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Spouse Depression and Disease Course Among
Persons With Rheumatoid Arthritis
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Objective. To examine the role of spouse mood in the disability and disease course of persons with rheumatoid arthritis
(PWRA).
Methods. A total of 133 married PWRA completed questionnaires, including the Rheumatoid Arthritis Disease Activity
Index and the Disabilities of the Arm, Shoulder, and Hand, assessing PWRA arthritis disease activity and disability,
respectively, at 2 time points 1 year apart. In addition, both PWRA and their spouses completed the Center for
Epidemiologic Studies Depression Scale, a standardized community measure of depression at both time points.
Results. Multiple regression analysis revealed spouse depressive symptoms at initial assessment to be predictive of
followup PWRA disability and disease activity, even after controlling for initial levels of PWRA depression, disability,
disease activity, age, number of years married, education, disease duration, and employment. Speciﬁcally, higher levels
of spouse depression predicted worse disease course over a 1-year period for PWRA, as indicated by higher reports of
subsequent PWRA disability and disease activity.
Conclusion. Our ﬁndings highlight the key role played by the spouse in PWRA disease course, and point to the
importance of including the spouse in clinical interventions. Implications for theory, research, and treatment are
discussed with a focus on examining pathways through which spouse depressive symptoms may affect PWRA disease
course and disability.

INTRODUCTION
The emotional well-being of persons with rheumatoid arthritis (PWRA) has been found to play a critical role in
disease course and disability. Mood is predictive of arthritis-related pain, fatigue, and stiffness (1). The effects of
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lated pain levels (2), and those patients with current depression combined with a past history of depression are at
particularly high risk for poor disease course (3). Even
within the course of a day, PWRA mood predicts changes
in pain from morning to evening (4).
A second key psychosocial factor in PWRA disease outcomes is close relationships (5,6), although the path
through which close relationships may exert their inﬂuence on PWRA health is little understood (7). Considering
the previously discussed literature, one path through
which close relationships may impact PWRA disease
course and disability is mood. Prospective research (8) on
more than 5,000 married couples found that spouses of
those with higher baseline levels of depression were themselves more likely to report subsequent depression. Although there have been no studies examining such mood
contagion effects among couples where one member has
RA, it is reasonable to expect, given the ﬁndings on the
role of mood in RA disease course, that spouse mood is
one path through which close relationships affect PWRA
disease course.
Schwartz and colleagues found a positive relationship
between negative spouse mood and PWRA pain (9). However, their study was cross-sectional, so it remains unclear
whether PWRA pain affects spouse mood, or whether
spouse mood impacts PWRA disease course, or both. This
limitation of past research is highlighted by the recent
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assertion by Ruiz et al that they could ﬁnd no prospective
studies examining spousal characteristics as predictors of
PWRA health and well-being (10). They argued that employing prospective study designs would strengthen future research, allowing for the examination of causal issues. A further limitation of such research is that it has
relied primarily on the PWRA perception of the spouse.
With the notable exception of Sterba et al (11), examining
couple illness perception congruence on psychological adjustment in women with RA, there is a dearth of research
that actually involves the spouse, rather than relying
solely on PWRA perceptions of spouse mood and behavior. Recently, Keefe and Porter (7) argued for simultaneously collecting data from both PWRA and the spouse,
painting a more complete picture of the important interactions at play within the dyad.
Following these recommendations, we examined the
prospective relationship between spouse depression and
RA disease course, with PWRA and their spouses separately completing initial and 1-year followup questionnaires that included assessment of depression and health
status. In addition, PWRA also completed a set of standardized measures of RA-related disease activity, pain,
and functional ability. The effects of spouse depressive
symptoms on PWRA disease activity and disability were
examined, and it was hypothesized that increased spousal
depression would be predictive of subsequent PWRA disease activity and disability, even after controlling for initial PWRA depression and disease activity.

