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Abstract
This study examines the effects of own and spousal health on transitions in loneliness over
time among married middle-aged and older adults in China, and explores the possible
gender differences in these effects using data from the three waves of the China Health
and Retirement Longitudinal Study (2011–2015). The sample includes 6,422 men and
6,391 women who were married and aged 45 and older at the baseline survey. Middle-
aged and older adults with poorer physical and emotional health statuses are more likely
to transition into and less likely to transition out of loneliness in a two-year period.
Spouse’s emotional health also affects both types of transition in loneliness and spouse’s
functional limitation affects transition into loneliness through spouse’s emotional health.
In addition, for married men, their own functional limitation is significantly associated
with their transitions into and out of loneliness. For married women, their spouse’s func-
tional limitation is significantly associated with their transition into loneliness and this is
mainly through its association with spouse’s emotional health. Also, for married women,
their spouse’s emotional health is significantly associated with their transition out of lone-
liness. Social interventions to reduce feelings of loneliness need to take a couple approach
and consider both spouses’ health problems and how they may affect their daily activities
and their interactions with each other and with others.
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Introduction
Loneliness, also referred to as perceived social isolation, is a major risk factor for a
variety of poor health and behavioural outcomes in older adults (National
Academies of Sciences, Engineering, and Medicine, 2020). Recent longitudinal
research has demonstrated that loneliness in older Chinese adults predicts poor
self-rated health, depressive symptoms, functional limitations, impaired cognition,
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frailty transition, grip strength decline, reductions in social activity participation
and physical exercise, and increased mortality risk over time (Luo and Waite,
2014; Zhong et al., 2016; Sha et al., 2020; Yu et al., 2020). In addition, research
has shown cross-sectional associations of loneliness with suicidal thoughts and
attempts, more frequent health service utilisation, and greater vulnerability to
fraud and abuse (Li et al., 2016; Zhang et al., 2018; Xing et al., 2020). In China,
traditional cultural norms guided by Confucian philosophy and collectivism obli-
gate children to take care of their ageing parents and intergenerational co-residence
is a common way to provide instrumental and emotional support (Hsieh and
Waite, 2019). However, the past four decades have seen drastic declines in fertility,
changes in social attitudes and uneven rates of economic mobility, all of which have
contributed to a rapid increase in the proportion of older adults who do not live
with children (Zeng and Wang, 2003; Zhang, 2004). Although estimates varied
greatly in part due to differences in whether regional or national samples were
used and whether single-item questions or complex scales were used, recent studies
indicated that both the prevalence of loneliness and levels of loneliness among older
Chinese adults have increased (Yang and Victor, 2008; Yan et al., 2014), particu-
larly among empty nest older adults (Chen et al., 2014). Given the increase in its
prevalence and its devastating health impacts, loneliness among older Chinese
adults requires rigorous investigation, and gaining a broad understanding of risk
factors for loneliness can lead to more effective interventions to improve older
adults’ health and wellbeing.

Having a spouse has been consistently found to be a protective factor for lone-
liness and this is also the case in China (Chen et al., 2014). However, not all mar-
riages are equal and poor-quality marriages have been associated with higher levels
of loneliness for the spouses (Hawkley et al., 2008; Stokes, 2017). Older Chinese
adults in need of help often turn to their spouse first, followed by their children
(Chen et al., 2014). With declining support from adult children due to changing
living arrangements, social support from a spouse has become increasingly import-
ant for the wellbeing of married older adults (You et al., 2020). This could be very
challenging when either one or both spouses have major health problems and could
lead to feelings of loneliness. Traditional Chinese culture discourages divorce or
separation (Yan et al., 2014). Because married couples in China are less likely to
end their marriage when they or their spouse have health problems compared to
their Western counterparts, a larger proportion of married older Chinese adults
would potentially have poor health conditions. In developing countries like
China, spousal illness may be more stressful as the burden of care for an ill spouse
falls more heavily on the other spouse (You et al., 2020) and the loss of income
from job loss could have more devastating effects on daily life and family wellbeing
(Howell and Howell, 2008). The lack of ability to end an unfulfilling marriage due
to cultural sanction against divorce could also exert a psychological toll on an indi-
vidual and further exacerbate the impact of a spouse’s poor health (Miller et al.,
2013).

In addition, China has a deep-rooted patriarchal tradition which has shaped
men’s and women’s behaviours for more than a thousand years, and this has
resulted in gendered care-giving experience which is perhaps stronger than in
the West (Wong et al., 2019). Throughout their lifetime, women tend to devote
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more time to housework and care-giving and men tend to be the breadwinner of
the family. Such gendered roles and expectations may also result in gender differ-
ences in family interactions and social relationships, which may ultimately lead to
gendered loneliness experience in old age (Dong and Chen, 2017).

Most research on the health and loneliness relationship has focused on the asso-
ciation between individuals’ own health and loneliness with little attention to the
effects of spousal health on feelings of loneliness, even though there is strong evi-
dence that caring for a spouse with poor health is a risk factor for one’s own health
and wellbeing (Meyler et al., 2007). A few studies on the effects of spousal health on
loneliness used cross-sectional data (Korporaal et al., 2008), and to our best knowl-
edge, no studies have examined the relationship between spousal health and lone-
liness in China and whether this relationship varies by gender. This study intends
to fill these gaps by examining whether both own health and spousal health statuses
affect transitions into and out of loneliness among middle-aged and older Chinese
adults, and whether there are gender variations in these effects using data from a
longitudinal national representative sample of middle-aged and older adults in
China.

Effects of own and spousal health on transitions in loneliness

According to the stress process theory, negative impact of chronic stressors may
constrain social interaction and threaten performance of social roles (Pearlin
et al., 2005). One’s own health may affect loneliness because health problems
may act as chronic stressors and restrict individuals’ ability to maintain quality
social relationships and engage in social activities (Zimmer et al., 1997; Duke
et al., 2002). Chronic illness is associated with emotional or psychological issues,
mobility limitations, limited transportation or employment options, and strained
social relationships (Warner et al., 2017). Individuals with functional impairment
face similar challenges that leave them susceptible to being socially isolated or
lonely (Warner and Adams, 2016). Depression-related cognitive biases can lead
to negative appraisal and experience of social interactions (Burholt and Scharf,
2014). These physical and mental problems may also make individuals unpleasant
social partners, discourage social connections and further complicate the mainten-
ance of beneficial social interactions which often result in feelings of loneliness
(Hsieh and Waite, 2019). A growing body of longitudinal studies have found
that poor physical and mental health predicts increases in levels of loneliness
over time (e.g. Luo et al., 2012; Hawkley and Kocherginsky, 2017; Dahlberg
et al., 2018). Among older Chinese adults, emotional health, self-rated health
and functional limitations predict incidence of loneliness in a three-year period
(Yang and Gu, 2020) and they predict increases in levels of loneliness over time,
even after controlling for the reciprocal effects of loneliness on these health out-
comes (Luo and Waite, 2014).

