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A meta-analysis of results from previous research combined with 

event history modeling of retrospective life calendars was employed to 

examine the differential benefits of marriage experienced by men 

compared to women in terms of their emotional and mental health. A 

meta-analysis was employed to quantify the consistency of the 

association between gender, marital status and mental disorder and to 

examine the effect of design factors on the variation in the gender 

specific effect of marriage on mental health found in previous 

research. Event history modeling enabled the separation of social 

causation processes from social selection processes, two contrasting 

explanations for gender and marital status differences in mental 

health. Thus, it was used to examine the gender specific causal impact 

of marriage on mental health as well as the gender specific selection 

effects of mental health on marital status. 

Results of the meta-analysis indicated that men's differential 

marital gains consistently declined over time in community based 

studies, becoming zero by 1990. Moreover, the gender specific effect 

of marriage that differentially benefited men was less likely to be 



observed among male prevalent measures of mental health including 

alcohol and drug related disorders and personality disorders. Contrary 

to the differential utilization argument, there was no evidence of the 

gender specific effect of marriage in studies based on treatment 

statistics, where parameters consistently approximated zero values 

since 1933. 

Event history models for the social causation effect of marriage 

on the risk of mental illness provided no support for the sex-role 

argument that higher rates of mental illness among married women are a 

function of marital role differences that differentially benefit men. 

Contrary to this argument, the only evidence of a gender specific 

effect of marriage indicated that women, not men, differentially 

benefit from marriage. Following marriage, women were only one-third 

as likely to experience a substance disorder compared to men. There 

was also evidence the beneficial impact of marriage on reducing the 

risk of substance disorder increased over time and was stronger among 

younger birth cohorts. 

Event history models for social selection into marriage based on 

mental health status provided no support for the argument that higher 

rates of mental illness among married women are a function of 

selection processes that differentially reduce the probability of 

marriage for men with a mental disorder. In contrast, the results 

indicated that women, not men, are differentially excluded from 

marriage following onset of a psychiatric disorder. 

The results highlight the importance of considering gender 

specific indicators of mental health problems as well as aggregate 

mental health measures. More importantly, the results indicate the 

importance of a life course and an historical perspective in research 

iii 



on socio-demographic differences in mental health. Life course trends 

explained the gender specific effect of marriage that differentially 

benefited men for a psychiatric diagnosis and suppressed the gender 

specific effect of a psychiatric diagnosis that differentially 

excluded women from marriage. Generation differences suppressed the 

gender specific effect of marriage that differentially reduced women's 

risk for a substance disorder and explained the main beneficial effect 

of marriage on reducing the probability of a psychiatric diagnosis and 

a psychological disorder. It was not until the life course differences 

in marital timing and disorder onset, and differences across birth 

generations, were controlled, that women's differential benefits from 

marriage and women's differential selection from marriage appeared. 
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CHAPTER 1 

INTRODUCTION 

1.1 Introduction: The Sex Role Hypothesis for the Gender Specific 
Effect of Marriage on Mental Health 

The view that marital status, or factors associated with marital 

status, play an important role in determining the comparative mental 

health of men and women has been an organizing theme in a large body 

of research addressing the well-established association between gender 

and various indicators of mental health. According to this 

perspective, higher rates of mental illness and psychological distress 

observed for women can be attributed to the relatively higher rates of 

distress and disorder observed among married women resulting from 

their relatively greater exposure to the stresses and strains 

associated with their marital role (Bernard, 1972; Gove, 1972, 1978a, 

1979; Gove and Tudor, 1973) . Since most adults are married, gender 
differences among the married determine overall sex differences in 

mental illness. Although previous research has consistently 

demonstrated the mental health benefits of marriage in reducing 

psychological distress and the probability of mental disorder 



(Mirowsky and Ross, 1986), the 'sex-role' hypothesis of gender 

diffxences states that being married is more beneficial for men than 

for women. 

Gove and his associates (Gove and Tudor, 1973; Gove, 1972; Gove, 

1978a) who describe several explanations for the poor mental health 

status of married women have most convincingly argued this 

perspective. First, unlike men who occupy two major societal roles 

including household head and worker, women are restricted to the 

singular role of housewife and, consequently, lack alternative sources 

of gratification if her family role proves unsatisfactory. Second, it 

is plausible to assume that a large number of women would likely be 

frustrated and unsatisfied by the major instrumental tasks of raising 

children and housekeeping since, for many women, their technically 

undemanding and low-prestige homemaker role is not consonant with 

their educational and intellectual attainment. Third, in contrast to 

their employed spouses whose attention is constantly drawn away from 

their troubles in order to meet occupational demands, a housewife's 

relatively unstructured and invisible role grants her ample time to 

focus attention on problems, thereby escalating her levels of 

distress. Fourth, employment outside of the home would not necessarily 

improve the mentai health of married women because they are typically 

underemployed in low status, tenuous occupations that, on the one 

hand, are viewed as merely a supplemental source of income and, on the 

other hand, are performed in addition to household tasks. Similar to 

their homemaker roles, occupational roles are frequently not 

commensurate with their levels of education. Finally, Gove and his 

colleagues note that the expectations surrounding married women's 

roles are unclear, diffuse, frequently contradictory and characterized 



by the preparation for, and adjustment to, the needs of other family 

members. This results in a perceived lack of control over the 

direction of their future. 

To date, after three decades of research on the sex-role 

hypothesis, results remain inconsistent and, consequently, 

inconclusive. Some researchers have reported support for a gender 

specific effect of marriage benefiting men (Bernard, 1972; Gove and 

Tudor, 1973; Gove, 1972, 1978b, 1979; Tweed and Jackson, 1981; 

Bebbington, Hurry, Tennant, Sturt and Wing, 1981; Tennant, Bebbington 

and Hurry, 1982; Bebbington, 1987), while others have reported 

comparable marital benefits for men and women (Fox, 1980; Kessler and 

McRae, 1984; Gore and Mangione, 1983; Miller-Tutzauer, Leonard and 

Windle, 1991; Bromet and Moos, 1976; Horwitz and White, 1991; Warheit, 

Holzer, Bell and Arey, 1976; Cochrane and Stopes-Roe, 1981). 

Additionally, some research reports evidence suggesting that marriage 

differentially benefit women (Glenn, 1975; Horwitz, White and White, 

1996). Researchers have suggested that contradictory conclusions may 

be attributed to any one, or a combination, of a wide variety of 

causes including differences in analytic techniques (Horwitz and 

White, 1991; Fox, 1980; Gore and Mangione, 1983; Gove, Hughes and 

Style, 1983; Kessler and McRae, 1984), sampling designs (Cochrane and 

Stopes-Roe, 1981; Cooper, 1966; D'Arcy and Bold, 1983; Kessler and 

McCrae, 1984; Fox, 1980; Gove, 1979; Roberston, 1974; Myers and 

Weissman, 1986;), mental health operands (Bradburn, 1969; Briscoe, 

1982; Cronkite and Moos, 1984; Cochrane and Stopes-Roe, 1981; DfArcy 

and Siddique, 1985; Fox, 1980; Glenn, 1975; Weissman, Leaf, Myers, 

Holzer and Tischler, 1984; Tenant, Bebbington and Hurry, 1982; 

Bebbington, 1987; Williams, Takeuchi and Adair, 1992;) as well as 



historical specificity (Gove, 1972; Glenn and Weaver, 1988; Lee, 

Seecombe and Shehan, 1991; Mastekaasa, 1994) and variation across the 

life course (Bebbington, 1987; Bebbington, Hurry, Tennant, Sturt and 

Wing, 1981; D'Arcy and Siddique, 1985; Dean and Ensel, 1983; Ensel, 

1982; Gove, 2972; Tweed and Jackson, 1981; Veroof, Douvan and Kulka, 

1981) . 

1.2 Analytic Approach 

Gove (1972) hypothesized that even though married persons would 

have lower rates of mental illness than single persons, women's 

limited, frustrating, and less satisfactory marital roles would result 

in higher rates of mental disorder for married women relative to 

married men. In contrast, less discrepant role differences between 

unmarried men and women would yield similar rates of mental illness 

among the never married. However, Gove additionally suggested that 

dissimilar rates were possible among the never married with higher 

rates for single men, since they are more apt to be independent and 

isolated from the close interpersonal ties typically formed and 

maintained by women. 

Under the condition that, relative to the never married, 

marriage is associated with relatively greater improvements in mental 

health and larger decreases in rates of mental illness among men than 

among women, Gove predicted a pattern of 'differentialf marital 

benefits. The hypothetical example shown in Table 1.1 and illustrated 

in Figure 1.1 demonstrates that marriage is associated with a decrease 

in mental illness rates for both men and women. However, the decrease 

in mental illness rates for men of 11.7 substantially exceeds the 



decrease observed for women of 2.5. Men's differential benefit of 

marriage is indicated by their net decrease in mental illness rates of 

7.2. In terms of odds ratios, marriage is associated with 

proportionalizing the odds on mental illness by 0.40 for men and by 

0.81 for women. Consequently, men are only half as likely to suffer 

from mental illness following marriage compared to women (odds 

ratio=2.01) . 

Table 1.1 
Hypothetical Distribution of Differential Marital Benefits 

for Mental Illness Rates by Gender 

Male Ferna 1 e 

Never-married 19.6 13.2 

Married 7.9 10.7 

Figure 1.1 
Hypothetical Distributional Pattern Depicting 

Differential Marital Benefits on Mental Health by Gender 

Never Married Marital Status Married 



Bernard (1972), on the other hand, predicted a pattern of 

'opposite' marital effects based on her argument that marriage is 

beneficial for men but pathogenic for women. Thus, relative to the 

never married, marriage is associated with increased rates of mental 

illness for women and with improved menial health and decreased rates 

of mental illness for men. 

As illustrated by the hypothetical example provided in Table 1.2 

and in Figure 1.2, being married is associated with increased mental 

illness rates for women of 4.6 and decreased mental illness rates for 

men of 10.3. The net decrease in mental illness rates observed for men 

of 14.9 reflects their differential benefit of marriage. A pattern of 

opposite effects can similarly be interpreted in terms of odds ratios. 

For women, marriage is associated with increased odds on mental 

illness by 1.41. For men, marriage is associated with 

proportionalizing their odds on mental illness by 0.47. Thus, women 

are almost three times more likely to suffer from mental illness 

following marriage than men (odds r~tio=2.97). 

Table 1.2 
Hypothetical Distribution of Opposite Marital Effects 

on Mental Illness Rates by Gender 

Male Female 

Never-married 19.6 

Married 9.3 



Figure 1.2 
Hypothetical Distributional Patterns Depicting 

Opposite Marital Effects on Mental Health by Gender 

I Men 

Never Married Mari ta l  Status Married 

A third possible pattern of 'sole' marital effects would also 

provide support for the sex-role theory. Relative to the never 

married, marriage is associated with improved mental health and 

decreased rates of mental illness only among men. As demonstrated by 

the hypothetical example provided in Table 1.3 and depicted in Figure 

1.3, marriage is associated with decreased mental illness rates for 

men of 11.7 but has essentially no effect on the mental health among 

women. The net decrease in mental illness rates observed for men of 

12.0 reflects their differential benefit of marriage. Similarly, 

marriage is associated with proportionalizing the odds on mental 

illness among men by 0.40. For women, marriage has no effect on their 

odds on mental illness (odds=l.Ol). Consequently, women are two and a 

half times more likely to suffer from mental illness following 

marriage than men (odds ratio=2.51) . 



Table 1.3 
Hypothetical Distribution of Sole Marital Benefits 

on Mental Illness Rates by Gender 

Male Female 

Never-married 19.6 

Married 7.9 

Figure 1.3 
Hypothetical Distributional Patterns Depicting 
Sole Marital Benefits on Mental Health by Gender 

Never Married Marital S t a t u s  Married 

Each distributional pattern demonstrates the necessary 

precondition that men differentially benefit from marriage and, thus, 

are viewed as working hypotheses that must hold if the general sex- 

role thesis is correct (Glenn, 1975; D'arcy and Siddique, 1985) . 
However, distributional patterns represent a necessary but not 

sufficient condition f o r  support of the sex-role hypothesis. 

Empirically, the gender specific effect of marriage is indicated 

by the presence of a statistically significant interaction effect 



between marital status and gender on mental health. This interaction 

term empirically assesses the synergistic influence of gender and 

marital status on mental health and provides the necessary criteria 

for evaluating the strength of the sex-role theory. Thus, support for 

Govefs hypothesis that men differentially benefit from marriage is 

only observed under the condition that men's differential reduction in 

rates of mental illness is statistically significant. 

Still, it is necessary to assess both the presence, as well as, 

the pattern of differential marital effects, since the same 

differential effect or odds ratio can result from widely contrasting 

circumstances, that is, differential effects, sole effects or opposite 

effects. Each pattern implies a very different set of conclusions for 

marriage, in general, and for women, in particular. 

In the absence of empirical tests for the gender specific effect 

of marriage, a substantial number of previous studies have relied on a 

series of sequential comparisons of pair-wise considerations to 

provide support for the sex-role hypothesis. On the one hand, 

investigators have conducted a series of pair-wise comparisons of 

gender differences in mental illness across marital status categories. 

Investigators compared the relative preponderance of mental illness 

among women in married versus unmarried marital states. On the other 

hand, investigators conducted a series of pair-wise comparisons of the 

differences in mental health status across marital status categories 

among men versus women. Investigators compared the relative decline in 

mental illness among the married for men versus women. Distributional 

patterns were investigated piece by piece for each pair wise 

comparison. Support for the sex-role theory was based on the 

concurrence between observed sequential comparisons and hypothesized 



patterns derived from the sex-role hypothesis. However, conformity 

between an observed distributional pattern compared to any one of the 

~redicted distributional patterns is insufficient evidence to provide 

support for the sex-role hypothesis. The problem with sequential 

testing lies in the fact that all pieces of the argument, when studied 

sequentially, can be true without the overall hypothesis being true. 

Distributional patterns depicting sole marital effects or 

differential marital benefits indicate support for the sex role 

hypothesis only to the extent that men's net marital gain is 

statistically significant. Moreover, opposite marital effects for men 

and women are insufficient support for the sex role hypothesis since 

it is possible for marriage to be associated with slight improvements 

in mental health for men and reduced mental health for women but with 

nonsignificant differences in marital status effects. 

It should also be noted similar arguments apply to research 

examining mean differences in mental health indexes or well-being 

scales. As with rates of mental illness, support for the sex role 

hypothesis is only observed to the extent the interaction effect for 

mean differences between gender and marital status on psychological or 

well-being scales is statistically significant. 

Alternatively, the absence of a statistically significant 

interaction effect between marital status and gender on mental health 

would indicate the presence of at least balanced, if not similar, 

costs and benefits of marriage for both men and women. A lack of 

conformity to any one of the hypothesized distributional patterns is 

insufficient evidence to discount the sex-role theory. 

Previous research has employed a wide variety of differing 

analytic techniques to assess the gender specific effect of marriage 



on mental health. A large body of research, particularly earlier 

studies conducted during the 197Ofsf that established support for the 

sex role theory relied on techniques that compared observed patterns 

for mental illness rate distributions as well as psychological scale 

mean differences to the hypothesized patterns predicted by Gove (1979) 

and Bernard (1972). Conformity to the predicted patterns of opposite, 

sole or differential effects was interpreted as evidence in favor of 

the sex role theory. To date, only a minority of all research 

subjected reported rates of mental illness to an empirical 

investigation of the statistical significance of the interactive 

effect of marital status and gender on mental health. Consequently, 

the presence, strength and extent of men's differential benefit from 

marriage were never empirically assessed and, thus, remain 

undetermined in a large body of evidence. 

1.3 Research Sampling Desiqn 

A substantial portion of st udies in vestigating the gender 

specific effect of marriage c~ 9ental health have relied on cross 

sectional samples without dated information, rather than prospective 

studies or cross-sectional studies with retrospective dated 

information. It is also the case that a substantial portion of studies 

has relied on patient and treatment populations, rather than community 

populations. 

At a general level, there are three possible processes 

accounting for the observed association between marital status, gender 

and mental health; the causation hypothesis proposes gender 

differences in the effect of marital status on mental health, the 



selection hypothesis proposes gender differences in marital selection 

based on mental health status, and the artifact hypothesis argues that 

mental health patterns are an artifact of the joint effect of gender 

and marital status on symptom reporting, help seeking and treatment 

utilization (Lavik, 1982; Odegaard, 1946; Eaton, 1975). 

The artifact hypothesis proposes that rate-producing processes 

associated with perceiving, acknowledging, reporting, and seeking help 

for psychological distress symptoms, that operate differently for 

socio-demographic subgroups, account for observed patterns in 

treatment populations (Weissman and Klerman, 1977; Eaton, 1975). 

Higher treatment rates for married women are attributed to their 

propensity to seek help for emotional problems, more often than either 

married men or single women. Married women's unstructured and 

relatively less demanding homemaker roles offer them more time to 

adopt the sick role, seek professional help and, likewise, enter 

treatment since their absence is less disruptive to the family 

equilibrium (Nadelson and Notman, 1981; Williams, 1977; 1979; Giele, 

1 9 7 6 ) .  Other researchers have alternately argued that women's critical 

role in the family makes her illness particularly disturbing and, 

consequently, facilitates her entry into treatment by reducing her 

leeway to adopt the sick role (Nathanson, 1975; Parsons and Fox, 

1952). 

The use of treatment population samples introduces the possible 

influence of nonetiological factors associated with differential help 

seeking and treatment utilization, which may potentially explain 

observed associations. Support for the sex-role hypothesis that is 

restricted to research based solely on treatment population data, is 

potentially an artifact of differential treatment utilization. 



Moreover, a reliance on patient and treatment population samples 

limits the generalization of results since clinical samples, which 

tend to include more severe cases of mental disorder than community 

samples, are not representative of the general population. 

The causation hypothesis predicts that marriage prevents mental 

illness because, on average, it is associated with health protective 

factors such as emotional security, social support, and companionship. 

Being single and, therefore, isolated from supportive emotional 

relationships, is stressful, particularly in a society that promotes 

marriage. On the other hand, the selection hypothesis argues that 

psychiatric disorder decreases the probability of becoming and 

remaining married because it impedes the development of interpersonal 

skills necessary for courtship and marriage. 

Gove's sex-role hypothesis offers a causal interpretation for 

the gender specific effect of marriage. Relatively higher rates of 

mental illness and psychological distress observed for married women 

are attributed to their relatively greater exposure to stresses, 

strains, and conflicts associated with their marital role. 

Alternatively, a selection interpretation for the observed interactive 

effect of marital status and gender argues that men and women 

differentially select marital partners based on mental health status. 

Mental disorder and emotional instability represent a greater 

selective deterrent for marriage among men than among women. Whereas, 

the selection argument is predicated on the assumption that symptom 

and disease onset occurs prior to marriage and, therefore, determines 

marriage eligibility, the causation argument assumes that mental 

health status is a function of marital status. 



Cross-sectional data without dated information cannot establish 

temporal priority between mental health status and marital status. As 

a result, it undermines attempts to understand both the direction and 

relative importance of causation versus selection processes in the 

association between gender, marital status and mental health due to a 

lack of specification of causal order. Without dated information there 

is no way to further differentiate married individuals between those 

who were married prior to their diagnosis versus those who were 

diagnosed prior to marriage. With dated information, individuals who 

were diagnosed before marriage can be reclassified as unmarried when 

diagnosed. This inevitably increases the magnitude of the association 

between gender, marital status and mental health by altering the 

relative proportions of marital and mental health status categories. 

Moreover, assessing the gender specific effect of marriage on 

mental health based on cross sectional data, with retrospective dated 

information, requires the use of event history data analytic 

techniques. Event history analysis not only takes into account 

temporal priority among events, but can also take into account the 

problem of causal temporal proximity that is assumed in standard 

analytic methods. Standard analytic techniques assume the co- 

occurrence of events such as disorder onset and marriage is causally 

linked regardless of the temporal proximity of the two events. Thus, 

they assume a constant and continuous, that is, lifetime, effect for 

predictor variables once exposure to an event has occurred. Rather 

than assume causal temporal proximity, between the co-occurrence of 

marriage and disorder onset, event history models can empirically test 

for temporally proximate associations versus temporally distal 

nonassociations. 



1.4 Mental Health Operands 

Various operationalizations of mental illness, including 

measures of positive as well as negative affect, psychological 

distress as well as mental disorder diagnoses, and female-prevalent as 

well as male-prevalent expressions of mental illness, have been 

employed to investigate the sex-role hypothesis. Previous research, 

which has typically focused on female dominant expressions of mental 

illness (neglecting symptoms such as alcohol and drug abuse) (Horwitz, 

White and White, 1996), can not provide a comprehensive test of the 

differential impact of marriage on the well-being of men and women 

which may vary depending on mental health operand (Aneshensel, Rutter 

and Lachenbruch, 1991). A full assessment of the differential effect 

of marriage on mental health requires an inclusive assessment of 

prevalent mental health problems. 

Moreover, a considerable portion of previous research has 

focused on aggregate mental health measures. Since aggregate mental 

health measures assess overall net marital benefits, null findings 

based on aggregate measures could either reflect the absence of a 

gender specific effect or the presence of balanced marital benefits 

for men and women over different indicators of mental illness subsumed 

within the aggregate measure. Additionally, psychiatric outcome 

differences may further contribute toward contradictory and 

inconsistent results. Gove (1978b) has argued that stressors 

associated with the sex and marital roles of women may be much more 

strongly related to neuroses and psychophysiological disorders, that 

are highly reactive to situational stress, than to psychotic disorders 



which have a strong genetic component. Resolution of observed 

inconsistencies in sex-role research results requires identifying the 

specific psychiatric outcomes for which marriage differentially 

benefits men as well as the measures for which marriage either 

similarly or differentially benefits women. 

1.5 Historical Specificitv 

Underlying the premise of the sex-role hypothesis is the 

assumption the differential impact of marriage on mental health for 

men and women may be a recent and, possibly, historically specific 

phenomenon, which is subject to change as women's social and marital 

roles change (Gove, 1972; Gove and Tudor, 1973; Gove, 1978a) . 
Historical specificity implies that men's differential marital 

advantage is dependent upon the historical time within which marriage 

occurs. As women's labor force participation has increased over the 

past three decades, marital and family roles have changed away from 

complementary marital role patterns toward parallel patterns that have 

a more equitable distribution of marital and family stresses and 

resources. Thus, to the extent that women's marital roles account for 

their higher rates of mental illness, changes in gender roles would be 

expected to weaken men's differential marital benefit (Gove, 1972; 

197833). Variation over time in the presence and magnitude of the 

gender specific effect of marriage on mental health, that parallel 

post-feminist changes in women's roles in the family and their status 

in society, may contribute to the noted inconsistency of results from 

sex-role research. 



