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Introduction

John Donne’s (1572–1631) words “No man is an island” form the core of this study
of household arrangement and health. The household is the main social entity at the
meso-level; it is where men and women decide about their involvement in
employment, paid and unpaid work, and caring responsibilities. These decisions are
firmly rooted in the macro-level defined by the type of welfare state, which regu-
lates state provisions, tax regimes, transfers to family members, and the opportunity
of employment and associated conditions such as flexible and family friendly
working arrangements (Boje 2007). The institutional context defines the extent to
which the state supports economic independence between the partners and provides
formal care for children and the elderly. Decisions are also rooted in prevailing
individual values and social norms, concerning family formation, work, and care,
all of which influence the climate of values which governs behavior during the
social life course and influences the perception and experience of decisions made,
such as forming a partnership by cohabiting or marrying, or having children in or
outside of marriage. Gender roles define the extent to which deviations from the
gendered division of work are feasible and socially accepted (Sayer and Bianchi
2000; Cooke and Gash 2010). Although there appears to be a convergence of
gender roles within the household, this process is still unfinished (McDonald 2000;
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Puur et al. 2008), and there is a lack of adaptation between the demographic
behavior of partnership/family formation and the distribution of labor within the
family. These macro-level factors must be taken into account when exploring the
gendered association between household arrangements and individual health in
different countries.

The most studied factors of health are located at the micro-level, the most
prominent of which are related to social inequality in terms of education, income,
and employment status (Marmot and Wilkinson 1999), life style (see e.g. von der
Lippe and Rattay in this volume), and marital status (Waite 1995; Lillard and Waite
1995; Lillard and Panis 1996; Brockmann and Klein 2004; Martikainen et al. 2005).
More recently the concept of marital status has expanded to include household
arrangements at the meso-level which compile information about the interplay of
individuals with other family members within the context of the same household
(see also publications from the “Families And Societies” project). Members of a
household share the same social and economic situation (Cherlin 2000; Stevenson
and Wolfers 2007), and they have to negotiate their division of paid and unpaid
work (Hughes and Waite 2002). Micro-level factors such as education and income,
however, not only directly impact health but also shape the gender relationships in a
household. In many countries women now outnumber men in terms of higher
education (Vincent-Lancrin 2008), and there has been a substantial increase in
female labor force participation (OECD 2012), which has reduced the differences in
participation rates. Nevertheless, women still earn less than men, which is partially
explained by their larger involvement in part-time work (OECD 2012). Despite
their strong involvement in paid work, women are also still responsible for a
disproportionately large share of household work and care, and the division of
unpaid work depending on gendered norms and values in societies has changed
relatively little (OECD 2012).

Health outcomes at the meso-level may be affected by the fact that in many
instances micro-, meso-, and macro-level factors may counterbalance or re-inforce
one another, as outlined by Oláh et al. in this volume. They give the example of
women’s employment, which is more likely to threaten marital stability in a country
context of more traditional gender roles with particularly negative health effects for
both partners. Sufficient earnings for men and high barriers of labor market entry for
women would prevent women from taking up paid work, thereby losing out on the
positive effects employment and increased income have on health. Having little
support from the state would make employment more stressful for working parents
and would reinforce the negative consequences of divorce for the economically
dependent spouse.

This study tries to shed more light onto the complex relationship between
household arrangements and health by concentrating on the effects of social norms.
Regarding social norms, the institutionalization hypothesis originally introduced by
Soons and Kalmijn (2009) proposes that in societies with a more flexible value
climate, well-being is less influenced by living in a non-traditional family form. We
will explore this hypothesis in the context of health, distinguishing between men
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and women, and extend it to different family types characterized by the legal status
and the presence and/or absence of a partner and of children.

This chapter is structured as follows: First, we briefly discuss health related
factors at the individual level. Second, we turn to social norms and values at the
macro-level, where we introduce the institutionalization hypothesis in more detail.
We close this section by formulating our hypotheses in relation to health. Third, we
turn to our own empirical analysis by presenting the data, the analysis strategy, and
the results. Finally, we discuss to what extent the results support the institutional-
ization hypothesis and possible differences according to sex (Fig. 1).

Household Arrangement and Health at the Individual Level

In the European context the household arrangement among young and middle aged
adults is primarily characterized by the presence or absence of a partner and/or
children. There are large differences in co-residence with the parental generation,
which is more widespread in Southern and Eastern Europe. We briefly discuss the
health effects of partners and children below.