Spousal health may also affect loneliness in a number of ways. When the spouse
has health problems, the healthy spouse may need to provide care ranging from
helping with routine chores to full-time intensive care-giving, which reduces his
or her availability for other social interactions (Wong and Hsieh, 2019).
Care-givers also commonly suffer from physical issues such as illness, loss of
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appetite or sleep, or exhaustion, as well as mental health issues which further limit
their ability to maintain relationships with friends and participate in social activities
(Li et al., 2013). In addition, declines in either spouse’s health can cause stressful
marital interactions, such as shifts in power, division of labour, leisure time use,
allocation of personal and financial resources, and risky health behaviours, all of
which could lead to declining marital quality (Booth and Johnson, 1994;
Wickrama et al., 2013; Galinsky and Waite, 2014). Because marital quality may
be particularly important in later life as health tends to decline and the effects of
adversity accumulate (Henry et al., 2007; Yorgason et al., 2008), older adults are
more likely to feel lonely when they are not satisfied with the emotional, instrumen-
tal or sexual aspects of their marriage (Hawkley et al., 2008; Stokes, 2017).
Furthermore, spouse’s poor health status can produce stress or negative psycho-
logical outcomes for an older adult, even if that older adult is not the primary care-
giver of the ill spouse, because one may feel sadness over the spouse’s condition,
fear of the loss of a companion or frustrated with how the family is responding
(Amirkhanyan and Wolf, 2003; Freedman et al., 2014).

A sizeable literature has shown that not only older adults’ own health but the
health of their spouse is associated with their physical and emotional wellbeing,
including their self-rated physical health (Valle et al., 2013), functional limitations
(Strawbridge et al., 2007), chronic conditions (Chiu and Lin, 2019) and depressive
symptoms (Siegel et al., 2004; Zivin and Christakis, 2007). An important line of
research has examined spousal care-giving and loneliness among care-givers of
chronically ill patients and found loneliness is more prevalent among spousal care-
givers than non-care-givers (Li et al., 2013; Victor et al., 2021). There is also some
evidence that spousal health is associated with older adults’ feelings of loneliness.
For example, spousal disability was found to be associated with higher levels of
loneliness among a Dutch community sample of married adults aged 65 and
older (Korporaal et al., 2008). Based on this literature, this study tests the following
hypothesis:

(1) Older Chinese adults are more likely to transition into loneliness and less
likely to transition out of loneliness over time if they or their spouses
have poorer health.

Gender, own and spousal health, and transitions in loneliness

Although own health problems and spousal health problems are chronic stressors
for both spouses, the stress process theory suggests that their effects on loneliness
may differ for men and women as men and women are socialised into different
roles and subject to different expectations, and within marriage they have access
to different resources, confront different constraints and often have dissimilar
experiences (Moen, 2001; Pearlin et al., 2005). Women can be expected to be
more strongly affected by their own health and their spouse’s health for several rea-
sons (Korporaal et al., 2008; Warner and Kelley-Moore, 2012; Wong and Hsieh,
2019). First, women are socialised to be nurturing and family oriented, and they
play a larger role in shaping and maintaining kinship and friendship relationships
than men (Dykstra and De Jong Gierveld, 2004). Additionally, while men tend to
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derive social support primarily from their spouse, women derive more support and
protection from loneliness from a larger network of family, friends and neighbours
in addition to their spouse (Fuhrer and Stansfeld, 2002; Dykstra and De Jong
Gierveld, 2004). Because of the greater needs for women to maintain social rela-
tionships, they may be more affected by their own and their spouse’s health pro-
blems. Second, women have been found to be more sensitive to marital quality
than men and poor marital quality has a stronger impact on women’s health
and wellbeing (Liu and Waite, 2014; Hsieh and Hawkley, 2017). Third, female care-
givers experience higher levels of care-giving burden and feel more distressed than
male care-givers because of gender differences in role commitment, emotional
attentiveness and coping styles (Pinquart and Sörensen, 2006). Compared to
male care-givers, female spousal care-givers reported greater involvement in the
care of their ill spouse and have higher expectations in the quality of their care;
they are more attentive to their emotions; and whereas men are more likely to
use problem-focused and rational coping strategies, women are more inclined to
adopt emotion-focused and avoidance coping strategies (Miller and Cafasso,
1992; Matud, 2004). Therefore, it can be hypothesised that:

(2) Transitions in loneliness are more strongly affected by own and spouse’s
health statuses among older Chinese women than older Chinese men.

Methods
Data

Data for this study came from three waves of the China Health and Retirement
Longitudinal Study (CHARLS 2011–2015), conducted by the Peking University
in China in collaboration with the University of Oxford and the University of
Southern California. CHARLS is designed as a part of a set of longitudinal ageing
surveys that include the Health and Retirement Study in the United States of
America, the Survey of Health and Retirement in Europe, and similar longitudinal
ageing surveys in other countries. The CHARLS survey instruments were designed
to mirror the longitudinal ageing surveys used in other countries. CHARLS
included computer-assisted in-person interviews with a nationally representative
sample of adults aged 45 years and older, as well as their spouses when possible.
The sample was obtained through four-stage stratified sampling, with an overall
response rate of 80.5 per cent at the baseline (Zhao et al., 2014). The baseline survey
was conducted between June 2011 and March 2012 covering 28 provinces, 150
counties/districts, 450 communities, 17,708 respondents from 10,257 households.
Two follow-up interviews were conducted in 2013 and 2015. This study restricted
the analysis to the 13,060 respondents who were aged 45 and older, married with a
spouse who was also interviewed in 2011, and not missing on the loneliness ques-
tion in 2011. Please note that due to these restrictions, some married households
had only one eligible respondent for this study because the other spouse was
aged below 45 even though both spouses were interviewed. Further restricted to
the respondents who did not become a widow between interviews, the final analyt-
ical sample included 12,813 respondents (6,422 men and 6,391 women). Among
them 11,333 were re-interviewed in 2013, and 10,925 were re-interviewed in
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2015. In the regression analyses, this study used the multiple imputation method
for missing data that were caused by item non-response and lost to follow-ups
(see below for details).