SUBJECTS AND METHODS
Subjects. Subjects were recruited as part of a larger
study investigating concordance of PWRA and partner perceptions of PWRA pain, fatigue, and disability (12). Only
those procedures and measures used in the current study
are discussed here. Participants were eligible if they were
diagnosed with RA by a physician, and the time since
diagnosis exceeded 6 months. PWRA and their partners
were ⱖ19 years of age and cohabiting for ⱖ1 year. Partner
status was deﬁned as being married or maintaining a common-law relationship. Exclusion criteria included an inability of either partner to comprehend written English.
Participants were recruited through physician contacts
and advertisements, as well as through PWRA advocacy
groups and community recruitment postings. The interested persons contacted a researcher to request questionnaires.
Members of the couple were mailed 2 sets of questionnaires that they each completed independently. Participants’ names were entered into lottery drawings for prizes
valued between $50 and $500. Participants were followed
up via telephone if questionnaires had not been received
within 14 days after they were mailed. If questionnaires
were incomplete, followup phone calls were made in order to obtain missing information. Research was carried
out in compliance with the Helsinki Declaration and approval was granted by the University of British Columbia
Ethics Board.
Of the 275 eligible couples that were sent initial ques-
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tionnaires, 226 (82%) returned both PWRA and partner
questionnaires within a week of each other. Of those, 4
couples were excluded due to missing data (n ⫽ 222). Of
the 226 participants surveyed in the initial questionnaire,
211 consented to being contacted with the followup questionnaires. Two persons did not participate in the followup because their spouses had died, and 11 couples
could not be contacted because they had moved. Of the
211 questionnaires, 135 were returned by at least the
PWRA. Of those returned, 2 were excluded due to excessive missing data. When compared using independentsample t-tests, those participants who completed both
initial and followup questionnaires did not differ signiﬁcantly (␣ level ⫽ 0.05) on study variables or demographics,
with the exception of ethnicity (all 7 Chinese PWRA completed initial questionnaires only) and employment status
(more PWRA who completed initial questionnaires only
were employed full time and less were retired).
The ﬁnal sample consisted of 133 couples in which both
the PWRA and partner had completed the initial questionnaire and at least the PWRA had completed the followup
questionnaire. PWRA were predominantly female (72.9%),
white (96.2%), and ranged in age from 29 to 86 years
(mean ⫾ SD 62.35 ⫾ 12.65 years). Spouses were mostly
male (71.4%), white (95.5%), and ranged in age from 28 to
86 years (mean ⫾ SD 63.26 ⫾ 12.70 years). Initially, participants had been married (94%) or cohabiting (6%) with
their partner for a mean ⫾ SD time of 33.4 ⫾ 15.71 years
(range 1– 62 years.) At followup, rates of marriage decreased to 92.7% due to 2 incidences of death and 1
divorce. On average, PWRA were diagnosed a mean ⫾ SD
12.8 ⫾ 11.3 years prior, with durations ranging from 1– 44
years. Most participants (85%) and spouses (87.2%) had
completed high school. At the time of the initial questionnaire, 28.6% of participants were employed outside the
home (60.5% full time), with the rest being either homemakers (14.3%), retired (41.4%), or on leave due to disability (13.5%). Of the spouses, 46.6% were employed
(83.9% full time), with the remainder being homemakers
(5.3%), retired (44.4%), or on disability (0.8%).
RA disease activity. Symptoms of RA, including pain,
swelling, tenderness, stiffness, and fatigue, were measured
using the Rheumatoid Arthritis Disease Activity Index
(RADAI) (13). Participants indicated symptom severity for
the present day by using a 0 –10 numerical rating scale
(where 0 ⫽ no pain and 10 ⫽ very severe pain). These
ratings were averaged and summed together with ratings of
joint pain producing a score that indicated worse outcomes for higher scores. Participants indicated the speciﬁc
joints in which they felt pain that day by marking the
severity of the pain in each joint (mild, moderate, or severe). Cronbach’s alpha coefﬁcients were equivalent for
both the initial and followup measurements (␣ ⫽ 0.89).
The RADAI has strong convergent validity, correlating
with clinical assessments and health questionnaires (14).
Physical limitations. Disabilities of the Arm, Shoulder,
and Hand (DASH) was used to assess multidimensional
aspects of physical limitations, including pain, weakness,
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Table 1. Descriptive and bivariate correlations between DASH, RADAI, and depression*
1

