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Introduction

Family contexts have become increasingly heterogeneous in western Europe in this
century, and Austria is a country of remarkable postponement of parenthood and a
high prevalence of premarital cohabitation (Elzinga and Liefbroer 2007). This
overall development has fueled interest among social scientists to examine the
importance of family structures and the composition of a variety of societal out-
comes, including health. Numerous studies have focused on well-being (captured
via quality of life) (Wahrendorf and Siegrist 2010), mental health and depression
(Khalaila and Litwin 2014; Ball et al. 2009), major diseases and disability as well as
physical and cognitive functioning (Avendano et al. 2009; Hank et al. 2013).
A central argument is that individuals’ physical and mental health, and more
generally their well-being, depends not only on their genetic disposition but is also
influenced by social context.

From a life-course perspective, human beings share their lives with parents,
siblings, partners, children, relatives, friends, neighbours, and colleagues. The
relational and institutional embedding and shared events—or the lack of events—
over the life course as well as personal characteristics and the needs of those
involved have a large influence on an individual’s health. The term “linked lives”
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(Elder 1995) has become an accepted, powerful synonym for situations in which
effects occurring in one life domain (e.g. the family) spill over to another domain
(e.g. health, work). In a family, there are members who enter or exit a union,
become parents, or who form new unions. Such transitions and family events lead
to changes in the physical and mental situations of men and women, key aspects
being the gendered nature of family structure and household composition and the
different gender norms that govern representations and practices of appropriate
family roles for men and women (see Oláh, Kotowska and Richter in this book).
This indicates attitudes and norms that expect men and women to fulfill different
roles in the family—as caregivers, breadwinners, or sons/daughters. Gendered
practices are not necessarily perceived as unfair, instead they are mentioned in
discourses on the partners’ freedom of choice and preferences or their abilities to
perform given tasks (Bernardi et al. 2013). In turn, these choices and preferences
lead to gender-specific practices within the family context over time, which in turn
produces distinct health outcomes for men and women.

In order to understand the dynamics of health in families over the life course, we
adopt a longitudinal perspective. Only a few longitudinal studies to date have
focused on this topic, but the launch of European panel data comprising detailed
information on demographic events, partnership, socio-economic characteristics,
living arrangements, and subjective well-being allows individuals to be studied over
time and to examine not only the household constellation and health of women and
men, but also changes over time. These data are therefore highly suitable for
assessing the link between changes in family structure and household position and
changes in subjective health, and to disentangle the causal relationship between the
two components. Austria participates in the Generations and Gender Survey (GGS),
a European longitudinal survey, the two waves of which were carried out in 2008/9
and 2012/3. This is a unique opportunity to combine micro data on demographic
events, partner and socio-economic status, living arrangements, and subjective
well-being which thus allows the study of changes over time. Our findings are
based on the rich GGS data and examine women’s and men’s health in young and
middle adulthood from a household and family perspective. We focus on the
reproductive years of respondents in the Austrian context from a cross-sectional and
a longitudinal perspective while concentrating on the household position by gender
(in the cross-sectional models) and accounting for partner status and the existence
of pre-union children, parity, and the arrival of a newborn child. While our primary
interest is on the general relationships between individuals’ family contexts and
different health outcomes, we include non-standard living arrangements, especially
stepfamilies and individuals living apart together.
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Household Position and Adult Health

Although there are well-known universalities in the family–health nexus, it is
important to place households in their particular historical social context (see also
Hank and Steinbach in this book). This includes properly accounting for the
growing heterogeneity of household compositions, which implies that considering
only standard living arrangements (e.g. marriage) is no longer sufficient anymore
for understanding how, for example, living with a partner within the same house-
hold or in separate households affects health (e.g. Schneider et al. 2014).

In this context, the term ‘de-institutionalization’ of the life course has become
accepted and is now a synonym for the process by which the social and temporal
organization of the life course becomes less guided by normative, legal, or orga-
nizational rules (Elzinga and Liefbroer 2007). This concept is particularly useful
when studying changes in household position and the occurrence of events (union
formation, separation, birth) and their effects on different life domains, such as
health, as it implies that the occurrence and particularly the sequencing of events
becomes less clear and that the likelihood of combining multiple roles within the
family increases. Brückner and Mayer (2005) suggested that family lives are
becoming more differentiated, implying an increase in the number of family-related
states and an emphasis on the rise of new types of living arrangements. A second
aspect in the de-standardization of family lives implies that these are becoming less
similar to one another and that the domination of specific family contexts is
weakening. This applies in particular to married couples living with one or two
children of their own.

Marriage has largely been found to improve health in the short and long term,
with numerous studies examining the association between marital status and health
(for a discussion of selection issues see Hank and Steinbach in this volume).
Married individuals report better self-assessed health, have lower rates of long-term
illness, are less depressed, and live longer than their unmarried counterparts
(Hemström 1996; Lillard and Waite 1995; Ross et al. 1990). Three explanations are
given for this link between marital status with health. First, marriage is a marital
resource which impacts health through better access to economic resources, social
support, and regulation of health behaviours that married individuals have (Ross
et al. 1990). Second, health selection into marriage is crucial (Goldman 1993). In a
longitudinal study, Joung et al. (1998) showed that married people who reported
various health complaints or chronic conditions were significantly more likely to
become divorced than people without these health problems. More recently Koball
et al. (2010) confirmed this health selection into marriage using data on African
Americans. Similarly, a longitudinal study by Brockmann and Klein (2004) pro-
vided empirical evidence that marriage, especially a long-lasting first marriage, had
positive health effects which accumulated over time and thus promoted longevity.
Third, the marital differences in health exist primarily because the strains of marital
dissolution decrease health (Booth and Amato 1991; Amato 2000). The latter
perspective, however, only explains temporary health declines after a marital
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dissolution; it assumes similar health outcomes for the married and those long after
a transition out of marriage (i.e. divorced or widowed). Previous studies of the
health effects of marital status have confirmed primarily short-term effects on
mental health (Booth and Amato 1991; Amato and Hohmann-Marriott 2007).