Measures

Transitions in loneliness
Transitions in loneliness indicate changes in feelings of loneliness in a two-year
period. In the literature, loneliness is commonly measured either using a single
direct question such as ‘How often do you feel lonely?’ or multi-item instruments
which do not include the term ‘lonely’ or ‘loneliness’. There have been some con-
cerns that self-report of an undesirable emotional state with a single item may
lead to underestimates of the true prevalence of loneliness (Cohen-Mansfield
et al., 2016). This may also result in bias as loneliness is less common among
married people than among widows and widowers, and thus loneliness may be
considered more undesirable for married people than for widows and widowers.
For this reason, it is possible that a married person is less likely to report his or
her loneliness in response to a direct question although this supposition has not
been substantiated by empirical research. Also, a single question is an instrument
with an unknown and probably poor reliability (Cohen-Mansfield et al., 2016).
Moreover, a single-question instrument cannot distinguish different dimensions
of loneliness, such as social loneliness (lack of an engaging broader social net-
work) versus emotional loneliness (absence of an intimate or close emotional
attachment, such as a partner and a best friend) (De Jong Gierveld et al.,
2006). Despite these limitations, the single-question measure of loneliness has
been widely used and has been reported to have good face and predictive validity
(Yang and Victor, 2008; Luo and Waite, 2014). In addition, this single-question
measure was the original standard against which multi-item instruments were
validated and it has been shown to be highly correlated with the two most widely
used loneliness assessment tools, the UCLA Loneliness Scale (Russell, 1996) and
the De Jong Gierveld Loneliness Scale (De Jong Gierveld and Van Tilburg, 1999).
Furthermore, those indirect questions which assess the lack of support that may
lead to loneliness might be confounded with social support itself (Bell and
Gonzalez, 1988).

In CHARLS, loneliness was measured in all three waves with a single question
asking how often the respondent felt lonely in the past week. The four-point
response scale ranged from ‘rare or none of the time (<1 day)’ to ‘most or all of
the time (5–7 days)’. Because the question on loneliness in CHARLS is highly
skewed with fewer respondents in the ‘some’, ‘moderate’ and ‘most or all’ categories,
these three categories were combined into one to create a dichotomous indicator of
loneliness status at each wave and then this categorisation was used to define tran-
sitions into and out of loneliness between waves.

Respondent’s own and spouse’s health statuses
Because CHARLS interviewed both spouses, chronic conditions, functional limita-
tions and depressive symptoms in 2011 and 2013 for both respondents and their
spouses were included.
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Chronic conditions. This is a count of positive responses to questions regarding
whether or not a doctor has told the respondent that he or she had specific medical
conditions, including hypertension, dyslipidemia, diabetes, cancer, lung disease,
liver disease, heart problems, stroke, kidney disease, stomach disease,
memory-related disease and asthma.

Functional limitations. The number of functional limitations was calculated by
counting the number of times the respondent reported having some difficulty
with or could not do seven activities, including specific forms of ambulation,
such as walking 1 kilometre and climbing several flights of stairs without resting,
or muscle movements, such as lifting or carrying weights over 10 Jin (5 kilograms)
or picking up a small corn from a table. It ranged from 0 to 7 (Cronbach’s α = 0.82
in 2011 and 0.80 in 2013).

Depressive symptoms. CHARLS includes a short version of the Center for
Epidemiologic Studies Depression Scale (CES-D). Each item asked how often the
respondent experienced a specific symptom in the past week (‘bothered by things
that don’t usually bother me’, ‘had trouble keeping mind on what I was doing’,
‘depressed’, ‘everything I did was an effort’, ‘hopeful about the future’, ‘fearful’,
‘sleep was restless’, ‘happy’, ‘lonely’ and ‘could not get going’) with the four-point
response scale ranging from ‘rare or none of the time (<1 day)’ to ‘most or all of the
time (5–7 days)’. Depression is conceptually related to but distinct from loneliness
(Cacioppo et al., 2010). To reduce the overlap in measurement of the two concepts,
the item in the CES-D that states ‘I felt lonely’ was excluded from the depressive
symptoms scale. The average score of the remaining nine items, with two items tap-
ping positive affect reverse coded, was used to measure depressive symptoms which
ranged from 0 to 3 with higher scores indicating more depressive symptoms
(Cronbach’s α = 0.79 in 2011 and 0.73 in 2013).

Social engagement
This study included measures of social engagement in 2011 and 2013, such as work
status, social activity participation, informal helping, caring for grandchildren and
caring for spouse, which may explain the relationship between respondent’s and
spouse’s health and loneliness.

Work status. Respondents who were working at the time of interview were com-
pared with those who were not working.

Social activity participation. Respondents were asked whether they participated in six
social activities in the previous month: interacted with friend; played mahjong,
chess, cards or went to a community club; went to a sporting event, participated
in a social group or participated in some other sort of club; took part in a
community-related organisation; took part in voluntary or charity work; attended
an educational or training course. Because the time-frame was one month, most
of these activities had a low participation rate (0.4–35%), thus social activity partici-
pation was measured with a dichotomous variable and respondents who had an
affirmative answer to any of these questions were considered to have social activity
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participation. Using a summary score of the types of social activity in which an
older adult participated instead of a dichotomised measure produced similar
results.

Informal helping. Respondents were asked whether they provided help to family,
friends or neighbours who did not live with them and whether they cared for a
sick or disabled adult who did not live with them without being paid in the previous
month. Respondents who had an affirmative answer to either question were consid-
ered as having provided informal help.

Grandchild care. The respondent’s grandchild care-giving status in the past year had
three categories: having grandchildren, but not providing any care; providing care;
and no grandchildren.

Caring for spouse. In CHARLS respondents who reported difficulty in managing
any activities of daily living (ADLs) or instrumental ADLs (IADLs) were asked
who helped them with these difficulties. If the spouse was reported as the primary
helper, the spouse of this respondent was considered to be a spouse care-giver.

Socio-demographic covariates
This study included gender, age in years at baseline survey, urban/rural residence,
educational levels (illiterate, primary education, secondary education and above),
and household expenditure as control variables. Household expenditures in 2011
and 2013 were included in this analysis. This study used the annual total household
expenditure which was shown to be a better measure of economic resources avail-
able to the family than income in developing countries (Strauss and Thomas, 2007).
CHARLS asked about food expenditures in the prior week, seven types of non-food
expenditures in the past 30 days (e.g. communication fees, utilities, fuels) and 13
types of other non-food expenditures in the past year (e.g. clothing, heating, furni-
ture). The total annual household expenditure was the sum of these expenditures,
with weekly food expenditures and monthly non-food expenditures converted to
annual amounts first, and it was log transformed because it was positively skewed.