2

3

4

5

6

7

8

1 PWRA DASH time 1
–
2 PWRA DASH time 2,
0.78†
–
n ⫽ 130
3 PWRA RADAI time 1
0.67†
0.52†
–
4 PWRA RADAI time 2,
0.44†
0.64†
0.56†
–
n ⫽ 131
5 PWRA depression
0.42†
0.28†
0.46†
0.12
–
time 1
6 Spouse depression
0.19‡
0.28†
0.18‡
0.26†
0.23†
–
time 1, n ⫽ 132
7 PWRA depression
0.24†
0.30†
0.28†
0.22‡
0.69†
0.31†
–
time 2, n ⫽ 130
8 Spouse depression
0.18‡
0.22‡
0.16
0.18‡
0.27†
0.72†
0.29‡
–
time 2, n ⫽ 121
Mean ⫾ SD
37.18 ⫾ 21.00 35.63 ⫾ 20.95 4.03 ⫾ 2.30 3.62 ⫾ 2.17 13.78 ⫾ 9.83 9.74 ⫾ 8.54 11.69 ⫾ 9.04 8.46 ⫾ 8.03
* DASH ⫽ Disabilities of Arm, Shoulder, and Hand; RADAI ⫽ Rheumatoid Arthritis Disease Activity Index; PWRA ⫽ persons with rheumatoid
arthritis.
† P ⬍ 0.01.
‡ P ⬍ 0.05.

tingling, and stiffness (15). The measure assesses the range
of physical challenges people with RA experience. Responses ranged from 1 (no difﬁculty) to 5 (unable), and
scores were calculated by subtracting 1 from the mean of
all 30 items and then multiplying by 25. Higher scores
indicate greater disability. Reliability was high at both
time points (␣ ⫽ 0.97); the DASH has known validity and
reliability (16).
Depressive symptoms. Depressive symptoms were measured for both PWRA and partners using the Center for
Epidemiologic Studies Depression Scale (CES-D) (17). The
CES-D is a widely used measure of depression speciﬁcally
for community populations. Participants responded to
each item in terms of the past week on a scale ranging from
0 (rarely or none of the time) to 3 (most or all of the time).
Four positive items were reverse coded and then summed
with the remaining 16 items. Cronbach’s alpha coefﬁcients
were calculated for both PWRA (␣ ⫽ 0.89) and spouses
(␣ ⫽ 0.87). The CES-D demonstrates good internal consistency across diverse population subgroups and has good
test–retest reliability (17–21).

RESULTS
Univariate analyses. Distributional properties of study
variables were assessed for departures from normality, and
potential outliers were examined to determine the degree
of inﬂuence exhibited. Initially, PWRA reported mean ⫾
SD scores for the RADAI and DASH as 4.03 ⫾ 2.30 and
37.18 ⫾ 21.00, respectively (Table 1). At followup, mean ⫾
SD RADAI and DASH levels of PWRA had decreased signiﬁcantly to 3.62 ⫾ 2.17 and 35.63 ⫾ 20.95, respectively.
Initially, the mean ⫾ SD CES-D scores for PWRA were
13.78 ⫾ 9.83, while mean ⫾ SD CES-D scores for partners