Since the 1970s, cohabitation has gained increasing interest as a new type of
living arrangement (Beaujouan and Bhrolcháin 2011), and numerous studies have
shown that its prevalence has been steadily increasing across Europe and in the US
(Perelli-Harris et al. 2014; Heuveline and Timberlake 2004). Whereas premarital
cohabitation delays entrance into marriage, it has not become a long-term alter-
native to marriage, especially when raising children (Perelli-Harris and
Lyons-Amos 2015; Perelli-Harris et al. 2012). In the context of health, cohabitation
is less researched than its traditional counterpart of marriage, partly because
cohabitation has often been a preliminary stage to marriage and thus involves
younger individuals in particular. Findings on the link between cohabitation and
health are mixed. On the one hand, research finds no mental health differences
between cohabiting and married or single individuals (Horwitz and White 1998),
and similar results were obtained in a study comparing cohabiting and married
individuals (Horwitz and White 1998; Marcussen 2005). On the other hand, in a
study comparing cohabiting and married individuals using the 1998 Health and
Retirement Study, Brown et al. (2005) found that cohabitors report more depressive
symptoms on average than do married couples, net of economic resources, social
support, and physical health. Moreover, cohabitation is associated with more risky
behaviour (Horwitz and White 1998).

These differences are largely explained by whether young or older adults are
examined, cross-sectional or longitudinal design are used, and by the comparison
group chosen. If less emphasis is placed on marital status and more on household
position, we expect that individuals living together with a partner would report
better health than those not living in a couple context. A major reason for this is that
living together with a partner—especially in middle adulthood—corresponds to the
‘normative life course’.

There is substantial evidence linking partnership quality to health. Marital
happiness and marital problems are significantly associated with physical health,
and marital strain accelerates the decline in self-rated health (Miller et al. 2013;
Umberson et al. 2006). Thus, we expect a positive association between partnership
quality and subjective well-being.

Divorce is still a critical life event for both partners, and individual character-
istics are crucial for health outcomes (Amato 2010; Holmes and Rahe 1967).
Cross-sectional studies have provided evidence for the negative health effects of
marital disruption (Aseltine and Kessler 1993; Ren 1997). Fewer studies have
looked at the aspect of personal growth, as a psychological aspect, through divorce
and separation. Perrig-Chiello and Knöpfli’s longitudinal study (2015) of separation
impacts on mental health finds recovery effects after divorce: They show that
women reported higher depressive symptoms and perceived stress and loneliness
during and after separation, whereas men were more likely to report higher levels of
social isolation. At the same time, women recovered from separation within two
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years, whereas no similar effect was observed for men. In line with these arguments,
we expect separation in Austria to harm subjective health in the short and medium
term, which is expressed by lower self-assessed health after separation.

Living apart together (LAT) relationships, where partners maintain separate
households and finances, are becoming more common in northern and western
Europe (Davidson 2002; De Jong Gierveld 2004; Karlsson and Borell 2002;
Castro-Martín et al. 2008). This type of partnership is prevalent also at older ages
and is a preliminary stage of the courtship process potentially leading to cohabi-
tation. In Europe today, unmarried cohabitation and living apart together relation-
ships are frequently opted for on re-partnering after bereavement or divorce, even at
higher ages (De Jong Gierveld 2004). Individuals in intimate non-cohabiting
relationships are a heterogeneous group, including young adults, women living
alone with their children after separation, and older persons. The main explanations
for not sharing a household are a wish to remain independent, financial constraints,
and work issues (Régnier-Loilier et al. 2009). However, studies on the link between
non-cohabiting relationships and health of individuals in this living arrangement are
rather scarce. We expect that having an LAT partner in young and middle adult-
hood to be positively associated with health as opposed to individuals reporting no
intimate relationship.

Parenthood and Adult Health

A large number of family studies have focused on the association between
responsibilities related to raising children and health outcomes (for an overview see
Uhlenberg and Mueller 2003). In this context, scholars have also recently explored
the relationship between happiness and childbearing (Baranowska and Matysiak
2011; Aassve et al. 2012; Myrskylä and Margolis 2014; Kohler et al. 2005). To
explain childbearing and health, three explanations are most common: First, eco-
nomic and rational-choice approaches to parenthood assume that individuals derive
‘utility’ from having children and that their decisions are based on the gains
achieved by having children as compared to utility gains that are incurred from
alternative allocations of resources, such as income and time, which are also
required to maintain partnerships and raise children. Recent studies suggest that
utility can be investigated empirically by using measures of subjective well-being
(Stutzer and Frey 2010). Assuming that individuals have no misconceptions about
childbearing and make conscious and informed decisions, one would expect that
children would increase happiness. Second, Easterlin (2006) notes that significant
life events, such as the birth of a child, only transitorily change an individual’s
well-being from a setpoint that is determined by personality traits and genetic
factors. In this perspective, individuals restore their well-being to a predetermined
setpoint after the birth of a child (see Kohler et al. 2005). In line with this, happiness
increases in the years around the birth of a first child and then decreases to
before-child levels (Myrskylä and Margolis 2014). Third, role-identity theory
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(Stryker 1980) accounts for gender differences in social roles linked with socially
constructed behavioural expectations. Fulfilling the parent role and simultaneously
performing other roles as a partner, son/daughter, or employee may cause
conflicting behavioural expectations leading to role overload and thus decreased
well-being (Marks 1998). It is possible that having children increases demands from
the family and thereby generates role overload. These demands arising from par-
enthood are highly gendered (Voydanoff 2005). In summary, economic and
role-theoretic models expect women who take on most of the care burden to
experience most of the decrease in subjective health when having children. Given
the gendered division of childcare and household duties in Austria (Berghammer
2014; Buber-Ennser 2015), we anticipate negative health outcomes for mothers of
two or more children. There is, however, sufficient variation in health outcomes
depending on the age of the youngest child in the home (Hanappi 2012), the
positive health effect of having school children (Mason and Kuhltau 1989), and the
overall number of children in a household. Especially the birth of the first child has
a positive effect on the subjective well-being of mothers (Baranowska and Matysiak
2011; Myrskylä and Margolis 2014). Accordingly, we expect a positive effect of the
birth of a child on health.

Lone parents are an increasingly important group in contemporary Western
populations. Numerous studies have shown that lone parents have a poorer health
status than the general population (Franz and Lensche 2003; Benzeval 1998;
Witvliet et al. 2014; Van de Velde et al. 2014). Although health differences mirror
variations in socioeconomic circumstances, lone mothers in particular have sig-
nificantly poorer health than couple mothers, even after controlling for a wide range
of demographic and socioeconomic circumstances. The absence of an intimate
relationship, the stress and stigma associated with being a lone parent, and health
selection might be alternative explanations for health differences between lone and
couple parents (Benzeval 1998; Vingilis et al. 1998). We anticipate lone mothers
will have worse self-perceived health compared to mothers co-residing with a
partner.