Statistical analysis

Descriptive statistics for all respondents, and then stratified by gender, were calcu-
lated. To test whether gender differences were statistically significant, a t-test for con-
tinuous variables and a chi-square test for categorical variables were used. This study
used a two-year interval dataset in which the unit of observation was the two-year
interval between pairs of interviews (i.e. 2011–2013, 2013–2015) to assess the effects
of spouses’ health on transitions in loneliness over a two-year period. This dataset
was created by combining two separate datasets with one containing 2011 and
2013 waves and the other containing 2013 and 2015 waves. The first dataset included
variables in 2011 as Time 1 variables and variables in 2013 as Time 2 variables; the
second dataset included variables in 2013 as Time 1 variables and variables in 2015 as
Time 2 variables. The two datasets were pooled together so that data from the three
waves of CHARLS could be fully utilised and it also helped increase the sample size
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for analysis of transitions in loneliness. Preliminary analyses tested whether pooling
two separate two-year interval datasets was valid by including interactions of an
interval indicator and measures of health statuses, and these interaction terms were
not jointly significant, indicating that pooling was legitimate.

Because this study focuses on transition into loneliness between Time 1 and
Time 2 among respondents who did not feel lonely at Time 1, and on transition
out of loneliness between Time 1 and Time 2 among respondents who felt lonely
at Time 1, binary logistic regressions were used to examine the effects of both
spouses’ health statuses on these transitions. Additional analysis using multinomial
logistic regression produced similar results. This study estimated three models for
each loneliness transition outcome. The first model included measures of respon-
dents’ health and demographic covariates to see whether respondents’ own health
is associated with transitions in loneliness net of demographic covariates. The
second model added measures of spouses’ health to test the effects of spouses’
health after controlling for respondents’ own health and demographic covariates.
The third model added measures of social engagement to see whether the relation-
ship between both spouses’ health statuses and transitions in loneliness remain sig-
nificant after accounting for their joint effects with social engagement. These
models were estimated using Stata version 14.2 (StataCorp, College Station, TX).
All analyses were done first for all eligible respondents and then for men and
women separately. Gender differences in the coefficients were tested using the
Seemingly Unrelated Estimation (suest) procedure.

These models were estimated with the Huber–White variance estimator to
ensure that clustering in the sample (due to sample design and the use of multiple
intervals per person) does not inflate test statistics. A dummy variable indicating
the calendar year in which each interval began was also included in the models.
To test whether the correlation at the household level may affect the estimates
since both age-eligible respondents and their spouses were included in the model
for all respondents, a multilevel logistic regression model which took into account
the nesting of individuals within households was also estimated for each loneliness
transition outcome and the results were similar to those reported in this paper.

One common problem in longitudinal studies is that attrition from the baseline
to the follow-up surveys and missing cases on study variables do not occur com-
pletely at random. Preliminary analysis revealed that males, older age, more func-
tional limitations, more chronic conditions, higher levels of depressive symptoms,
having a spouse with fewer chronic conditions, not caring for spouse and not work-
ing were associated with higher mortality risk, and younger age, urban residence,
higher household expenditures, fewer chronic conditions, not working, not helping
and not caring for grandchildren were associated with higher probability of loss to
follow-up. Thus, this study used multiple imputation with chained equations,
which employed different regressions to impute different types of variables to
replace those missing cases. Self-rated physical health and self-rated memory
were included as auxiliary variables and ten imputed datasets were created to adjust
for the potential bias. The imputed datasets were analysed separately and the results
were combined in a way that accounted for variations in the imputed values
(Allison, 2001; Young and Johnson, 2015). Regression models without imputing
values for attrition and missing cases produced similar results.
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Results
Descriptive statistics

Table 1 reports descriptive statistics. The proportion of respondents who reported
feeling lonely in the prior week fluctuated during the four-year study period. In
2011, about 26 per cent of respondents reported feeling lonely, and this number
dropped to about 19 per cent in 2013 and then climbed back to nearly 23 per
cent in 2015. In all three waves, women reported a higher prevalence rate of lone-
liness than men. At the baseline survey in 2011, the respondents had an average of
1.08 chronic conditions, 1.29 functional limitations and 0.86 on the depression
scale ranging from 0 to 3. While the depression scale slightly decreased from
2011 to 2013, the number of chronic conditions and functional limitations
increased. Married women had more chronic conditions, more functional limita-
tions and higher levels of depressive symptoms than married men.

At the baseline survey, 47 per cent of respondents participated in social activities.
A higher proportion of married women provided care to grandchildren than mar-
ried men (36% versus 24%). A higher proportion of married men than married
women were working (76% versus 67%), provided informal care to relatives and
friends (8% versus 7%), and provided spousal care (11% versus 9%). In addition,
married men were older and had more education than married women.

Own and spousal health statuses and transition into loneliness

Of the 7,824 respondents who did not feel lonely in 2011, 1,142 (15%) felt lonely in
2013, and of the 7,117 respondents who did not feel lonely in 2013, 1,269 (18%) felt
lonely in 2015. Results from logistic regressions on transition into loneliness are shown
in Table 2. When all respondents were included and controlling for sociodemographic
characteristics, one additional chronic condition, one additional functional limitation
and a one-point increase in the depressive symptoms scale increased the odds of
becoming lonely by 12, 5 and 106 per cent, respectively, over a two-year period
(Table 2, ‘All’, Model 1). When measures of spouse’s health were added in Model
2, a test of the joint effects of these spousal health measures showed that the model
fit significantly improved over Model 1 ( p < 0.001). Among them, spouse’s level of
depressive symptoms had a significant independent effect and a one-point increase
in the spouse’s depressive symptoms scale increased the respondent’s odds of becom-
ing lonely by 23 per cent. Additional analysis showed that spouse’s number of func-
tional limitations was also significantly associated with transition into loneliness (odds
ratio (OR) = 1.06), but this association became non-significant after the spouse’s level
of depressive symptoms was added (not shown in the table). The effects of respon-
dent’s own health measures all remained significant in Model 2 with only the effect
of depressive symptoms having a substantive attenuation (OR = 1.91).