Fig. 1 Framework of the study
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Partnership Effect on Health

Living with a partner is generally associated with better health (Waite 1995;
Martikainen et al. 2005), which can be explained by protective factors due to indi-
vidual behavior, socio-economic conditions of both partners, and social support. In
addition, the selection processes into partnership might favor the healthy candidates.
A detailed discussion of these explanations can be found in the overview chapter by
Hank and Steinbach in this volume and is taken up in the in-depths studies of the
individual countries. Whether various types of partnership, e.g. living in a consensual
union or in a marriage, differ in terms oftheir health effects depends foremost on their
degree of institutionalization. While marriage is more institutionalized in most
countries (Nock 1995), the value climate in (post) modern societies is more open to
other forms of living arrangements than in traditional ones (Soons andKalmijn 2009).
It also depends on the spread of divorce and the propensity to enter a consensual union
or marriage thereafter. Whereas living with a partner enhances each partners’ health
status, the termination of a union typically has a short andmedium term negative effect
on health, due to the disappearance of the protecting factors and the erosion of mental
health associated with the process of the worsening of a couple’s relationship and the
subsequent separation (Waldron et al. 1997; Hughes and Waite 2009). In new part-
nerships, the positive health levels of the first union are often not regained (Hughes
andWaite 2002;Martikainen et al. 2005). Psychological distress preceding divorce as
a consequence of the worsening of the relationship between both partners appears to
bemore prevalent amongwomen,whereas after-divorce depression symptoms appear
to be stronger and more long-lasting among men (Williams and Umberson 2004;
Rotermann 2007). Again, gender roles play an important part in this, with higher
levels of gender inequalities reducing women’s future capacity to cope with the
consequences of divorce (Gahler 2006).

Children’s Effect on Health

The second main family ties within a household are children. Their effect on health
differs according to the different stages related to childbirth, infancy, and adoles-
cence, evolving from an initial worsening immediately following the birth due to
the process of adaptation to the new family status, to a posterior improvement due
to the effect of the increase in both the feeling of responsibility and of social control
(Barnett and Hyde 2001; Bernstein 2001). For a general overview about the rela-
tionship between the number of children and early/late childbirth, see the chapter by
Hank and Steinbach as well as the in-depth study of long-term fertility conse-
quences on health by Tomassini, Di Gessa, and Egidi (both in this volume).
However, beyond either pure biological effects in the case of women or variable
health stages in men (from a sense of exclusion during pregnancy to improvements
once they feel more involved in tasks of caring for the baby; Bartlett 2004), the
health effects of children may be strongly shaped by gender roles reflecting the
macro environment in terms of the welfare state and the cultural norms, the
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economic environment, as well as individual characteristics. For instance, children
show generally a positive influence on women’s health, specifically on mental
health (Wang 2004; Helbig et al. 2006). Nevertheless, negative effects have also
been observed in diverse countries such as Sweden or Spain in relation to an
overload of childcare work (Artazcoz et al. 2001; Floderus et al. 2008).

An important dimension of change in fertility behavior is the upsurge of
extramarital childbearing, in connection with new partnership patterns (for a more
detailed analysis of new partnership forms, see Buber and Hanappi in this volume).
Another is the increase in divorce which leads to larger numbers of single parents,
particular among women, who are not engaged in new partnerships. In our own
empirical study, we return to the question of whether the effect of children on the
health of their parents depends on the type of partnership, i.e. whether parents
raising children in consensual unions experience health advantages similar to the
married, and whether this effect is modulated by the societal context in different
European countries. Thus, we will explore family forms differentiating between the
absence and presence of a partner, as well as the legal status of the partnership.

Values and Social Norms, and the Institutionalization
Hypothesis

The complexity in studying the relationship between household arrangements and
health increases when different countries are compared. The changing demographic
behaviors of the Second Demographic Transition (SDT),—e.g. the rise of cohabi-
tation instead of marriage, postponement of parenthood, higher numbers of children
born out of marriage, and an increase of the acceptance of divorce (van de Kaa
1994; Lesthaege 1995)—are expanding from Northern and Western Europe to
Southern and Eastern Europe with different timing (Surkyn and Lesthaeghe 2004;
Liefbroer and Fokkema 2008). However, the demographic behaviors among the
forerunners of the SDT do not necessarily anticipate the future pattern in the other
countries due to their interplay with prevailing individual values and social norms.
They all affect the evolution of the diversification of family patterns within a
country as well as the acceptance of these changes (Soons and Kalmijn 2009).

Individual values play an important role when trying to understand why indi-
viduals form a certain type of union in terms of cohabitation or marriage, or
extramarital childbearing. It has been shown for Europe that the value orientation of
individuals is associated with certain family features (Surkyn and Lesthaeghe 2004),
e.g. childless cohabitants or single individuals displayed more non-conformist1

values than their married counterparts. Indeed, married individuals who had ever

1Values orientation measured by a set of different dimensions: secularization, vote to new political
left, egalitarianism, unconventional civil morality and ethics, accentuation of expressive values and
companionship and unconventional marital ethics.
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cohabited were more non-conformist than their counterparts who had never
cohabited.

In addition to individual values, social norms also influence individuals’ prefer-
ences for a certain family type. Basically, these norms define how appropriate a certain
behavior is, as well as possible sanctions when norms are not adhered to (Liefbroer
andMerz 2009; Billari and Liefbroer 2010). These norms compile shared perceptions
of social tolerance to age-specific family patterns (e.g. maximum ages at which family
transitions should happen or not), how often family transitions must be experienced
(e.g. how many children a couple must have), and the sequence of family trajectories
(e.g. having children before or after marriage) (Hofäcker and Chaloupková 2014).