A last group of interest are stepfamilies—a group that has higher rates of sep-
aration and divorce, with childbearing extending over several partnerships
(Beaujouan and Solaz 2013; Beaujouan 2011; Bumpass et al. 1995; Thomson et al.
2002, 2012). Stepfamilies have become an important object of study (Thomson
1997, 2004; Vikat et al. 1999; Thomson 2014; Thomson et al. 2014). In the late
1970s, Furstenberg (1979) already observed that this process of “recycling the
family” had replaced the nuclear family with distinct implications for kinship
systems. Due to changes in traditional family structures, the term stepfamilies,
formerly restricted to marriages, has been extended and now includes cohabiting
unions with at least one child from a previous union (Bumpass et al. 1995).
Recently, the terms ‘multi-partner fertility’ and ‘complex families’ have been used
to describe adults having children with more than one person (Meyer et al. 2005;
Evenhouse and Reilly 2012; Thomson 2014). Studies on stepfamilies in demog-
raphy have focused mainly on childbearing and dissolution. Another vein of
research examines children’s health, behaviour, support, and school achievement in
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such families (Bronte-Tinkew et al. 2009; Guzzo 2009; Osborne and McLanahan
2007). Empirical evidence from the US shows that children and adolescents in
single-parent or stepfather families reported significantly poorer physical and
mental health than persons living with both biological parents (Heard et al. 2008;
Dawson 1991). The health of parents in complex families has rarely been inves-
tigated, and insights from the well-being of (mainly) mothers and fathers in step-
families largely stem from the US and also reveal negative effects for adults.
Mothers with children by more than one father report lower support and are more
prone to depressive symptoms than mothers with children by only one partner
(Harknett and Knab 2007; Turney and Carlson 2011). Parental health in stepfam-
ilies still constitutes an area open for research in the European context. The
potential negative effect of the well-being of individuals in multipartnered families
is expected to correlate with economic, psychological, and social deprivation.
Social selection may comprise part of the link between well-being and
multi-partnered families; health disadvantages and stepfamilies may be “recipro-
cally related and part of broader processes of social disadvantage” (Turney and
Carlson 2011, p. 570). If people of a lower socio-economic status and well-being
are more likely to enter into multi-partnered families (see. e.g. Treviño and Gumà
(2013) for disadvantaged divorced individuals entering remarriage in Spain), we
might easily associate such a multi-partnered context with lower well-being.

Data and Methods

The current study is based on the first two waves of the Austrian Generations and
Gender Survey (GGS). The first wave took place in 2008/9 and included 5001
respondents aged 18–44, the second wave was carried out four years later in 2012/
13. In total 78% of wave 1 respondents were interviewed again in wave 2, corre-
sponding to a relatively low panel dropout of 22% (Buber-Ennser 2014). Overall,
the Austrian GGS panel data can be used without (significant) concern about
selectivity (Buber-Ennser 2014) and are a valuable source for studying living
arrangements and health as well as their dynamics over a period of four years.

The main variables used in our study include two crucial dimensions, living
arrangements and health. Individuals’ health is measured based on self-perceived
health status, from the question “How is your health in general?” Possible answers
were (1) very good, (2) good, (3) fair, (4) bad, and (5) very bad. This is a powerful
measure of health, as studies have consistently found that it is an independent
predictor of mortality (Idler and Benyamini 1997). Nevertheless, recent findings
indicate that the predictive capacity of self-perceived health on mortality decreases
for old and late old ages (Woo and Zajacova 2015). For the descriptive results we
keep part of the detailed levels and give means. For multivariate analyses these are
categorized into a binary health variable “(very) good” and “fair or worse”. For the
sake of simplicity, we denote those with fair, bad, or very bad health as being in
poor health, and those with good or very good health as being in good health.
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We focus on the individual’s position within the household according to
(1) partnership situation (living or not with a partner), (2) living with children, and
(3) the relationship within the family nucleus (member or not of the nucleus). As the
age of the target population is 18–44, this differentiation is important for this period
encompassing the transition to adulthood. The position in the household is a more
appropriate way to capture the advantages and disadvantages a person faces in a
particular household composition. The distinction between being an adult son or
daughter or being the mother or father in a household allows the role of (mainly) the
recipient and provider of resources to be taken into account. Additionally, the dif-
ferentiation between childless couples, couples with one child, and those with two or
more children assesses the responsibilities associated with childrearing within cou-
ples. Lone mothers and lone fathers, constituting a key group in family studies, are
associated with a higher risk of poverty and a variety of health problems (Curtis and
Pennock 2006; Curtis 2001; Benzeval 1998). We distinguish between (1) living
alone, (2) adult son/daughter, (3) living with a partner and no children in the
household, (4) living with a partner and one child, (5) living with a partner and two or
more children, (6) single parent, and (7) other. The latter group includes various
arrangements of shared living. As non-cohabiting relationships are not capturedwhen
focusing on household, an indicator equalling one for living apart together rela-
tionships was incorporated into the model in order to include this type of partnership.1

Available detailed information on children allows for a distinction to be made
between families where parents have shared child(ren) only and stepfamilies, where
at least one partner has a pre-union child, either living or not living in the household.
In the remainder of the chapter, stepfamilies, patchwork families, and complex
families are used synonymously. Several indicators for the existence of stepfamily
context were considered, namely (1) a binary variable distinguishing whether
respondents’ children with a previous partner are living in the household (to avoid
collinearity with single parents, this variable takes the value of one only if the
respondent is living with a partner), (2) a binary variable indicating if pre-union
children of the partner (i.e. respondents’ stepchildren) are living in the household,
(3) a binary variable indicating if the respondent has pre-union children not living in
the household, and (4) a binary variable indicating if the partner has pre-union
children not living in the household (i.e. respondents’ stepchildren). These indicators
were first analysed separately and then combined with a further dichotomous variable
capturing patchwork families. The latter variable took value one if the respondent or
his/her partner had pre-union children either living in or outside the household.