1 6 Life Course Perspective 

Finally, very little sex-role research has adopted a life course 

perspective that examines the role of age in the gender specific 

association between marriage and mental health. The stresses and 

strains associated with women's household tasks and childrearing 

responsibilities are particularly characteristic of young married 

women. If women's relatively greater exposure to stress dissipates 

over the life cycle, as their primary responsibility for household and 

childcare decline, the costs associated with marriage for women would 

decline. Married men and women would reap comparable marital benefits 

and men's differential marital advantage would similarly attenuate. A 

gender specific benefit of marriage would only be observed during 

specific stages of the life cycle (Gove, 1979). 

In addition, it is important to control for gender differences 

in the underlying distributions of both first marriage and disorder 

onset, for aggregate, as well as female- and male-prevalent mental 

health outcomes. Variation across the life course for marriage and 

disorder onset must be incorporated to control for the potentially 

confounding co-occurrence of marital timing and mental illness onset 

that would otherwise be misinterpreted as a causal association. 

1.7 Summary 

A number of factors either singly, or in combination, 

potentially contribute toward and, therefore, explain the current 

inconsistency of results from sex-role research investigating the 

gender specific effect of marriage. Concluding whether and, if so, how 



men differentially benefit from marriage has been limited by the 

following factors; 

the use of different analytic methods to assess the gender 

specific effect of marriage on mental health; 

a reliance on cross-sectional data without retrospective 

information that prohibit an understanding of both the direction 

and relative importance of causal versus selection processes in 

the relationship between gender, marital roles and mental health, 

due to a lack of specification of causal order; 

a reliance on patient and treatment population samples, which are 

not representative of the general populztion thereby limiting 

generalization of the results and, which theoretically introduce 

the influence of confounding nonetiological factors associated 

with differential help seeking and treatment utilization into 

observed associations; 

the non-uniformity of mental health outcomes examined. Therefore, 

the degree to which findings based on one mental health outcome 

may be generalized to others is unclear; 

adopting a micro-analytic perspective that restricts analyses to 

historically specific time periods rather than a meta-analytic 

perspective that compares results over time periods; 

not employing a life course perspective to examine the role of 

stage of life cycle in the gender specific association between 

marriage and mental health status. 

Since results from previous research remain inconclusive, the 

following research intends to address the hypothesis for gender 

specific marital effects by empirically assessing the presence of a 



gender specific effect of marriage using retrospective information 

obtained from a community population. The research will employ an 

analytic perspective that enables the separation of social causation 

versus social selection processes. Moreover, results will be compared 

across an inclusive range of mental health operands. Further, the 

research will take into account both the historically specific effects 

of marriage on mental health, as well as differences in age and stage 

of life in the assessment of marriage effects. 

The research will employ two sources of data. First, a meta- 

analysis of the literature on the gender specific effect of marriage 

on mental health. Second, an event history analysis using a large 

community survey that includes retrospective information for a broad 

based assessment of mental health functioning. 



CHAPTER 2 

LITERATURE REVIEW 

2.1 Introduction 

Empirically, the necessary criterion for evaluating the sex-role 

hypothesis is the presence of a statistically significant interaction 

effect between marital status and gender on mental health. Very little 

research has employed prospective or retrospective information to 

evaluate gender differences in the effect of becoming married. Rather, 

the majority of studies have relied on cross-sectionai data, without 

dated information, to assess gender differences in the effect of being 

married on mental health. Most of the studies that concluded their 

results provided support for Gove's sex-role hypothesis were based on 

analyses that neglected to subject the data to empirical assessments 

for the statistical significance of the interactive effect of gender 

and marital status on mental health. 



2.2 Analytic Methods 

In the absence of empirical tests for the gender specific effect 

of marriage, numerous investigators have, nonetheless, reported 

support for the sex-role hypothesis based on the conformity between 

observed and predicted distributional patterns for either a series 

between sex comparisons, where married and unmarried women were 

compared with their male counterparts, or a series of within sex 

comparisons, where married women were compared with unmarried women 

and married men were compared with unmarried men. A focus on between- 

sex comparisons of gender differences in mental health across marital 

status categories predicted higher rates of mental disorder for women 

among the married and either comparable or higher disorder rates for 

men among unmarried groups. Alternatively, a focus on within-sex 

comparisons of the gender differences in the beneficial effect of 

marriage predicted that marriage for women would either have no effect 

or a negative effect on their mental health if marriage only benefited 

men or a weaker positive effect, to the extent that marriage benefited 

both men and women. Support for Gove's theory is based on the 

concurrence between observed sequential comparisons and hypothesized 

patterns derived from the sex-role hypothesis. However, neither 

comparison can completely test the sex role hypothesis. 

An example of the sequential comparison pair-wise approach is 

presented below, in Table 2.1, using the results presented by Gove 

from Miles, Gardner, Bodian, and Romano's study on prevalence rates of 

treated mental disorder. Between-sex comparisons, of the gender 

differences in mental illness rates for the married versus the never 

married, are consistent with Gove's predicted distributional patterns. 



Prevalence rates for married women exceed the rates observed for 

married men by 1.38. In contrast, the prevalence rates for single men 

exceed the rates observed for single women by 6.60. Within-sex 

comparisons, of the gender differences in the effect of marriage on 

mental illness rates, are similarly consistent with Govefs sex-role 

hypothesis. Marriage is associated with reduced rates of mental 

illness for both men and women. However, among men, marriage is 

associated with reduced mental illness rates of 11.91. Among women, 

marriage reduced their rates of mental illness by only 3.93. In both 

cases, this represents a differential beneficial effect of marriage 

for men of 7.98. Even though the sequential pair-wise comparison of 

between-sex and within-sex differences is consistent with the 

distributional pattern predicted by Gove's sex-role theory, the 

differential effect of marriage for men (7.98) did not attain 

statistical significance when subjected to empirical analysis 

(odds=0.619, p=0.814). As demonstrated by this example, sequential 

pair-wise comparisons do not adequately assess the sex-role hypothesis 

since they investigate the presence of differences, rather than 

examine the statistical significance of observed differences. 

Table 2 . 1  
Treatment Rates of Mental I l l n e s s  by Gender and Marital Status, 

(persons per 1000) 

Men Women Gender Difference 

Single, Never Married 19.79 13.19 
Married 7.88 9.26 

Marriage Difference 

Source: Gove, Walter R . ,  " The Relat ionship  Between Sex Roles,  Marital S t a t u s  and 
Mental I l l n e s s " ,  Social  Forces, vol. 51, 1972. 



Gove (1972) reports evidence in support of his sex-role 

hypothesis based on a series of sequential comparisons of the between- 

and within-sex differences in rates of mental illness from a review of 

17 post-World War I1 studies. Consistent with his derived predictions, 

between-sex comparisons demonstrated that married women had higher 

rates of mental illness than married men in all studies and the 

majority of studies indicated single women had lower rates of mental 

illness than single men did. Within-sex comparisons consistently 

demonstrated a pattern of differential martial gains favoring men. 

Both men and women benefited from marriage. However, the single to 

married ratios of mental illness, which indicate the relative 

preponderance of mental illness among the never married, were, on 

average, twice as large for men as for women. Thus, marriage had a 

greater impact on reducing the risk of mental disorder for men. 

Gove (1979) later supplemented this review by replicating his 

analysis using national data from large representative surveys on 

psychiatric treatment rates in institutionalized settings. In contrast 

to an overall pattern of higher rates of psychiatric treatment for 

married women in both outpatient services and psychiatric units in 

general hospitals, married men reported slightly higher rates of 

admission into public mental hospitals. Although treatment rates for 

married men and women in this setting did not correspond to the 

overall pattern, they did not necessarily negate the sex-role 

hypothesis. It is possible for hospital admission rates for married 

men to exceed rates observed for married women but still be consistent 

with support for the sex-role hypothesis if the decline in the 

probability of hospital admission associated with marriage is 

statistically significantly greater for men compared to women. 



Evidence in support of a gender specific marital effect benefiting men 

for all treatment settings was implied by the substantially larger 

never married to married treatment rate ratios observed for men in all 

treatment settings. To the extent these differences were statistically 

significant, the sex-role theory would be supported even though 

treatment rate patterns for public mental hospitals were inconsistent 

with Govefs predictions. Like Govers earlier work, his analysis of 

national psychiatric treatment data similarly suggested support for 

the sex role hypothesis but failed to provide conclusive evidence, 

since gender differences in marriage ratios were not submitted to 

empirical analyses assessing their statistical significance. 

Bernard (1972) similarly supports her argument that the 

psychological benefits of marriage seem to be considerably greater for 

husbands than for wives based on a series of sequential within- and 

between-sex pair wise comparisons. First, Bernard's comparison of 

married men with single men demonstrated the extension of the 

psychological benefits of marriage to men. Fewer married men showed 

serious symptoms of psychological distress. Married men reported lower 

rates of mental health inpairment and suicide and higher levels of 

happiness and psychological well being than single men did. Second, 

Bernard established the psychological costs of marriage for women 

through a series of pair-wise comparisons of the mental and emotional 

health of married women with married men and, also, with unmarried 

women. Married women were more likely to report depression, neurotic 

symptoms, phobic tendencies, psychological distress symptcms and 

mental health impairment than both married men and single women. 

Finally, a comparison of the gender differences in mental health 

observed among the never married confirmed the advantageous and 



favorable position of single women relative to single men. Single 

women were less likely to report severe depressive, neurotic or phobic 

tendencies, symptoms of psychological distress and mental health 

impairment than single men were. 

The pattern of married men's favorable position relative to 

single men in terms of their happiness, psychological well-being, 

psychosomatic symptoms and specific psychological disorder syndromes 

starkly contrasted the position of married women's unfavorable mental 

and emotional health relative to never-married women. Thus, Bernard 

concluded support for menfs differential benefit of marriage based 

upon an observed pattern of opposite effects that demonstrated an 

improved mental health for married men relative to never-married men 

and poorer mental health status observed for married women relative to 

never-married women. Although the analyses suggested marriage 

differentially benefited men, opposite effects alone are insufficient 

evidence to demonstrate support for the sex role hypothesis since it 

is possible for marriage to be associated with improved mental health 

for men and reduced mental health for women but nonsignificant marital 

effect differences. 

Some researchers comparing gender differences in mental health 

across marital status categories have interpreted the sex-role 

hypothesis to imply that, in order for women's marital roles to 

account for gender differences in mental health, higher rates of 

mental illness would be observed, and only observed, among married 

women. A pattern of statistically significantly higher rates of mental 

illness for women regardless of marital status, reported by Fox 

(l98O), Kessler and McRae (1984) and Ensel (l982), was likewise 

interpreted as providing compelling disproof of Govefs sex-role 



hypothesis. However, support for a gender specific benefit of marriage 

favoring males would still be observed under the condition of higher 

rates for females in all marital status categories to the extent that 

gender differences among the married significantly exceed gender 

differences observed for the never married. Consistent with this 

premise, Fox (1980), Kessler and McRae (1984) and Ensel's (1982) 

analyses all reported greater gender differences among the married 

than unmarried categories. To the extent greater gender differences in 

mental health among the married were statistically significant, their 

results would be consistent with the sex role hypothesis, as well as 

the premise that higher rates for females in all marital status 

categories do not necessarily negate this support. 

Other researchers have addressed the sex role hypothesis by 

comparing the marital status-mental health association for males and 

females without empirically testing for the statistical significance 

of the gender and marital status interaction effect (Gove, Hughes and 

Style, 1983; Glenn, 1975; Glenn and Weaver, 1988; Volicer, Cahill and 

Smith, 1981; Parker, Parker, Wolz and Harford, 1980; Horwitz and 

White, 1991; Horwitz, White and White, 1996). Gender differences in 

the relationship between marital status and mental health led to the 

conclusion of a gender specific effect of marriage. Since this 

research did not empirically assess the relative differences in 

marital effects on mental health, gender specific analyses can not 

completely test the sex-role hypothesis of gender specific marital 

effects. 

A comparison of gender differences in the amount of variance 

explained by marital status for a number of mental health outcomes led 

Gove, Hughes and Style (1983) to conclude their results were 



consistent with the sex-role hypothesis. Relationships between marital 

status and both home life satisfaction and overall happiness were much 

stronger for men than for women and relationships with overall life 

satisfaction and the mental health balance scale were slightly 

stronger for men than for women. While the amount of variance 

explained by marital status was greater for men, this does not 

indicate that, net of the effect of control variables, the effect of 

marriage is greater for men. Contrary to their conclusions, a 

comparison of gender differences in marital status effects suggested a 

stronger association for men was only observed with respect to home 

life satisfaction, where marriage was associated with a differential 

increase of mean home life satisfaction scores for men. Comparable 

improvements in mental health balance scores for men and women 

indicated the absence of a differential impact of marriage on mental 

health. Moreover, results suggested that marriage differentially 

improved women's overall happiness and life satisfaction. This result 

contradicts both Govefs sex-role hypothesis that marriage 

differentially benefits men, as well as Gove, Hughes, and Styles' 

conclusion that marital status appeared to be more important for men 

than for women. 

Glenn (1975) similarly offered evidence that contradicted Gove 

and Bernard's thesis that marriage is more beneficial for men than for 

women. Following Covets sex role hypothesis, Glenn predicted that 

married men, as an aggregate, would report substantially greater 

happiness than men who were widowed, divorced, separated, or never- 

married. Married women, on the other hand, would report little or no 

greater global happiness than unmarried women. His analysis of General 

Social Survey data demonstrated that both married men and women 



reported statistically significantly higher global happiness than any 

category of unmarried men and women. Furthermore, Glenn noted that for 

each marital status comparison, the difference in the percentage of 

married respondents reporting they were very happy relative to each 

unmarried comparison group was greater for women than for men. Thus, 

marriage appeared to differentially benefit women moreso than men. 

Gender differences in the association between marital status 

with alcohol consumption and alcohol-related problems have similarly 

been assessed by a number of researchers (Volicer, Cahill and Smith, 

1981; Parker, Parker, Wolz and Harford, 1980; Horwitz and White, 1991; 

Horwitz, White and White, 1996) primarily in terms of differences in 

the presence, or absence, of significant marital status effects 

observed for males versus females. Volicer et al. (1981) and Parker et 

al. (1980) both noted that marital status did not predict alcohol 

consumption patterns among women. However, for men, marriage had a 

significant influence on reducing the quantity of alcohol consumed and 

the proportion of heavy and problem drinkers, as well as the 

proportion of men who were either alcoholic or met multiple alcohol- 

related behavior criteria. Conversely, research conducted by Horwitz 

and White (1991) of a longitudinal sample of a cohort of young 24 year 

old adults and follow-up comparisons of this cohort 7 years later 

(Horwitz, White and White, 1996), reported that becoming married was 

associated with fewer alcohol problems for women but not for men. 

Overall, comparisons of gender differences in the presence or 

absence of statistically significant associations represent an 

inadequate assessment of gender specific effects. It is possible for 

marriage to be associated with reduced rates of alcohol disorders for 

one gender group, while unrelated to alcohol disorders for the other 



gender group, but with nonsignificant differences in marital status 

effects. 

In general, a substantial body of sex-role research has been 

based on sequential comparisons of between- and within-sex differences 

in rates of mental illness. This research has demonstrated both a 

pattern of opposite effects indicating that marriage decreases men's 

mental illness rates while increasing rates of disorder among women as 

well as evidence of differential marital benefits favoring men. 

Despite the fact that support for the sex-role hypothesis lied 

primarily in the consistency between observed patterns of mental 

disorder relative to the rate patterns implied and expected by the 

sex-role hypothesis, this analysis has been widely cited as evidence 

of a gender specific effect of marriage and has played a critical part 

in the literature on sex roles, marital roles, and mental illness 

(Gove, 1978b; Kessler and McRae, 1984). 

Additionally, a large number of studies have compared 

differences in marital effects based on analyses that examined the 

effect of marriage on mental health separately for men and women. 

Since analyses were conducted separately for men and women, sex 

differences in the effect of marital status were presumed, rather than 

empirically assessed. Neither a comparison of distributional patterns 

nor a comparison of main effects can assess the interactive effect of 

gender and marital status. 

Later research increasingly included empirical tests for the 

statistical significance of the interactive influence of gender and 

marital status on mental health. A number of these investigations 

found evidence of a statistically significant interaction effect 

indicating that marriage differentially benefited males for neurotic 



disorders (Tennant, Bebbington and Hurry, 1982), psychiatric disorders 

(Tweed and Jackson, 1981), suicide rates (Mastekassa, 1993), 

psychological distress (Mastekaasa, 1994; Fox, 1980), general well- 

being (Mastekaasa, 1994; Fox, 1980), depression (Bromet and Moos, 

1976) and alcohol consumption (Cronkite and Moos, 1984). Even though 

this research definitively provides support for Gove's sex-role 

hypothesis, other research has reported that marital status and gender 

interaction effects were nonsignificant (Cochrane and Stopes-Roe, 

1981; Gore and Mangione, 1983; Warheit, Arey, Holzer and Bell, 1976). 

Furthermore, other research has reported evidence of a statistically 

significant interaction effect indicating that marriage differentially 

benefited women for alcohol problems (Horwitz, White and White, 1996). 

In sum, research result inconsistencies are evident not only 

across but also within differing analytic approaches. Consistent with 

Gove's sex-role theory that marriage differentially benefits men, 

research has reported that higher rates of disorder and distress for 

women predominate among the married and marriage is associated with 

greater mental health improvements for men moreso than women. Even 

though between-sex comparisons of gender differences in mental illness 

across marital status groups appeared to contradict Gove's argument by 

demonstrating that women reported higher rates of mental illness 

regardless of marital status, greater gender differences observed 

among the married suggested evidence for men's differential marital 

benefits. 

Gender differences in the effect of marriage suggested the 

presence of differential marital benefits for men with respect to home 

life satisfaction, depression and alcohol consumption. However, 

similar marital benefits for men and women were observed with respect 



to psychological distress or disorder. Moreover, some research 

suggested that women differentially benefit from marriage in terms of 

happiness, life satisfaction and reduced alcohol problems. 

Results from empirical investigations of the interactive effect 

of gender and marital status on mental health were similarly 

inconsistent. Research reporting a statistically significant 

interaction effect between marital status and gender concluded support 

for Gove's theory that marriage is more health protective for men. 

These conclusions were contradicted by research demonstrating 

nonsignificant interactive effects of marriage and gender and, thus, 

comparable marital benefits for men and women. 

2.3 Mental Health Outcomes 

Both within and across studies, research investigating the sex- 

role hypothesis has employed numerous different operationalizations of 

mental illness, including measures of positive as well as negative 

affect, psychological distress as well as mental disorder diagnoses, 

and female-prevalent as well as male-prevalent expressions of mental 

illness. Previous research has predominantly focused on female related 

expressions of mental illness such as depression, anxiety and 

psychological distress. Male related expressions of mental illness 

such as alcohol and drug use, abuse and dependence have largely been 

neglected. Since the differential impact of marriage on the well-being 

of men and women may differ for female- versus male-prevalent forms of 

mental health, research that does not address both forms of gender 

specific expressions of mental illness can not provide a complete test 

of the sex-role hypothesis (Aneshensel, Rutter and Lachenbruch, 1991). 



Other research has focused on aggregate mental health measures 

(Miles et al., 1964; Tauss, 1967; Rosenstein and Milazzo-Sayre, 1982; 

Weissman, et al., 1984). On the one hand, comprehensive aggregate 

mental health measures demonstrate the net relative marital advantage 

for men or women. On the other hand, since aggregate measures assess 

overall net marital benefits, patterns of differences can be subsumed 

within aggregate measures. Statistically significant results may 

indicate a gender specific effect of marriage that applied to all 

mental health measures or to only a select subset of specific mental 

health indicators contained within the aggregate. Null findings could 

either reflect the absence of a gender specific effect overall, or the 

presence of balanced marital benefits for men and women over different 

indicators of mental illness. Consequently, efforts that assess and 

compare both aggregate and specific mental health measures are 

important to describe both specific, as well as net, gender specific 

marital effects. 

Still other research has focused solely on specific 

psychological measures such as schizophrenia (Frumkin, 1954; Thomas 

and Locke, 1963; Eaton, l97S), psychosis (Bland, l977), alcoholism 

(Johnson, 1982), drug abuse and dependence (D'arcy and Bold, 1983), 

affective disorders (Bebbington, 1987), neurosis (Tennant, Bebbington 

and Hurry, 1982), depression (Ensel, 1982; Dean and Ensel, 1983), and 

happiness (D'arcy and Siddique, 1985; Bradburn, 1969; Bradburn and 

Caplovitz, 1965; Glenn, 1975; Glenn and Weaver, 1988; Lee, 1991). Gove 

(1978b) has argued that stressors associated with the sex and marital 

roles of women may be much more strongly related to neuroses and 

psychophysiological disorders, that are highly reactive to situational 

stress, than to psychotic disorders which have a strong genetic 



component. Thus, psychiatric outcome differences may additionally 

contribute toward contradictory and inconsistent results. 

Resolution of observed inconsistencies requires identifying the 

specific psychiatric outcomes for which marriage differentially 

benefits men as well as the measures for which marriage either 

similarly or differentially benefit women. 

2.3.1 Psychiatric Disorders 

Sex-role research that investigated psychiatric disorders based 

on treatment population have predominantly concluded support for 

Gove's sex-role hypothesis. Gove's (1972) review of 13 studies of 

treated mental disorder found most studies indicated married women bad 

substantially higher rates of mental disorder than married men and 

single men had a greater tendency to become mentally ill than single 

women. Furthermore, single to married ratios of mental disorder were 

generally larger for men than women. However, while most studies 

indicated being married was considerably more advantageous to men, two 

studies contradicted this general pattern. Innes and Sharp's report of 

psychiatric care referrals and Shepard's report of general physician 

consultation episodes for mental disorders reported approximately 

comparable single to married ratios of mental illness for men and 

women. Thus, data on the incidence, prevalence, admission and 

discharge rates for psychiatric care facilities provided stronger 

support for Cove's sex-role hypothesis than data on psychiatric 

referral rates. Analyses based on rates of psychiatric treatment in 

public and private mental hospitals, general hospitals and outpatient 

psychiatric clinics (Gove, 1979; Gove, Style and Hughes, 1990; Berah, 



1983; Lavik, 1982; Martin, 1976; Tweed and Jackson, 1981) have 

similarly indicated that marriage is associated with greater 

reductions in the risk of psychiatric disorder for men than women. 

Investigations of specific psychiatric disorders have additionally 

demonstrated that men's differential marital advantage extends to 

schizophrenia (Eaton, 1975; Bland, 1977; Rushing, 1979; Yusuf, 1984) 

affective and other psychoses, neuroses, depression, paranoia, as well 

as personality and substance disorders (Bland, 1977; Rushing, 1979; 

Yusuf, 1984). Moreover, some community population based research that 

investigated prevalence rates of psychiatric disorders were consistent 

with results based on treatment population data ( S r o l e ,  1962; Berah, 

1983; Bebbington Hurry, Tennant, Sturt and Wing, 1981; Tennant, 

Bebbington and Hurry, 1982; Tien and Eaton, 1992; Lehtinen, 1994; 

Ensel, 1982; Dean and Ensel, 1983). 