The associations between respondent’s and spouse’s physical and emotional
health statuses and transition into loneliness did not change substantially when
social engagement measures were added in Model 3. Caring for grandchildren
was a significant predictor of transition from not feeling lonely to feeling lonely
and social activity participation had a marginally significant effect ( p < 0.1).
Caring for grandchildren and social activity participation decreased the odds of
becoming lonely by approximately 13 and 8 per cent, respectively.
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Table 1. Descriptive statistics

N All Men Women p of gender difference

Percentages or mean values (SD)

Feeling lonely in 2011 12,813 25.5 21.9 29.2 **

Feeling lonely in 2013 9,923 19.4 16.6 22.2 **

Feeling lonely in 2015 9,287 23.2 20.3 26.0 **

Respondent’s health:

Chronic conditions in 2011 12,913 1.08 (1.23) 1.05 (1.22) 1.10 (1.24) *

Chronic conditions in 2013 10,708 1.25 (1.34) 1.22 (1.32) 1.28 (1.35) *

Functional limitations in 2011 12,813 1.29 (1.65) 1.04 (1.53) 1.54 (1.74) **

Functional limitations in 2013 10,565 1.42 (1.69) 1.15 (1.59) 1.70 (1.76) **

Depressive symptoms in 2011 12,813 0.86 (0.64) 0.75 (0.59) 0.96 (0.68) **

Depressive symptoms in 2013 9,990 0.82 (0.59) 0.73 (0.54) 0.91 (0.63) **

Spousal health:

Chronic conditions in 2011 12,813 1.06 (1.23) 1.07 (1.24) 1.04 (1.22)

Chronic conditions in 2013 10,708 1.23 (1.33) 1.24 (1.33) 1.22 (1.34)

Functional limitations in 2011 12,735 1.26 (1.66) 1.51 (1.75) 1.02 (1.53) **

Functional limitations in 2013 10,636 1.41 (1.70) 1.67 (1.76) 1.14 (1.59) **

Depressive symptoms in 2011 11,735 0.86 (0.64) 0.96 (0.67) 0.75 (0.59) **

Depressive symptoms in 2013 9,809 0.82 (0.59) 0.92 (0.63) 0.73 (0.54) **

Social engagement:

Working in 2011 12,767 71.5 76.2 66.8 **
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Working in 2013 10,619 71.0 75.7 66.1 **

Social activity participation in 2011 12,806 46.7 47.3 46.1

Social activity participation in 2013 10,082 51.9 52.9 51.0

Informal helping in 2011 12,811 7.5 8.2 6.7 **

Informal helping in 2013 10,082 14.2 14.8 13.5

Grandchild care in 2011: 12,813 **

No 39.2 41.6 36.9

Yes 26.9 23.7 30.2

No grandchildren 33.8 34.7 32.9

Grandchild care in 2013: 10,708 **

No 41.2 43.6 38.6

Yes 37.3 33.9 40.8

No grandchildren 21.6 22.5 20.6

Spousal care in 2011 12,813 10.1 10.9 9.4 **

Spousal care in 2013 10,708 16.9 19.7 14.1 **

Demographics:

Female 12,813 49.9

Age in 2011 12,813 57.83 (8.86) 58.89 (9.18) 56.76 (8.39) **

Urban in 2011 12,813 39.6 39.6 39.5

Education: 12,808

None 24.6 11.4 37.9 **

(Continued )
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Table 1. (Continued.)

N All Men Women p of gender difference

Primary school 40.3 44.4 36.1

Middle school and more 35.1 44.2 26.0

Ln(household expenditure) in 2011 12,813 9.65 (1.11) 9.65 (1.11) 9.64 (1.12)

Ln(household expenditure) in 2013 10,708 9.54 (1.82) 9.54 (1.82) 9.54 (1.82)

Note: SD: standard deviation.
Source: China Health and Retirement Longitudinal Study (2011–2015).
Significance levels:* p < 0.05, ** p < 0.01 (two-tailed tests).
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Table 2. Odds ratios from logistic regressions of transition from not feeling lonely to feeling lonely between Time 1 (T1) and Time 2 among respondents who did not feel
lonely at T1

Variables

All Men Women

Model 1 Model 2 Model 3 Model 1 Model 2 Model 3 Model 1 Model 2 Model 3

Female 1.07 1.14* 1.15**

(1.27) (2.42) (2.60)

Age in 2011 0.99** 0.99** 0.99** 0.99* 0.99* 0.99* 0.99* 0.99** 0.99**

(3.09) (3.39) (3.10) (2.22) (2.32) (2.05) (2.33) (2.63) (2.61)

Urban in 2011 0.77** 0.78** 0.78** 0.73** 0.74** 0.73** 0.80** 0.81** 0.82**

(5.19) (4.79) (4.73) (4.35) (4.02) (4.20) (3.20) (3.02) (2.68)

Primary education (Ref. No education) 0.82** 0.82** 0.83** 0.87 0.86 0.87 0.78** 0.79** 0.79**

(3.37) (3.37) (3.32) (1.30) (1.36) (1.27) (3.47) (3.39) (3.39)

Middle school and more (Ref. No
education)

0.70** 0.70** 0.70** 0.69** 0.69** 0.69** 0.73** 0.73** 0.72**

(5.32) (5.19) (5.26) (3.09) (3.07) (3.03) (3.56) (3.43) (3.56)

Ln(household expenditure) at T1 0.98 0.98 0.99 1.00 1.00 1.00 0.97 0.97 0.98

(1.08) (1.02) (0.64) (0.20) (0.16) (0.06) (1.31) (1.28) (0.81)

2013–2015 interval (Ref. 2011–2013
interval)

1.26** 1.27** 1.30** 1.24** 1.25** 1.28** 1.29** 1.29** 1.32**

(5.05) (5.05) (5.40) (3.33) (3.43) (3.73) (3.78) (3.73) (4.00)

Own chronic conditions at T1 1.12** 1.11** 1.12** 1.11** 1.12** 1.11** 1.13** 1.12** 1.13**

(5.73) (5.68) (5.83) (3.56) (3.52) (3.63) (4.38) (4.30) (4.49)

Own functional limitations at T1 1.05** 1.05** 1.05** 1.07** 1.06* 1.06* 1.04 1.04 1.04

(3.27) (2.93) (2.87) (2.68) (2.46) (2.23) (1.86) (1.59) (1.63)

(Continued )
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Table 2. (Continued.)

