant conditions between spouses.
Counter to prediction, this link did not become stronger
over time, indicating that couple-level discordant condi-
tions have more proximal and sustained implications for
well-being among husbands. Relative to women, men de-
pend more on partners for emotional support and assistance
in managing their health (August & Sorkin, 2010; Monin &
Clark, 2011; Umberson, 1992). When wives have chronic
conditions with self-management goals which diverge from
their husbands’ self-management, the time that wives spend
providing support to maintain husbands’ well-being may
diminish. A wife with arthritis, for example, must allocate
time and energy toward managing her own physical pain
and stiffness, which detracts from supporting her husband
who has different self-management needs for an arthritis-
discordant condition such as diabetes or lung disease.

Although, we predicted that the link between couple-
level discordant conditions and depressive symptoms would
be stronger among wives as a result of receiving less and
giving more health-related partner support (e.g., Monin &
Clark, 2011; Rosland et al., 2010), couple-level discordant
conditions were not significantly linked to wives’ depres-
sive symptoms. It therefore seems that wives are generally
able to preserve their own well-being when faced with ill-
ness self-management demands that differ from husbands’
self-management activities, even though this may magnify
husbands’ need for health-related support. Considering
that older women frequently provide spousal caregiving
(Monin & Clark, 2011), this finding is encouraging and
indicates psychological resilience among wives who likely
help to manage their partners’ complex chronic conditions
along with their own health problems.
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Strengths and Limitations

Strengths of this study include a relatively large number of
couples drawn from a nationally representative sample and
our consideration of both individual-level and couple-level
discordant chronic conditions. Of note, multilevel models
controlled for sociodemographic characteristics, baseline
negative marital quality, and the number of chronic health
conditions reported by each partner across waves. As such,
the findings are robust and indicate that discordant condi-
tions within couples have distinct implications for depres-
sive symptoms beyond established predictors of well-being
and medical morbidity burden.

We acknowledge six primary limitations. First, chronic
conditions were assessed by self-report, which may intro-
duce bias. Second, the assessment of chronic health con-
ditions in the HRS was limited to seven major conditions,
possibly underestimating the occurrence of individual-level
and couple-level discordant conditions. Third, average
levels of depressive symptoms and rates of clinically rel-
evant symptoms were low in this sample. As a result, it
is unknown whether the findings generalize to couples in
which one or both partners have clinically significant de-
pression. Furthermore, some associations (e.g., the link
between partner discordant conditions and one’s own de-
pressive symptoms) may not have been detected due to low
overall levels of depressive symptoms; thus, the present
study should be replicated in a sample with higher depres-
sive symptoms reported by one or both spouses. Fourth,
couples in this study were married or cohabiting and het-
erosexual, limiting generalizability to non-cohabiting and
same-sex couples. Fifth, most couples were non-Hispanic
White, and so the findings may not generalize to more eth-
nically diverse couples. Sixth, there were significant dif-
ferences in sociodemographic and health characteristics
between couples in this study and couples who were ex-
cluded because of missing data. Couples in this study, for
instance, were younger, more educated, had fewer chronic
conditions, had fewer depressive symptoms, and included
wives who reported lower negative marital quality. Given
these differences, the findings may not apply to couples who
are older, less educated, have greater medical morbidity
and psychological distress, and have poorer quality mar-
riages. Nevertheless, this study generates novel information
on aspects of multiple chronic conditions managed among
middle-aged and older couples that warrants additional re-
search attention.

Future Directions

Future studies should consider potential pathways which
may explain the current findings. In particular, it will be
important to understand daily elements of illness self-
management and the marital relationship that are linked to
psychological distress among couples managing individual-
level and couple-level discordant conditions. Wives and

husbands who have discordant conditions, for example,
might report higher depressive symptoms on days when
they feel less confident about managing their own health
problems. Similarly, when there are couple-level discordant
conditions, husbands may report higher depressive symp-
toms on days when they perceive less spousal support.
Learning more about proximal processes would allow for
an in-depth understanding of individuals and couples who
are more vulnerable to experiencing depressive symptoms.
Determining short-term mechanisms might also pin-
point modifiable factors to target during interventions.
For instance, integrated care focused on broadly bene-
ficial lifestyle behaviors (e.g., exercise to manage both
arthritis and heart disease) may improve well-being and
self-management among individuals with discordant con-
ditions, whereas couple therapy to address illness-related
relationship challenges might attenuate husbands’ depres-
sive symptoms in the presence of couple-level discordant
conditions. Interventions to reduce depressive symptoms
among people with multiple chronic conditions have been
found to be effective in improving long-term health (Gallo
et al., 2016; Smith, Wallace, O’Dowd, & Fortin, 2016).
Identifying how spouses individually and jointly manage
chronic illness in ways that may make them more or less
resilient would enhance the delivery of innovative care
models that account for partner and family contexts.

Conclusion

In summary, the present study demonstrates that both
individual-level and couple-level discordant chronic
conditions are common and show long-term associ-
ations with depressive symptoms in midlife and later life.
Most middle-aged and older adults with chronic illness
are married and have a partner who manages one or
more health conditions (Piette et al., 2010). As a conse-
quence, routine clinical care and interventions to protect
the well-being of individuals with chronic illness should
consider the conditions managed by both members of a
couple. Understanding spousal interdependence in the
daily self-management of complex conditions would fa-
cilitate more personalized treatment of chronic illness and
multimorbidity.
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