However, results from the Yale Epidemiologic Catchment (ECA) 

Project, a large community survey, revealed comparable marital 

benefits in reducing 6-month prevalence rates of any psychiatric 

disorder for men and women (Weissan, Leaf, Myers, Tischler and Holzer, 

1984). Results from the ECA study contradict a large body of prior 

research. More recent null findings may reflect historical specificity 

but null findings may also be a function of changes in the measurement 

of mental health over time. The ECA results are noteworthy because 

this study incorporated a measurement of mental health that more 

closely approximates DSM-111 diagnostic equivalents. 



2.3.2 Psvcholoaical Distress and Depression 

In contrast to Gove's prediction that men's differential marital 

benefit would be more pronounced when assessed with less severe mental 

health measures, numerous investigations failed to find support for 

the sex-role hypothesis with measures of psychological distress, 

psychophysiological symptoms and depression. Research demonstrated 

marriage produced comparable declines in psychological distress scores 

(Reskin and Coverman, 1985; Thoits, 1987), anxiety, somatic and 

depression symptom scores (Cochrane and Stopes-Roe, 1 9 8 1 ) ,  health 

opinion scores (Warheit, Holzer, Bell and Arey, l976), and 

psychophysiological distress (Gore and Mangione, 1983). 

Supportive evidence for the sex-role hypothesis based on 

measures of psychological distress is limited. Fox's (1980) analyses 

of three national population studies indicated little substantive 

support for the interaction effect of sex and marital status. Evidence 

for the sex role hypothesis varied by data source and statistically 

significant interaction effects accounted for only a small proportion 

of the total explained variance. Mental health was assessed in terms 

of both mean symptom scores as well as rates of untreated mental 

illness according to the operational definitions, employed by Gove and 

his colleagues, that established various cut-off points for case 

identification on psychiatric symptom inventories for psychological 

anxiety, psychological distress and general well-being. Relative to 

the single, marriage for men, was associated with greater reductions 

in psychological distress symptoms and greater improvements in general 

well-being. However, psychological anxiety measures provided no 

support for men's differential marital benefit. 



Kessler and McRae's (1984) replication of Fox's work based on a 

review of 11 national and community population surveys similarly 

showed that women had higher rates of depression, psychophysiological 

distress and nervous exhaustion than men, among the previously 

married, the never married and the currently married. Since the 

pattern of gender differences within marital status categories 

differed from Gove's analysis of treatment statistics, which revealed 

that women had higher rates than men only among the married, Kessler 

and McRae argued their results provided no support for the view that 

marital roles contain the major stresses associated with mental 

illness among women. However, their results suggested some support for 

men's greater marital benefits, since weighted average net sex  (F:M) 

differences were between two to three times as large for the married 

compared to the never married. Thus, there was a greater preponderance 

of mentally ill women among the married than among the never married. 

Still, multiplicative increases in risk of mental disorder associated 

with marriage for women were estimated from very low baseline levels 

observed among the never married (ranging from .011 to .197). 

In contrast to Govers prediction that mental health outcomes, 

typically assessed in epidemiological surveys, would provide stronger 

evidence of men's differential marital advantage, a large body of 

research addressing measures of psychological distress has failed to 

support the sex role hypothesis. Thus, support for a gender specific 

effect of marriage favoring men in terms of psychological distress and 

depression appears to be limited to specific indicators of 

psychological distress. 



2.3.3 Alcohol 

Even though previous research has widely documented that, 

compared to men, more women abstain from alcohol consumption, fewer 

women are alcoholics and, on average, drinking women consume less 

alcohol (Johnson, 1982), their differential exposure to the stresses 

and conflicts associated with their marital role is expected to place 

married women at a higher risk for alcohol and drug abuse than their 

male counterparts. Although numerous studies indicate the gender 

specific effect of marriage extends to male-prevalent expressions of 

mental health such as alcohol use, abuse and dependence (Johnson, 

1982; Volicer, Cahill and Smith, 1981; Parker, Parker, Wolz and 

Harford, 1980; Bromet and Moos, 1976; Cronkite and Moos, 1984), this 

research also suggests that gender specific effects of marriage may 

vary by age as well as across generations. There is some evidence that 

marriage differentially benefited males in early studies conducted 

between 1950 and 1970. Recent studies conducted after the mid-1970's 

demonstrate that men's differential marital gains are restricted to 

older adults. Among young adults, marriage differentially benefits 

women 

Knowlesf (1983) longitudinal study of the demographic and social 

characteristics of patients admitted to private alcoholism treatment 

hospitals, between 1955 and 1980, revealed an overall decline in men's 

differential marital advantage. Increased admission of single female 

patients combined with decreased admission of married female patients 

conjointly contributed toward increased marital benefits for women. By 

1980, marriage had comparable beneficial effects for both sexes. 



Consistent with a trend toward declining differential marital 

benefits for men, Johnson's (1982) analysis of sex and marital status 

differences in alcohol consumption and alcohol-related behavioral 

problems, based on a national American data collected in the early 

1970ts, suggested the association of marriage with reduced heavy 

drinking, fewer alcohol problems and an increased probability of 

abstention was much stronger for men than for women. Parker, et al.'s 

(1980) community study of adult drinkers in 1974 found that marriage 

did not predict consumption patterns among women, although it did 

predict them among men. Despite the fact that significant marital 

effects were only observed among men, gender differences in the effect 

of marriage on reducing the frequency of drinking events, quantity per 

drinking event and weekly alcohol consumption were weak because the 

effect of marriage for women was similarly negative though 

nonsignificant. Thus, net gender differences were marginal. 

Bromet and Moos' (1976) and Cronkite and plloos' (1984) 

investigations of alcoholic patients treated at residential alcoholism 

programs in the mid-197Ots, found only limited evidence that sex 

differences in personal background characteristics, drinking patterns, 

and treatment outcome were dependent on marital status. Gender by 

marital status interaction effects were not significantly related to 

personal background characteristics including age at first drink, age 

first inebriated, age drinking became a problem, family drinking 

history, or previous alcoholism treatment. Nor were interaction 

effects significantly related to alcohol consumption, multiple 

substance use, and drinking patterns. Tests for gender differences in 

the effect of marriage revealed only two interaction effects, 

including alcohol consumption at intake and post-treatment abstinence. 



Marriage differentially reduced pre-treatment alcohol consumption 

levels for women and differentially increased the probability of 

abstention for men. Miller-Tutzauer, et al.'s (1991) analysis of 

marriage and changes in alcohol use, based on longitudinal data 

collected from 1983 to 1985, found that men and women exhibited the 

same patterns of alcohol consumption over time. Though women 

consistently drank less than men, regardless of marital status, 

comparable declines in the frequency and quantity of drinking were 

observed in the year preceding marriage, which continued into the 

first year of marriage for both men and women. 

There is some evidence from recent studies that current 

nonsignificant gender differences in marital effects may reflect 

counteracting age differences in the gender specific benefit of 

marriage. Whitehead and Layne's (1987) examination of sex differences 

in the effect of marriage for young adults aged 15 to 29 years, based 

on data collected from a national Canadian sample in 1981, showed that 

women, moreso than men, benefited from marriage. Among young adults, 

between the ages of 18 and 21, marriage was associated with increased 

proportions of heavy drinkers for men and fewer heavy drinkers for 

women. Among the 22 to 25 year age group and the 26 to 29 year age 

group, greater reductions in heavy drinking were observed among women. 

Horwitz and White's (1991) longitudinal analysis of a cohort of young 

adults interviewed at 21 and again at 24 years of age revealed that, 

relative to men, women were differentially advantaged by marriage. 

Horwitz, White and White's (1996) follow-up analysis of young adults 

who later became married or remained single by 31 years of age also 

found that women, but not men, who became married reported fewer 

alcohol problems. Temple, Fillmore, Hartka, Johnstone, Leino and 



Motoyoshi's (1991) meta-analysis of 12 longitudinal studies that 

examined the effect of changes in marital status on alcohol 

consumption, similarly demonstrated that becoming married was 

associated with decreased alcohol drinking for young women aged 18 to 

39 years. Among older age groups, marriage differentially benefited 

men. 

Thus, differential marital advantages favoring women at younger 

ages during their childbearing years and men at older ages may combine 

to produce null overall differences observed in recent studies of 

gender differences in the effect of marriage on alcohol consumption 

patterns and alcohol-related behavior problems. 

2.3.4 Happiness 

Self-reported assessments of overall happiness were one of the 

prime indicators of mental 'maladjustment' available in early studies 

of general populations. Community studies conducted in the late 1950's 

and early 1960's strongly suggested that marriage also differentially 

benefited men's mental health in terms of measures of positive affect 

(Knupfer, 1966) . In contrast to this evidence, Glenn (1975) rejected 
both Bernard's and Gove's thesis that marriage is more beneficial to 

husbands than to wives, based on evidence from American General Social 

Survey data, collected between 1972 and 1974, on self-reported 

happiness. Married men and women reported higher global happiness than 

their unmarried counterparts, however, marital status differences in 

the percentage "very happy" were somewhat greater for women than for 

men indicating that, on average, marriage appeared to differentially 

benefit women. Bernard (1972) dismissed these contradictory results as 



a form of false consciousness, suggesting that married women were 

happier than married men because women have been led to associate 

marriage with happiness and, therefore, must be happy if they are 

married. However, Gove (1978a) notes the finding that women express as 

much positive affect as men, while appearing to be in poorer mental 

health, is consistent with an extensive literature indicating that 

positive and negative affect scales are unrelated. 

Interestingly, when Glenn (1975) further examined happiness 

levels in the General Social Survey data by age group, marriage 

appeared to only differentially benefit young women aged 18 to 39 

years. Among older age groups, 40 to 59 years and at least 60 years of 

age, marriage was associated with greater happiness among men. D'arcy 

and Siddique (1985) similarly noted that evidence for a gender 

specific benefit of marriage favoring men was restricted to older age 

groups, at least 40 years of age. However, unlike Glenn (1975), their 

analysis of national Canadian data on self-reported happiness reported 

comparable marital benefits among the youngest age group, 18 to 39 

years, as well as comparable marital benefits overall, rather than a 

weak differential benefit for women. Gove, Hughes and Style's (1983) 

and William's (1988) examination of national data collected in the 

late 1970's similarly failed to find evidence of gender specific 

marital effects on global happiness and other measures of positive 

affect. 

Historical comparisons of the association between gender, 

marital status, and self-reported happiness in the General Social 

Survey conducted by Glenn and Weaver (1988) and Lee, Seccombe and 

Shehan (1991) demonstrated a steady decline in both the positive 

relationship between marital status and happiness, as well as the 



differential advantage for men. Both analyses showed that trends 

toward increased reported happiness of never married males attenuated 

the relative advantage experienced by men in the early 1970's until 

the mid-1980fs, when marriage produced comparable improvements in men 

and women's global happiness. Lee et al.9 replication and extension 

of Glenn and Weaver's analysis, that included data from the General 

Social Survey from 1987 through 1989, found that attenuating marital 

effects reversed somewhat during the latter part of the 1980's when, 

relative to men, women differentially benefited from marriage. 

However, since this pattern once again reversed in 1989 to resume 

levels observed in the early 1970's when marriage differentially 

benefited men, it is difficult to judge whether women's advantage in 

the late 1980's reflects future trends or a short-lived anomaly. 

In sum, there is evidence that men's differential marital 

advantage applies to various measures of mental health. Treatment 

population studies of prevalence, incidence and discharge rates 

suggest support for men's differential marital gain. Although Gove 

predicted that less severe outcome measures of psychological distress 

and depression, that are typically collected in community 

epidemiological surveys, would provide stronger evidence of the gender 

specific benefit of marriage, due to the responsiveness of these 

outcomes to situational stress, evidence from community studies of 

psychological distress, depressive syrnptomatology and mental well- 

being provided only limited substantive support for the sex-role 

hypothesis. Research also suggested that men's relative advantage from 

marriage for levels of happiness and alcohol patterns is restricted to 

studies conducted prior to the 1970's and is observed in more recent 

studies of data collected after the mid-1970's only among older men. 



Evidence indicating young women differentially benefit from marriage 

in terms of their happiness and use of alcohol signifies the 

importance of considering both male- as well as female-prevalent 

expressions of mental health. The psychological benefits of marriage 

for women's happiness and substance use may sufficiently balance the 

stressful consequences. Thus, both men and women may benefit from 

marriage. 

2.4 Historical S~ecificitv 

Inconsistent and discrepant results from sex-role research may 

additionally be a function of historical specificity of the gender 

specific association of marriage with mental health. To the extent 

that women's marital roles differentially expose them to stressors, 

conflicts and resources, the gender specific effect of marriage would 

be expected to change over time as women's social and marital roles 

change (Gove, 1972; Gove and Tudor, 1973; Gove, 1978a). Historical 

specificity of this association implies that men's differential 

marital advantage is dependent upon the historic time within which 

marriage occurs. Post-feminist changes away from complementary marital 

role patterns toward parallel patterns that have a more equitable 

distribution of marital stresses and strains, combined with women's 

increased labor force participation, would be expected to weaken men's 

differential benefit from marriage. Whereas earlier research may 

provide support for the sex-role hypothesis, more recent studies may 

fail to provide support due to the changes in women's roles in the 

family and their status in society. 



Attenuated differential advantages for men over time are 

suggested by previous research trends. The majority of studies 

conducted prior to the mid 1970's generally indicate that men 

differentially benefit from marriage (Gove, 1972; 1979; Bernard, 1972; 

Fox, 1980; Kessler and McRae, 1984; Ensel, 1982; Gove, Hughes and 

Style, 1983; Volicer et al. 1981; Parker et al., 1980, Glenn, 1975; 

Tweed and Jackson, 1981; Mastekaasa, 1993; 1994; Cronkite and Moos, 

1984; Tennant, Bebbington and Hurry, 1982; Knupfer, Clark and Room, 

1966). Most studies based on data collected after the mid-1970's 

suggests comparable marital benefits for men and women (Cochrane and 

Stopes-Roe, 1981; Gore and Mangione, 1983; Warheit, Arey, Holzer and 

Bell; 1976; Thoits, 1987; Zirnrnerman-Tansella et al., 1991; Horwitz and 

White, 1991). 

Indirect evidence for historical specificity of men's relative 

marital advantage is suggested in research examining changes in the 

gender differences of mental health over time. Gove and Tudor (1973) 

provide some evidence of a change in the s e x  ratio of mental disorder 

occurring around the Second World War. Prior to World War 11, research 

in North America and Western Europe indicated that men had higher 

rates of mental illness than women did. The majority of studies 

conducted after World War I1 showed higher rates for women. Recent 

studies demonstrating a convergence in mental illness rates for men 

and women (Gove, 1978a; Kessler and McRae, 1984; Murphy, 1984; Srole 

and Fischer, 1980; McLanahan and Glass, 1985) are also consistent with 

the expectation the gender gap in mental health would narrow as female 

roles become more comparable to those of men. 

Additional indirect evidence is obtained from investigations 

employing age differences in the association between gender, marital 



status and mental health as a proxy measure for time or cohort trends 

(Ensel, 1982). Evidence of a cohort trend, that men's differential 

advantage declined over time as sex roles have become more similar 

among younger cohorts, is provided by research demonstrating 

increasing gender differences in marital benefits with age 

(Bebbington, 1987; Glenn, 1975; DfAxcy and Siddique, 1985; Whitehead 

and Layne, 1987). Life course trends, on the other hand, predict the 

opposite trend of a declining differential advantage for men with age 

because sex role differences in employment, marital and parental 

statuses may not be as pronounced among older persons who have entered 

post-retirement and post-childrearing life cycle stages. Numerous 

investigations demonstrating that men's favorable marital benefits 

have either declined with advancing age (Gove, 1979; Gove, Style and 

Hughes, 1990), or are restricted to young adults (Horwitz and White, 

1991; Horwitz, White and White, 1996; Ensel, 1982; Dean and Ensel, 

1983), indicate support for life-cycle differences. In general, 

investigations employing age as a proxy for either cohort differences 

or life course trends are based on strong assumptions of 

nonsignificant aging effects or cohort effects, respectively 

(Mastekaasa, 1994). Evidence supporting both perspectives is 

consistent with the idea that life cycle and historical changes are 

not mutually exclusive and potentially co-occur. 

Time trend analyses of changes in the gender specific benefit of 

marriage on improved happiness and reduced risk of alcoholism 

treatment provide some support for Gove's prediction that men's 

differential marital advantage has attenuated since the 1950 's  as 

social and marital sex roles have changed. Glenn and Weaver (1988) 

found a greater overall steady decline in the positive association 



between marital status and reported happiness for men in their 

comparison of pooled data for the years 1972 to 1976  with 

corresponding data for the years 1982 to 1986.  In fact, men no longer 

differentially benefited from marriage by the 1982 to 1986 period, 

when comparable increases in levels of happiness were observed for men 

and women. Changes resulted primarily from an increase in the reported 

happiness of never-married males. Not surprisingly, Lee, Seccombe and 

Shehan (1991)  arrived at similar conclusions in their extension of 

Glenn and Weaver's analysis, although including information on self- 

reported happiness from 1987 until 1989  weakened the trend toward 

declining benefits of marriage for both men and women and reversed the 

trend of men's attenuating differential advantage. Increased happiness 

levels among never married women, in 1989, decreased the benefit of 

marriage for women. Consequently, relative to women, men's 

differential benefit of marriage reappeared. 

Knowles, Smith, and Lemere (1983) noted a similar declining 

benefit of marriage for males in their longitudinal analysis of 

alcoholic patients. While marriage was associated with greater risk 

reductions for treatment of alcoholism among males between 1955 and 

1960, by the 1976-80 time period marriage was associated with 

comparable benefits for both men and women. Declines were largely 

attributed to increased treatment rates observed for single women, 

which were accompanied by modest treatment rates increases for married 

men. 

In sum, even though mental illness rates for men and women have 

converged over time, this trend does not necessarily reflect married 

women's improved social position because marital roles became less 

stressful. Evidence that men's greater marital benefits have 



attenuated over time resulted from increased treatment rates for 

alcoholism among single women and increased levels of happiness for 

never married males, combined with decreased happiness levels for 

married women. Thus, changes in married women's mental health alone do 

not appear to be responsible for men's attenuated relative marital 

gains. 

2.5 Life Course Pers~ective 

Sex-role research that has adopted a life course perspective by 

examining the role of age in the gender specific association between 

marriage and mental health, provides evidence for the argument that 

men's differential benefit of marriage may be restricted to specific 

stages of the life cycle when women are differentially exposed to the 

stresses associated with the domestic responsibilities of marriage and 

motherhood. As women's primary responsibility for household and 

childcare decline over the life course, the costs associated with 

marriage for women decline, and men's differential marital advantage 

would be expected to attenuate. 

Numerous investigators have demonstrated that age significantly 

contributed to sex and marital differences in levels of depression and 

happiness as well as alcohol use and alcohol related behavior. Among 

young adults, marriage differentially benefited women with respect to 

lowering alcohol consumption and raising happiness scores (Horwitz and 

White, 1991; Horwitz, White and White, 1996; D'arcy and Siddique, 

1985; Whitehead and Layne, 1987; Temple et al, 1991) while also 

differentially benefiting men with respect to lowering depression 

scores and the risk of a depressive episode (Ensel, 1982). Among older 



adults, marriage differentially benefited men with respect to their 

levels of happiness and alcohol use (Temple et. al, 1991; Ensel, 1982; 

Df arcy and Siddique, 1985)  . 
Thus, marriage may differentially benefit both men and women for 

specific mental health outcomes depending upon the stage of life. 

During the early stages of adulthood, when women are differentially 

exposed to the stresses of household and child care responsibilities, 

men are differentially advantaged with respect to depression. Women 

are differentially advantaged with respect to alcohol use and 

happiness. During the later stages of adulthood, when marital 

stressors are more equitably divided within a marriage, men are 

differentially advantaged in terms of alcohol use and happiness. 

2.6 Summary 

A substantial body of research claiming support for the sex-role 

theory has relied on cross sectional data without dated information. 

Conclusions have been based on comparisons of either observed rate 

pattern distributions with predicted patterns derived from the sex- 

role theory or differences in the statistical significance or size of 

the main effect of marital status on mental health for men versus 

women. Only a small minority of all sex-role research has empirically 

assessed the statistical significance of the interactive influence of 

marital status and gender on mental health. Inconsistencies in results 

are evident not only within but also across differing analytic modes. 

Since support for the sex-role hypothesis is not restricted to 

specific analytic techniques, differences in analytic modes alone can 

not completely explain the discrepant research result. 



While some research has indicated support for the gender 

specific effect of marriage that differentially benefits males, there 

is also evidence of historic specificity, as men's differential 

marital gains attenuated over time. Moreover, there is additional 

evidence that both men and women may differentially benefit from 

marriage depending upon the type of mental health outcome and the 

stage of life cycle. Consequently, previous research indicates the 

combination of differing analytic modes and mental health outcomes as 

well as historic and life cycle specificity contribute toward the 

current inconsistency of sex-role research results. 

The majority of previous research was based on cross sectional 

data without dated information and was largely obtained from treatment 

populations. Conclusions from cross sectional research are predicated 

on the assumption that observed gender specific effects of marriage 

are causal associations. Conclusions from treatment based populations 

assume results are representative of the general population. However, 

both gender specific selection into marriage based on mental health 

status and gender specific treatment utilization could account for 

observed gender differences in mental health across marital status 

categories. Thus, alternative interpretations of the relationship 

between marriage and mental health must also be considered. 



CHAPTER 3 

ALTERNATIVE EXPLANATIONS 

Alternative Explanations for the Gender Specific Effect of 
Marriage on Mental Health 

At a general level, there are three possible processes 

accounting for the observed association between marital status, gender 

and mental health; the causation hypothesis proposes gender 

differences in the effect of marital status on mental health, the 

selection hypothesis proposes gender differences in marital selection 

due to mental health status, and the artifact hypothesis argues that 

mental health patterns are an artifact of the joint effect of gender 

and marital status on symptom reporting, help seeking and treatment 

utilization (Lavik, 1982; Odegaard, 1946; Eaton, 1975) . 

The Artifact Hv~othesis 

According to the artifact hypothesis, mental illness rate 

patterns observed in treatment populations result from socio- 

demographic differences associated with perceiving, acknowledging, 



reporting, and seeking help for psychological distress symptoms 

(Weissman and Klerman, 1977; Eaton, 1975). Higher treatment rates for 

married women are attributed to a combination of social and structural 

factors. First, married women are more likely to seek help than 

married men since emotional problems are less socially stigmatizing 

for women than men. Second, their flexible, unstructured and less 

demanding marital roles offer them more time to adopt the sick role 

and seek professional help. Third, married women are more likely to 

enter treatment since their absence is less disruptive to the family 

equilibrium (Nadelson and Notman, 1981; Williams, 1977; 1979; Giele, 

1976). Other researchers have alternately argued that women's critical 

role in the family makes her illness particularly disturbing and, 

consequently, facilitates her entry into treatment by reducing her 

leeway to adopt the sick role (Nathanson, 1975; Parsons and Fox, 

1952). 