were 9.74 ⫾ 8.54. At followup, mean ⫾ SD CES-D scores
for PWRA and their partners were 11.69 ⫾ 9.04 and 8.46 ⫾
8.03, respectively. Paired t-tests comparing initial and followup levels of study variables revealed higher initial
levels of PWRA disease activity and depressive symptoms:
t(130) ⫽ 2.07, P ⬍ 0.05 and t(129) ⫽ 2.78, P ⬍ 0.05,
respectively. Similarly, spouses evidenced higher initial
levels of depressive symptoms than at followup: t(120) ⫽
2.18, P ⬍ 0.05. Initial and followup levels for PWRA DASH
scores were not found to be signiﬁcantly different: t(129) ⫽
1.04, P ⬎ 0.10. Paired t-tests also indicated that CES-D
scores were signiﬁcantly higher for PWRA when compared
with their spouses both initially: t(131) ⫽ 4.03, P ⬍ 0.001,
and at followup: t(119) ⫽ 3.24, P ⬍ 0.01. Finally, no sex
differences were found in initial or followup levels on the
CES-D (P ⬎ 0.10).
Bivariate analyses. Not surprisingly, scores on initial
measures for each of the study variables (Table 1) were
highly and signiﬁcantly positively correlated with scores
on the same measures at followup (r ⫽ 0.78, P ⬍ 0.01 for
DASH; r ⫽ 0.56, P ⬍ 0.01 for RADAI). As expected, outcome measures of disability and RADAI were also highly
and signiﬁcantly intercorrelated both initially (r ⫽ 0.67,
P ⬍ 0.01) and at followup (r ⫽ 0.64, P ⬍ 0.01). In line with
previous research (22), PWRA CES-D scores at time 1 were
positively and signiﬁcantly related to both initial (r ⫽ 0.42,
P ⬍ 0.01 ) and followup (r ⫽ 0.28, P ⬍ 0.01) measures of
disability and initial levels of RADAI (r ⫽ 0.46, P ⬍ 0.01).
Finally, initial spouse CES-D scores were directly related
to both PWRA outcome variables initially (r ⫽ 0.19, P ⬍
0.05 for DASH; r ⫽ 0.18, P ⬍ 0.05 for RADAI) and at
followup (r ⫽ 0.28, P ⬍ 0.01 for DASH; r ⫽ 0.26, P ⬍ 0.01
for RADAI), as well as PWRA CES-D scores at both time
points (r ⫽ 0.23, P ⬍ 0.01 for initial; r ⫽ 0.31, P ⬍ 0.01 for
followup).
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Table 2. Hierarchical linear regression predicting DASH and RADAI*
PWRA DASH time 2

Step 1
PWRA DASH time 1
PWRA RADAI time 1
Sex‡
PWRA CES-D time 1
R2⌬
Step 2
PWRA DASH time 1
PWRA RADAI time 1
Sex‡
PWRA CES-D time 1
Spouse CES-D time 1
R2⌬

b

SE

␤

0.74

0.07

0.75†

⫺7.15
⫺0.11
0.64†

2.99
0.13

⫺0.15§
⫺0.05

0.72

0.07

0.73†

⫺6.58
⫺0.17
0.40
0.02†

2.93
0.13
0.14

⫺0.14§
⫺0.08
0.16§

PWRA RADAI time 2
b

SE

␤

0.62
⫺0.53
⫺0.04
0.37†

0.08
0.38
0.02

0.65†
⫺0.11
⫺0.18¶

0.60
⫺0.47
⫺0.05
0.05
0.03†

0.08
0.39
0.02
0.02

0.64†
⫺0.10
⫺0.21§
0.18¶

* Age, years married, employment, disease duration, and education were included in all analyses, but the
results are not presented (all P ⬎ 0.10). DASH ⫽ Disabilities of the Arm, Shoulder, and Hand; RADAI ⫽
Rheumatoid Arthritis Disease Activity Index; PWRA ⫽ persons with rheumatoid arthritis; CES-D ⫽
Center for Epidemiologic Studies Depression Scale.
† P ⬍ 0.001.
‡ Female ⫽ 1, male ⫽ 2.
§ P ⬍ 0.01.
¶ P ⬍ 0.05.