Hofäcker and Chaloupková (2014) proposed that current country differences in
the degree and pace of the aforementioned family changes could be explained by
the different tolerance of their population to deviations from the norms. In this
sense, Soons and Kalmijn (2009) introduced the hypothesis of institutionalization.
The first part of the hypothesis deals with the cohabitation gap, which states that
there is a disadvantage in terms of well-being for the cohabiting compared to the
married. Whereas cohabitants might profit from the presence of a partner in a
similar way as the married, e.g. health selection into partnership (see Hank and
Steinbach in this book), a health-promoting life-style (von der Lippe and Rattay in
this book), or the pooling of resources, they might also differ from the married. It
has been suggested that they are less likely to be homeowners, are less committed to
their relationships, have more conflicts and a worse quality of relationships (see ref.
in Soons and Kalmijn 2009).

The second part of the hypothesis states that the cohabiting gap is smaller, or
even non-existent, in countries where cohabiting is more frequent. Societies were
placed on a continuum from traditional to (post-) modern according to the differ-
ences in their value climate, as to how they are less or more accepting of alternative
living arrangements. Investigating 30 European countries, Soons and Kalmijn
(2009) found strong evidence for their hypothesis.

The Welfare State

When comparing the different countries, we follow the chapter by Olah et al. in this
book and distinguish five European welfare state regimes: the Dual-Earner welfare
state regime with extensive policy provision facilitating a work-life balance for both
women and men; the Liberal or Market Oriented regime with limited and usually
means-tested state support to families and the dominance of market-based solutions
regarding welfare provision; the General Family Support policy configuration type
or Conservative welfare regime in which men’s primacy in the labor market has not
really been questioned while the range of state support to families and to women
aimed at combining paid work and family responsibilities varies greatly across
countries; the Familialistic or Mediterranean welfare regime with nearly no or
extremely limited policy provision to families and pronounced gender role
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differentiation; and the Transition Post-Socialist regime which is also rather
heterogeneous in terms of state support to families and to women in terms of
combining labor market participation and family life (Esping-Andersen 1998;
Hobson and Olah 2006; Neyer 2013).

Aims and Hypotheses

The aim of this study is to assess the association between the different household
arrangements and self-perceived health in individuals between 30 and 59 years of age
in Europe.We compare twelve countries classified into the five welfare state regimes.
Comparing different countries allows us to test whether the health differentials are
related to the welfare state types that are associated with different norms and values.
Men and women are analyzed separately to capture gender differences according to
the norms and values applying to them. We characterize household arrangements by
an individual’s position within the household instead of using the household as a
common context for allmembers. The position is defined bywhether the person shares
a household with a partner, children, or another person outside the family nucleus. In
addition, we distinguish whether partners live in a consensual union or in a marriage.

We use self-perceived health because it reflects the integral dimension of health
recommended by theWorld Health Organization2 and has shown the capacity to capture
differences in populations with a rather homogenous health profile in terms of objective
health, such as is the case for youngandmiddle aged adults. In addition, it has been shown
that self-perceived health provides information about the evolution of an individual’s
health rather than only informing about the current status (Idler and Benyamini 1997;
Gumà and Cámara 2014). However, self-perceived health levels differ widely between
countries, reflecting not only differences in health but also culture-specific differences in
answering health questions in surveys. Thus we do not explore country-differences
between the health outcomes related to different household positions but rather the extent
of the health gap between the most favorable household position and all others. A large
number of studies have shown that themarriedwith twoormore childrenusually have the
best health profile (see the chapters of Hank and Steinbach as well as Tomassini, Di
Gessa, andEgidi in this volume), thuswe use these as the reference group.We developed
the following hypotheses extending the institutionalization hypothesis.

First, household position is more important for women’s health than for men’s
due to the prevailing cultural norms and values.

Second, compared to the married living with children, all other household
positions are disadvantaged.

Third, the health of individuals living in a consensual union is worse than of
those who are married. However, based on the institutionalization hypothesis we

2Health is a state of complete physical, mental, and social well-being and not merely the absence
of disease or infirmity (WHO 1946).
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assume that the more common this partnership form is, the lower the disadvantage.
The institutionalization hypothesis might also be true for single mothers.

Fourth, financial deprivation explains some of the disadvantage of those living
alone and in particular of single mothers.