Conversely, researchers have suggested that treatment statistics 

may actually underestimate the gender specific benefits of marriage 

due to differential treatment utilization by married men. Because of 

differing sex role expectations held for married men and women, mental 

disorder among employed husbands is likely to be seen as more 

disruptive than similar disorders among housewives. Mental disorder 

among husbands is more readily recognized and more severely reacted to 

(Tudor, Tudor and Gove, 1977; Gove, 1978b; Gove and Tudor, 1973; 

Martin, 1976). Since home requirements are less demanding than 

employment demands, housewives will be able to go without professional 

help much longer and their illness will be treated with more tolerance 

than males (Hafner, Riecher, Maurer, Loffler et al., 1989). Moreover, 

women's heightened sensitivity to the signs of emotional problems in 



family members, combined with their greater dependency on their spouse 

as a source of financial support, would lead them to recognize their 

husband's need for help earlier than men will recognize their wivesr 

needs (Clausen, 1983; Sampson, Messinger and Towne, 1962). 

Consequently, the relative advantages of marriage for men would be 

underestimated, due to under reported rates of mental disorder for 

married women based on treatment rates as proxy measures. 

3.2.1 Treatment and Clinical Populations 

Many of the early studies supporting Go vets sex-role h ypothesis 

were based on treatment, admission, incidence, episode, and prevalence 

rates of mental disorder in clinical samples (Gove, 1972; Gove, 1978b; 

Gove and Tudor, 1973; Tweed and Jackson, 1981; Rushing, 1979; Bland, 

1977; Gove, Style and Hughes, 1990; Cochrane and Stopes-Roe, 1981). 

Gove's review of post-World War 11 studies and his analysis of 

national psychiatric treatment data both suggested support for the sex 

role hypothesis. Most of the studies included in Gove's review (1972) 

were based on treatment population data that encompassed a wide range 

of sources including general physician consultations for mental 

disorder, psychiatric care referrals, psychiatric care episodes, 

mental hospital admissions and discharge rates from out-patient 

clinics. Despite the variety of mental illness indicators, all studies 

revealed that marriage had a greater effect on reducing the risk for 

mental disorder among men than women. Since all studies dealt with 

limited populations or samples, Gove (1978b) and Gove, Hughes and 

Style (1990) later supplemented this review by replicating the 

analysis using national data from large representative surveys of 



psychiatric treatment rates in institutionalized settings including 

all admissions to public mental hospitals, all admissions to 

outpatient psychiatric services and all discharges from psychiatric 

units in general hospitals. Consistent with the premise that men 

benefit more from marriage than women, the marriage ratios (never 

married rate /married rate) of rates of psychiatric treatment for each 

treatment setting were substantially larger for men than for women. 

Other investigations based on treatment rates of both aggregate 

measures of mental illness as well as specific mental disorder 

diagnoses have similarly provided support for Gove's argument. Based 

on a census of all persons receiving psychiatric care in public, 

private, inpatient and outpatient facilities in Monroe County, New 

York, Tweed and Jackson (1981) found both the direction and magnitude 

of the male-female differences in the odds of a psychiatric episode 

were conditioned by marital status in a manner suggested by Gove and 

his associates. Male odds exceeded female odds on psychiatric episodes 

in every marital group except among the married. Rushing's (1979) 

analysis of all patients admitted to Tennessee state mental hospitals 

between 1956 and 1965 with a diagnosis of either schizophrenia, manic- 

depression, neurosis, personality disorder, or brain disorder showed 

that, relative to being single, marriage was more strongly associated 

with declines in treatment rates among men. Bland's (1977) analysis of 

the demographic correlates of functional psychoses in Canada employed 

national mental health statistics that represented a census of all 

psychiatric disorder admissions to all institutions including 

hospitals for addicts, aged and senile homes, psychiatric units within 

general hospitals, mental and psychiatric hospitals, and institutions 

for the mentally handicapped. Both males and females benefited from 



marriage in terms of a reduced probability of admission for 

schizophrenia and reactive psychoses. However, relative to the single, 

greater declines were associated with marriage for males. A pattern of 

opposite effects was observed for affective psychoses. Being married 

was associated with declined risk of admission for men and with an 

increased probability of admission for women. For paranoid states, 

being married increased the probability of admission for females but 

had no effect for men. Cochrane and Stopes-Roe's (1981) examination of 

rates of admission to mental hospitals in England similarly 

demonstrated that, even though married women had substantially lower 

rates than single, widowed and divorced women, marriage afforded them 

less protection than it did to men. 

Even though research based on treatment populations suggests 

support for the sex-role hypothesis, whenever treatment statistics are 

used in epidemiological studies of mental illness, it cannot be known 

for certain whether the social characteristics of patients identify 

the rate-producing processes involved with disease acknowledgment, 

help-seeking, psychiatric care referral, mental illness labeling and 

treatment admission, or whether the rates of treatment relate to the 

development of mental disorder itself or some combination of both 

causal and rate-producing processes. Since treatment rates for mental 

disorder can reflect other factors besides the severity of the 

illness, later sex-role research investigated Gove's hypothesis in 

community populations in order to control for all potentially 

confounding and unmeasured social factors that affect the utilization 

of psychiatric health care services. If the higher rates of mental 

illness observed among married women are completely attributable to 

differential symptom acknowledgment, help seeking and treatment 



utilization, then support for Gove's sex role theory would be 

exclusively observed in treatment population studies. Supportive 

evidence would not be expected from community based research. 

3.2.2 Comrnunitv Survev Po~ulations 

The observation that support for the sex-role theory was largely 

restricted to research based on treatment populations statistics, and 

not replicated in research based on community population data, led a 

number of researchers to argue that treatment rates reflected rate- 

producing, not etiological, factors (Warheit, Arey, Holzer and Bell, 

1976; Williams, 1988; Gore and Mangione, 1983; Cochrane and Stopes- 

Roe, 1981; Fox, 1980; Kessler and McRae, 1984). However, numerous 

community-based studies have either suggested support or provided 

evidence of men's differential benefit of marriage (Gove, 1972; 

Bebbington et al. 1981; Tennant et al., 1982; Bernard, 1972; 

Mastekaasa, 1994; Parker, Parker, Wolz and Harford, 1980; Tein and 

Eaton, 1992). Since support for the s e x  role hypothesis is not 

exclusively limited to treatment populations, it is unlikely the 

gender specific association between marital status and mental health 

is completely artifactual. 

3.2.3 Differential Treatment Utilization Research 

Even though the association is unlikely to be completely 

artifactual, sex, marital status and their potential interactions may 

be, at least partially, implicated in rate-producing processes 

(Rosenfeld, 1982; Rushing, 1979; Gove and Hughes, 1979; Fox, 1984). 



While some research investigating differential treatment utilization 

finds no evidence that gender differentially determines help-seeking 

behavior and treatment use among the married, other research suggests 

that evidence of differential treatment utilization among married men 

actually suppresses the gender specific benefit of marriage. 

Fox (1984) found that men and women were equally likely to seek 

help at similar levels of illness severity in his examination of the 

relative effects of age, sex and marital status and their interactions 

on recent psychiatric treatment in a national data sample. Symptom 

severity was the most important determinant of recent psychiatric 

treatment utilization. Marriage affected entry into treatment in the 

previous year. Being married or widowed reduced the odds on 

psychiatric treatment and being single, separated or divorced 

increased the odds of treatment. There was no evidence the effect of 

marriage on treatment utilization was conditioned by sex. 

In order for the observed association between gender, marriage 

and mental health to be explained as a spurious artifact of illness 

behavior, help seeking and service utilization patterns by gender and 

marital status would necessarily have to replicate treatment rate 

patterns. Research investigating gender differences in the effect of 

marriage on illness behavior would need to demonstrate that marriage 

differentially decreased the likelihood that married men would seek 

help or enter into treatment either exclusive of, or combined with, a 

differential effect of being single that increased help seeking and 

service utilization among women. Either process would inflate the 

beneficial effect of marriage in reducing treatment rates among men, 

than would otherwise be observed if married men and women or single 

men and women were equally likely to seek help and enter treatment. 



Conversely, if marriage differentially facilitated treatment for 

men or being single differentially increased the likelihood that women 

will enter treatment, then treatment rates observed for single men and 

married women, respectively, would be artificially deflated relative 

to the rates that would otherwise be observed. Rather than explaining 

observed differences in mental health benefits, differences in 

treatment seeking would suppress real differences and attenuate the 

interaction effect between gender and marriage. 

Clausen (1983) provides some support in favor of differential 

utilization among married men. Data from a two-phase study of the 

impact of mental illness on the family conducted in 1950 and again in 

1970 indicated that wives were more sensitive to, and more promptly 

recognized, the existence of severe emotional problems in their 

spouse. The husbands of female patients were more likely to report 

feelings of anger and annoyance with their wife's illness. Although 

most patients consulted their general physician or saw at least one 

psychiatrist prior to hospital admission, men were twice as likely to 

seek help as women. Married men were less likely to refuse outpatient 

treatment and were hospitalized more promptly than married women for 

comparably severe symptoms and degrees of role impairment. Whereas 38 

percent of male patients entered hospital treatment within a month of 

their wife's initial recognition of a problem, only 5 percent of 

female patients were hospitalized that quickly. One year following 

problem recognition, more than half of all wives had not entered 

treatment but only one quarter of all husbands remained in the 

community. Clausen concluded that women were more likely to be 

retained in the home as long as they, at least minimally, performed 

functions that maintained their husband's life routines. 



Kirshner and Johnston (1983) also provide evidence that married 

women experience a higher threshold for pathology than married men, 

who require and seek treatment sooner in the course of an illness at a 

lower levels of impairment. Their analysis of the sex differences in 

correlates of pre-admission functioning levels found gender interacted 

significantly with marital status to affect admission Global 

Assessment scores. Married women obtained the lowest level of 

functioning at admission and married men reported the highest 

assessment scores. Unmarried men and women did not significantly 

differ from each other. Since married women scored lower at admission 

than married men, the authors conclude it is possible that married 

women are tolerated longer in the home than married men, due to 

differential marital role expectations. 

Gurin, Veroff and Feldf s (1960) assessment of the 

sociodemographic determinants of readiness for self-referral revealed 

notable sex differences in the effect of marriage to suppress or 

facilitate help seeking. Although, marriage decreased the likelihood 

of seeking help for personal problems for both men and women, greater 

declines were observed for women. In contrast to this, among those who 

had not sought help previously, being married differentially increased 

the likelihood that women would report they could have used help in 

the past. For men and women who neither sought help, nor reported they 

could have used help for a past personal problem, marriage increased 

the probability that women would rely on non-professional self-help 

strategies. Thus, compared to married men, married women were more 

likely to think they could have used help for a past personal problem 

but were less likely to seek professional help and, instead, to 

strongly rely upon self-help strategies. 



Since support for Gove's s e x  role theory is not exclusively 

observed in treatment population studies, it is unlikely the 

interactive influence of gender and marital status on rate-producing 

processes involved with disease acknowledgment, help-seeking, 

psychiatric care referral, mental illness labeling and treatment 

admission can completely account for the relatively higher rates of 

treatment observed for married women. Rather than partially explaining 

the gender specific effect of marriage on mental health, evidence of 

differential treatment utilization by married men suggests that 

estimates of men's differential marital benefits based on treatment 

statistics may be partially suppressed by rate-producing treatment 

processes. 

3.3 Social Causation and Social Selection Hypotheses 

Two contrasting, though not necessarily mutually exclusive, 

processes are fundamentally important in the interpretation of 

associations between achieved social characteristics, such as marital 

status, and the occurrence of mental disorder (Garfield and Sundland, 

1966; Malzberg, 1964; Martin, 1976; Odegaard, 1946; Rushing, 1979). 

The causation hypothesis predicts that marriage prevents mental 

illness because, on average, it is associated with health protective 

factors such as emotional security, social support, and companionship. 

Being single and, therefore, isolated and unsupported, is stressful, 

particularly in a society that promotes marriage. On the other hand, 

the selection hypothesis argues that psychiatric disorder decreases 

the probability of becoming and remaining married because it impedes 



the development of interpersonal skills necessary for courtship and 

marriage. 

Gove's sex-role hypothesis offers a causal interpretation for 

the gender specific effect of marriage. Relatively higher rates of 

mental illness and psychological distress observed for married women 

are attributed to their relatively greater exposure to stresses, 

strains, and conflicts associated with their marital role. 

Alternatively, a selection interpretation for the observed joint 

effect of marital status and gender argues that men and women 

differentially select marital partners on the basis of their mental 

health. Mental disorder and emotional instability represent a greater 

selective deterrent for marriage among men than among women. 

Gender specific selection hypotheses center around marriage 

gradient pairing and the very different roles assumed by men and women 

in courtship and marriage. Lower rates of mental illness among married 

men stem from women's greater propensity to reject mentally unstable 

men as marital partners. Their mental disorder is not only more 

visible during courtship, since they play a more pro-active role, but 

also represents a greater liability to traditional breadwinning, 

household head and parenting responsibilities assumed by men in 

marriage. Since men typically initiate courtship, higher rates of 

mental illness among married women indicate that men are less 

selective and less likely to reject mentally unstable women because 

they have fewer demanding responsibilities associated with their 

marital roles. Moreover, while women generally place a higher emphasis 

on status conferring ability in seeking husbands, most men emphasize 

physical attractiveness in seeking wives which, unlike economic 

performance, is not dependent upon psychological well-being. 



Furthermore, men may seek submissive women to dominate and, 

consequently, reject mentally healthy women with strong and 

independent personalities because they to do not enhance their image 

of masculine dominance (Srole, 1962; Bernard, 1972). To the extent 

that men want to be superior to their wives and women want to marry 

into a higher status, a higher proportion of rejected inferior men and 

unselected superior women will inevitably result from marriage 

gradient pairing and produce higher levels of distress among never 

married men relative to married men and lower average levels of 

distress among single women relative to married women. 

Whereas, the selection argument is predicated on the assumption 

that symptom and disease onset occurs prior to marriage and, 

therefore, determines marriage eligibility, the causation argument 

assumes that mental health status is a function of marital status. 

Cross-sectional data employed in most investigations can not establish 

the temporal priority of marital versus mental health status and, 

therefore, precludes an examination of the relative importance of 

causation or selection processes. Without controls for pre-existing 

psychological states, the possibility that people with the best 

psychological health are selected into marriage while the most 

distressed remain unmarried cannot be ruled out (Mastekaasa, 1993). 

Although selection is frequently mentioned as a possible explanation 

for the gender specific patterning of mental well-being by marital 

status, neither hypothesis has been convincingly demonstrated nor 

discounted because longitudinal 

information and cross-sectional 

been largely absent in sex-role 

Most investigators have assumed 

data containing prospective 

data of retrospective information have 

research (Coombs and Fawzy, 1982) . 
that at least some of the differences 



are due to selective factors (Bernard, 1972). Gove and his colleagues 

(Gove, Style and Hughes, 1990) maintain the critical issue is not 

whether selective factors associated with mental health are related to 

marital status but whether they are the major determinants of the 

relationship between martial status and mental health. 

3.3.1 Evidence of Selection Processes 

Lacking prospective or retrospective information to establish 

temporal priority between marital status and mental health status, 

researchers have attempted to assess the evidence for selection 

processes by employing a number of quasi-experimental strategies 

including marital group comparisons of gender differences, disorder 

severity comparisons across gender and marital status groups, age 

group comparisons and controls for spuriousness. 

3.3.la Marital Group Comparisons 

Numerous researchers have employed a quasi-experimental strategy 

of marital group comparisons that distinguish between unmarried 

categories to separate causation and selection processes. This 

approach makes the assumption that, if higher rates of mental illness 

among married women can be explained by the sex role hypothesis, then 

the absence of a spouse would be expected to result in gender 

differences in mental illness for the separated, divorced and widowed 

that approximate the pattern of higher rates for men reported by the 

never married. However, if selection processes predominate then sex 

differences in mental illness among previously married persons should 



approximate the gender differences observed for the married, since all 

ever-married men and women have endured the selection process to the 

same degree (Gove, 1972; Eaton, 1975). Moreover, since social and 

personality characteristics may affect the probability of divorce but 

have little impact on the likelihood of widowhood, selection processes 

predict higher gender differences among the separated and divorced 

compared to the widowed. The differences between the never married and 

the widowed provide the clearest indication of the relative importance 

of causation versus selection processes. Unlike the never married, the 

widowed have undergone selection processes into marriage but unlike 

the separated and divorced, have not endured selection processes out 

of marriage. Eaton (1975) refers to the ratio of rates for the never 

married to the widowed as the selection ratio. Gender specific 

selection effects predict that selection ratios are significantly 

greater for men than for women. 

A number of researchers reporting higher rates of mental illness 

among the never married compared to the widowed and higher rates of 

disorder among the separated and divorced compared to the widowed 

conclude marital group comparative analyses have provided clear 

evidence that aberrant behavior whether psychological or physical in 

origin prevents and disrupts marriage, particularly for men (Eaton, 

1975; Rushing, 1979). Although consistent with selection processes, 

the evidence is problematic for two reasons. First, marital groups 

comparisons are confounded with aging effects and second, it is 

possible that marital group comparisons reflect gender differences in 

the causal impact of becoming unmarried rather than selection 

processes. If marital separation, divorce or widowhood is more 

problematic for women, because it is more likely to involve both 



financial insecurity as well as emotional loss, then gender 

differences in mental health among the previously married would 

approximate the pattern of higher rates for females among the married. 

This would lead researchers to favor a selection interpretation rather 

than the combined negative causal impacts of marriage followed by 

marital dissolution. Multiple causal impacts can not be equated with 

selection processes. 

3.3.lb Controls for S~uriousness 

A minimum requirement for a causal interpretation is the 

retained significance of the gender-marital status relationship with 

distress and disorder net of the effects of potential selection 

factors that determine both marital status and mental health (Turner, 

Dopkeen, and Labreche, 1970). Failure to meet this minimum requirement 

suggests that selection by marriage may be a more reasonable 

interpretation of the relationship. However, since research has 

demonstrated that proxy measures for selection do not substantially 

alter the relationship between marital status and mental health for 

either men or women (Gove, Hughes and Style, 1983; Hughes and Gove; 

1981), it is unlikely that selection processes entirely account for 

the association between gender and marital status with mental health. 

3.3.1~ Disorder Severity Differences 

Although the selection interpretation has been frequently made 

by investigators studying persons with severe impairments such as 

schizophrenia (Pearlin and Johnson, 1 9 7 7 ) ,  it is not clear that 



selection processes are of great importance for most persons residing 

in the community (Gove, Style and Hughes, 1990). Under the assumption 

that selection would be increasingly important as the disorders under 

consideration became more debilitating, Kessler and McRae (1984) 

argued, that if men and women are differentially selected into 

marriage based on mental health, gender differences in mental illness 

among the married relative to never married would be expected to 

increase with disorder severity. The opposite pattern of declining 

gender differences is predicted by the sex role hypothesis. Greater 

gender differences among the married, relative to the never married, 

would be expected for less severe types of mental illness, that are 

more reactive to the strains associated with traditional female roles. 

As predicted by the selection argument, Kessler and McRae found 

the sex ratio (female/male) of the married relative to the single was 

lowest in outpatient clinics that typically dealt with less severe 

disorders and increased in general hospitals and public mental 

hospitals which increasingly tend to deal with more severe disorders. 

Kessler and McRae offer both causal and selection explanations for the 

opposite trend of declining sex ratios for the married relative to the 

separated and divorced. Either marital dissolution was more 

problematic for men, or mentally unhealthy married men were more 

likely to be selected out of marriage than comparable women were. The 

selection interpretation was less applicable to the comparison of 

married and widowed men and women. Since widows and widowers are not 

selected on the basis of their mental health, the selection argument 

predicts comparable gender differences between the married and the 

widowed. However, their analysis consistently reported greater gender 

differences among the married, indicating support for a causal 



interpretation of the association. Still, lower sex ratios observed 

for the separated and divorced as well as the widowed could also 

reflect differential remarriage selection that, like marital selection 

among the never married, excludes mentally unstable men. While Kessler 

and McRae note that cross-sectional data can not disentangle the 

confounding processes of selection and causation, their results 

indicated that selection processes could not be easily dismissed. 

3.3.ld Age Group Comparisons 

Researchers have also employed a strategy of age group 

comparisons under the assumption that causal and selection processes 

would yield contrasting changes in average levels of mental well being 

of married and unmarried groups as a birth cohort ages. If the 

relationship between well-being and marriage is primarily a matter of 

selection, it follows, that as a birth cohort ages and increasing 

proportions marry, average mental health among the unmarried would 

decrease since unmarried groups would contain increasingly larger 

proportions of unhappy and mentally unstable men and women. 

Consequently, differences between the married and unmarried would 

increase with age. In the absence of selection effects, a causal 

impact of marriage on well being would produce overall increases in 

happiness and mental health as a birth cohort ages and increasing 

proportions of the cohort marry. However, neither the level of 

happiness of married persons nor that of never married persons would 

change. with increased age. Thus, the difference between the married 

and unmarried would remain relatively constant. 



In general, age group comparisons have not supported the 

selection hypothesis. Not only does cross-sectional data fail to 

report an increase in relative well-being levels with increasing age 

but the difference between the married and the never married, 

divorced, and widowed either declines with age or remains relatively 

stable over time (Gove, 1973) . 
While these results suggest support for the causal 

interpretation, age comparison analyses are based on the assumption 

that either selection or causation processes operate consistently and 

uniformly throughout the life cycle. The presence of age-varying 

selection or causation effects renders conclusions from age 

comparisons less clear since observed trends reflect the net combined 

influence of age-specific causation and selection processes. 

In fact, Forthofer, Kessler, Story and Gotlib's (1996) event 

history analysis of the effects of psychiatric disorders on the 

probability and timing of first marriage demonstrated that psychiatric 

disorders had substantial effects on entry into first marriage that 

varied by age though they did not differ by sex, type of disorder or 

birth cahort. Mental disorders increased the probability of an early 

first marriage (before 19 years of age) and decreased the probability 

of an on-time or late marriage (after age 24). Whereas, the negative 

association of disorders with on-time and late first marriage is 

consistent with the selection argument that mentally ill persons are 

undesirable marital partners, the positive association of disorders 

with early marriage appears to contradict this argument. However, 

early marriages are strongly related to adverse long-term outcomes 

such as marital instability and divorce (Burnpass, Martin and Sweet, 

1991). Thus, disorders may increase the probability of selection into 



marriage at an early age, as well as a later selection out of marriage 

through divorce. Mental health, on the other hand, would promote 

timely or deferred marriages as well as subsequent marital stability. 