Various socio-demographic variables crucial for individuals’ health status are
included in the analyses, such as age, educational attainment, and economic situation
(Ross and Wu 1995). We chose education as our measure of socioeconomic status.
National-specific levels are classified into four categories according to the interna-
tional standard classification of education (ISCED): levels 0–2 (lower secondary

1In Austria, among persons aged 18–44 in LAT relationships, the wish for independence and not
being ready to live together were by far the reasons cited most often for not cohabiting.
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school or lower), 3 (upper secondary school), 4 (post-secondary non-tertiary educa-
tion) and 5–6 (tertiary education). These categories represent milestones in the edu-
cational process, important in determining health and commonly used in health
research (Galobardes et al. 2006). The individuals’ financial situation2 is captured via
the question: “Thinking about your household’s total monthly income, is your
household able to make ends meet (1) with great difficulty, (2) with difficulty, (3) with
some difficulty, (4) fairly easily, (5) easily, or (6) very easily.” This self-rated eco-
nomic status is a valuable general indicator for financial capacity (Litwin and Sapir
2009). Quality of partnership measured via “How satisfied are you with your rela-
tionship with your partner/spouse?”, ranging from 0 (not satisfied) to 10 (very satis-
fied) is another important aspect. A dichotomous variable distinguishing between
satisfied (8–10) and not satisfied (0–7) was included in the analyses.3

In a first step, the household position and the health status at wave 1 are analysed
from a cross-sectional perspective (see Section “Cross-Sectional Perspective: Health at
Wave 1”). Descriptive statistics give an overview on what household forms Austrians
aged 18–44 years live in and how they evaluate their health.Mean self-perceived health
and share of persons in poor health by household position and sex provide insights into
differences across groups. In multivariate analyses, self-perceived health at wave 1 is
regressed on the study variables. The dependent variable, self-perceived health, was
dichotomized into good versus poor health. Analyses are carried out for women and
men separately in order to detect possible differences in the association between the
sexes.We focus on household position and control for important background variables
such as age, education, financial situation, and quality of partnership. Moreover,
indicators for stepfamily context and LAT are included in the models.

In a second step (see Section “Longitudinal Perspective: Changes Over Time”),
we adopt a longitudinal perspective in order to analyse changes in household
position and in health over a period of four years. Descriptive results provide insights
into the dynamics over time regarding health and household position. In a multi-
variate framework, logistic regressions depict how health at wave 2 is associated
with household position and health in wave 1 and further socio-demographic
characteristics. Crucial events such as the birth of a child or a change in partnership
are taken into consideration. In the regression model, the independent variable is
health at wave 2, measured—in line with the cross-sectional model—as a dichoto-
mous variable (0 for good versus 1 for poor health). Binary logistic regression
analyses with poor health at wave 2 as a dependent variable were calculated.
Household position, health at wave 1 and further socio-economic determinants (both
at wave 1 and wave 2) are explanatory variables, following an approach by Khalaila
and Litwin (2014). By controlling for health at wave 1, we are able to capture

2As mentioned earlier, one individual per household was interviewed, thus data are independent in
terms of households.
3A different grouping with ‘satisfied’ for 7–10 and ‘not satisfied’ for 0–6 leads to similar results in
multivariate analyses.
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changes in health over time. As results for household position are similar for women
and men, we run joint regressions for both sexes, controlling for sex.

Stepwise models for cross-sectional and longitudinal approaches allow insights
in the mediating effects of various explanatory variables. Positive coefficients in the
regression models indicate a higher risk of reporting bad health.

Results

Cross-Sectional Perspective: Health at Wave 1

In the overall sample, four in ten people were living as a couple with one or more
children, one in four were (still) living in the parental home, 15% were living alone
and roughly the same number were living with a partner and no children (Table 1).
Four percent were single parents and the remaining 3% reported other shared living
arrangements (flat-sharing with relatives was more common than with non-relatives,
like students).

A differentiation by age and gender depicts the transition to adulthood, including
leaving the parental home to live alone or with a partner, and the family formation
process (Table 2). Whereas below age 20 the majority was living in the parental
home, this proportion decreased to one-half and two-thirds for women and men in
the early twenties, and 16% and one-third, respectively, in the late twenties. From
age 20 onwards, about 10–25% lived with a partner and without children. From age
25 onwards, roughly 20% shared the household with the partner and a child, and
households with couples and two and more children were most frequent in the
thirties and forties. Women experienced major demographic events, such as leaving
the parental home, having a first, and eventually a second child, earlier than men did.
Children were mainly raised in a couple context: in the age group 30–44 years, 10–
13% of women were single mothers and only a minority of men were single fathers.

In young and middle adulthood, 57% perceive their health as very good, 34% as
good, 8% as fair, 1% as bad, and 0.2% as very bad (Table 1). Therefore, nine in ten
people in this age group reported good health, the remaining 10% reported poor
health. Poor health was more frequently stated by women (12%) than by men (7%)
(Table 1). Even at this age, we find statistically significant differences in health
among women and men4 (Fig. 2).

When calculating means of self-rated health measured on a five-point scale (with
1 representing very good and 5 very bad health), the variation across household
position and gender becomes evident. Men and women aged 18–44 living with their
parents evaluated their health best, single mothers and mothers of two and more
children living with a partner worst. Although for various household arrangements
differences between men and women exist, these were statistically significant only

4Confidence intervals are [6.2%; 8.4%] for men and [10.7%; 13.0%] for women.
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for men and women living with a partner and children, while for the other groups
the confidence intervals overlap (Fig. 1). An alternative way of depicting differ-
ences in health is to state the share of persons in poor health (Fig. 2). Differences by
gender and household position become even more evident: 10% among men as
opposed to 15% among women living with a partner and children reported poor
health. The highest share of poor health was reported by single mothers (18%).
Moreover, gender differences for those living alone and living with a partner and no
children were large, although not statistically significant, as the confidence intervals
overlap (Fig. 2).

Turning to the stepfamily context, mean self-perceived health was significantly
worse in patchwork families (Table 3): In households where at least one partner had
pre-union children either living or not living in the household, adults evaluated their
own health worse than adults not living in complex families (mean self-rated health
1.67 and 1.53, respectively; the share of people in poor health was 14 and 9%,
respectively; confidence intervals do not overlap, see Table 3). Specification by
various types of patchwork families reveals that this was especially the case for
those where stepchildren were not living in the household but with the other parent.