Data and Analysis

Data

We used the cross-sectional microdata of the EU statistics on income and living
conditions (EU-SILC) in 2012 for twelve selected countries (Spain, Italy, Poland,
Hungary, Germany, Austria, France, Netherlands, Denmark, Sweden, Norway,
United Kingdom). The survey units are both the household and the individual. The
household level contains information on household size, composition, and basic
characteristics of household members. The individual level compiles detailed infor-
mation on demographic, socioeconomic, and general health issues. We restricted our
study to ages 30–59. On the one hand, age 30 permits us to distinguish between those
who have already started a new family and those who will likely remain in their
parents’ home. For the set of countries in our study the age of leaving the parental
home ranges from 19.9 for Swedish women to 30.3 for Italian men (Eurostat 2016).
On the other hand, the upper age boundary avoids the possible bias retirement might
have on health (Demakakos et al. 2008). In 2012, the average effective age of male
retirement ranged from 59.7 in France to 66.1 in Sweden, and from 59.4 in Austria to
64.3 in Norway (OECD 2016a).We also restricted our sample to native individuals of
each country, in order to avoid any possible bias due to a different sociodemographic
profile of migrants, as well as heterogeneity among migrants.

Analysis Sample

The sample unit of EU-SILC is the household and we have information about the
kind of ties among all its members (partner without children, father, mother, child,
other). This implies that it was possible to reconstruct the household position (our
variable of interest) for all the interviewees in the survey. In four countries of our
analysis (Sweden, Norway, Denmark, and the Netherlands) only one reference
person per household answered to the entire questionnaire, which implies that the
analysis sample for these countries is considerably lower than for the others.

Table 1 describes the process of individuals included in our analysis (survey
sample excluding foreign-born, and sample of individuals included in our analysis)
by country and sex.

The percentage of the overall response is high for all the countries with the
exception of the United Kingdom, where it is lower due to the accumulation of no
information in two of the variables related to socioeconomic status (educational
attainment and self-defined household capacity to make ends meet).
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Household Position

We defined household position according to three criteria: (1) the partnership sit-
uation (living or not living with a partner); (2) living with children in the household
(no children, one child, two or more children) (3) the relationship with the family
nucleus3 (member of the nucleus or not). We also distinguished between cohabi-
tation and marriage. This categorization results in the following eight household
positions and two residual categories: (1) married, no children; (2) married, one
child; (3) married 2+ children; (4) cohabiting, no children; (5) cohabiting, children;
(6) living alone; (7) adult son/daughter living with parent(s); (8) single parent;
(9) married, other; (10) not-married, other. This category of “other”, married or not,
includes all members of the household (relatives or not of the others) who are
neither members of the nucleus nor their children (grandfather/mother, brother/
sister-in-law, etc.).

Table 1 Survey sample and analysis sample by country and sex

Survey sample
ages 30–59
excluding
foreign-born

Analysis sample
ages 30–59
excluding foreign
born and missing
information

Proportion of survey
sample

Men Women Men Women Men (%) Women (%)

Austria 2590 2861 2587 2861 99.9 100.0

Germany 5273 5995 5258 5980 99.7 99.7

Denmarka 1244 1372 1214 1339 97.6 97.6

Spain 6502 6875 6353 6716 97.7 97.7

France 5154 5499 5065 5419 98.3 98.5

Hungary 5718 6693 5693 6659 99.6 99.5

Italy 9272 9768 8724 9220 94.1 94.4

Netherlandsa 2551 2948 2521 2909 98.8 98.7

Norwaya 1575 1388 1559 1378 99.0 99.3

Poland 6783 7626 6721 7504 99.1 98.4

Swedena 1333 1513 1301 1494 97.6 98.7

United Kingdom 3894 4342 2896 3296 74.4 75.9

Total 51,889 56,880 49,892 54,775 96.2 96.3
aThe sample is based on the reference individuals who answered all the questions

3We consider the “family nucleus” as the adult or couple of adults who can be considered as the
reference of the household (main person or persons in charge of paid and unpaid work) and who
are in the age range of our study (30–59). In the case of multigenerational households, we
prioritized the youngest nucleus under the assumption that they are more likely to live with school
age children, who need more attention from parents.
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Health

We used the question about self-perceived health “What is your state of health in
general?” and combined the two answers very good and good into one category
which we labelled “good health,” and the three answers fair, poor, and very poor
into another category labelled “poor health.” In a sensitivity analysis we also
explored whether assigning the middle category of fair to good health would change
our results, which was not the case.

Covariates

We controlled for age by using the three age groups 30–39, 40–49, and 50–59. We
used two indicators to account for individual socio-economic status: First, the
highest educational attainment (defined by ISCED4). The original seven educational
levels were aggregated into three categories: lower secondary education or lower
(pre-primary education, primary education, and lower secondary education); upper
secondary education (upper secondary education and post-secondary non tertiary
education); and tertiary education (first stage of tertiary education (not leading
directly to an advanced research qualification) and second stage of tertiary educa-
tion (leading to an advanced research qualification)). Second, we used the
self-defined current economic status of the individual (basic labor information on
current activity status and on current job). The answers were categorized into:
employed (employee working full or part-time), self-employed working full or
part-time (including family workers); unemployed; fulfilling domestic tasks and
care responsibilities (mainly a female situation in almost all the analyzed countries);
and other economically inactive situations (in compulsory military community or
service; pupil, student, further training, unpaid work experience; in retirement or in
early retirement or has given up business and permanently disabled or/and unfit to
work). Although this last group is the aggregation of four possible answers, the
majority of individuals belong to the last two previously mentioned groups, due to
the age range of analysis.