Variables

All Men Women

Model 1 Model 2 Model 3 Model 1 Model 2 Model 3 Model 1 Model 2 Model 3

Own depressive symptoms at T1 2.06** 1.91** 1.92** 2.10** 1.93** 1.92** 2.04** 1.91** 1.92**

(16.89) (14.54) (14.51) (11.62) (9.79) (9.76) (12.30) (10.60) (10.63)

Spouse chronic conditions at T1 1.02 1.02 1.01 1.01 1.03 1.03

(1.03) (1.09) (0.40) (0.48) (1.10) (1.18)

Spouse functional limitations at T1 1.01 1.01 0.99 1.00 1.02 1.02

(0.42) (0.45) (0.26) (0.07) (0.87) (0.62)

Spouse depressive symptoms at T1 1.23** 1.24** 1.24** 1.25** 1.22** 1.22**

(4.50) (4.50) (3.53) (3.61) (3.08) (2.98)

Working at T1 1.01 0.96 1.06

(0.22) (0.47) (0.73)

Social activity participation at T1 0.92 0.89 0.95

(1.68) (1.57) (0.81)

Informal helping at T1 1.08 1.15 1.01

(1.06) (1.29) (0.10)

Caring for grandchildren (Ref. No care) 0.87** 0.98 0.79**

(2.61) (0.20) (3.33)

No grandchildren (Ref. No care) 1.07 1.16 0.99

(1.21) (1.73) (0.15)

Caring for spouse 0.97 0.93 1.02
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(0.38) (0.72) (0.19)

Constant 0.22** 0.19** 0.18** 0.19** 0.17** 0.17** 0.27** 0.25** 0.24**

(5.34) (5.73) (5.33) (3.97) (4.24) (3.83) (3.55) (3.67) (3.47)

Observations 17,540 17,540 17,540 9,135 9,135 9,135 8,405 8,405 8,405

Number of individuals 11,160 11,160 11,160 5,724 5,724 5,724 5,436 5,436 5,436

Notes: Results are based on two-year interval data. Robust z-statistics are in parentheses. Ref.: reference category.
Significance levels: * p < 0.05, ** p < 0.01 (two-tailed tests).
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For both married men and women, respondent’s own number of chronic con-
ditions and level of depressive symptoms were significantly associated with transi-
tion into loneliness (Table 2, ‘Men’ and ‘Women’, Model 1). The effect of
functional limitations was only significant for married men. Spouse’s health mea-
sures jointly significantly improved model fit for both men ( p < 0.01) and women
( p < 0.001) when they were added in Model 2, and spouse’s level of depressive
symptoms had a significant positive effect on transition into loneliness for both
men and women. Additional analysis showed that only for women, spouse’s num-
ber of functional limitations was significantly associated with transition into lone-
liness (OR = 1.09) before spouse’s level of depressive symptoms was taken into
account (not shown in the table). For neither married men nor married women,
the effects of respondent’s own health and spouse’s health statuses on transition
into loneliness substantially decreased after measures of social engagement were
added in Model 3. Caring for grandchildren was significantly associated with
lower odds of transition into loneliness only for married women (OR = 0.79).
Tests of whether gender differences in the OR values were statistically significant
indicated that there was a significant gender difference in the association between
caring for grandchildren and transition into loneliness, but the associations
between other variables and transition into loneliness were not significantly differ-
ent between men and women.

Own and spousal health statuses and transition out of loneliness

Of the 2,659 respondents who felt lonely in 2011, 1,726 (65%) did not feel lonely in
2013 and of the 1,707 respondents who felt lonely in 2013, 940 (55%) did not feel
lonely in 2015. Results from logistic regressions on transition out of loneliness are
shown in Table 3. When all respondents were included and controlling for socio-
demographic characteristics, one additional chronic condition, one additional phys-
ical limitation and a one-point increase in the depressive symptoms scale decreased
the odds of transition out of loneliness by 6, 4 and 49 per cent, respectively, over a
two-year period (Table 3, ‘All’, Model 1). These associations remained significant
and largely unchanged after measures of spouse’s health were added in Model
2. Spouse’s health measures jointly significantly improved the model fit over
Model 1 ( p < 0.05). Among them, spouse’s level of depressive symptoms had an
independent significant effect and a one-point increase in the spouse’s level of
depressive symptoms decreased respondent’s odds of transition out of loneliness
by 16 per cent.

The associations between respondent’s and spouse’s health statuses and transi-
tion out of loneliness did not change substantially after social engagement measures
were added in Model 3. Among social engagement measures, caring for grandchil-
dren and caring for spouse were significantly associated with transition out of lone-
liness. While caring for grandchildren increased the odds of transition out of
loneliness by 18 per cent, caring for a sick spouse decreased the odds of transition
out of loneliness by 20 per cent.

For both married men and women, respondent’s own level of depressive symp-
toms was associated with decreased odds of transition out of loneliness (Table 3,
‘Men’ and ‘Women’, Model 1). However, number of functional limitations was

1592 Y Luo

https://doi.org/10.1017/S0144686X21001264 Published online by Cambridge University Press

https://doi.org/10.1017/S0144686X21001264


Table 3. Odds ratios from logistic regressions of transition from feeling lonely to not feeling lonely between Time 1 (T1) and Time 2 among respondents who felt
lonely at T1

Variables

All Men Women

Model 1 Model 2 Model 3 Model 1 Model 2 Model 3 Model 1 Model 2 Model 3

Female 1.01 0.96 0.95

(0.06) (0.59) (0.68)

Age in 2011 1.00 1.00 1.00 1.00 1.00 1.00 1.01 1.01 1.00

(0.25) (0.30) (0.04) (0.50) (0.48) (0.68) (0.84) (0.86) (0.69)

Urban in 2011 1.06 1.05 1.02 0.98 0.98 0.96 1.11 1.09 1.06

(0.76) (0.57) (0.21) (0.17) (0.19) (0.33) (1.09) (0.87) (0.63)

Primary education (Ref. No education) 1.04 1.03 1.04 1.03 1.03 1.04 1.03 1.01 1.03

(0.45) (0.39) (0.47) (0.16) (0.19) (0.24) (0.31) (0.14) (0.24)

Middle school and more (Ref. No education) 1.01 1.00 1.00 0.91 0.92 0.93 1.08 1.05 1.07

(0.06) (0.05) (0.02) (0.51) (0.47) (0.42) (0.56) (0.37) (0.46)

Ln(household expenditure) at T1 1.04 1.04 1.03 1.03 1.04 1.03 1.04 1.04 1.03

(1.37) (1.38) (1.03) (0.76) (0.82) (0.63) (1.09) (1.01) (0.78)

2013–2015 interval (Ref. 2011–2013 interval) 0.68** 0.67** 0.67** 0.62** 0.62** 0.61** 0.71** 0.71** 0.72**

(6.15) (6.16) (5.95) (4.92) (4.90) (4.87) (4.01) (4.01) (3.75)

Own chronic conditions at T1 0.94* 0.94* 0.94* 0.94 0.94 0.94 0.95 0.95 0.94

(2.44) (2.43) (2.53) (1.83) (1.70) (1.78) (1.68) (1.75) (1.88)

Own functional limitations at T1 0.96* 0.96* 0.95* 0.94* 0.93* 0.92* 0.97 0.97 0.97

(2.04) (2.00) (2.23) (2.07) (2.12) (2.44) (1.16) (1.08) (1.24)

(Continued )
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Table 3. (Continued.)