Hierarchical multiple regression models. Spouse depression and DASH. Hierarchical multiple regression analysis was conducted, predicting the physical function of
the PWRA’s upper extremities at followup from PWRA
sex, and initial levels of partner depressive symptoms,
PWRA depressive symptoms, PWRA physical functioning,
age, years married, education, disease duration, and employment (Table 2). Together these predictors accounted
for a signiﬁcant portion of variance in followup levels of
PWRA physical functioning: R2 ⫽ 0.64, F[7,121] ⫽ 30.19,
P ⬍ 0.001, with an adjusted R2 ⫽ 0.62. The addition of
initial levels of spouse depressive symptoms in the second
step signiﬁcantly increased the proportion of explained
variance: R2⌬ ⫽ 0.02, P ⬍ 0.001. As predicted, above and
beyond sex and initial levels of PWRA depressive symptoms and physical functioning, initial levels of spouse
depressive symptoms made a unique and signiﬁcant contribution to the prediction of the PWRA’s physical functioning at followup: ␤ ⫽ 0.16, 95% conﬁdence interval
(95% CI) 0.05– 0.27, t(121) ⫽ 2.91, P ⬍ 0.01. The interaction term “sexXspouse” depressive symptoms was added
to the model. However, sex did not moderate the relationship between spouse depressive symptoms and PWRA
disability (P ⬎ 0.10). Followup mediational analyses (23),
which examined the possibility that the path through
which spouse depressive symptoms impacted PWRA disability and disease activity was via the changes in PWRA
depressive symptoms, were nonsigniﬁcant (Figure 1).
Spouse depression and RADAI. Hierarchical multiple
regression analysis was conducted predicting RA disease
activity at followup from PWRA sex, and initial levels of
PWRA disease activity, PWRA and partner depressive
symptoms, age, years married, education, disease duration, and employment (Table 2). Together these predictors
accounted for a signiﬁcant portion of variance in followup
levels of PWRA disease activity: R2 ⫽ 0.37, F[7,122] ⫽

10.06, P ⬍ 0.001, with an adjusted R2 ⫽ 0.33. The addition
of initial levels of spouse depressive symptoms in the
second step signiﬁcantly increased the proportion of explained variance: R2⌬ ⫽ 0.03, P ⬍ 0.001. Initial levels of
spouse depressive symptoms made a unique and signiﬁcant contribution to the prediction of the PWRA’s disease
activity at followup, controlling for sex and initial levels of
PWRA depressive symptoms and disease activity: ␤ ⫽
0.18, 95% CI 0.04 – 0.33, t(122) ⫽ 2.39, P ⬍ 0.05. The
interaction term “sexXspouse” depressive symptoms was
added to the model; however, sex did not moderate the
relationship between spouse depressive symptoms and
PWRA disease activity (P ⬎ 0.10). As mentioned above,
initial PWRA depressive symptoms were directly and positively related to both initial and followup measures of
disease activity at the bivariate level. At the multivariate
level, decreases in initial PWRA depressive symptoms

Figure 1. Mediational test of persons with rheumatoid arthritis
(PWRA) depression on the relationship between spouse depression and PRWA disability using the Disabilities of the Arm,
Shoulder, and Hand (DASH). ⴱ ⫽ P ⬍ 0.05; ⴱⴱ ⫽ P ⬍ 0.01; ns ⫽ not
signiﬁcant.
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Figure 2. Mediational test of persons with rheumatoid arthritis
(PWRA) depression on the relationship between spouse depression and PRWA disease activity using the Rheumatoid Arthritis
Disease Activity Index (RADAI). ⴱⴱ ⫽ P ⬍ 0.01; ns ⫽ not signiﬁcant.