To test whether financial deprivation may account for some of the differences in
health by household position, we used the information on self-defined ability to
make ends meet in the household (thinking of your household’s total income, is
your household able to make ends meet, namely, to pay for its usual necessary
expenses?). This question was posed at the household level and we categorized the
answers into four categories: with difficulty (with difficulty or great difficulty); with
some difficulty; fairly easily; and easily (easily and very easily). Table 2 provides
information on all individual level variables.

4International Standard Classification of Education.
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Macro Variables

To test the institutionalization hypothesis, we used the country-specific proportion of
a certain household position as noted in Table 3. To make the results comparable in
our multivariate analyses we standardized the proportions over all household posi-
tions to mean zero and variance one. In a sensitivity analysis we also standardized
the proportions within each household position, which did not change our results.

Analysis Strategy

The analysis strategy comprised three steps. The first step is the descriptive analysis
of the household position patterns of the countries. We discuss the results on the
level of the welfare state to provide the general picture, even if there are still country
differences within the welfare state regions. The second step comprises the multi-
variate analyses, using logistic regression models of poor health, which explore the
health advantage/disadvantage of a specific household position in comparison to the

Table 2 Characteristics of the analysis sample

Men Women

Age Mean SD Mean SD

45.4 8.38 45.45 8.41

N % N %
Subjective health

Good health 37,970 76.1 40,037 73.1

Poor health 11,922 23.9 14,738 26.9

Education

Pre-primary and primary 2587 5.2 3093 5.6

Secondary 31,925 64.0 32,818 59.9

Post-secondary/tertiary 15,380 30.8 18,864 34.4

Self-defined current economic status

Employee 34,076 68.3 33,710 61.5

Self-employed 7316 14.7 4057 7.4

Unemployed 4266 8.6 4586 8.4

Fulfilling domestic tasks and care responsibilities 201 0.4 7025 12.8

Other inactive person 4033 8.1 5397 9.9

Self-defined ability to make ends meet

With difficulty 12,933 25.9 15,177 27.7

With some difficulty 13,949 28.0 15,514 28.3

Fairly easily 12,770 25.6 13,700 25.0

Easily 10,240 20.5 10,384 19.0

Total 49,892 100.0 54,775 100.0
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position “married with children” separate for the two sexes and by individual
country. All models were controlled for socio-economic characteristics and age. By
entering the variable about “financial difficulties in making ends meet” we explored
whether economic deprivation may be a mediator that could explain health differ-
ences between household positions. The third step consisted of a set of statistical
meta-analyses which correlated the frequency of a certain household position in a
country with the estimated odds ratio of poor health in comparison to the married
with children. Using a relative measure such as the odds ratio rather than the level of
poor health solves the problem of country-specific cultural practices and norms in
answering health questions. Here we observe the relative difference in health to the
married with children, which is independent from the level of health in a given
country. The analyses in steps two and three use country information rather than
welfare-state-specific information to take full advantage of the heterogeneity
between the countries. Descriptive analyses and the multivariate regression models
are performed in SPSS; the meta-regression is estimated in Stata using the command
“metareg”. In the meta-regression the macro variables (= frequency of the household
position) is regressed on the parameter estimates of the household positions stem-
ming from the logistic regression models estimated in step two (models without
controlling for financial difficulties). The parameter estimates are weighted by their
precision, i.e. the inverse of their standard deviation. Results are presented in the
form of scatter plots, where the size of a data point represents its precision. The
values of parameter Beta are interpreted in terms of standard deviations: e.g. a Beta
of 0.05 indicates that a change of one standard deviation in the macro variable
increases the parameter estimate of the logistic regression by 0.05 (say from 0.50 to
0.55, which is an increase in the odds ratio from 1.65 to 1.73). In a sensitivity
analysis we ran the meta-regression using parameter estimates from the logistic
regressions controlled for the effect of financial deprivation. This generally resulted
in an attenuation of the correlations (results not shown).

Results

Descriptives

Household positions involving married partners

The most frequent household positions are those involving married partners
(Table 3). In all welfare state regimes, the most frequent position among both
women and men is “married, 1 child”, which is particularly large in the Familialistic
and Transition Post Socialist (TPS) countries and lowest in the Nordic Dual-Earner
countries. Also for both sexes the position “married, 2+ children” comes second,
and tends to be less frequent in the Familialistic and TPS countries.
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Living alone and living as son/daughter with parents

For the household positions involving non-married individuals there are clear dif-
ferences between the welfare state regimes. Overall, men live alone more frequently
and they tend to outnumber married men without children and those with more
children in the household. Again, the Familialistic and TPS countries are an
exception, with low proportions living alone but a considerable number of adults of
both sexes living as sons and daughters in the households of their parents. We can
observe a group of countries where men living alone are more frequent than their
counterparts living in their parents’ home (France, Germany, and the United
Kingdom); and countries where men living with their parents show higher per-
centages than those living alone (Spain, Italy, Poland, and Hungary). As this is
cross-sectional data, we do not know whether the latter have always been living
with their parents or whether they moved back.