Table 1 Household position and self-perceived health of Austrian population aged 15–44

Percentages (weighted) Totals (N unweighted)

Men
(%)

Women
(%)

Total
(%)

Men Women Total

Household position

Living alone 17 12 15 305 339 644

Son/daughter 29 19 24 489 397 886

Living with partner no
children

12 14 13 334 446 829

Living with partner and
child

13 15 14 272 437 679

Living with partner and
children

26 29 28 534 1045 1560

Single parent 0 8 4 10 264 274

Other 3 2 3 56 73 129

Total 100 100 100 2000 3001 5001

Self-perceived health

Very good 57.9 55.3 56.6 1165 1664 2829

Good 34.8 32.9 33.8 694 990 1684

Fair 6.3 10.0 8.1 124 295 419

Bad 0.8 1.7 1.2 14 45 59

Very bad 0.2 0.2 0.2 3 7 10

Total 100 100 100 2000 3001 5001

Source Austrian GGS 2008/9, wave 1
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A further differentiation by gender shows significant health differences for patch-
work families for both women and men.5

We explored an interaction of health with education, as divorce rates are higher
and available resources to handle complex family situations are fewer among less
educated persons. It turned out that people with low and medium education living in
stepfamilies evaluated their own health as poor (16%) substantially more often,
compared to their peers not in complex families (10%). Moreover, highly educated

Fig. 2 Share of people in poor health by position in household and gender. Source Austrian GGS
2008/9, wave 1

Fig. 1 Mean self-perceived health by position in household and gender. Source Austrian GGS
2008/9, wave 1

5Mean self-perceived health for women in patchwork families: 1.69 [1.60; 1.78]; for women not in
patchwork families: 1.57 [1.55; 1.60]; for men in patchwork families: 1.65 [1.54; 1.76]; for men
not in patchwork families: 1.49 [1.46; 1.52].
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people did not vary in the perception of their own health whether they were living
in patchwork families or not (Fig. 3).

Next, multivariate models examine the association between household position
and health. In a stepwise procedure, age, educational level, stepfamily context,
economic constraints (e.g. having to make ends meet), existence of LAT rela-
tionship, and partnership quality were included. Individuals living with a partner
and one child in the household are the reference group. In a basic model including
only household position, women living alone, women living with a partner and two
or more children, and single mothers statistically significantly reported poor health
more often, whereas men living in the parental home did so less often (Table 4,
Models 1). As expected, age and education are strongly associated with
self-perceived health (Table 4, Models 2): Poor health was more often reported
with increasing age. Results for education are less straightforward. With upper
secondary school as the reference group, the association between women’s health
and education is evident; i.e. health outcomes are poor especially for those with low
levels of education. In contrast, more highly educated men report poor health
significantly less often. In other words, education and health are positively asso-
ciated across gender, although less educated women report significantly lower
health compared to their more highly educated peers, but it is the men with higher
education who report more positive health outcomes. When controlling for age, the

Table 3 Self-perceived health in stepfamily context

Self-perceived health (5-point
scale)

Poor self-perceived health (binary) N

Mean 95% Confidence
interval

Mean (%) 95% Confidence
interval

Children with previous partner living in the household

No 1.54 [1.52; 1.56] 9 [8%; 10%] 4847

Yes 1.69 [1.55; 1.82] 15 [9%; 20%] 154

Stepchildren living in the household

No 1.54 [1.52; 1.56] 9 [9%; 10%] 4920

Yes 1.68 [1.51; 1.86] 16 [8%; 24%] 81

Children with previous partner not living in the household

No 1.54 [1.52; 1.56] 10 [9%; 10%] 4884

Yes 1.58 [1.44; 1.72] 11 [5%; 17%] 117

Stepchildren not living in the household

No 1.54 [1.52; 1.56] 9 [9%; 10%] 4780

Yes 1.75 [1.64; 1.85] 15 [10%; 20%] 221

Patchwork family

No 1.53 [1.51; 1.55] 9 [8%; 10%] 4501

Yes 1.67 [1.60; 1.74] 14 [11%; 17%] 500

Source Austrian GGS 2008/9, wave 1
Note Due to the small number, results are not shown for women and men separately but are
available upon request
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estimated coefficient for women living in the parental home becomes positive and
statistically significant. This indicates that the originally good self-perceived health
of adult women living as daughters in the parental home is due to their young age.
The same holds true for women and men living in shared households with relatives
or non-relatives, but not parents, children, or partners. On the opposite side, the
significant negative coefficient for sons becomes non-significant, showing again
that the good health of men living in the parental home is mainly due to age and
educational differences.

Furthermore, we find that women living in patchwork families more often
reported poor health than those who are not (Table 4, Models 3). For men, the
estimated coefficient is also positive, but lacks statistical significance. When
introducing LAT partnership, the estimated coefficient is negative both for women
and men, but statistically significant only for men (Table 4, Models 4). This indi-
cates that men who have a romantic relationship, but who do not live together with
that person, report good health. Moreover, people having an LAT partnership report
positively on their health. We also find that economic constraints are important: the
easier young and middle-aged adults can make ends meet, the better their health
(Table 4, Models 5). In Model 5 we included the variable “making ends meet” to
account for financial constraints. This operation reduces the size and significance of
the status “being a single mother”, showing that part of their less favourable health
is due to financial constraints. Moreover, the smaller and less significant coefficient
for education in Model 5 compared to Model 4 shows that educational level cor-
relates with one’s financial situation. Similarly, the coefficient for patchwork
families becomes smaller in size and statistical significance, indicating correlations
between stepfamily context and economic constraints. Finally, we only consider
individuals with a partner (either cohabiting or LAT) and find that men and women
who are less satisfied with their partnership more often report poor health (Table 4,
Models 6).

Fig. 3 Share of people in poor health by patchwork family status and education. Source
Austrian GGS 2008/9, wave 1
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Our multivariate models show that health outcomes are related to different living
arrangements for women and men. Women living with a partner and one or more
children in the household reported better health than their peers in other household
positions. Those women living with a partner and two or more children evaluated
their health in a similar way as those cohabiting with one child and a partner. This is
in contrast to women living alone, in the parental household, with a partner but no
children, single mothers, as well as women in shared households who reported bad
health significantly more often than women living with a partner and one child.
Among men, those living alone and in shared households reported poor health more
often. Apart from significant associations with age, education, financial constraints,
and partnership quality for both sexes, patchwork context further determines the
subjective health of young and middle aged women negatively, whereas LAT
relationships are associated with better health among men. The fact that the coef-
ficient for single mothers changes in the stepwise setup of the model when
including LAT and making ends meet indicates a complex interaction of these
dimensions and mediating effects. In summary, our results show that
socio-economic factors and health characteristics generate household contexts that
mediate the way household structure and self-rated health in young and middle
adulthood plays out.

Longitudinal Perspective: Changes Over Time

In this section, we focus on the longitudinal sample. As mentioned earlier, panel
attrition in the Austrian GGS was comparably low (22%). Of the 5001 wave 1
respondents interviewed in 2008/9, a total of 3908 individuals participated in wave 2
four years later (2012/13). About eight in ten reported good health at both inter-
views, for roughly one in ten health had deteriorated from good to poor, whereas for
4% health improved from poor to good. A small, but not negligible group (5%)
declared poor health at both interview time points (Table 5). Against the argument
that health outcomes vary by gender in late adulthood and old age, our data show
apparent gender differences even in early and middle adulthood: Whereas 85% of
men reported good health in both waves, this proportion is significantly smaller
among women (80%). In other words, two in ten women reported fair or bad health
at least once when interviewed four years apart. As expected, changes in health vary
substantially by age: Whereas below age 20, nine in ten reported good health at both
waves, this was the case for roughly seven in ten in their early forties (Table 5). The
longitudinal approach supports our cross-sectional evidence (Fig. 3) that poor health
in complex families mainly involves low educated persons, whereas their highly
educated peers do not report worse health (Table 5).