were predictive of increases in followup levels of PWRA
disease activity, holding sex, initial spouse depressive
symptoms, initial PWRA disease activity, age, years married, employment, education, and disease duration constant: ␤ ⫽ ⫺0.21, t(121) ⫽ ⫺2.64, P ⬍ 0.01. Multicollinearity between initial PWRA depressive symptoms and initial
PWRA disease activity may account for the change observed in the direction of the beta from positive to negative
for PWRA depressive symptoms when comparing the direction of the relationship found at the bivariate with the
multivariate level. This may be a function of negative
suppression since such suppression is more frequent under conditions of high correlation between predictors (24).
Tzelgov and Henik note that high intercorrelations among
predictors are not necessarily indicative of unstable regression coefﬁcients (24). Given this, it would be premature to
dismiss the surprising relationship we have found between PWRA depression and PWRA health outcomes out
of hand, yet replication is called for prior to drawing the
conclusion that the association is veridical.
Although PWRA depressive symptoms were included in
the present models as a control variable only, it should be
noted that Paulhus et al have argued for relying on the
bivariate coefﬁcient for interpretation in such situations
(25). Finally, as with our ﬁndings reported above using
DASH scores as indicators of PWRA disability, we conducted followup mediational analyses (23). We examined
the possibility that the path through which spouse depressive symptoms impacted PWRA disability was via changes
in PWRA depressive symptoms, and these meditational
tests were again nonsigniﬁcant (Figure 2).