Cohabiting and single parents

“Cohabiting, no children” is slightly more common among men than women, “co-
habiting, children” appears to be equal among the two sexes. While cohabiting is
rather uncommon in the Familialistic and TPS countries, is it quite frequent in the
other welfare state regimes, particularly in the Nordic Dual Earner countries but also
in France. In all countries, single parent mothers largely outnumber single parent
fathers. With the exception of the Nordic Dual-Earner countries and France, they are
more frequent than cohabiting mothers; in the Familialistic and TPS countries they
are more frequent than women living alone or living as adult daughters with parents.
We may hypothesize that after a partnership breaks up women tend to continue
living alone with their children whereas men, depending on the welfare state regime,
either live alone, go back to their parental home, or enter a cohabitation.

Multivariate Analysis

Health patterns by household position

Starting with the most common household positions, those which involve
married partners, we found that married individuals with two or more children are
usually the healthiest (Table 4). This holds true for all welfare state regimes and for
both sexes, however, with few exceptions the effects were stronger among women.
Among married women the health difference according to the number of children
living in the household lacked statistical significance in the Nordic Dual-Earner
countries (with the exception of the United Kingdom), was particularly pronounced
in the Familialistic and TPS countries, but also present in the General Family
Support regime. Among married men, differences were statistically significant only
in the Familialistic and TPS countries.
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Compared to married individuals with children, those living alone or with their
parents are generally disadvantaged in their health, independent of the welfare state
regime. Effect sizes are particularly large and highly significant in the Familialistic
and TPS countries, and women appear to be even more affected than men. Another
highly disadvantaged group is single mothers—independent of the welfare state
regime they suffer exceptional worse health than their married counterparts. For men
the effect is neither consistent nor significant, probably due to small sample sizes.

In all welfare state regimes, cohabitation does not seem to involve any signifi-
cant negative health effects for men. In some countries odds ratios are not even
elevated. However, in the Familialistic and TPS countries cohabiting women
experience a significant health disadvantage.

While the country specific results within welfare state regimes are homogenous,
there are two countries that stand out. Denmark, in the group of Dual-Earner
countries, shows large negative health effects for men who live with a partner and
only one child (as compared to married with more children). Men in the
Netherlands, a country of the general family support regime, have significantly
worse health if they are married but live in households with no or only one child.

Mediator Analysis of Financial Deprivation

The health effects described above are controlled for socio-economic characteristics,
however, financial deprivation might still play an important role in explaining the dif-
ferences observed. Introducing the variable “difficulties in making ends meet” in the
models has huge effects on the odds ratios (Table 5). A positive sign indicates that
individuals occupying a certain household position are financially better off than the
married with more children, which (partly) attenuates their health disadvantage.
A negative sign indicates that the health disadvantage is partly due to financial depri-
vation. Among men positive signs tend to dominate, which indicates that the health
disadvantage compared to themarriedwith children is larger if one accounts forfinancial
deprivation, i.e. the married with children seem to be worse off in financial terms, which
affects their health. Among women, financial difficulties appear to be partly responsible
for the health disadvantage of singlemothers and ofwomen living alone; as in the case of
men,marriedwomenwith no or one child seem to farefinancially better than themarried
with more children, which slightly attenuates their health disadvantage.

Testing the Institutionalization Hypothesis

The institutionalization hypothesis suggests that the more frequent a certain
household position is, the less it is stigmatized, thus the health disadvantage
compared to the married living with two children should decrease. This implies that
we are looking for a negative correlation between the odds ratio of poor health and
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the proportion of a certain household position in a country. Among men (Fig. 2),
the correlation is indeed generally nil to negative, with the exception of men living
alone. However, the negative trend is only significant for married men living
without children. A change of one standard deviation in the proportion of this
household position eliminates the disadvantage as compared to the married with
two or more children. The result is similar for the cohabiting living without chil-
dren, albeit not statistically significant. A strong positive but not significant cor-
relation exists for men living alone, with a change of one standard deviation
resulting in increasing disadvantage of 0.15, e.g. from 0.40 to 0.55, which is an
increase in the odds ratio from 1.49 to 1.73.