Differentiating among seven different household types would have made the
interpretation of changes in household position very complex (49 possible com-
binations). We thus distinguished first between those who had no change and those
who had one change in the household position between waves: Roughly two thirds
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did not change their household position and about one third did over the four-year
period. Part of these changes were from “childless couple” to “couple with child
(ren)” or from “couple with one child” to “couple with two and more children”. In
addition, in some households an adult child left the parental home. We find that
12% had changes due (mainly) to the arrival of a newborn, whereas 24% had a
change in the household position due to other reasons, including the formation of a
new partnership, moving together with a partner, separation, and divorce (Fig. 4).
Changes in household position were frequent for those initially living in the par-
ental home and living alone—and therein more often among women than men.
Also shared living arrangements with friends, students, or relatives (e.g. siblings)
turned out to be more transitory living arrangements. The observation that changes
in the household position differed over the life course is reflected in the mean age
across groups: People without change in household position had mean age of
34 years, those reporting a change were either substantially younger, 28 years on
average, or substantially older (42 years) if experiencing empty nest (Table 6).
People who had a newborn between the two waves were about 30 years at wave 1.

The majority of the respondents reported good health at both interviews, and this
was more often the case if a change in the household position took place (86%,
compared to 81% of those remaining in the same household position). The share of
people who recently transitioned to parenthood and who were in good health at both

Table 5 Change in health between wave 1 and wave 2 by gender, age, and stepfamily context

Good ! good
(%)

Poor ! good
(%)

Good ! poor
(%)

Poor ! poor
(%)

Total
(%)

Gender

Men 85 3 8 4 100

Women 80 5 9 6 100

Total 83 4 8 5 100

Age

18–19 91 3 5 1 100

20–24 90 3 4 2 100

25–29 88 4 6 2 100

30–34 84 4 8 4 100

35–39 79 4 11 6 100

40–44 73 7 11 9 100

Patchwork in wave 1 and low or middle level of education

No 83 4 8 5 100

Yes 75 6 10 9 100

Patchwork in wave 1 and high level of education

No 86 5 8 2 100

Yes 84 5 7 4 100

Source Austrian GGS 2008/9 and 2012/13, wave 1 and wave 2
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waves even amounted to 89% (Table 6). The small group of respondents where an
adult child had left the parental home between waves had worst self-perceived
health, as only six out of ten reported good health both times. As mean age sub-
stantially varies within groups, with changes in household position and transition to
parenthood being more frequent in young adulthood, age is an important deter-
minant for changes in health over time.

Table 6 Change in the household position and change in health between wave 1 and wave 2

No
change

Change Newborn child
(ren)

Adult child(ren)
moved out

Total

Good ! good 81% 86% 89% 60% 83%

Poor ! good 5% 4% 2% 8% 4%

Good ! poor 9% 7% 7% 8% 8%

Poor ! poor 6% 3% 2% 23% 5%

Total 100% 100% 100% 100% 100%

Mean age at
wave 1

34 28 30 42 32

N 2507 849 513 39 3908

Source Austrian GGS 2008/9 and 2012/13, wave 1 and wave 2

Fig. 4 Change in the household position. Source Austrian GGS 2008/9 and 2012/13, wave 1 and
wave 2. Remark 1: Single fathers are omitted due to the small number remaining in wave 2.
Remark 2: In the group “Newborn child(ren) or move out of adult child”, the majority (92%)
comprises 92% arrival of a newborn, a minority (8%) move out of adult child(ren)
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Change in Health If No Change in the Household Position

Changes in the partnership do not necessarily change a person’s household position,
but can still affect individual health outcomes: 6% of respondents were living as a
couple but with different partners at both waves, 5% reported an LAT partner in
wave 1, but not so in wave 2, and 9% had no LAT partner at wave 1 but did so at
wave 2. The remaining persons either had the same partner (64%) or no partner
(16%) in both waves. This distinction was taken into account.

Model 1 that regresses effects of household position on health in wave 2 suggests
that persons living continuously alone and especially single parents reported poor
health at wave 2 more often, whereas living in the parental home was associated
with better health (Table 7, Model 1). As only a few single fathers remained in the
longitudinal sample, the single parents are mainly single mothers. Model 2 intro-
duces health at wave 1, which is crucial for health reported four years later: The
estimated coefficient is large in size and highly statistically significant, showing that
persons who reported bad health at wave 1, also did so substantially more often at
wave 2 (Table 7, Model 2). Next, parents in stepfamily context at wave 1 reported
poor health at wave 2 more often, even after controlling for health at baseline
(Table 7, Model 3).

In Models 4 and 5 we included the socio-demographic variables of sex, age, and
education. Women and men did not significantly differ in self-perceived health at
wave 2, once the initial health status at wave 1 was controlled for, whereas age and
education have further explanatory power (Table 7, Models 4 and 5). Having no
partner at all in both waves, breaking up a LAT partnership and a partner change
(either cohabiting or non-cohabiting) are also associated with bad health (Table 7,
Model 6). Not only the financial situation at wave 2, but also economic constraints
at wave 1 (still) are related with poor health at wave 2 (Table 7, Model 7). As in the
cross-sectional model, current partnership quality is related with current
self-perceived health (Table 7, Model 8). In the final model, poor health at wave 1,
age, education, economic constraints at both observations, having no partner (not
even a non-co-residing one) at both interview times, breaking up with a partner as
well as partnership quality at wave 2 are all associated with bad health at wave 2.
We might conclude that from a longitudinal perspective the association with age,
education, economic constraints, and having no partner even got stronger. Once
these determinants are taken into account, the only household position significantly
associated with health is living in the parental home, whereas stepfamily context no
longer has explanatory power. The stepwise model specification shows that espe-
cially educational differences and economic constraints associated with certain
household positions and with stepfamilies are mediating factors for poor health.