DISCUSSION
The central ﬁndings from the current study suggest that
spouse depressive symptoms play a key role in PWRA
disease course, and importantly, that this effect holds even
after controlling for PWRA depression, disability, disease
activity, age, number of years married, education, disease
duration, and employment. More speciﬁcally, higher lev-
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els of spouse depression predicted worse disease course
over a 1-year period for PWRA, as indicated by reports of
higher subsequent PWRA disability and disease activity.
There is a large amount of literature indicating a role of
social relationships in health (7–11), and in particular a
key role for close relationships. However, the pathways
through which close relationships exert their inﬂuence on
health and well-being are unclear. Although a positive
perception of the spouse is associated with health beneﬁts
(26), the possibility exists that these positive perceptions
lie in the eye of the beholder, and have little to do with the
spouse himself or herself. Because we obtained reports
from both members of the couple, rather than relying
solely on the RA patients’ perceptions of their partners,
our ﬁndings provide support for a role for the spouse, and
not just perceptions of the spouse, speciﬁcally via spouse
depressive symptoms, in disease outcomes.
There are 3 theoretical models that should be considered
in interpreting the interrelationship in mood between
members of a couple. First, drawing on a model of mood
contagion (27), it is possible that spouses’ depression
could “infect” PWRA, increasing their own depressive
symptoms and therefore impacting RA disease course.
Second, depression in both partners may coexist due to
assortative mating. Evidence suggests that depressed individuals may select a similarly depressed mate (28,29).
Despite these possibilities, by controlling for initial levels
of PWRA depression, and by ruling out PWRA depression
as a potential mediator of the relationship between spouse
depressive symptoms and PWRA outcomes, our ﬁndings
suggest that spouse depression makes a unique and direct
contribution to the prediction of PWRA disease course and
disability that is not entirely through its effect on PWRA
depression. Although our ﬁndings are consistent with
these models in that spouse depressive symptoms and
PWRA depressive symptoms were signiﬁcantly associated
both at the same point in time and across time, our ﬁndings suggest that the relationship of spouse depressive
symptoms with PWRA health outcomes is not due solely
to either assortative mating or mood contagion. Our results
indicate that above and beyond the interrelationship of
depressive symptoms between spouses, spouse depressive
symptoms are playing a role in PWRA disease course.
A third, and perhaps most useful, model for understanding the association between spouse and PWRA mood is a
care-giving model in which chronic disease impacts the
well-being of both an ill person and his or her care-giving
partner. Several studies have found that spouses caring for
persons living with chronic pain have increased rates of
depressive symptoms (9,30). For example, in an examination of the ways in which arthritis affects the spouse,
verbal and nonverbal expressions of pain from women
with osteoarthritis predicted poorer psychological wellbeing in their care-giving husbands (31). This large amount
of literature on care giving for persons with chronic disease focuses on the impact of the disease on the caregiver.
However, the question remains as to the path through
which spouse-caregiver depressive symptoms might impact PWRA health outcomes.
Spousal provision of support may be one key path
through which spouse depression impacts PWRA disease
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course and disability. When spouses are depressed they
may be less likely to provide satisfactory support to PWRA
(32). Satisfaction with support from the spouse has been
found to affect PWRA well-being by impacting the type of
coping utilized by PWRA (33,34), with those PWRA reporting satisfaction with social support tending to put
more effort into their coping (34) and to engage in coping
that is more adaptive (33). In addition, Holtzman et al
found that satisfaction with spouse support among PWRA
enhanced the efﬁcacy of coping in reducing RA pain (34).
Further, Holtzman and DeLongis found that PWRA satisfaction with spouse support tended to disrupt the vicious
cycle between pain and catastrophizing, which often
plagues those with chronic pain (5,6). In a similar vein,
spouse criticism may be a path through which spouse
depression impacts PWRA disability and disease course.
Coyne and Benazon have argued that depressed persons
have a tendency to be critical and hostile toward their
spouses (35). Manne and Zautra found PWRA with highly
critical spouses were more likely to display maladaptive
coping strategies and exhibit poorer psychological adjustment (33). These researchers did not examine the effect of
spouse criticism on PWRA disease outcomes. However,
taken together with other studies showing a link between
PWRA coping and disease course (4,5,36), it seems reasonable to posit that a cascade of events may occur in which
depressed spouses may criticize PWRA, who in turn then
cope poorly with their pain and disability, which may
result in a more negative disease course. Research that
assesses this full set of factors in both members of the dyad
is needed.
Generalizability of our ﬁndings is limited by the homogeneity of our sample, which consisted primarily of welleducated, married, heterosexual Canadian couples of European descent. In addition, our sample was composed
disproportionately of couples in which the wife has RA,
reﬂecting sex differences in the prevalence of RA in the
general population. Given that RA disproportionately affects women, the role of patient and the role of wife tend to
be confounded in couples research on RA (37). Sex differences exist in both stress processes (38,39) and depression
(40). Further, women are more likely to serve in the caregiver role (41), and female caregivers tend to report more
health problems (42) and greater distress (43) than do male
caregivers. However, we found no sex differences in depression or in the effects of spousal depression on PWRA
outcomes. It is possible that we simply did not have the
power to detect sex differences in these processes, and
future research with a larger sample, particularly with
larger numbers of husbands with RA, may detect differences in these processes. Similarly, due to the homogeneity of our sample, we were unable to examine how cultural
or other lifestyle factors might inﬂuence the processes we
have described here. Yet, there is good reason to expect
such factors make a difference in dyadic processes (44).
Although our ﬁndings suggest a key role for the spouse
in PWRA disease course, whether these ﬁndings can be
translated into effective clinical interventions has yet to be
seen (45). Our ﬁndings do however highlight the importance of looking beyond the individual as the treatment
unit, suggesting the utility of seeing the dyad as the treat-
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ment unit instead. Martire et al suggest couple interventions could reduce stress and critical attitudes in spouses,
therefore providing indirect beneﬁts to their ill partners
(46,47). Interventions that target only PWRA depression
and strategies for coping with the disease may not be
sufﬁcient in the presence of a depressed spouse. Whether
depressed spouses are unable or unwilling to provide
much needed support to the PWRA, or whether their depressed mood affects PWRA outcomes in some other way,
is yet to be determined. However, the mood and mental
health of the marital partner or other key members of the
family may be critically important to consider in developing more effective and evidence-based treatments.
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