Variables

All Men Women

Model 1 Model 2 Model 3 Model 1 Model 2 Model 3 Model 1 Model 2 Model 3

Own depressive symptoms at T1 0.51** 0.54** 0.53** 0.47** 0.49** 0.48** 0.53** 0.57** 0.57**

(12.66) (10.77) (10.75) (8.73) (7.96) (8.07) (9.10) (7.51) (7.40)

Spouse chronic conditions at T1 0.98 0.99 0.95 0.96 1.00 1.01

(0.70) (0.52) (1.17) (1.12) (0.03) (0.21)

Spouse functional limitations at T1 1.02 1.03 1.03 1.04 1.00 1.02

(0.71) (1.50) (0.91) (1.26) (0.02) (0.83)

Spouse depressive symptoms at T1 0.84** 0.85* 0.92 0.93 0.79** 0.80*

(2.61) (2.40) (0.92) (0.78) (2.68) (2.55)

Working at T1 0.88 0.81 0.91

(1.45) (1.48) (0.85)

Social activity participation at T1 0.95 0.85 1.03

(0.71) (1.42) (0.29)

Informal helping at T1 0.98 1.24 0.80

(0.15) (1.16) (1.54)

Caring for grandchildren (Ref. No care) 1.18* 1.20 1.15

(2.17) (1.44) (1.38)

No grandchildren (Ref. No care) 1.00 0.99 0.98

(0.05) (0.05) (0.18)

Caring for spouse 0.80* 0.84 0.77
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(2.41) (1.26) (1.87)

Constant 3.51** 3.99** 5.06** 5.96** 6.18** 8.97** 2.41 2.81* 3.26*

(3.20) (3.48) (3.73) (2.91) (2.95) (3.15) (1.72) (1.96) (2.10)

Observations 5,196 5,196 5,196 2,226 2,226 2,226 2,970 2,970 2,970

Number of individuals 4,341 4,341 4,341 1,891 1,891 1,891 2,450 2,450 2,450

Notes: Results are based on two-year interval dataset. Robust z-statistics are in parentheses. Ref.: reference category.
Significance levels: * p < 0.05, ** p < 0.01 (two-tailed tests).
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associated only with men’s transition out of loneliness (OR = 0.94). For married
men, spouse’s health measures did not significantly improve the model fit when
they were added in Model 2, and none of the spouse’s health measures were signifi-
cantly associated with the odds of transition out of loneliness. For married women,
spouse’s health measures jointly improved the model fit when they were added in
Model 2 ( p < 0.05) and spouse’s level of depressive symptoms had a significantly
independent negative association with this transition (OR = 0.79).

For both married men and women, the associations between respondent’s and
spouse’s health measures and odds of transition out of loneliness did not change
substantially when social engagement measures were added in Model 3. Tests of
gender differences in the OR values indicated that the associations between the
variables in these models and transition out of loneliness were not significantly dif-
ferent between men and women.

Discussion
This study contributes to the literature on health and loneliness in several import-
ant ways.

First, this study used a large national sample of middle-aged and older adults in
China with interviews of both spouses which allowed the generalisability of the rela-
tionship between health and loneliness beyond Western societies to be determined.
Second, as reviewed earlier, previous literature suggests that for married couples,
not only does an individual’s own health matter for their wellbeing, but also
their spouse’s health. This study extended this line of research by examining the
impact of both spouses’ health characteristics on older adults’ feelings of loneliness.
Third, this study added to a growing body of literature which focused on transitions
in loneliness over time and risk factors for these transitions.

The prevalence of loneliness in the study sample had a major decline from 2011
to 2013 though it climbed back from 2013 to 2015. A further analysis revealed that
such changes also occurred when all respondents in each survey year, not just those
who were married and were interviewed in the 2011 wave, were included, and they
occurred in both weighted and unweighted data. In addition, levels of depressive
symptoms and social activity participation showed similar changes. These findings
suggest that such fluctuations in prevalence of loneliness cannot be fully explained
by sample selection and measurement choices. In 2011, the China State Council
published its 12th Five-year Plan of China on Ageing Undertaking Development
and the Social Care Service System Construction Plan (2011–2015), and in late
2012, the Law on Protecting the Rights and Benefits of Older Persons of the
People’s Republic of China was revised and adopted by the People’s Congress
(Du, 2015). These laws and policies have led to a series of undertakings and pro-
grammes to strengthen health and social services to older adults which may have
played a role in the decline of loneliness from 2011 to 2013. However, more
research is needed to evaluate the long-term impact of these policy initiatives on
loneliness and on older adults’ wellbeing in general.

The first hypothesis that middle-aged and older Chinese adults are more likely to
transition into loneliness and less likely to transition out of loneliness over time if
they or their spouse have poorer health is supported by the data. The finding of a
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strong impact of older adults’ own health on loneliness is consistent with other
studies in China and in other countries, suggesting that the impact of health on
loneliness is widespread across different societies. More importantly, this study
found that independent of an individual’s own health status, spouse’s emotional
health predicts both types of transition in loneliness and spouse’s functional limi-
tation predicts transition into loneliness through its effects on emotional health.
This study is one of the few that focused on transitions in loneliness and it can
be argued that spousal health may be more strongly associated with loneliness in
China due to the continuation of poor quality marriages (related to the stigma
attached to divorce) and the greater reliance on spouses for family economic well-
being and for care-giving in China. However, research on older adults in other
countries has also found an association between spousal health and marital quality
(e.g. Booth and Johnson, 1994; Galinsky and Waite, 2014), between spousal health
and individuals’ own health and wellbeing (e.g. Zivin and Christakis, 2007; Valle
et al., 2013), and between marital quality and loneliness (e.g. Hawkley et al.,
2008; Stokes, 2017). Therefore, spousal health is likely to affect loneliness among
older adults across different societies. Taken together, these findings suggest that
we need to pay more attention to both spouses’ health in married couples in
order to combat feelings of loneliness and their negative impact on older people’s
lives.