In young and middle adulthood, a substantial number of people experienced first
or repeated parenthood over a period of four years, whereas some early parents
witnessed empty nests as their adult children moved out. People who became
parents evaluated their health best: Nine in ten were in good health at both waves
(Table 6). Parents whose children moved out reported poor health more often
compared with the parents of newborn children (Table 6). In multivariate analyses,
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health at wave 1 was the main explanatory factor for health at wave 2. Moreover,
low education was associated with poor health, further indicating increasing edu-
cational differences over time (results available on request). Stepwise multivariate
models showed that health at wave 1 and age were the main mediating factor for
poor health of parents experiencing an empty nest.

Change in Health If Household Position Changes

We now turn to the analyses of changes in health if changes in the household
position occurred. This dynamic group encompasses rather young adults, with a
mean age of 28 at wave 1. As changes across the detailed household positions
become too complex, we distinguish between living as a couple and not living as a
couple: One in two people moved together with a partner in a joint household
(Table 8). About one in four separated (were living with a partner at wave 1, but not
at wave 2), and another one in four changed within the non-couple-context,
including living in the parental home, in a single household or in a shared
household with non-relatives. Moving together with a partner and changing
non-couple-living arrangement was more common among younger adults (mean
age 27 and 25 years), persons involved in separations were significantly older
(34 years) (Table 8).

In multivariate analyses, people moving together with a partner are the reference
group. In the basic model, separation is associated with poor health at wave 2
(Table 9, Model 1). As expected, self-perceived health at wave 1 is important
(Table 9, Model 2). Patchwork family at wave 1 and gender have no explanatory
power, whereas age is an important determinant for health at wave 2 (Table 9,
Models 3–5). Although the estimated coefficients for education fail statistical sig-
nificance, they do point in the expected direction, with better health among higher
educated (Table 9, Model 6). With the inclusion of age, the estimated coefficient for
“couple ! no couple” decreases in size and statistical significance (from 0.83** to
0.51+). With the further inclusion of education, it becomes insignificant (0.46).
First bivariate analyses mentioned above showed substantial differences in mean
ages across groups, and multivariate regressions confirmed that age is an important
mediator for the relation between household dynamics and health. As adults were

Table 8 Distribution and
mean age by couple context

Mean age

Couple ! couple 4% 35

No couple ! couple 51% 27

Couple ! no couple 22% 34

No couple ! no couple 23% 25

Total 100% 28

Source Austrian GGS 2008/9 and 2012/13, wave 1 and wave 2;
N = 849 respondents with a change in household position
between wave 1 and wave 2
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on average in their late twenties when moving together with a partner and in their
mid-thirties when separating from their partner, some of the health differences are
explained by age differences.

In the final model, poor health at wave 1, age, and financial constraints at wave 2
are significantly related with poor health at wave 2, the arrival of a newborn is
associated with good health (Table 9, Model 9). The stepwise model setup allows
insights for the association between explanatory variables: As the estimated coef-
ficient for separation becomes almost zero when including economic constraints
(Table 9, Models 8 and 9), we might conclude that financial problems after sepa-
ration are coupled with poor health. Regarding the birth of a newborn: The esti-
mated coefficient for the small group of persons having two newborn children
within a period of four years is positive. Although not statistically significant, this is
in sharp contrast to the large and highly significant coefficient for the arrival of one
newborn child, thus indicating the stress of having two children within a short
period of time. Finally, when including individuals with a partner at wave 2 (either
cohabiting or LAT), the estimated coefficients for current satisfaction with part-
nership lie in the expected direction, but are not statistically significant.

We carried out all analyses for ages 25–44 only, thus excluding young adults
aged 18–24. As expected, the overall share of persons living with their parents
decreased from 24 to 11% and mean self-perceived health became worse (52%
rated own health as very good, as compared to 57% for ages 18–44). When
excluding young adults—who most often lived in the parental home, especially
mean self-perceived health among those living with parents decreased.
Nevertheless, in multivariate regressions, the estimated coefficients for household
position and control variables are in line with results derived for the age group 18–
45, with minor deviations in size and statistical significance.

Discussion

Despite extensive evidence of the broad-ranging impact of single parenthood and
family disruption, few studies have examined the relationship between family
composition and health, and none have examined the full range of structural and
social correlates across two parent families, stepfamilies, and single mother fami-
lies. Yet, causation has often been a problem given that the majority of available
data sets were cross-sectional. There are a few exceptions, including longitudinal
studies that find selection to operate alongside divorce effects (Hope et al. 1999;
Mastekaasa 1997; Davies et al. 1997). Whether causation or selection are the
drivers for the association between health and living conditions can be disentangled
only with longitudinal studies capturing these dimensions from youth and early
adulthood onwards. The aim of this study has therefore been to provide
cross-sectional and longitudinal evidence toward differentiating these effects.
According to previous literature and theoretical frameworks, we formulated various
expectations on the associations between household position and health.
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In line with our first expectation, we find a clear association between living
together with a partner as compared to not living in a couple context. Individuals
living alone and single parents reported bad health significantly more often than
those living with a partner and one child. Differences remain, even after controlling
for socio-economic conditions. Living together with a partner in young and middle
adulthood corresponds to the ‘normative life course’ and is positively related with
self-perceived health.

A second important finding is that—if not cohabiting with a partner—having a
living apart together partner is positively related with health among men. Thus, it is
not only marital status and cohabitation which are associated with health (Horwitz
and White 1998; Lillard and Panis 1996), but an LAT partnership was also related
with it, especially among men.

Numerous studies have examined mortality as well as health and marital status
(Lillard and Panis 1996; Lillard and Waite 1995; Bardage et al. 2005), concen-
trating on old age, but our study reveals insights for an association between partner
status and health already much earlier in life. We might conclude that no, or missed,
transitions might be against the norm and associated with poor health. Our results
on poor health in non-partnership are to some extent contrary to the well-known
idea of the ‘de-institutionalization’ of the life course that the social and temporal
organization of the life course becomes less guided by normative, legal or orga-
nizational rules (Elzinga and Liefbroer 2007).

Further evidence in the realm of partnership concerns the quality of the rela-
tionship, confirming earlier research (Umberson et al. 2006; Miller et al. 2013). As
expected, partnership quality is associated with health, underlining the relevance of
psychological well-being for self-perceived health. In addition, the size of the
estimated coefficient indicates that these are important determinants for
self-perceived health in young and middle adulthood.