Among women (Fig. 3), trends are mixed and not significant with two important
exceptions. First, cohabiting women clearly follow the institutionalization
hypothesis: the more frequent this position, the less disadvantageous it is. This trend

Table 5 Mediator effect of financial deprivation on the odds ratios of poor health by household
position

Dual-earner and liberal General family support Familialistic and
transition post socialist

DK N SW UK AT FR GER NE IT ESP HU PL

Men

Married, no children ++
+

+ ++ + + + + ++ + + +

Married, child ++
+

+ + +

Living alone ++
+

− ++ + −− + + +

Son/daughter ++
+

+++ ++ + + + +

Cohabiting, no
children

++
+

++ + + ++ + − +

Cohabiting, children ++
+

+ + − −

Single parent −− + ++ − − − − +

Women

Married, no children ++ + + ++ +++ + + ++ ++ + + +

Married, child + + + + +

Living alone − −−
−

−− −−
−

−−
−

−− −− −−
−

− − −−
−

−

Son/daughter

Cohabiting, no
children

++ − + + ++ − −

Cohabiting, children − − + − + − −−

Single parent −− −−
−

−−
−

−−
−

−−
−

−−
−

−− −−
−

−−
−

−− −−
−

−
−

+ increases the odds ratio by an absolute value of 0.20–0.99; ++ increases the odds ratio by an absolute value of
1.00–1.99; +++ increases the odds ratio by an absolute value of 2.0 and more
− decreases the odds ratio by an absolute value of 0.20–0.99; −− decreases the odds ratio by an absolute value
of 1.00–1.99; −−− decrease the odds ratio by an absolute value of 2.0 and more
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Fig. 2 Correlation between the standardized proportion of a certain household position and the
parameter estimates of poor health [ln(odds ratios)] in comparison to the married with two or more
children. Men. (Note: Circle size indicates the standard error of the estimate)
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Fig. 3 Correlation between the standardized proportion of a certain household position and the
parameter estimates of poor health [ln(odds ratios)] in comparison to the married with two or more
children. Women. (Note: Circle size indicates the standard error of the estimate)
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is particularly obvious and highly significant for cohabiting women living with
children, but also exists for those living without children. A change of one standard
deviation in the proportion of this position reduces the disadvantage by 0.37, i.e.
reduces the odd ratio from 1.49 to 1.03. Second, women living as single parents
reveal a significant positive trend, which is contrary to the institutionalization
hypothesis: The more frequent the position, the more disadvantageous it is. An
increase of one standard deviation increases the disadvantage by 0.66, resulting in
an odds ratio of 2.89 instead of 1.49.

Discussion

The composition of the household has large repercussions for the health of an
individual. This is true in addition to individual characteristics. We not only show
the extent of these repercussions but also present evidence that they depend on the
value climate in a society.

We defined household position by the presence of a partner and/or children as
well as by being married or living in a consensual union. First, we considered the
effect of the household position on health, testing the three hypotheses that the
married fare best, that household position matters more for women than for men,
and that some of the differentials can be explained by financial deprivation. We find
large health differentials by household position and regardless of sex, married
individuals with two and more children fare best, single mothers and those living
alone fare worst. Differences tend to be larger and statistically highly significant
among women, with the exception of the Dual-Earner countries. Our results show
that financial deprivation accounts for some of the disadvantage of single mothers
but not for all. This is also true for women living alone. The reverse, a better
economic situation as well as the economies-of-scale advantage, may explain some
of the better health of the married.

A large number of studies shows that the number of children ever born exerts a
small but important effect on the health of women and partly also of men late in life,
with two to three children being associated with the best health outcome (see
Tomassini, Di Gessa, and Egidi, and Hank and Steinbach in this book). Our study
shows that even at young and middle ages, the health of married parents is asso-
ciated with the number of children in the household and that one child, and in
particular no children in the household is associated with worse health outcomes.
This is remarkable insofar as in our cross-sectional data those living without
children or with one child might have once constituted a multi-child family during
their life course. Indeed, the category living without children comprises childless
persons whose worse health outcome has been repeatedly shown (see Hank and
Steinbach in this volume) and parents whose children have already moved out of
the household. When interpreting our results one has to be careful by taking into
account the heterogeneity within the categories and the possibility of a changing
effect of children on the health of their parents. For example, recent studies of
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happiness (Myrskylä and Margolis 2014) suggest that happiness increases prior to
and in the year of having a child and decreases thereafter, with individuals who
became parents at young ages having a downward happiness trajectory, while those
becoming parents at older ages have a higher happiness level after the birth. The
first child tends to increase happiness, the second much less, and the third may
decrease happiness. This heterogeneous effect of children on happiness may also be
present in terms of subjective health.

However, there are considerable differences in the association between house-
hold position and health by the welfare state regime and even by countries
belonging to one regime. To further explore the country-differences we tested the
institutionalization hypothesis.

The institutionalization hypothesis states that in countries where a certain part-
nership form is more common and thus probably more accepted, the disadvantage
compared to the married is smaller. Soons and Kalmijn (2009) developed this
hypothesis to study the cohabitation gap in wellbeing as compared to the married;
we extended this concept to all household positions. We found strong support for
the hypothesis for women living in consensual unions and for married men without
children. Regarding cohabitation, both sexes face higher odds of poor health when
cohabiting, and the lower the proportion living in such a partnership form, the
higher the disadvantage as compared to the married living with children. The trend
is even more pronounced when children are not present in the household; however,
it is only statistically significant among women with children. No comparable trend
exists among cohabiting men. In their study on well-being in 30 European coun-
tries, Soons and Kalmijn found that about one third of the difference of the
cohabitation gap can be explained by differences in the composition between
cohabiting and married people with employment, with education and religiosity
playing important roles. Cohabiting people are less likely to be employed and
religious and are thus less happy. A similar argument could be made for our study.
We control for employment and education but not for religiosity, while it is well
know that religious people have better health and live longer (e.g. Powell et al.
2003; Rew and Wong 2006). We also control for financial deprivation which,
however, does not have much effect on the cohabitation gap.