3.3.le Longitudinal Studies 

Quasi-experimental design strategies are based on multiple 

assumptions and, consequently, are fraught with confounding effects as 

well as alternative explanations. Research that has examined the 

effect of mental illness on the probability of marriage based on 

longitudinal data provides the clearest evidence for gender specific 

marital selection. 

Horwitz and White's (1991) analysis of prospective data from a 

longitudinal study of a cohort of young adults found that mental 

disorder decreased the probability of marriage. Initially, when the 

sample of adults were between 17 and 24 years of age, adults who 

became married exhibited significantly lower levels of alcohol 

problems at an earlier age than adults who remained single. There was 

no evidence of differential effects of selection into marriage between 

men and women. A follow-up study of the same cohort of unmarried 

adults, 7 years later, demonstrated that more depressed people were 

less likely to become married, however, marital partners were no 

longer selected on the basis of alcohol problem levels. Moreover, 

although the statistical significance of gender by marital status 

interactions were not assessed, the pattern of results suggested that 

both men and women differentially selected marital partners based on 

pre-marital levels of depression and alcohol problems, respectively. 

Selection effects based on depression levels were confined to women 



and selection effects based cn levels of alcohol problems were 

confined to men. Evidence suggesting that men with alcohol problems 

are differentially rejected as husbands is consistent with the current 

selection hypothesis attributing at least a portion of men's greater 

benefits of marriage to differential selection. Evidence indicating 

that depressed women were differentially rejected as wives, counters 

the selection argument that higher levels of psychological distress 

and disorder among married women can be attributed to selection 

processes. It also indicates that estimates of the gender specific 

causal impact of marriage on depression in cross-sectional data are 

likely attenuated, not explained, by the selection of depressed women 

from becoming married. 

3 . 3 . 2  Evidence of Causation Processes 

Panel (Horwitz and White, 1991; Horwitz, White and White, 1996) 

and event history analyses (Yarnaguchi and Kandel, 1985a; 1985b) of 

prospective and retrospective data, respectively, have demonstrated 

the presence of selection processes for the effect of mental health on 

marriage. Similar analyses modeling the gender specific effect of 

marriage on the probability of disorder have also demonstrated support 

for the causal impact of marriage on mental health. 

Horwitz and White's (1991) analysis of a longitudinal sample of 

a cohort of young adults found no indication that becoming married 

reduced depression levels from baseline levels observed three years 

earlier. However, becoming married was associated with reduced 

drinking problems for both men and women. Later comparisons of adults 

who continued to remain single with adults who became married within a 



7-year follow-up period indicated that, net of controls for pre- 

marital rates of mental health, marriage was associated with higher 

levels of well being. Gender specific benefits were observed for both 

male- and female-prevalent forms of disorder. Men, but not women, who 

became married reported reduced depression and women, but not men, who 

married reported fewer alcohol problems. Overall, both men and women 

benefited from marriage when both male- and fenale-prevalent outcomes 

were assessed but gender specific marital effects did not appear until 

this cohort of young adults were 25 to 31 years of age. 

In contrast, Temple et al.9 (1991) meta-analysis of the 

combined results of twelve longitudinal studies that examined changes 

in martial status and alcohol consumption patterns demonstrated that 

net of the effects of baseline drinking, becoming married decreased 

consumption particularly among men. Miller-Tutzauer, Leonard and 

Windle's (1991) examination of changes in alcohol use for marital 

transition groups revealed that the transition into marriage was 

related to a moderation of alcohol consumption and diminution of 

drinking in the year prior to actual marriage. The effect of marriage 

on moderating alcohol consumption patterns was the same for men and 

women. Women drank less than men, but exhibited similar consumption 

patterns over time. Though it is possible that a decline in drinking 

in the year prior to marriage facilitated an individual's transition 

into marriage, it is also likely that the period of marital engagement 

is associated with reduced consumption. Prior to marriage, individuals 

acquire behaviors that are consistent with their transition into the 

marital role and which also insulate them from opportunities for heavy 

drinking. Beneficial marital consequences may actually precede 

marriage due to anticipatory effects. 



With longitudinal data the magnitude and direction of changes in 

mental well being and marital status between baseline and follow-up 

interviews is known. However, longitudinal data is still limited by 

the lack of knowledge regarding the relative timing of marital and 

mental health status changes. Between data collection periods changes 

in mental health status may have preceded getting married or marriage 

may have preceded a change in mental health. The temporal priority of 

the changes is undetermined. Event history models of retrospective 

data permit estimation of the causal impact of marriage by 

establishing the co-occurrence of marital and mental health status 

within smaller and more finely discretized time units. 

Using retrospective life history information in an event history 

analysis, Yamaguchi and Kandel (198Sa) investigated the extent to 

which observed associations of illicit drug use with marriage and 

cohabitation are explained by role selection and role socialization. 

Both selection and causation processes contributed toward the 

association between marijuana use and marriage. Selection accounted 

for the high rate of premarital cohabitation among current and former 

drug users for men and women. Marriage effects, by contrast, explained 

the tendency among women to refrain from resuming marijuana use during 

cohabitation. Partner separation, for women, also predicted a 

reduction in the propensity to change drug-use states whether use or 

non-use of other drugs. Among men, cohabitation and separation had no 

effect on drug use. 

Thus, role selection led to a positive correlation between drug 

use and cohabitation and causation processes led to a negative 

correlation. The observed cross-sectional positive correlation between 

the use of illicit drugs and premarital cohabitation was due to the 



stronger effect of selection over causation processes. Yamaguchi and 

Kandel's analyses illustrate that both causation as well as selection 

processes can underlie cross-sectional correlations. 

Summary 

A reliance on cross sectional data without dated information 

introduces the possibility that observed mental health status 

distributions across gender and marital status result from 

differential selection processes that are more likely to exclude 

mentally disordered men from marriage than similarly mentally impaired 

women. The use of treatment populations introduces the possibility 

that observed distributions result from artifactual processes of 

differential treatment utilization by married men. 

Since support for men's differential marital gains is not 

exclusively restricted to research based on treatment population data, 

the gender specific effect of marriage on mental health can not be 

completely attributed to artifactual rate producing processes. 

Moreover, it is unlikely the association is even partially explained 

by artifactual processes, since the differential utilization of 

treatment by married men would essentially suppress estimates of the 

gender specific effect of marriage benefiting men. 

When female- as well as male-prevalent forms of mental health 

are examined in community population data, the evidence suggests both 

men and women are differentially selected into marriage and both men 

and women differentially benefit from marriage. Thus, both selection 

and causation processes co-occur. 



In sum, it is likely that current estimates of the gender 

specific benefit of marriage based on cross sectional and treatment 

population data reflect the combined influences of causal, artifactual 

and selection processes. The present analysis, proposing an event 

history analysis using a large community survey to investigate the 

relative importance of causal versus selection processes for the 

association between gender, marital status and mental health, offers 

several advantages over previous research. First, the use of community 

data eliminates the potential influence of non-etiological rate 

producing factors associated with treatment populations. Second, 

unlike previous research that investigated causal versus selection 

explanations using quasi-experimental designs, the event history 

approach does not rely on assumption laden reasoning about age group, 

marital group or disorder severity comparisons that have multiple 

interpretations. Third, the data source for the event history analysis 

includes retrospective information to date the timing of marriage and 

mental disorder. Unlike panel studies that are characterized by long 

gaps between interviews, with retrospective information, the gender 

specific effect of marriage on mental health can be established within 

smaller time periods. While retrospective dated information is subject 

to selective recall the importance in dating marriage and the onset of 

mental disorder necessitates some reliance on retrospective data 

collection. Finally, the data source for the event history analysis 

includes a broad based assessment of mental health functioning. This 

allows a comparison of causal versus selection processes for aggregate 

mental health measures as well as female- and male-prevalent forms of 

mental health. 



CHAPTER 4 

RESEARCH OBJECTIVES AND HYPOTHESES 

Introduction 

Determining whether marriage differentially benefits the mental 

health of men and women based on previous research has been limited by 

a number of factors, including differences in analytic techniques 

employed to investigate the gender specific effect of marriage on 

mental health, a reliance on cross sectional data without dated 

information, a reliance on treatment population data, the non- 

uniformity of mental health outcomes examined, the use of historically 

specific time frames and the tendency to refrain from adopting a life 

course perspective. A review of the literature provides supportive 

evidence for each of the hypothesized contributing factors. 

Summary of Previous Research Results 

Although Gove's hypothesized gender specific effect of marriage 

predicts the presence of a statistically significant interaction 



effect between gender, marital status and mental health, a substantial 

body of research investigating the sex role theory have reported 

supportive evidence based on a series of sequential comparisons 

demonstrating that women's higher rates of mental illness are greatest 

among the married and mental health improvements among the married 

compared to the never married are greater for men. In contrast, 

comparative studies of gender differences in the effect of marital 

status largely suggest similar marital benefits with respect to 

psychological distress and disorder, differential marital benefits 

favoring men with respect to alcohol use and alcohol-related problems 

and differential advantages for women in terms of happiness and life 

satisfaction. Empirical investigations of the joint influence of 

gender and marriage on mental health have further contributed to, 

rather than clarified, the inconsistency and contradictions reported 

in previous research. Numerous studies have found evidence of a 

statistically significant interaction effect while other studies have 

reported that gender and marital status interactions were 

nonsignificant. In sum, discrepant research results are evident not 

only across but also within differing analytic modes. 

To the extent a gender specific benefit of marriage for men only 

applies to specific indicators of mental health, then studies 

employing various operationalizations of mental illness will 

inevitably yield contradictory results. In contrast to Gove's argument 

that evidence for the sex role theory would be strongest in 

epidemiological studies that typically investigate mental health 

outcomes that are more reactive to situational stress, community 

survey studies of psychological distress, depression and general well- 

being have provided little substantive support for the interaction 



effect of gender and marital status. Conversely, both treatment and 

community population based research of psychological disorder has 

predominantly supported Gove's sex-role hypothesis. Both affective 

mental health outcomes such as happiness and male-prevalent styles of 

disorder involving alcohol use demonstrate that men's differential 

gains from marriage have attenuated over time. More recent studies of 

both measures indicate that among older groups marriage differentially 

benefits males and among young adults marriage differentially improves 

women's happiness as well as reduces their risk of alcoholism and 

alcohol-related behavior problems. 

Additionally, historical specificity may restrict the duration 

of men's differential marital benefits for specific mental health 

outcomes to the 20 to 30 year period between 1950 and 1970-80 when 

traditional sex and marital roles for men and women predominate. 

Furthermore, differences in the benefits of marriage differentially 

experienced by men and women at various stages in the life cycle as 

well as differences in marital selection factors over the life course 

may also contribute to historical differences of the gender, marriage 

and mental health association. Support for the s e x  role hypothesis 

based on cross-sectional data is clearly suggested in early research 

of treatment populations. Most studies conducted on cross-sectional 

data collected after the mid-1970's following the post-feminist period 

of increased labor force participation among women and particularly 

married mothers of young children suggested comparable marital 

benefits for men and women. Time trend analyses demonstrated an 

attenuation of men's differential advantage since the 1950's on 

reducing the risk of alcoholism and improving happiness. However, 

changes in relative marital benefits were predominantly attributed to 



mental health changes among never married men and women. Increased 

alcohol use among single women and increased happiness among single 

men were largely responsible for weakening men's relative mental 

health gains. While historical changes may have contributed to 

inconsistencies in the gender specific benefit of marriage, these 

changes do not appear to be largely due to mental health fluctuations 

for married women as sex and marital roles have changed as predicted 

by Gove's sex role theory. 

Even though early studies based on treatment statistics from 

clinical populations have largely supported Gove's sex role theory, it 

is unlikely the observed associations between gender, marital status 

and mental illness can be completely explained as a spurious artifact 

of illness behavior identifying the rate-producing processes involved 

with disease recognition, help seeking and treatment utilization, 

since support for the sex role hypothesis is not exclusively found 

among treatment populations. Moreover, evidence for differential 

treatment utilization by married men suggests that real gender 

differences in the benefits of marriage may be partially suppressed 

rather than partially explained by the artifactual hypothesis. 

There is some evidence that both causal and selection processes 

underlie the observed relationship of gender and marital status with 

mental health in cross-sectional data. Although Forthofer et al.'s 

(1996) event history analysis of retrospective data reported 

nonsignificant gender differences in the effect of psychiatric 

disorders to increase the probability of an early first marriage and 

decrease the probability of a timely or deferred first marriage, 

Horwitz et al.'s (1991; 1996) longitudinal analysis of prospective 

data revealed gender differences in marital selection that depended on 



mental health outcome. Men with alcohol problems were differentially 

rejected as husbands and depressed women were differentially rejected 

as wives. Null findings for gender specific selection effects for 

aggregate measures of psychiatric disorders may reflect the combined 

and counteracting gender differences in selection processes that 

decrease the probability of marriage for both men and women depending 

on mental illness outcome. 

Panel modeling of prospective data and event history analysis of 

retrospective data have also demonstrated support for the causal 

impact of marriage on mental health. As with selection models, causal 

models demonstrate that both men and women differentially benefit from 

marriage when both female- and male-prevalent forms of mental health 

are assessed. Men who marry report greater reductions in depression 

and women who marry report fewer alcohol problems. Thus, it is likely 

that observed associations between gender, marital status and 

differing mental health outcomes reflect the combined influences of 

causal and selection processes. A proportion of the gender specific 

effect of marriage on reducing the risk of alcohol disorders and 

alcohol related behavior problems is likely due to the rejection of 

men with alcohol disorders as husbands and, therefore, gstimates of 

the interaction effect of gender and marital status based on cross- 

sectional data are likely overestimated. However, in contrast to the 

selection argument that higher rates of psychiatric distress and 

disorder among married women can be attributed to the combined 

selection of mentally ill men out of marriage and mentally unstable 

women into marriage, evidence demonstrating that depressed women are 

rejected as wives indicates that estimates for the gender specific 

benefit of marriage for psychiatric mental health outcomes derived 



from cross-sectional data are likely underestimated. Moreover, since 

both causation and selection processes can change over time in 

response to social, cultural and demographic changes, historical 

changes in gender differences in marital effects can reflect changes 

in either or both causal and selection processes. Attenuating effects 

observed for the gender specific effect of marriage on alcohol 

disorders could indicate decreased relative benefits of marriage for 

men and/or increased selection influences rejecting men with alcohol 

disorders as marital partners. Men's increasing relative marital 

benefits for distress could reflect an increase in their differential 

marital advantage and/or a decrease in selection processes rejecting 

depressed women as wives. 

A narrative review of sex-role research indicates that clearly 

no one single factor resolves and clarifies the inconsistency 

characteristic of previous work. Likely, a combination of a number of 

factors including design differences, outcome differences, historical 

specificity, life cycle differences and changes over time and across 

the life cycle in the relative importance of causal versus selection 

processes contribute to the current ambiguity and confusion regarding 

men's differential marital benefits. Clarification of the differential 

benefits of marriage for men or women warrants further analytic 

investigation of the potential factors contributing toward discrepant 

sex-role research results. 

4.3 Research Objectives 

Since the majority of previous work suggesting support for the 

sex-role hypothesis never subjected the observed gender and marital 



status differences in rates of mental illness to empirical tests of 

statistical significance, at a minimum, clarification of resuit 

inconsistency necessitates an empirical assessment of the interactive 

effect of marriage and gender on rates of mental illness. Where 

permitted, the results reported by previous research will be 

recalculated in terms of odds ratios and a meta-analysis will be 

employed to examine the statistical significance of the gender 

specific effect of marriage based on the recalculated results. 

Following which, the influence of design factors, such as, the use of 

treatment population data versus community population data, the 

historic specificity of the gender specific effect in terms of the 

date of data collection and the differences attributed to mental 

health outcomes, can be assessed by modeling their influence on the 

resulting effect size of the gender specific effect of marriage 

derived from the recalculated results of previous research. 

In addition, since most previous work has relied on cross 

sectional data without dated information, event history modeling of 

retrospective information is required to establish temporal pri0rit.y 

between the co-occurrence of marriage and mental illness onset in 

order to evaluate the gender specific causal impact of marriage on 

mental health as well as gender specific selection effects of mental 

health status on marital status. Historic specificity indicated by 

birth cohort generation, life course differences indicated by age and 

the generalizability of results across various operationalizations of 

mental health status can similarly be assessed for both causal and 

selection processes using event history analytic techniques. A summary 

of proposed research objectives suggested by the narrative literature 

review is provided below. 



4.4 Summary of Research Objectives 

1,. Empirical assessment of the magnitude (effect size) of the 

interactive effect of marriage and gender on mental health status 

in previous research. 

2. Investigate the effect of design factors (treatment versus 

community population data) on the gender specific effect of 

marriage on mental health in previous research. 

3. Examine the historical specificity (date of data collection) of the 

association between gender, marital status and mental health. 

4. Examine the generalizability of results across various 

operationalizations of mental health. 

5. Evaluate the gender specific causal impact of marriage on mental 

health as well as gender specific selection effects on marital 

status utilizing event history modeling of retrospective data. 

6. Investigate life course differences in causation and selection 

processes by testing for age-varying differences in gender specific 

effects. 

7. Evaluate historical changes in causation and selection processes by 

examining birth cohort differences in gender specific effects. 



CHAPTER 5 

DATA AND METHODOLOGY 

Introduction 

Like social science research in general (Hedges and Olkin, 

1 9 8 2 ) ,  the disparate definitions, variables, procedures, methods and 

samples employed across sex-role research have often produced 

contradictory evidence. Since results from previous research remain 

inconclusive, a meta-analysis of previous research followed with an 

event history modeling of retrospective data will be employed to 

assess the magnitude, outcome specificity, life cycle differences and 

historical duration of the gender specific effect of marriage on 

mental health as well as the relative importance of causal versus 

selective processes for observed associations. 

5.2 Meta Analysis: An analytic view of previous research 

In the first empirical stage of the dissertation, meta-analysis 

will be used to examine the presence, magnitude and nature of the 



interactive effect of gender and marital status on mental health 

obtained from over six decades of research spanning from the early 

1930's until the early 1990's. Meta analysis refers to the application 

of statistical analysis to collections of empirical findings from 

individual studies for the purpose of integrating, synthesizing, and 

discovering underlying trends in a body of research (Wolf, 1984). It 

represents an analysis of analyses. 

A meta analysis of previous research offers several advantages 

over a traditional narrative literature review. Chronologically 

axranged narrative xeviews often fail to portray the accumulated 

knowledge particularly as the number of studies on a topic increases. 

Oftentimes, narrative literature reviews are biased by a number of 

factors (Glass, McGaw and Smith, 1981). Previous research comparing 

narrative and analytic reviews note that narrative reviewers tend to 

focus their discussion and analysis on a nonrepesentative subset of 

studies which are frequently selected based on judgments regarding the 

quality and validity of the study according to arbitrary and 

nonempirical criteria. Reviewers also fail to systematically assess 

all possible relationships between study characteristics and findings, 

neglect to report their review methods and rely on vague or misleading 

representations of the study results. Many literature reviews also 

fail to note that random sampling error alone can partially explain 

variable study findings. 

Meta-analysis provides a supplementary approach to narrative 

literature reviews that is employed to enhance a discussion of the 

critical issues surrounding disparate results across research studies. 

While a rneta-analytic synthesis of previous research will not resolve 

all questions, it represents an important first step in quantifying 



the consistency of the association between gender, marital status and 

mental disorder. 

The meta-analytic approach consists of three broad steps; first, 

collecting the data; second, calculating measures of the effect size 

based on the level of statistical significance and sample size; and 

third, summarizing and identifying the predictive factors associated 

with variation in the magnitude of effect size for the gender specific 

effect of marriage on mental health. 

5.2.1 Meta Analysis: Data Collection 

The studies included in the meta-analysis were obtained from a 

comprehensive and exhaustive search of numerous different sources of 

information. The search was intended to reduce the potential for bias 

that can be introduced by the data collection process. 

First, data collection was aided by computer based retrieval 

systems for the Psychological Abstract (PsychLIT) and Sociological 

Abstract (Sociofile) Indexes. The PsychLIT and Sociofile Abstract 

databases index all articles published since 1974 in one of the 1,300 

journals recognized by the American Psychological Association and in 

one of the 2,500 journals recognized by Sociological Abstracts, 

respectively. Articles were selected based on the following criteria; 

English language publication, containing the following key words 

located in the title or abstract of the article; marriage, married or 

marital status and either mental health, mental disorder, mental 

illness, mental distress or mental stress; or psychological distress, 

psychological stress, psychological health, psychological illness or 

psychological disorder; psychopathology; or alcohol; or drug use, drug 



abuse, drug addiction or drug dependence; or depression, anxiety, 

panic, dysthymia, paranoia, schizophrenia or somatization; or 

psychosocial stress or psychosocial factors. Key words were identified 

by the Thesaurus of Psychological Indexing Terms (APA, 1991) and the 

Thesaurus of Sociological Indexing Terms (Sociological Abstracts, 

1989) to enhance the precision of retrieved references and to include 

closely related topics that would otherwise be missed. A result set of 

43 studies were selected from the 4,316 articles identified by the 

PsychLIT and Sociofile Abstract Indexes (See Appendix A for table of 

journals represented by selected studies). 

Second, a computer based retrieval system for publications from 

the United States Bureau of the Census and Statistics Canada produced 

11 reports on the prevalence, incidence, treatment and admission rates 

for treatment facilities and mental institutions. 

Third, references of both retrieved documents as well as 

comprehensive review articles identified an additional 25 studies that 

preceded the catalogue dates of the computer based search facilities. 

Studies that were not based on data collected from post- 

industrial, westernized English-speaking cultures were excluded from 

the meta analysis. The sex role hypothesis argues that differences in 

womenfs marital roles in western cultures primarily account for the 

observed overall gender differences in mental health. Sources of 

variation attributed to cross-cultural differences in women's roles, 

not examined in this thesis, were reduced by restricting focus to 

westernized cultures that formed the basis of the sex-role hypothesis. 

More than half. 52.3 percent, of all studies included in the meta- 

analysis were based on research conducted in the United States. An 

additional 27.7 percent were obtained from research conducted in 



Canada. The remaining studies originated in either England, Scotland 

or Wales, 11.4 percent, or Australia, 8.6 percent. 

The majority of parameters, 53.0 percent, were based on data 

that represented national community populations or national treatment 

statistics. A further 40.5 percent represented state, county, 

provincial or city-wide regional communities and treatment facilities. 