There are mixed results on the second hypothesis that own health and spousal
health statuses have stronger effects on transitions in loneliness for married women
than for married men. As expected from gendered roles and expectations, only
older Chinese women’s transition into loneliness is significantly affected by their
spouse’s functional limitations and only older Chinese women’s transition out of
loneliness is significantly affected by their spouse’s emotional health. However,
the finding that the number of own functional limitations has a significant effect
only on older Chinese men’s transition into loneliness contradicts our hypothesis.
Yang and Gu (2020) also found that IADL difficulty significantly predicted transi-
tion into loneliness only for older Chinese men, but self-rated health and psycho-
logical resilience were significantly associated with transition into loneliness only
for older Chinese women. Their study, however, did not include spouse’s health
characteristics. In a study on the relationship between both spouses’ disability
and loneliness based on a Dutch community sample of older adults, Korporaal
et al. (2008) found that for men, only their wives’ disability was related to higher
levels of social loneliness, whereas for women mainly their own disability was
related to higher levels of social loneliness. Their study found no gender differences
in the effects of own disability and spouse’s disability on emotional loneliness.
Although findings from the current study seem to suggest that the husband’s health
matters more for both spouses’ loneliness in China which is consistent with China’s
patriarchal tradition, the inconsistent findings in these studies paint a more com-
plex picture of the gender differences in the effects of spouses’ health statuses on
loneliness and underscore the need for more research in the future.

The results from this study also showed that the effects of own health and spousal
health on transitions in loneliness are not explained away by social engagement. This
finding is consistent with several studies on different populations which showed that
socialising with friends and family, participating in community activities and social
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support all play a very small mediating role between poor health and psychological
wellbeing (Korporaal et al., 2008; Warner and Adams, 2016; Hsieh and Waite,
2019). Also, only a few social engagement measures included in this study had sig-
nificant effects on transitions in loneliness. It is possible that our measures of social
engagement do not capture all types of social interactions undertaken by older adults
or they are not sufficiently detailed to reflect various levels of engagement. In add-
ition, it is possible that older adults’ own health and their spouse’s health are powerful
predictors of loneliness beyond their impact on social engagement. Social engage-
ment may help with social loneliness, but it may do little to reduce emotional lone-
liness that is characterised by intense feelings of emptiness and abandonment (De
Jong Gierveld et al., 2006). Previous research suggests that sociodemographic and
health factors diverge in their level of association with social loneliness and emotional
loneliness, and there is some evidence that physical and psychological wellbeing is
more strongly correlated with emotional loneliness than with social loneliness
(Dahlberg and McKee, 2014; McHugh Power et al., 2020). Future research needs
to focus more on identifying the mechanisms underlying these effects and differen-
tiating the effects on social loneliness and those on emotional loneliness.

Middle-aged and older Chinese adults seem to benefit from caring for grandchil-
dren and participation in social activities as this study found that those engaged in
these activities are less likely to transition into and more likely to transition out of
loneliness. However, caring for a sick spouse decreases the likelihood of transition
out of loneliness. These findings highlight the need to separate obligatory activities
and discretionary activities because their effects are likely to be different (Baltes
et al., 1999). Obligatory activities, such as spousal care, can seldom be avoided
within a marriage. They are imposed on the individual by economic, cultural or
social demands, and thus they may negatively affect psychological wellbeing.
Discretionary activities, such as exercise, entertainment, hobbies and socialising,
are activities people pursue in their free time and at their own discretion for per-
sonal enjoyment, social interaction and community development. Thus, discretion-
ary activities are more likely to have a positive impact on psychological wellbeing.
The beneficial effect of caring for grandchildren for older Chinese women’s well-
being is consistent with other studies which suggests that caring for grandchildren
might promote an active lifestyle in older adults and allow them to gain social sup-
port, especially emotional support, by engaging with others through social networks
(Luo et al., 2019). It should be noted that societies differ in terms of what activities
are obligatory and what activities are discretionary (Baltes et al., 1999), and such
differences must be taken into account in order to gain a better understanding of
the impact of specific activities on older adults’ wellbeing.

This study has several limitations. First, loneliness is measured with a single
item. As discussed earlier, although this single-question measure is considered as
valid, it has its own limitations and may partially explain the fluctuating prevalence
rate in the three waves of the CHARLS sample. Future research should compare
findings using single-item versus composite measures. Second, with a single-item
loneliness measure, this study did not differentiate social loneliness from emotional
loneliness which previous research found are differently affected by spouses’ health
statuses (Korporaal et al., 2008). Third, CHARLS does not have direct measures of
marital quality and marital interactions which may mediate the relationship
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between both spouses’ health statuses and loneliness. Declines in health can act as a
stressor that causes stressful interactions with spouses and poor relationship quality,
which in turn may lead to higher levels of loneliness. Fourth, although this study
showed that feelings of loneliness fluctuated over the four-year study period and
a sizeable portion of older adults transitioned into and out of loneliness between
waves, studies that follow the respondents over a longer period may provide a
more complete picture of how feelings of loneliness change over time and how
spouses’ health statuses impact this change.

Overall, this study demonstrates that despite the cultural tradition that empha-
sises the family system and collectivism, feelings of loneliness are prevalent even
among married older adults in contemporary China and both spouses’ health sta-
tuses are related to transitions into and out of loneliness. These findings have
important implications not only for older adults in China, but also for older adults
in other countries. According to estimates from various countries, feelings of lone-
liness are more prevalent in later life, affecting between 20 and 45 per cent of older
adults (Cohen-Mansfield et al., 2016). In the past several decades, many countries
have experienced substantial increases in life expectancy which is accompanied by
increases in the prevalence of chronic conditions, disability and cognitive impair-
ment, and increases in health-care costs (Weeks, 2020). With these demographic
changes, married couples are expected to live together for a longer time in old
age and this also means that they live with more health problems from both
spouses. Previous research has established a relationship between spousal health
and older adults’ own health, between spousal health and marital quality, and
between marital quality and loneliness in more-developed countries. Future
research, however, needs to examine more directly the relationship between spousal
health and loneliness in these countries. In addition, future research needs to focus
more on the mechanisms underlying the relationship between spouses’ health sta-
tuses and loneliness and variations in this relationship by social and cultural factors
in order to help develop concrete and effective strategies to improve older adults’
wellbeing. Based on findings from this study, social interventions that aim to reduce
feelings of loneliness need to take a couple approach when dealing with married
older adults and consider both spouses’ health problems and how these problems
may affect their daily activities and their interactions with each other and with
others. Such interventions are even more critical during the current COVID-19
pandemic when social distancing measures have been taken in many countries to
contain the spread of the disease and families are relying more on those living in
the same household, and for most families the spouse, for care and support.
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