Our study provides important insights into health in stepfamilies in the European
context. According to research results in the US (Heard et al. 2008; Turney and
Carlson 2011), our expectation was that individuals living in patchwork families
would report poor health more often. Our results indicate that Austrian women
living in complex families rated their health as poor more often than did women
cohabiting with a child or children and partner and no pre-union children, either
their own or from the partner. People living in patchwork families may experience
stress as they are raising their offspring. Stepfamily context and childrearing across
households may create ambiguous family boundaries, increase conflict in couple
relationships, and diminish the quality and quantity of parental investment in
children, all of which may lead to impaired mental health (Boss 1980; Cherlin and
Furstenberg 1994; Turney and Carlson 2011). As results are not significant for
Austrian men living in a stepfamily context, we find evidence for gender differences
with regard to complex families.

The gender gap in life expectancy is a well-known fact in demography, with
female life expectancy exceeding that of males (Waldron 2000; Luy and Gast 2014;
Caselli et al. 2014). Research on gender differences in mortality and morbidity has
mainly focused on older people (Bardage et al. 2005), but our study provides
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evidence that women evaluate their health worse than men already in young and
middle adulthood. In line with previous literature, age and education are positively
associated with subjective well-being (Bardage et al. 2005). Moreover, educational
and gender specific differences become evident, stemming from both
cross-sectional and longitudinal approaches: Poor health in complex families is
observed among people with less education, whereas highly educated people in a
stepfamily context do not report worse health.

Age and education turned out to be crucial mediators for poor health. For
example, we anticipated negative health outcome for mothers of two or more
children. In fact, this group reported poor health more often than women with their
partner and one child only. But when controlling for age and education, the effect
for mothers of two and more children became insignificant. Controlling for
socio-economic factors also appreciably reduced the effect for single mothers. The
latter is consistent with earlier findings from a study in the US (McLanahan and
Sandefur 1994), which asserts that single parent families are not inherently prob-
lematic but rather are affected by deprivation in economic, parental, and community
resources. The deficits for single mothers are reduced when making ends meet is
controlled for. Having a higher education and fewer economic constraints con-
tribute to better health assessments. This suggests that structural disadvantages can
help to create health disadvantages for people through the family environment in
which they live. Single parents and stepfamilies are not “inherently problematic, but
are likely to occur in concert with demographic, economic, psychosocial, and
behavioural risk factors” which more directly influence health (Heard et al. 2008,
p. 775f).

In the longitudinal approach, the effect of new parenthood turned out to be
strong. Our expectations that the arrival of a newborn child has a positive effect on
health was confirmed. Nevertheless, the birth of two children within a rather short
period of four years tended to be associated with poor health, indicating stressful
situations for the new parents. According to existing research, our expectation was
that separation harms subjective health in the short- and medium term, which is
expressed by lower self-assessed health after separation. Looking into the longi-
tudinal analyses we observe that individuals who changed from a couple-context to
a non-couple context within four years reported poor health more often at the
second point in time compared to those who changed from a non-couple to a
couple-context. But this difference vanished when controlling for age, education,
and existence of LAT partnership, indicating at a complex relationship between
different life domains and age. A further important result is that the association with
age, education, economic constraints, and having no partner became even stronger
from a longitudinal perspective. These results confirm our cross-sectional findings
and reflect that transitions against the norm (e.g. union dissolution and separation)
generate lasting negative health effects. It also implies that such transitions underlie
age and socio-structural mechanisms such as education and economic status that are
well-known determinants of health (Avendano et al. 2009; Stutzer and Frey 2010).

Some limitations of this study should be mentioned. First, this study is limited to
self-perceived health and we are not able to disentangle the various dimensions of

Household Position, Parenthood, and Self-reported Adult Health … 183



self-perceived health in the current study with the data at hand. Self-rated health is,
however, the most widely regarded valid and reliable indicator of health status,
although we acknowledge the meaning of self-rated health to differ between indi-
viduals (Schüz et al. 2011). Self-reported health is a multidimensional and multi-
faceted construct (Liang 1986), including—among others—functional status,
behavioural factors, and interpersonal resources. It has been suggested that psy-
chological factors in particular can be crucial for self-perceived health.
Experiencing depression is a key predictor of self-rated health besides physical
symptoms (Schneider et al. 2004; Schüz et al. 2011). As our target population are
people in young and middle adulthood, physical impairments might be less
important and mental problems might determine to a larger extent the
self-perception of health. Scholars have shown that self-assessments of teen and
adolescence health are more likely to reflect overall functioning and life difficulties
(e.g. participation in sports, school achievement, relations with friends, high Body
Mass Index (BMI), depressed mood) than physical symptoms (Mechanic and
Hansell 1987; Vingilis et al. 1998). Further evidence on longitudinal data suggests
that health ratings seem to become less dependent on one’s social well-being and
more determined by current health characteristics and behaviours, as individuals
transit from adolescence to young adulthood (Heard et al. 2008). Studies have
shown the importance of psychological well-being and health behaviours for
adolescent self-assessments of health, highlighting the importance of self-esteem,
high BMI, and participation in sports or other forms of exercise (Mechanic and
Hansell 1987; Vingilis et al. 1998; Heard et al. 2008).

Second, our longitudinal analyses are based on two observations four years
apart. It is possible that some respondents might have experienced further changes
between waves which are not captured in the current study. Third, the longitudinal
sample is slightly biased towards healthy respondents, as dropout was higher
among persons reporting poor health at wave 1 (Buber-Ennser 2014).

Despite these limitations, the results have a number of implications for our
understanding of differences in health outcomes, and household position and par-
enthood. First, in line with the literature on the relationship between healthy
behaviour and its protective effect on health and mortality (Berkman and Glass
2000; Gorman and Sivaganesan 2007), individuals’ social ties are apparently an
important determinant. Our findings confirm the argument that marriage provides
social support (Lillard and Panis 1996), comprising emotional support (family
integration, stress reduction) and instrumental support (provision of care), which are
associated with reduced health impairments. Second, apart from knowledge on
marriage and cohabitation—especially at old age—(Scafato et al. 2008), the current
study provides evidence that social ties and support gained in new forms of unions
such as living apart together are also associated with better subjective health. Third,
most studies examining the association between marital status and health and
mortality focus on the elderly population, whereas this study provides insights for
young and middle adulthood. It is important to consider family and household
structure during early and middle adulthood, as it may initiate a health trajectory
that can either protect or harm health across the life course (Wadsworth 1997).
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Overall, we show that if perceived health varies by household position and parental
status, it also varies within household position category according to individuals’
living arrangements and actual or missed transitions, such as the moving out of the
parental home or the arrival of a newborn. Our findings are conservative, as we are
examining a context in which parenting and the division of paid labour and
domestic and care work are highly gendered. In gender unequal contexts, social
inequalities by education, gender, and entry into various living arrangements may
play a major role in who is able to maintain good health and who is not.
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