Only 6.5 percent of the parameters included in the meta-analysis were 

based on small or non-representative populations such as a community 

survey of residents from large towns in England obtained by the 

'random walk' method of randomly selecting dwellings within a given 

sample area following a predetermined 'random' map (Cochrane and 

Stopes-Roe, 1981), employees from occupational settings with alcohol 

treatment programs (Volicer, Cahill and Smith, 1981), a volunteer 

sample of general practitioners (Shepard, Cooper, Brown and Kalton, 

1966; Berah, 1983) and patients admitted to specific residential 

alcoholism programs (Bromet and Moos, 1976) . 
The studies included in the meta analysis represent an 

exhaustive population relative to the sources of research examined, 

however, the representativeness of the sample is difficult to gauge 

since published research results tend to be biased toward significant 

findings over nonsignificant results. Meta analysis has been 

criticized for its emphasis on published research. This acts to 

enhance the likelihood of finding positive results than would be the 

case if all studies were located and included in the meta analysis 

review (Glass, McGaw and Smith, 1981; Rosenthal, 1984). Even though 

research has failed to find support for the publication bias 

(Rosenthal, 1984), the potential for publication bias was addressed in 

four ways. First, PsychLIT and Sociofile Abstract indexes facilitated 



a search of unpublished sources, including unpublished dissertations. 

Second, the majority of the 54 sources, 51.9 percent, for the rneta 

analysis focused on sociodemographic risk factors associated with 

mental illness, rather than an evaluation of the sex-role theory and 

the gender specific benefit of marriage. These sources presented rates 

of various types of mental illness by gender and marital status 

categories, This permitted direct calculation of the parameter 

estimate for the gender specific effect of marriage. Consequently, 

they were unaffected by a publication bias to provide evidence either 

supporting or refuting Govefs sex-role theory. Third, 84.6 percent of 

the remaining sources for the meta-analysis, that evaluated the sex- 

role theory for gender differences in marital benefits for mental 

health, similarly presented rates of various types of mental illness 

by gender and marital status categories. This permitted a re-analysis 

of the parameter estimate for the gender specific effect of marriage 

that was independent of the author's analytic method and conclusion. 

An additional six coefficients were calculated directly from data 

obtained from the Longitudinal Co-morbidity Study (Turner and Wheaton, 

1992). The remaining studies, 9.3 percent overall, were based on 

published results obtained from articles reporting parameter estimates 

for the gender specific effect of marriage on mental health based on 

an investigation of the sex-role hypothesis. Fourth, the meta analysis 

tested for the influence of publication bias, by coding each study 

according to the focus of the article and entering this variable as a 

predictive factor. 

Parameter estimates calculated from prevalence rates represent 

the log of the cross product ratio for the three-way contingency table 

of gender by marital status by mental illness. An example is presented 



below in Table 5.1, based on data presented by Gove (1972)  from the 

Midtown Manhattan Study (Srole, Langner, Michael, Opler and Rennie, 

1962)  for reported rates of mental impairment observed for married 

versus never married men and women from a community survey conducted 

in 1953 to 1954.  

Table 5.1 
Rates o f  Mental Impairment by Gender and Marital Status, 

from the Midtown Manhattan Study, 1953-54 
(persons per 100) 

-. - - . - - . - - -. . . . . . . . .. - - -. . - . - -- . . .. . .. . - - - . - --- 

Men Women 

Single Married Single Married 

Mental Diagnosis 
No Mental Diagnosis 

Conditional Odds 0.422 0 .239 0.202 0 . 2 4 8  
Logged Conditional Odds -0.862 -1.431 -1.600 -1.393 

Conditional Odds Ratio 
Logged Conditional Odds Ratio 

Odds Ratio 
Logged Odds Ratio 

Source: Gove, Walter R., " The Relationship Between Sex Roles, M a r i t a l  S t a t u s  and 
Mental I1lnesSf , Social  Forces, vol. 51, 1972. 

As indicated in Table 5.1, the conditional odds for a mental 

diagnosis among single men is 0.422 compared to 0.239 for married men. 

Marriage proportionalized the odds for a mental diagnosis among men by 

0.566 and decreased the logged odds by -0.569. The conditional odds 

for a mental diagnosis among single women are 0.202 compared to 0.248 

for married women. For women, marriage increased the odds for a mental 

diagnosis by 1.230 and increased the logged odds by 0.207.  Thus, 



marriage had a net differential effect of proportionalizing the odds 

for a mental diagnosis among men of 0.460 (i.e., 0.566/1.230) compared 

to women. This translates into a gender specific effect in terms of 

logged odds of -0.776. 

All parameters and significance levels were obtained using PROC 

LOGISTIC (SAS Institute, 1989) by weighting each crosstabular cell 

entry according to the corresponding rate, percentage or frequency of 

mental illness occurrence. Referent categories used in the analysis 

are females and the single never-married. Parameter estimates 

represent the differential effect of marriage for men. 

In sum, the meta analysis is based on the effect size observed 

for 220 parameter estimates for the gender specific effect of marital 

status on mental health obtained in 54 articles from 78 research 

studies. No study was arbitrarily excluded from the meta analysis 

based on a priori judgments regarding the quality or validity of the 

research. 

5.2.2 Meta Analysis: Effect Size 

Aggregating statistics across diverse studies requires a common 

metric for the effect size, that is, a standardized, scale invariant 

index of the magnitude of effect that is independent of the various 

scales of measurement used in the original studies. The effect size 

employed as the dependent variable in the meta analysis is derived as 

an equivalent Pearson Product Moment Correlation Coefficient. It is 

the most common statistic or effect size measure and the preferred 

effect size estimate by a number of researchers (Wolf, 1986) because 

of several desirable properties including ease of calculation and ease 



of interpretation. The effect size reflects the degree to which the 

gender specific effect of marriage is present in the population 

(Cohen, 1977). Calculation of the effect size was based on the test of 

significance and sample size as detailed by Rosenthal (1984), Hedges 

and Olkin (l985), and Glass, McGaw and Smith (1981). 

For example, the parameter estimate for the gender specific 

effect of marriage on mental impairment reported for the Midtown 

Manhattan Study was -0.776 (See Table 5.1). As indicated in Table 5.2, 

the chi-square level of significance associated with the gender by 

marriage interaction parameter was 2.465 and the sample size was 400. 

Thus, the effect size, equal to the square root of the chi-square test 

divided by sample size is equal to the square root of 2.465/400 or 

0.0785. By virtue of the effect  size calculation, it is always 

positive. This does not reflect the actual direction of the 

relationship. 

Table 5.2 
Impact of Gender and Marital Status on Mental Impairment, 

Midtown Manhattan Study, 1953-54 

Bivariate Effect Interaction Effect 

Marriage 

Gender 

Gender x Marriage 

-2 Log Likelihood Ratio 

(N) 

Source: Gove, Walter R . ,  " The R e l a t i o n s h i p  Between Sex Roles,  Mari ta l  Status and 
Mental I l l n e s s " ,  Social Forces, v o l .  51, 1972. 



The comparison and combination of sampled effect size estimates 

becomes increasingly complicated by bias as the population value of 

the effect size departs from zero and the distribution of sampled 

effect size estimates becomes more skewed (Rosenthal, 1984). Effect 

size estimate adjustments to correct for potential bias were not 

applied since, as demonstrated in Table 5.3, the adjusted effect size 

estimate (Zr) did not differ significantly from the unadjusted effect 

size estimate (r). 

Table 5.3 
Univariate Statistics for 

Adjusted and Unadjusted Effect Size Estimates 
of the Gender Specific Effect of Marriage on Mental Health 

Adjusted Unadjusted 
Effect Size ( Z r )  Effect Size (r) 

Mean 
Standard Deviation 
Variance 
Skewness 
Maximum 
Minimum 

Numerous studies included in the meta analysis presented 

multiple estimates for the gender specific effect of marriage that 

differed by mental health outcome. Each result from a study was 

entered as a separate independent observation in the meta analysis 

rather than selecting a representative study, averaging results or 

conducting separate meta-analyses. 

Since including multiple results from a single study may falsely 

increase the power of the meta analysis by inflating sample size for 

statistical tests, some researchers (Wolf, 1986) recommend that each 



sample contribute only a single effect size and significance level to 

the meta analysis. Aside from the problems associated with choosing a 

representative summary statistic for multiple results (Rosenthal, 

1984), averaging effect size differences within a study eliminates 

variation, a primary focus of meta analysis, and, therefore, 

represents an undesirable solution. Other researchers (Smith, Glass 

and Miller, 1980; Glass, McGaw and Smith, 1981) count each result from 

a study as a separate independent observation and recommend conducting 

a separate meta analysis for each different type of dependent variable 

involved. However, conducting separate analyses for each type of 

dependent variable does not permit tests of statistical significance 

to assess whether, and if so, to what degree, differences in effect 

size estimates are a function of differences in the type of dependent 

variable. To assess the influence of differences in mental health 

outcome measures on variation in the presence and magnitude of the 

gender specific effect of marriage, multiple results that differed 

according to mental health outcomes were entered as separate point 

estimates of the population effect size for each mental health 

outcome. 

5 . 2 . 3  Meta Analysis: Synthesis of Results 

A synthesis of the results from previous research indicates the 

degree of support for the sex-role hypothesis based on the studies 

included in the meta analysis. Three meta-analytic methods are used, 

the vote-counting method, the combined test method and calculating 

averages. 



The vote-counting method of presenting findings classifies 

studies into one of three categories, statistically significant 

positive results, statistically significant negative results or 

nonsignificant results. The modal category represents the best 

estimate of the direction of the relationship. While a simple 'vote- 

counting" method is simple and robust, it possesses poor statistical 

properties (Hedges, 1980). The power of this procedure is low, 

decreases as the number of studies reviewed increases and is 

associated with a high probability of a type I1 error. This can lead 

reviewers to falsely conclude a null effect. In addition, this method 

typically disregards descriptive information about the study as well 

as sample size and, therefore, equally weights large studies that more 

frequently produce statistically significant findings with small 

studies. 

Combined tests combine significance levels into a joint test of 

a null hypothesis. Their purpose is to provide a summary overall test 

of the statistical significance for results of independent tests of 

the same hypothesis. Combined tests assess whether individual studies 

provide sufficient evidence as an aggregate to reject the null 

hypothesis at a high level of significance (Glass, McGaw and Smith, 

1981). 

A variety of summation procedures have been formulated that 

involve either significance levels (or their logarithmic 

transformation) or test statistics such as t-test and z-test 

statistics. Integrating the results of research investigating the sex- 

role hypothesis is based on the Fisher Combined test. The Fisher 

procedure has the advantage of being the most asymptotically efficient 

of the combined tests, however, differences among procedures are 



generally slight (Wolf, 1984). This test is based on the product of 

probabilities obtained from different independent tests of the same 

hypothesis. Based on this method, a chi-square statistic is obtained 

which approximates the chi-square distribution, with degrees of 

freedom equal to two times the number of tests, when the natural 

logarithm of the probability associated with each test is summed and 

multiplied by -2 (Glass, McGaw and Smith, 1981). 

In addition to vote counting and combined test methods for 

synthesizing results, the average effect is expressed as the average 

raw Pearson product moment correlation coefficient. In the absence of 

evaluation standards, Cohen (1977) provides rough guidelines for small 

(r=O.10), medium (r=0.30) and large (r=O.SO) effect sizes. 

5.2.4 Meta Analysis: Model Estimation 

Meta-analysis has been accused of oversimplifying the results of 

a research domain by focusing on overall effects and downplaying 

explanatory factors (Glass, McGaw and Smith, 1981). Thus, in addition 

to a synthesis of research results, regression analysis is employed to 

correlate study characteristics with the effect size of the gender 

specific effect of marriage. This is accomplished by coding the 

characteristics of each study to empirically examine predictive 

factors. Study properties that may be implicated were identified based 

on a review of the literature on the sex-role hypothesis. The 

dependent variable, the effect size for the gender specific effect of 

marriage, was regressed on the explanatory variables using multiple 

linear regression (OLS) techniques (SAS Institute Inc., 1989) . 



Study characteristics are roughly classified as either 

substantive or methodological. Substantive characteristics classify 

features of the study that are specific to the problem studied. 

Substantive characteristics include differences in mental health 

outcome with respect to positive versus negative affect, psychological 

distress versus psychiatric disorder and male prevalent versus female 

prevalent forms of mental disorder. Methodological characteristics 

apply to the research method of the study. Methodological properties 

include the date of data collection, treatment versus community 

population data source and publication bias. 

Positive and Negative Affect 

Mental health outcome measures were dichotomized to reflect the 

referent category of positive affect. Positive affect measures include 

happiness and general well being. 

Male and Female Prevalent Mental Health Outcomes 

Male prevalent mental health outcomes include personality 

disorders and alcohol and drug related outcomes such as alcohol 

drinkers, problem drinkers, heavy alcohol drinkers, abstinence, 

alcohol consumption volume, alcohol consumption frequency, alcohol 

consumption pattern, alcoholism, alcoholism treatment, alcohol-related 

behavioral impairment, and alcohol or drug use, abuse or dependence 

(Aneshensel, Rutter and Lachenbruch, 1991; Borque, Tashkin, Clark and 

Schuler, 1991; Brady, Grice, Dustan and Randall, 1993; Knowles, Smith 

and Lemere, 1983; Myers et al. 1984; Robins et al. 1984). Female 

prevalent mental health outcomes include depression, dysthymia, 

anxiety, panic, CES-D depression caseness, extreme depression scores, 



extreme anxiety scores, generalized anxiety, manic depression, nervous 

exhaustion, nervous breakdown, affective disorders, psychosis, 

affective psychosis, psychotic symptoms, phobia, phobic symptoms, 

psychoneurosis, neurosis, schizophrenia, neurotic symptoms and other 

psychoses, psychological distress, extreme distress scores, 

psychological symptoms, passivity and extreme grief (Bebbington, 1988; 

Kessler, McGongale, Nelson, Hughes, Swartz, and Blazer, 1993; Kessler, 

McGongale, Swartz, Blazer and Nelson, 1994; Nolen-Hoeksema, 1987; 

Weissman and Klerman, 1992; Paykel, 1991). Positive affect measures 

were excluded. 

Psychological Distress and Psychiatric Disorder 

The psychological distress measure, the referent category, 

includes psychological distress, extreme distress scores, 

psychological symptoms, passivity and extreme grief. Psychiatric 

disorder includes a11 remaining diagnostic mental health categories. 

Data Collection Date 

Data collection date refers to the year in which the data was 

collected. Collection dates were estimated for 8 percent of the 

studies with missing date information as the year prior to the 

publication date of the earliest cited reference article for the data 

source. 

Data Collection Source 

Community population data indicated non-institutional community 

survey data. The referent category, treatment population data, 

indicated data based on patient populations in public and private 



mental institutions, public and private mental illness hospitals, 

mental handicap hospitals, psychiatric wards in general public 

hospitals, alcoholism treatment centers, psychiatric facilities, aged 

and senile homes, public and private hospitals for addicts, public and 

private institutions for the mentally retarded and public and private 

treatment centers for emotionally disturbed children. 

Publication Bias 

The influence of publication bias was addressed by evaluating 

the impact of the primary focus of the source article on the effect 

size of the gender specific effect. Parameter estimates from articles 

that primarily focused on either evaluating the sex-role hypothesis or 

on gender differences in the effect of marriage on mental health were 

coded as 'Primary'. Parameter estimates from articles that did not 

primarily focus on investigating the sex-role theory for gender 

differences in mental health were classified as 'Secondaryf. 

5.3 Event History Analysis: The Causation and Selection 
Explanations for the Gender Specific Effect of Marriage on 
Mental Health 

Despite the importance of a meta-analysis to demonstrate and 

quantify the presence, magnitude and duration of a gender specific 

association between marriage and mental health, the reliance on cross- 

sectional data in previous research confounds selection versus causal 

processes and, therefore, precludes an understanding of the relative 

importance of these processes. Since it cannot be known for certain 

whether marriage has preceded psychiatric disorder onset or the 

reverse, it cannot be determined whether, or to what extent, observed 



associations reflect the gender specific causal impact of marriage or 

gender differences in the importance of mental health criteria for 

determining marital selection. Furthermore, it cannot be determined 

whether historical trends reflect changes in causal processes or 

changes in marital selection pressures over time. 

In the second empirical stage of the dissertation, event history 

models of retrospective data will be employed, using data for a recent 

longitudinal community survey of Toronto (Turner and Wheaton, 1992). 

Event history models reduce the problems of establishing temporal 

priority when estimating the effect of marriage on mental health and 

the effect of mental health on determining marriage. Additionally, 

event history models are used to estimate life cycle and historical 

changes in both causal and selection processes. 

5.3.1 Event History: Models 

Event history models take into account the problem of relative 

timing of events (i-e. timing of marriage and onset of psychiatric 

disorder). Additionally, event history models address the difficulties 

encountered from both censoring (unknown event times for respondents 

that have not completed their at risk period for either marriage or 

the development of disorder) and time varying explanatory variables 

(variables whose values change over the life course) that have 

typically created major difficulties for standard statistical 

procedures by leading to serious bias or loss of information (Allison 

1984). The discrete-time event history or survival model to be 

employed is based on the work of Singer and Willett (1991; l W 3 ) ,  

Willett and Singer (1993) and Allison (1995). 



Discrete-time event models examine the hazard probability 

defined as the conditional probability an individual will experience 

the target event, given the event has not occurred by the beginning of 

the time interval. It refers to the proportion of the risk set (i.e. 

the population at risk for event occurrence including both censored 

and uncensored cases) who experience the target event within each time 

interval. Thus, event history analysis takes into account information 

regarding the timing of events (whether and, if so, when the target 

event occurs) as well as censored information by focusing on the 

particular time period in which an event occurs. The hazard function 

refers to the chronological pattern of these probabilities over time. 

The set of conditional hazard probabilities represent the fundamental 

parameters of the discrete-time survival model. Hazard probabilities 

are reparameterized to have a logistic dependence on time and the 

predictor variables permitting estimation with standard logistic 

regression software. 

An event history data analytic technique uses a person-period 

data set. Each person in the standard one-person one-record data set 

(person-record data set) contributes multiple records (person-period 

data set) representing each year of life up to and including the year 

in which the target event is experienced, or up to and including the 

current age, whichever occurs first. The person period data set is 

used to model the relationship between event occurrence and selected 

predictors by determining whether the hazard function differs 

systematically for certain subgroups of the population. The 

statistical relationship differs from ordinary regression because the 

outcome is the entire hazard function not just a conditional mean. 

Time parameters act as multiple intercepts, one per time period, 



and capture the baseline level (the log-hazard function when all 

covariates equal ze~o) of the hazard in each time period. Patterns in 

the values of these parameters represent the temporal shape of the 

hazard function. Because of the flexibility of the parameterization of 

the discrete model, the hazard function is free to adopt whatever 

shape best describes the population pattern of risk. This approach 

considerably increases the number of estimated time parameters, 

especially when data collection is lengthy (as in retrospective life 

history data). Introducing time interactions into the model, to 

estimate age-varying effects, necessitates including even more 

additional parameters. The length of data collection combined with the 

infrequency of psychiatric disorder onset over the life course 

necessitated adopting more parsimonious alternatives. First, the 

baseline hazard profile for onset of mental disorder or first marriage 

collapsed adjacent time intercepts. A post-hoc inspection of 

individual time intercepts suggested the structure that was 

retroactively imposed on the set of intercepts. Second, time varying 

interaction effects were estimated by adopting a particular algebraic 

form for the shape of the logit-hazard profile such as a linear or 

nonlinear logit hazard which was treated as a continuous variable 

(Singer and Willett, 1991; 1993). Adopting a particular algebraic form 

for the shape of the logit-hazard profile is a more parsimonious 

representation of time, particularly for time interactions, that 

improves statistical power and coefficient stability (Singer and 

Willett, 1993) . 
Event history models not only take into account temporal 

priority among events, these models also take into account the problem 

of temporal proximity that is typically assumed in standard analytic 



techniques. Respondents experience different durations of "at risk" 

periods due to differential time lapse between marriage and disorder 

onset with respect to social causation and between disorder onset and 

marriage with respect to social selection. Differential "at-risk'' 

periods are also due to age variation, such that older respondents 

have experienced longer periods of risk relative to younger 

respondents. Rather than assume the co-occurrence of disorder and 

marriage are causally linked, event history models permit estimation 

of lagged effects. A lagged presence of a predictor variable 

represents exposure in the year of occurrence and in subsequent or 

preceding years. Empirical tests for lagged effects avoid the 

assumption inherent in standard logistic regression analyses of 

constant and continuous effects for predictor variables once exposure 

has occurred. 

Logistic regression parameter estimates, standard errors, and 

goodness-of-fit statistics are used for testing hypotheses about the 

hazard rate and its determinants. Allison (1984) has demonstrated 

these estimates are consistent, asymptotically efficient and 

asymptotically normally distributed. Despite the apparent inflation of 

sample size on creation of the person period data set, goodness-of-fit 

statistics, standard errors and other inferential statistics are 

appropriate for testing the influence of the predictor(s) on the risk 

of event occurrence (Singer and Willett, 1993). Estimates obtained 

from the discrete time model converge to the proportional hazard 

continuous time model as time intervals become smaller, indicating the 

loss of information from not knowing the exact time of the event 

usually makes little difference in the estimated standard errors. 

Therefore, estimates from the semi-parametric discrete time model 



provide reasonable estimates of the underlying parametric continuous 

time model. 

Discrete-time models assume the multiple time units representing 

each individual's history are independent. Moreover, the model 

implicitly assumes that all heterogeneity is accounted for by the 

variation in the explanatory variables included in the model. Omission 

of an important predictor pools the profiles defined by the values of 

the ignored predictor. Rather than assuming no error, models that 

include a random disturbance term would be more plausible, however, 

for a given individual errors will be highly correlated across person 

period years since the unobserved sources of variation in the hazard 

rate will likely be stable over time. Allison (1984) notes that 

although these issues raise serious questions about the legitimacy and 

practicality of the procedure and may create problems for discrete 

time estimation, it should not lead to abandoning the discrete time 

approach. 

5.3 .2  Event History: Data Source 

Data for the analysis is provided by The Psychiatric Distress 

and Disorder and the Use and Abuse of Alcohol and Drugs study 

conducted by R. Jay Turner and Blair Wheaton (Turner and Wheaton, 

1992). The sampling frame includes all individuals 18 to 55 years of 

age who are fluent in English, capable of completing the questionnaire 

and residing in one of the following six boroughs of Metropolitan 

Toronto: East York, Etobicoke, North York, Scarborough, York, and the 

City of Toronto. The selected age range corresponds to ages of 

substantial risk for the occurrence of psychiatric and substance abuse 



problems (Turner and Wheaton, 1992). A probability proportionate to 

size multi-stage sampling method was employed to initially sample 

geographic units (enumeration areas) from which selected addresses 

were resampled and, finally, a target respondent was chosen from all 

eligible respondents residing at each selected address. Selected 

households were enumerated according to household composition and the 

target respondent was randomly selected (Kish, 1965). 

Two waves of interviews were conducted spaced approximately one 

year apart. The first wave of interviews conducted in 1990-91 with 

1,393 respondents achieved a response rate of 75.3 percent. The second 

wave of interviews conducted in 1991-92 with 1,206 reinterviewed 

respondents achieved a response rate of 86.6 percent. The response 

rate is comparable to or surpasses participation rates achieved by 

similar studies employing representative samples of the population 

(i.e. Eaton and Kessler, 1985; National Co-morbidity Study, 1990). 