Following Soons and Kalmijn (2009), the size of the cohabitation gap might be
explained by the normative approval/disapproval of consensual unions, as well as
the general value climate in a society ranging from traditional to (post)modern.
Because the value climate is usually gendered, it is no surprise that it affects women
more than men, an aspect which was not studied by the two authors.

An unexpected result is that married men living without children follow the
institutionalization hypothesis but women do not. Here longitudinal data or retro-
spective information might help in untangling this heterogeneous group into the
married childless, the married whose children have moved out, and the re-married
whose children live with the former wife. Indeed, the latter is the only group where
men and women differ, with re-married women usually living with the children
from the previous marriage (and therefore not belonging to the group married
without children). The trend might thus be an indirect indication that in societies
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where divorce and re-marriage is more accepted, the disadvantage to health is
smaller. This, however, needs to be confirmed in future studies.

To our surprise single mothers do not follow the institutionalization hypothesis;
the trend is just the opposite: The more common single mothers in a country are, the
higher their health disadvantage. Some of this can be explained by financial
deprivation, which is generally worse for them compared to the married, however, a
sizeable effect still remains, particularly in the Scandinavian countries. One possible
explanation is the distribution of unpaid work, which is more gender equal in these
countries. Single mothers there may not only face financial problems but also forgo
the partner as an important resource in dividing unpaid work. We will return to this
below.

Another household position that does not follow the institutionalization
hypothesis is living alone for men. While for women the hypothesis holds true, men
face the highest disadvantage in Denmark, Sweden, and Germany, where the
proportion is highest, and the lowest in the TPS and Familialistic countries, where
the proportion is lowest. Financial deprivation explains much of the disadvantaged
health situation in the first group of countries, little in the latter. One explanation
might be that the social composition of those living alone differs between the
countries. In the TPS and Familialistic countries, those facing financial difficulties
might have moved back to their parental home. In these countries more than ten
percent live as an adult son in the parental home; in the other countries they might
stay on their own. This explanation is supported by the fact that in the Nordic
countries the disadvantage is attenuated and loses significance when financial
deprivation is controlled for, while there is no to little change in the Familialistic
and TPS countries. Further support comes from a study by Ahn and
Sánchez-Marcos (2015), who found that in Spain the proportion living alone
increased during the financial crises (2009–2013) as compared to the boom years
before, and that this rise was mainly driven by the full-time employed.

This study is based on cross-sectional data. Future studies on the relationship
between household position and health would certainly benefit from life-course data
that permit the study of both prior and current household positions. For example, in
many countries cohabitation is still assumed to be a transitory phase before mar-
riage. Marriage is perceived as a higher level of commitment and cohabitation is
perceived as a testing period which is subordinated to the marriage ideal
(Perelli-Harris et al. 2014). There are very different trajectories between cohabita-
tion, marriage, and childbirth in the different European countries (Kok and Leinarte
2016) and thus far there appears to be no convergence of European life courses
(Billari and Wilson 2001).

In testing the institutionalization hypothesis, we used the proportion of people
living in a specific type of living arrangement as a proxy for the value climate. This
hinges on the assumption that family forms are predominantly an outcome of the
value structure of a society; however, there are also other determinants that influ-
ence the likelihood of family forms, such as the welfare system, the economic
situation, etc. A fruitful approach for future studies might thus be to use a more
direct measure of the value climate, as did Soons and Kalmijn (2009) when they
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explored the perceived attitude towards cohabitation in relation to well-being.
Another approach might be to explore historical patterns of cohabitation, as was
done by Klüsener (2016), who used these as a proxy for attitudes that are shaped by
traditions of the past. In his study of extramarital births in Europe, Klüsener showed
that continuity is still visible, albeit fading.

Conclusion

With the Second Demographic Transition living arrangements and household forms
became more diverse, yet there seems to be no convergence to a predominantly
European model. Our study shows that in Europe the household is an influential
factor of health; this is particularly true for women but it is also important for men.
There seem to be general patterns of advantaged and disadvantaged positions which
however, are strongly modifiable. The general value climate in a society and the
support by the welfare state determine to what extent certain household forms are
beneficial or detrimental to health. Therefore, differences in recent evolution of
family patterns across Western countries seem to influence the magnitude of the
association of family with health differently, drawing a heterogeneous European
map. Future country studies of living arrangement and health have to take this
heterogeneity into account.
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