Requested information was obtained by trained survey research 

interviewers through face to face interviews regarding their mental 

and physical health, alcohol and drug use, and demographic status 

attributes as well as their marital and interpersonal relationship 

history. 

Information regarding psychiatric disorder onset obtained in 

both waves of data will be considered. Considering only one wave of 

data results in the omission of potentially relevant information 

provided at the follow-up interview. The first wave of data omits 

information on disorder onset occurring between the first and second 

wave of interviews. The second wave of data omits information from 

respondents that were not re-interviewed. The truncated mean of 

discrepant ages of disorder onset between waves was used as the best 



estimate of actual age of occurrence. Due to the importance of dating 

psychiatric disorder onset for establishing temporal priority, 

individuals who fail to provide age information will be considered for 

purposes of prevalence information but will be omitted from 

appropriate statistical analyses. 

5.3.3 Event History: Selected Measures 

Mental Health 

The Psychiatric Distress and Disorder and the Use and Abuse of 

Alcohol or Drugs study provides information for assessing both 

psychological and substance disorders. In addition to examining both 

selection and causation event history models for any psychiatric 

diagnoses, each model is also estimated for psychological as well as 

substance disorders. Considering any psychiatric diagnosis will enable 

a comparison with and, possibly, an explanation for, the 

inconsistencies typifying previous research. Considering different 

psychiatric disorders permits an evaluation of whether the association 

varies according to type of disorder. 

Psychiatric disorders assessed in the data are defined according 

to the classification outlined in the American Psychiatric Association 

Diagnostic and Statistical Manual of Mental Disorder, Revised Third 

Edition (DSM-111-R) (1987). Diagnoses were generated via the Composite 

International Diagnostic Interview (CIDI) (Wittchen, Burke, Sempler 

and Pfister, 1989), a survey research interview schedule that can be 

reliably administered by trained interviewers who are not clinicians. 

Field trials of the CIDI indicate "good interrater reliability, test- 

retest reliability and validity of almost all diagnoses" (Kessler, 



McGongale, Zhao, Nelson, Hughes, Eshleman, Wittchen and Kendler, 

1 9 9 4 : 9 ) .  Assessed DSM-111-R disorder for which age of onset 

information is provided include major depression, dysthymia, 

generalized anxiety, panic, alcohol abuse and dependence and drug use 

and dependence. Drug use includes use of sedatives, tranquilizers, 

stimulants, analgesics, inhalants, marijuana, cocaine, hallucinogens 

or heroin. Aggregate measures consisting of any psychological 

disorder, including depression, dysthymia, generalized anxiety or 

panic disorder, and any substance disorder, including alcohol or drug 

abuse or dependence, will be created in order to obtain a sufficient 

number of cases to test for possible interactions involving age and 

time varying differences of the gender specific effect of marriage. 

Marital Status and History 

Information regarding an individual's current marital status, 

the number of legal marriages and date of first marriage will be used 

to define marital status and marital history. Individuals who reported 

being currently married, separated, divorced, or widowed at either 

wave one or wave two are considered to be 'ever married". All others 

are considered as never married. 

Among all ever-married respondents, marital age information is 

restricted to first marriage. Since complete marital history 

information is not available, multiple spell event history model 

estimation is not possible. Among the ever married, only individuals 

who provided necessary marital age information are considered for 

statistical analyses, due to the necessity of dating the occurrence of 

marriage and occurrence of disorder onset. 



Sociodemographic Background Control Measures 

A number of socio-demographic background controls were 

considered when estimating social causation and social selection event 

history models that included constructs found in previous research to 

predict mental health (Hollingshead and Redlich, 1953; Kessler and 

Neighbors, 1986; Ross, Mirowsky and Goldstein, 1990; Wheaton, Roszell 

and Hall, 1997) as well as marital timing (Axinn and Thornton, 1992; 

Marini, 1984, 1 9 8 5 ) .  Background controls take into account possible 

sources of spuriousness that both increase the risk of psychiatric 

disorder as well as decrease the probability of marriage or, 

conversely, decrease the risk of psychiatric disorder and increase the 

probability of marriage. Background controls are selected for their 

possible confounding role in the relationship between marriage and 

psychiatric disorder in either direction since the direction is 

inconsequential to the spuriousness. 

Partial control constructs included socio-demographic background 

characteristics. Socioeconomic status of the respondents' family of 

origin was measured as the average paternal and maternal highest grade 

of school or year of college completed. The number of siblings 

represents the number of brothers and sisters in the respondent's 

family while they were growing up. 

Full control models additionally included family psychiatric 

history and prior cumulative trauma exposure. Family psychiatric 

history indicated the presence of treatment for, or life difficulties 

due to, problems with either "depression or nerves" or "substance 

abuse" among the respondent's biological mother, father, children, 

siblings, aunts and uncles and grandparents. Prior trauma exposure 

represents a count of prior exposure to childhood and adulthood 



traumatic events including hospitalization; repeating a year of 

school; being sent away from home; chronic parental unemployment; 

parental alcohol or drug use; physical abuse by a parent; personal 

marital separation or divorce; ending a nonmarital relationship; 

parental death; parental divorce; death of a spouse, child or loved 

one; witness violence or murder; natural disaster; personal accident, 

injury or illness; child near-fatal accident or illness; war or 

political uprising; spouse or partner infidelity; sexual abuse or 

assault; spouse or partner physical abuse; spouse, partner or child 

addiction. 

Full control models for social causation event history models 

additionally included a proxy for marital selection measured as a 

count of the number of social behavior problems reported prior to age 

15. Social behavior problems are based on DSM-111-R criteria required 

to establish a childhood conduct disorder, a necessary precondition to 

establish a diagnosis for an anti-social personality disorder in 

adulthood. The criteria involve aggression to people and animals, 

destruction of property, deceitfulness and/or serious violation of 

rules and typically result in clinically significant impairment in 

social, academic or occupational functioning (A.P.A., 1987). A count 

of pre-marital social behavior problems serves as a proxy for social 

selection as it potentially a determinant of both the respondent's 

marital status and mental health. 

5.3.4 Event History: Model Estimation 

Tests for gender by martial status interactions on any 

psychiatric diagnosis, a psychological disorder and a substance 



disorder provide the necessary criteria for assessing Gove's sex role 

hypothesis that men differentially benefit from marriage. Evaluations 

of age varying effects of the gender specific marital benefits test 

for age differences across the life cycle. Examinations of variation 

in effects of birth year assess historic specificity. Further, 

interactions between age and gender evaluate gender differences in 

mental health over the life course. Interactions between age and 

marital status investigate variation in the effect of first marriage 

over the life course. Additionally, interactions between birth year 

and gender evaluate gender differences in mental health across 

generations. Interactions between birth year and marital status 

investigate variation in the effect of first marriage across birth 

generations. 

Similarly, tests for gender by disorder interactions on first 

marriage evaluate the relative importance of selection processes. Age 

varying gender specific selection evaluates life cycle differences of 

the selective influence of mental health on the probability of 

marriage over the life cycle. Variations in the effect of birth year 

assess historic specificity of selection processes as sex and marital 

roles have changed. A comparison of causal versus selection processes 

will illuminate their relative importance in explaining observed 

changes and inconsistencies in the association of gender, marital 

status and mental health previously observed in cross-sectional 

research. 



CHAPTER 6 

A META ANALYSIS OF PREVIOUS RESEARCH 

Introduction 

A meta-analysis of previous research is employed to determine 

the presence and strength of the gender specific effect of marriage on 

mental health as well as examine a number of hypotheses for the noted 

variation in results across research reports. The "analytic model" 

argument states that evidence for the gender specific effect of 

marriage can only be established using analytic methods that test for 

the statistical significance of the synergistic influence of gender 

and marital status on mental health. Thus, a source of inconsistency 

in research results lies in the differences in analytic models 

employed to assess the gender specific effect of marriage, in 

particular, methods that did not assess the statistical significance 

of the interaction effect between gender and marital status. The 

"differential utilization" hypothesis maintains the gender specific 

effect of marriage is a spurious function of differential help-seeking 

and treatment utilization and, therefore, will only be observed among 



studies based on treatment population data. The "outcome specificity" 

hypothesis maintains that gender specific responses to marital 

stressors characterized by male- and female-prevalent forms of mental 

health determine which mental health outcomes will demonstrate 

differential marital benefits. The "historical specificity" hypothesis 

argues research results will vary over time as the gender specific 

effect of marriage declines in response to changes in women's social 

and marital roles. The "life-course" perspective suggests the causal 

impact of marriage on mental health and the selection consequences of 

disorder onset on the probability of marriage depend critically on an 

individual's stage of life when the event occurs. 

In addition to standardizing the gender specific effect of 

marriage on mental health for each study in terms of an effect size to 

negate analytic differences, the influence of time, type of sample and 

mental outcome differences on effect size are examined. 

Univariate Descriptives: The Studies Included in the Meta 
Analvsis 

A meta analysis of previous research is based on the effect size 

for 213 parameter estimates of the gender specific effect of marital 

status on mental health. Parameter estimates were obtained from 53 

published sources reporting on 78 distinct studies (See Appendix 8 for 

further details on each study included in the meta-analysis). Data 

collection dates for the studies included in the meta-analysis spanned 

6 decades beginning as early as 1933 and ending as recently as 1994. 

As illustrated in Figure 6.1, over one-quarter of all parameters, 26.8 

percent, were obtained from research conducted before 1970, more than 



half of all parameters, 54.5 percent, were based on data collected 

during the 1970's and the remaining 18.7 percent were based on 

research conducted following the 1980's. 

Figure 6.1 
Percentage Distribution of Meta-analysis Parameters 

by Data Collection Date 

1933-69 1970-79 1980 + 
Study Date 

Slightly more than half of a11 parameters, 52.6 percent, were 

based on data collected from treatment populations and the remaining 

47.4 percent were based on sample data collected from community 

populations. Data collection dates for treatment population studies 

spanned over 50 years from 1933 to 1984. For community population 

studies, data collection dates began in 1957 and end in 1994. Over 

time, there was a trend away from a reliance upon treatment population 

data, noted for early studies, toward an increasing representation of 

community based surveys in later years (b=-0.333, p=0.0001). As noted 
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in Figure 6.2, whereas 72.2 percent of all parameters from research 

conducted between 1933 to 1959 were based on treatment population 

statistics, only 15.0 percent of parameters obtained from research 

conducted after the 1980's relied upon treatment data. 

Figure 6.2 
Percentage Distribution of Meta-analysis Parameters 
by Sample Type and Data Collection Date of Study 

Percent 

Parameter estimates were based on a wide range of mental health 

measures. As shown in Table 6.1, approximately 26.0 percent focused on 

male prevalent expressions of mental illness including alcohol or drug 

use, abuse or dependence (20.6 percent) and personality disorders (5.1 

percent). Approximately 45.0 percent of the parameters were based on 

female prevalent forms of mental health including depression, 

dysthymia, panic or anxiety (17.4 percent), psychoses or 



Table 6.1 
Meta-Analysis Parameters by Mental Health Outcome and Sample Type 

Mental Health Outcome Community Treatment T o t a l  

Male Prevalent Mental Health Outcomes 20.0 30.3 25.7 
(21) (34) ( 5 5 )  

Alcohol/Drug Related ~isorders' 20.8 20.5 20.6 
(21) (23) ( 4  4 

Personality Disorders 0.0 9.8 5.1 
( 0 )  (11) (11) 

Female Prevalent Mental Health Outcomes 53.5 37.4 45.2 
( 54 )  (42) (96) 

Psychological  ist tress" 

Global Mental Illness Outcomess 

Positive Affect Measures" 

Total 

Note: Alcohol/Drug related outcomes include Alcohol Drinkers, Problem Drinkers, 
Heavy Alcohol Drinkers, Abstinence, Alcohol Consumption Volume, Alcohol 
Consumption Frequency, Alcohol Consumption Pattern, Alcoholism, Alcoholism 
Treatment, Alcohol-related Behavioral Impairment, and Alcohol or Drug Use, 
Abuse and Dependence. 

* Depression/Anxiety/Panic includes Depression, Dysthymia, CES-D Depression 
Caseness, Extreme Depression Scores, Manic Depression, Anxiety, Extreme 
Anxiety Scores, Generalized Anxiety, Nervous Exhaustion, Nervous 
Disturbance/Breakdown, Panic and Affective Disorders. 
Psychoses/Neuroses include Psychosis, Affective Psychosis, Psychotic 
Symptoms, Phobia, Phobic Symptoms, Psychoneurosis, Neurosis, Schizophrenia, 
Neurotic Symptoms and Other Psychoses. 

' Psychological Distress includes Psychological Distress, Extreme Distress 
Scores, Psychological Symptoms, Passivity and Grief. 
Global Mental Illness Outcomes include Mental Disorder, Mental Illness, 
Mental Impairment, Psychiatric Disorder, Psychiatric Illness, Psychiatric 
Episode, Psychiatric Care Admissions, Brain Disorder Psychiatric Treatment, 
Psychiatric Diagnosis, Other Diagnosis. 
Positive Affect Measures include Percent Not Very Happy and General Well- 
being. 



neuroses ( 2 1 . 3  percent) and measures of psychological distress (6.5 

percent). An additional 18.8  percent of the parameters employed global 

measures of mental illness. The remaining 10.3 percent addressed 

measures of positive affect such as happiness and general well being. 

Mental health measures were not independent of the type of 

sample. Parameters obtained from treatment population studies 

predominantly focused on Psychotic and Neurotic Disorders (34.7 

percent), global measures of mental disorder (32.1 percent) and 

Alcohol or Drug disorders ( 2 0 . 5  percent). Parameters obtained from 

community population studies, on the other hand, largely focused on 

Depression, Anxiety and Panic disorders (33.7 percent), Positive 

Affect measures of mental health (21 .8  percent) as well as Alcohol or 

Drug disorders ( 2 0 . 8  percent). Consequently, male and female prevalent 

forms of mental health were similarly disproportionately represented 

from treatment and community population studies, respectively. While 

only one-fifth (20 .8  percent) of the parameters derived from community 

based studies were based on male prevalent forms of mental health, 

almost one third (30.3 percent) of all parameters based on treatment 

data investigated male prevalent expressions of mental health. In 

contrast, more than one half (53.5 percent) of the parameters obtained 

from community research studies addressed female prevalent expressions 

of mental health compared to over one-third (37.4 percent) for 

treatment based research. 

6.3 The Gender S~ecific Effect of Marriaae 

Parameter estimates for the gender specific effect of marriage 

on mental health are presented in Table 6.2. Consistent with Govefs 



hypothesis that marriage differentially benefits men, the majority of 

parameter estimates for the gender specific effect of marriage on 

mental health, 83.0 percent, were negative. However, 17.0 percent were 

positive, indicating that, at least under some circumstances, marriage 

may differentially benefit women. 

Negative logistic parameter estimates, indicating men 

differentially benefit from marriage, range from a maximum value of 

-2.84 observed for Bebbington, Hurry, Tennant, Sturt and Wingsf (1981) 

Carnberwell Community Study of psychiatric disorder to a minimum value 

of -0.025 reported by D'arcy and Bold (1983) for their examination of 

drug dependency. As demonstrated in Table 6.3, among women in the 

Carnberwell Community Study, marriage increased their logged odds on 

psychiatric disorder by 1.663. Among men, marriage decreased their 

logged odds on psychiatric disorder by -1.181. Thus, relative to 

women, marriage differentially reduced men's logged odds on 

psychiatric disorder by -2.844. In contrast, weaker differential 

marital benefits were reported by D'arcy and Bold (1983) based on the 

Saskatchewan Health Survey of drug dependency. As demonstrated in 

Table 6.3, marriage reduced both men's and women's logged odds on drug 

dependency by -0.393 and -0.368, respectively. This represents a 

differential marital gain for men of only -0.025. 

Positive parameter estimates suggesting women differentially 

benefit from marriage range from a maximum value of 1.28 observed in 

Rosenstein and Milazzo-Sayres' (1982) examination of mental disorder 

employing national American mental health statistics to a minimum 

value of 0.012 reported by Lee, Seccombe and Shehan (1991) based on 

their examination of happiness levels using data from the General 



Table 6.2 
Gender Specific Effect1 for the Studies Included in the Meta Analysis 

by Source, Date and Mental Health Measure 

Source study' Date Mental Health Gender Effect 
Measure Specific Effect Size (r) 

Bebbington Mental Health 
(1987 )  Enquiry 

Bebbington, et a l .  MRC Camberwell 
(1981)  

Berah 
(1983)  

Bernard, J. 
(1972)  

1982-85 Affective Psychoses 
Depressive Neuroses 
Depression (NEC) 

1978 Psychiatric Disorder 
Community Study 

Mental Health 1972 Psychiatric Diagnosis 
Research Institute 1973 

1974 
1975 
1976 
1977 
1978 

Health Commission 1 9 8 1  Psychiatric Diagnosis 
o f  Victoria 

National Morbidity 1962-63 Psychiatric Diagnosis 
Survey 

Heyfield Study 1965 Psychiatric Diagnosis -1 .518*  -0 .1231 

NORC Pilot 
Study 

1962 Percent Not Very Happy -0 .998*  -0.1016 

Americans View Their 1957 Percent Not Very Happy -0.751* -0.077 9 
Mental Health Study 

Bradburn, N. NORC Study, 
(1969 )  Wave I 

1964 Pexcent Not Very Happy 0.129 0.0137 
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Table 6.2 (cont'd.) 

Source studys Date Mental Health Gender Effect 
Measure Specific Effect Size (r) 

Kessler and McCrae Meyers et al. 
(1984) (1972) 

Comstock and 
Helsing (1976) 
- Washington 

Comstock and 
Helsing (1976) 
- Kansas 

Comstock and 
Helsing (1976) 
- Washington 

Health and Nutrition 
Examination Survey 
( HANES ) 

Verof f, Douvan 
and Kulka (1981) 

Vanfossen (1978) 

Knupfer, G., et al. Longitudinal Study 
(1966) of Changes in 

Drinking Practices 

Depression 
Extreme Depression Scores 
PsychologicaL Distress 
Extreme Distress Scores 

Depression 
CES-D Depression Case 
Psychologicai Distress 
Nervous Breakdown 

Depression 
CES-D Depxession Case 
Psychological Distress 
Nervous Exhaustion 

CES-D Depression Case 
Nervous Exhaustion 

CES-D Depression Case 
Nervous Exhaustion 

Extreme Depression Scores 
Psychological Distress 
Nervous Exhaustion 
Nervous Breakdown 

Neurotic Depression 

Severe Depression Symptoms 
Severe Neurotic Symptoms 
Phobic Tendency 
Severe Passivity Symptoms 
Percent Not Very Happy 
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Table 6.2 (cont'd. ) 

Source Date Mental Health Gender Effect 
Measure Specific Effect Size (r) 

Stein and Susser 
(1970) 

Salford Psychiatric 
Case Register 

Schizophrenia 
Depressive Psychosis 
Psychoneurosis 
Psychopathy 

Community Survey Neurotic Index 

Thoits, P. 
(1987) 

Prcblems of 
Everyday Life Study 

Anxiety 
Depression 

Thomas and Locke 
(1963) 

N.Y. State Dept. 
of Mental Hygiene 

Schizophrenia 
All Disorders 

Thomas and Locke 
(1963) 

National Institute 
of Mental Health 

Schizophrenia 
All Disorders 

Tien and Eaton 
(1992) 

Epidemiological 
Catchment Area Study 

Schizophrenia 

Turner and Wheaton 
(1990) 

Longitudinal Co- 
Morbidity Study 

Anxiety 
Depression 
Dysthymia 
Panic 
Alcohol 
Drug Disorder 

Tweed and Jackson Monroe County 
(1981) Psychiatric Case 

Register (MCPCR) 

Psychiatric Diagnosis 
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Table 6.2 ( con t ' d ,  ) 

Source Date Mental Health Gender Effect 
Measure Specific Effect Size (r) 

Hospital Morbidity 1978 Schizophrenia 
Collection Study Affective Psychosis 

Other Psychosis 
Personality Disorder 
Alcohol Disorder 
Drug Disorder 
Neurosis 
Other Diagnoses 

Zimmerman-Tansella Community Survey 
et al. (1991) 

198 6 Emotional Distress 

Notes: ' - p<=0.10; * p<=0.05; * *  p<=0.001; * * *  p<=0.@001. 
See Appendix B for additional comments on each study. 
Significance level for the gender specific effect not reported in article. Effect Size calculated from probability 
level. 
Estimated date of study based on the data source publication year. 



Table 6.3 
Gender Specific Effect Calculations for the Effect of Marriage 

on Mental Health by Study (sample) 

Women Men 

Single Married Single Married 

Camberwell Community Study of Psychiatric Disorder 

Odds 0.043 0 .225 0.087 
Logged Odds -3.152 -1.429 -2.442 
Marriage Effect 1.663 
Gender Specif ic  Effect 

Saskatchewan Health Survey of Drug Dependency 

Odds 0.057 0.040 0.054 
Logged Odds -2.863 -3 .231 -2.924 
Marriage Effect -0.368 
Gender Specif ic  Effect 

NIMH Report on Mental Disorder 

Odds 0.005 0 .001  0 .009 
Logged Odds -5.293 -6.8 97 -4.660 
Marriage Effect -1.603 
Gender Specif ic  Effect 

General Social Survey of Happiness 

Odds 0.003 0.002 0 .003 0 .001  
Logged Odds 1.343 0.443 0.562 1.450 
Marriage Effect 0.900 0.888 
Gender Specif ic  Effect 0.012 

Source: Bebbington Hurry, Tennant Sturt and Wing. 1981 "Epidemiology of mental 
disorder in Camberwell" Psychological Medicine vol . 11 : 561-570. 
D'arcy and Bold, 1983 "Alcohol and Drug Dependency in Saskatchewan, 1969- 
1974" Journal of Studies  cn Alcohol vo1.44:630-646. 
Rosenstein and Milazzo-Sayre, 1982 "Characteristics of Admissions to 
Selected Mental Health Facilities, 1975" Mental Health Service  System 
Reports no.2. 
Lee, Seccombe and Shehan, 1991 "Marital Status and Personal Happiness: An 
Analysis of Trend Data" Journal of Marriage and the  Family vol. 53:839-844. 



Social Survey. As demonstrated in Table 6.3, Rosenstein et al. (1982) 

noted in their report on mental disorder prepared for the National 

Institute of Mental Health (NIMH), that marriage decreased women's 

logged odds on psychiatric admission to mental hospitals by -1.603. 

Among men, marriage decreased their logged odds on psychiatric 

admission by -0.336. Thus, relative to men, marriage differentially 

reduced women's logged odds on mental hospital admission by 1.267. In 

contrast, relatively comparable marital benefits were observed for men 

and women with respect to happiness levels reported in 1986. As 

reported by Lee et al. (1991) and illustrated in Table 6.3, marriage 

increased the logged odds on happiness for both men and women by 0.888 

and 0.900, respectively. This represents a marginal differential 

marital gain for women of 0.012. 

Negative logistic parameter estimates were more likely to be 

based on treatment population data (96.4 percent) than community 

survey data (67.0 percent). In contrast, positive logistic parameter 

estimates were more likely to be based on community based research 

(33.0 percent) than treatment population data (3.6 percent). Earlier 

studies were more likely to provide support for Gove's (1972) 

hypothesis that men differentially benefit from marriage. The average 

year of data collection for negative parameters was 1971. In contrast, 

the average year of data collection for positive parameters was 1978. 

Only 14 of the 213 coefficients included in the meta-analysis 

were statistically significant. However, all statistically significant 

parameter estimates were negative, indicating support for Gove's 

hypothesis that marriage differentially benefited men. The modal 

category, representing the best estimate for the gender specific 

effect of marriage, indicated no significant relationship. 



Effect size statistics were calculated for each parameter 

estimate to evaluate and compare the size and strength of the gender 

specific effect of marriage net of the effects of the original 

measurement unit and sample size. Negative logistic parameter 

estimates for the gender specific effect of marriage indicate support 

for Govefs hypothesis that men differentially benefit from marriage. 

Negative effect size parameters are similarly interpreted as evidence 

in favor of Govefs sex-role theory. Positive effect size parameters 

indicate women differentially benefit from marriage. 

As illustrated in Table 6.2, effect size parameters, based on 

the implied Pearson Product Moment Correlation (r), range from a 

minimum value of -0.171 to a maximum value of 0.106. On average, the 

effect size was 0.016. This indicates very little difference due to 

gender in the effect of marriage across all studies included in the 

meta-analytic review. However, both "good" and "poorly" designed 

studies have equally contributed toward the calculation of an average 

effect size. Results from meta-analyses have been criticized as 

uninterpretable because results from "poorly" designed studies are 

included along with results from "good" studies (Wolf, 1986) . This 
criticism was addressed empirically by coding the quality of the 

design employed in each study and examining whether results differed 

for poorly designed versus well-designed studies. Recent community 

based research employing validated measures of mental health were 

coded as well-designed research studies. All others were regarded as 

poorly designed research studies. Differences in the magnitude of the 

average effect size for well designed studies (r=-0.023) compared to 

poorly designed studies (r=-0.014) were unrelated to the quality of 

the design (t=1.384, df=211, p=0.168). 



The Fisher Combined test (Wolf, 1986) summarizing the results of 

independent tests for the sex role hypothesis indicated that, overall, 

the gender specific effect of marriage was not statistically 

significant (chi square=284.09, df=404). Moreover, 243 additional 

studies, each refuting the null hypothesis and exhibiting a small 

effect size of 0.20, would be required to reverse the conclusion of a 

null relationship in favor of the sex-role hypothesis (Wolf, 1986). 

In conclusion, when differences in analytic model are removed as 

a potential source of variation in research results by standardizing 

results to an effect size, the majority of studies offered no evidence 

of a gender specific effect of marriage. 

6.4 Meta Analysis: Determinants of the Effect Size of the Gender 
S~eciEic Effect of Marriaae 

A meta-analysis of the explanatory factors associated with 

variation in size of the gender specific effect was investigated by 

regressing the derived effect size on study characteristics, No 

notable differences in the pattern of results, or conclusions, were 

observed for comparable research regressing the parameter logistic 

estimate calculated for each study on study characteristics. Since 

negative effect size estimates indicate support for a gender specific 

effect of marriage on mental health that favors men, negative 

coefficients for predictive factors are interpreted as increasing or 

strengthening the effect size (more negative). Positive coefficients 

for explanatory factors, on the other hand, are interpreted as 

decreasing or weakening the effect size (less negative). 



The potential influence of publication bias on meta-analysis 

results was investigated empirically by coding each study according to 

the primary focus of the article, that is, the sex-role hypothesis 

versus otherwise, followed by estimating the effect of publication 

bias on the meta-analysis results. As expected, publication bias was 

associated with a decrease in the effect size for the gender specific 

effect of marriage on mental health (b=-0.26, p<=0.0001). Thus, 

differential marital gains favoring men were stronger in published 

research that investigated the sex-role hypothesis. The following 

meta-analytic results are presented without controls for publication 

bias, since both the conclusions and pattern of results were 

unaffected by controls for publication bias. 

6.4.1 Data Collection Year 

A statistically significant positive effect observed for the 

year of data collection on the effect size of the gender specific 

effect of marriage on mental health (b=0.0005, p=0.039), presented in 

Table 6.4, indicates that over time men's differential mental health 

benefits from marriage have declined. No other study to date has 

examined gender differences in the benefit of marriage over time, 

although a limited number of studies have examined the changing 

relationship of marital status to mental health separately for men and 

women (Lee, Seccombe and Shehan, 1991; Glenn and Weaver, 1988; 

Mastekaasa, 1993; Veenhoven, 1983; Haring-Hidore, 1985). While 

evidence of a declining relationship between marriage and mental 

health depended on the mental health indicators that were used, 
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most of these studies noted that changes tended to be more pronounced 

for men than for women. However, rather than including and comparing 

different mental health operands, these studies focused on specific 

indicators of mental health such as happiness (Lee, Seccombe and 

Shehan, 1991; Glenn and Weaver, 1988), suicide (Mastekaasa, 1993; 

Veenhoven, 1983) and subjective well-being (Haring-Hidore, 1985) and 

distress (Mastekaasa, 1993). Moreover, these studies were 

characterized by restricted time frames for their analysis spanning no 

more than two decades around the 1970's. None empirically examined 

gender differences in marital benefits for mental health as women's 

social and marital roles have changed since World War I1 across a wide 

range of mental health operands. 

There was no evidence of a curvilinear effect of data collection 

date as demonstrated in Model 2 of Table 6.4. The parameter for the 

curvilinear effect of data collection date was nonsignificant 

(b=0.00003, p=0.06). 

6.4.2 Treatment Population Data Source 

The positive effect of treatment population data source 

(b=0.021, p=0.0001), presented in Model 3 in Table 6.4, indicates 

that, on average, the effect size for the gender specific effect of 

marriage was weaker (less negative) for parameters based on treatment 

population data than for parameters based on community population 

data. Contrary to the differential utilization argument, that gender 

differences in mental illness rates among the married, relative to the 

never married can be attributed to married women's relatively greater 

propensity to seek help and enter treatment, evidence for a gender 



specific effect of marriage benefiting men was stronger in community 

population studies which are unaffected by selection into treatment. 

The net effects of treatment data source and data collection 

year on effect size are presented in Model 4. Net of the effect of 

treatment population data source, the positive effect of year 

increased to 0.001 (p=0.0002). Similarly, net of the effect of data 

collection year, the positive effect of treatment population data 

source increased to 0.027 (p=0.0001). Increased effects are observed 

for both treatment data source and data collection year because their 

overall positive effects on the effect size were partially 

counterbalanced by the suppressing negative effect of data collection 

year on treatment population data source. Over time there has been a 

decreasing reliance on treatment population data and an increasing 

representation of community based studies (b=-0.337, p=0.0001), where 

the gender specific effect of marriage is stronger (more negative). 

The positive effect of data collection year increases net of treatment 

data source, because the negative indirect suppressing component due 

to treatment is removed. Similarly, the positive effect of treatment 

data source increases, net of data collection year, because the 

negative component due to year is removed. 

6.4.3 Time Varying Effect of Treatment Population Data Source 

Evidence the effect of treatment data source varied over time 

(b=-0.002, p=0.0001) is reported in Model 6 in Table 6.4. Relative to 

the net effect model for treatment data source and data collection 

year, Model 4, the time varying effect of treatment population data 



produced a statistically significant improvement in model fit ( R ~ ~ ~ ~ ~ ~  6- 

R~~~~~~ 4 =0.0465; F1,210=ll.25, p<=0.05). 

Effect size estimates for community and treatment studies are 

presented in Table 6.5 for the average year of data collection, 1972, 

and at one, one and a half, and two standard deviations above and 

below the average data collection year. 

T a b l e  6 . 5  
Effect Size E s t i m a t e s  

for the Gender Specific E f f e c t  of Marriage on Mental Health 
by Data Collection Y e a r  and Data Source 

Data C o l l e c t i o n  Year Treatment Studies Community Studies 

1952 (+2 SD) 

1957 (+1.5 SD) 

1962 (tl SD) 

1972 (Mean) 

1982 (-1 SD) 

1988 (-1.5 SD) 

1992 (-2 SD) 

The effect size for parameters based on community population 

data consistently weakened from -0.063 in 1957, the first year of data 

collection recorded for community studies, becoming zero in 1991 and 

positive thereafter to reach minimum values of 0.005 in 1994, the last 

year of data collection observed for community studies, Among 

treatment population studies, the effect size remained relatively 

constant declining only slightly since 1933 from -0.012 to -0-0052 in 

1984, the first and last year of data collection for treatment 

studies, respectively. 



Figure 6 . 3  
Effect Size for the Gender Specific Benefit of Marriage 

by Year of Data ~ol lect ion'and Source o f  D a t a  

I Treatment 

Year of Data 
Collection 

Note: Community population data collection dates range from 1957 to 1994. 
Treatment population data collection dates range from 1933 to 1984. 

The results indicate a different pattern for the gender specific 

effect of marriage in community versus treatment studies, as 

illustrated in Figure 6.3. Evidence for the gender specific effect of 

marriage on mental health is restricted to community population 

studies. Since treatment studies are much more prone to biased results 

from selection, the trends observed in community studies are more 

likely to be accurate in terms of better population sampling and less 

selection bias. 



6.4.4 Time Varyinq Effect of Data Collection Year 

Although there was no evidence of a bivariate curvilinear effect 

of data collection year, presented in Model 2 in Table 6.4, net of the 

effect of treatment data source, the curvilinear effect of data 

collection date became statistically significant (b=0.00004, p=0.006), 

as indicated in Model 5. However, the curvilinear effect of data 

collection date returned to nonsignificance (b=0.00001, p=0.58) in 

Model 7, net of the effect for the time varying effect of treatment 

population data source. Thus, the curvilinear effect of time was 

explained by the early reliance on treatment population data before 

the 1950fs, where the effect size was weak, the increasing 

representation of community data through the 1950's and 1960fsf where 

the effect size was stronger, combined with the decreasing effect size 

primarily among community based research following the 1970's. Net of 

the time-varying effect of treatment data source, the effect of data 

collection year did not vary over time. 

6.4.5 Positive Affect Mental Health Outcomes 

There was no evidence the effect size for the gender specific 

effect of marriage differed for positive versus negative measures of 

affect. As shown in Table 6.6, the bivariate effect of positive affect 

presented in Model 1 was not statistically significant (b=-0.005, 

p=0.55) and remained nonsignificant net of the effects of data 

collection year (b=-0.008, p=0.37)  presented in Model 2 or treatment 

data source (b=0.008, p=0.37) presented in Model 3 or both data 

collection year and treatment data source (b=0.007, p=0.41)  in Model 



4. There was also no evidence the effect of positive affect varied 

over time. As depicted in Model 5, the parameter for the interaction 

between positive affect and data collection date was nonsignificant 

(b=0.001, p=0.14). Moreover, net of the time-varying effect of 

treatment data source included in Model 6, the effect of positive 

affect continued to be nonsignificant (b=0.006, p=0.46). Thus, models 

including a parameter estimate for positive affect failed to 

significantly improve upon model fit relative to a more parsimonious 

model containing only the time varying effect of treatment population 

data source presented in Model 6 in Table 6.4 (AR~=o. 002; F1,210=0. 48, 

p>O. 05) . 
Since mental health outcome measures, particularly positive 

affect, strongly overlap with data source, the analysis was replicated 

within community studies only. As indicated in Table 6.7, the effect 

size for community studies employing measures of positive affect did 

not differ significantly from the effect size observed for community 

studies employing negative affect mental health measures. The 

bivariate effect of positive affect, reported in Model 1, was 

nonsignificant (b=0.008, p=0.52), the effect of positive affect net of 

the effect of data collection year, reported in Model 2, was 

nonsignificant (b=0.006, p=0.59), and the interactive effect of 

positive affect by data collection year, reported in Model 3 (b=0.001, 

p=0.71) was similarly nonsignficant. 



T a b l e  6 . 6  
1mpact1 of Data Collection Date, Positive Affect Outcome ~easure' and Treatment Data Source 

on the E f f e c t  Size of the Gender Specific Effect of Marriage on Mental Health 

Independent Bivariate 
Variable ~f fect3 Model 

Net 
~f f ect3 Models 

Interaction 
~f f ect3 Models 

Positive 
Affect 

Year 

Treatment 

Positive Affect 
by Year 

Treatment 
by Year 

- -- 

Model 1 Model 2 Model 3 Model 4 Model 5 Model 6 

Note: Standardized regression coefficients presented in brackets. 
- Positive Affect Outcome measures include Happiness and General Well-being. 
3 - p<=0.10, * p<=0.05, " p<=0.01, * * *  p<=0.001. 



T a b l e  6 . 7  
1mpact1 of Year and Positive Affect &Ieasure2 

on Effect Size for the Gender Specific E f f e c t  of Marriage 
on Mental Health among Community Population Studies 

Independent Bivariate Net Interaction 
Variable Mfect3 Model ~ f f e c t ~  Model ~f fect3 Model 

Positive Affect 
Measures 

Year 

Positive Affect 
by Year 

Model 1 Model 2 Model 3 

Note: A Standardized estimates presented in brackets. 
Positive Affect measures include Happiness and General Well-being. 

3 - p<=0.10, * p<=0.05, * *  p<=0.01, * * '  p<=O. 001. 

6.4.6 Psychological Distress versus Psychiatric Disorder 

Among negative affect measures of mental health, the positive 

effect of psychological distress relative to psychiatric disorder (b= 

-0.022, p=0.03), depicted in Table 6.8, indicates the gender specific 

effect of marriage was stronger among parameters based on measures of 

psychological distress than among parameters based on measures of 

psychiatric disorder. Although the effect of psychological distress 

remained statistically significant (b=-0.022, p=0.048) net of controls 

for data collection date, presented in Model 2, it became 

nonsignificant (b=0.009, p=0.41) net of the effect of treatment data 

source, presented in Model 3. Thus, the positive effect of the 





psychological distress measures was spuriously explained by its 

negative association with treatment population data (b=-0.279, 

p=0.0001). Parameters based on measures of psychological distress more 

frequently occur in community survey data, where the effect size of 

the gender specific benefit of marriage is stronger. 

There was no evidence the effect of psychological distress 

outcome measures varied over time. As reported in Model 5 in Table 

6.8, the parameter for the interaction between ~sychological distress 

and data collection year was nonsignificant (b=0.0001, p=0.92). 

Moreover, the effect of psychological distress (b=0.001 p=0.917 net of 

the time varying effect of treatment population data, in Model 6, 

failed to significantly improve model fit relative to a model 

containing the time varying effect of treatment data source, presented 

in Model 6 in Table 6.4 (AR'=o. 002; F1,210=0. 48, p>O.O5) - 

Since psychological distress measures predominate among 

community based studies, tests for interaction effects between 

psychological distress measures and data source is trivially spurious. 

Thus, the analysis was replicated among community studies. 

Within community studies, there was no evidence the effect size for 

psychological distress measures differed from the effect size for 

measures of psychiatric disorder, as shown in Table 6.9. The bivariate 

effect of psychological distress, presented in Model 1, was 

nonsignificant (b=-0.009, p = 0 . 5 6 ) .  Net of the effect of data 

collection year, in Model 2, the effect of psychological distress 

remained nonsignificant (b=0.001, p=0.94). There was no evidence the 

effect of psychological distress varied by data collection year. As 

reported in Model 3, the interaction effect between psychological 

distress and data collection year was also nonsignificant (b=-0.001, 



p=0.66). Thus, it appears the initial finding of a stronger effect for 

measures of psychological distress is fundamentally confounded with 

design. Further, where there is variability in use of psychological 

distress versus psychiatric disorder, there was no effect. 

Table 6 . 9  
1mpact1 of Year  and Psychological Distress Outcome ~easure* 
on Effect Size for the Gender Specific E f f e c t  of Mar~iage 

on Mental Health among Community Population Studies 

Independent 
Variable 

Bivariate 
~ f f e c t ~  Model 

Net 
~f fect3 Model 

Interaction 
J3ffect3 Model 

Distress 
Measures 

Year 

Distress 
by Year 

Model 1 Model 2 Model 3 

Note:  Standardized estimates presented i n  brackets. 
Psychological Distress Measures include Psychological Distress, Extreme 
Distress scores, Grief and P a s s i v i t y .  

3 - p<=0.10, * p<=0.05, * *  p<=0.01, * * *  p<=0.001. 

6.4.7 Male Prevalent Mental Health Outcomes 

Table 6.10 presents the impact of male prevalent and female 

prevalent outcomes on the effect size of the gender specific effect of 

marriage on mental health. Relative to global measures of 

psychological disorder, neither male prevalent measures (b=0.014, 

p=0.08) nor female prevalent measures (b=-0.001, p=0.85), presented 



T a b l e  6-10  
1mpact1 of Male and Female P r e v a l e n t  Outcome b¶easures2, Data Source and 

D a t a  Collection D a t e  on the E f f e c t  Size of the G e n d e r  Specific E f f e c t  of Marriage on M e n t a l  H e a l t h  

Independent Bivariate 
Variable E£ fect3 Model 

Net 
~f fect3 Models 

Model 1 Model 2 Model 3 Model 4 Model 5 

Male Prevalent 0.014- 0.011 0. 020f* 0.015* 0.015* 
(0 .163)  (0 .129)  (0 .246)  (0 .181)  ( 0 , 1 8 3 )  

Female Prevalent -0.001 -0.003 0.010 0.009 0.010 
( -0 .02  7 )  ( -0 .036)  (0 .134 )  (0 .118)  ( 0 . 1  30 )  

Year 

Treatment 

Treatment 
by Year 

Note: ' Standardized estimates presented in brackets. * Male Prevalent Measures include Alcohol and Drug Use, Abuse and Dependence and Antisocial Personality. Female 
Prevalent Measures include Depression, Anxiety and Panic, Psychoses and Neuroses and ~sychological   is tress. 

3 - p<=0.10, * p<=0.05, + +  p<=0.01, * * *  p<=0.001. 



in Model 1, impacted the effect size of the gender by marital status 

interaction effect. Controlling for the effect of data collection date 

in Model 2 did not alter the nonsignificance of male prevalent 

(b-0.011, p=0.19) or female prevalent outcomes (b=-0.003, p=0.71) . 
However, as shown in Model 3, the effect of male prevalent measures 

became statistically significant (b-0.020, p=0.008) net of the effect 

of treatment data source. The positive effect of male prevalent 

cutcomes indicated the gender specific benefit of marriage was weaker 

among male prevalent outcomes than among global measures of mental 

health. The positive effect of male prevalent outcomes maintained 

statistical significance net of the effects of both data collection 

year and treatment data source entered in Model 4 (b=0.015, p=O.OS) as 

well as net of the time varying effect of treatment data source 

entered in Model 5 (b=O.O15, p=0.05). The results suggest greater 

gender equality among male prevalent outcomes relative to global 

measures of mental health. 

There was some evidence the effect of female prevalent outcomes 

varied over time, as well as evidence the effect of male prevalent 

outcomes differed in treatment versus community studies. As depicted 

in Table 6.11, the time varying effect of female prevalent outcomes, 

presented in Model 1, attained statistical significance (b=0.0013, 

p=0.05) and the interaction between male prevalent outcomes and 

treatment data source, presented in Model 3, approximated statistical 

significance (b=-0.038, p=0.07). However, both interaction effects 

became nonsignificant net of the time varying effect of treatment data 

source entered in Model 2 (b=0.0007, p=0.33) and Model 4 (b=-0.020, 

p=0.35), respectively. 



Table 6.11 
T i m e  Varying 1mpact1 of Male and Female Prevalent Outcome hfeasures2, 

Data Source and D a t a  C o l l e c t i o n  D a t e  on the Effect S i z e  
of the Gender Specific E f f e c t  of M a r r i a g e  on Mental Health 

Independent 
Variable 

Interaction 
I5ffect3 Models 

Model 1 Model 2 Model 3 Model 4 

Male Prevalent 

Female Prevalent 

Year 

Treatment 

Male Prevalent 
by Year 

Female Prevalent 
by Year 

Male Prevalent 
by Treatment 

Female Prevalent 
by Treatment 

Treatment 
by Year 

Note: Standardized estimates presented in brackets. 
Male Prevalent Measures include Alcohol and Drug Use, Abuse and Dependence 
and Antisocial Personality. Female Prevalent Measures include Depression, 
Anxiety and Panic, Psychoses and Neuroses and Psychological Distress. 

3 - p<=0.10, p<=0.05, * *  p<=0.01, * * *  p<=0.001. 



The preferred model for the effect of male prevalent and female 

prevalent outcomes on the effect size for the gender specific effect 

of mental health includes the net effect of male prevalent outcomes 

and the time varying effect of treatment data source, presented in 

Model 2, in Table 6.11. This model also represents the preferred model 

overall since it significantly improves model fit relative to a model 

containing the time varying effect of treatment data source alone, 

presented in Model in Table 6.4 (AR'=o. 0159; F1,208=4. 11, p<=0.05) . This 
model indicates that men's differential marital gains have declined 

over time in community based studies and are less likely to be 

observed among male prevalent measures of mental health. 

6.5 Conclusion 

A meta-analysis of previous research was employed to investigate 

the impact of a number of study characteristics including differences 

in analytic models, data collection sources, mental health outcomes 

and data collection year, on the effect size of the gender specific 

effect of marriage on mental health. When the effect of analytic model 

differences across studies was removed by deriving a standardized 

scale invariant effect size for the gender specific effect of marriage 

observed in each study, support for the gender specific benefit of 

marriage was only observed among 14 of the 213 studies included in the 

rneta-analysis. All 14 studies indicated support for Gove's hypothesis 

that marriage differentially benefited men. The average effect size 

parameter was only 0.016 and was not statistically significant. The 

number of additional studies with significant results that would be 



necessary to reverse the null hypothesis conclusion in favor of the 

sex-role hypothesis was 243. 

The meta-analytic results indicated the effect size for the 

gender specific effect of marriage on mental health consistently 

declined over time but only for parameters based on community 

population studies. The effect size for parameters based on treatment 

population data have consistently approximated zero values since 1933. 

In contrast to research conducted by Gove and his associates (1972, 

1 9 7 9 ) ,  that was largely based on treatment statistics, a meta analysis 

including both treatment and community based studies found no evidence 

of the gender specific effect of marriage in treatment studies. 

Although the direction of the derived parameter estimates were 

consistent with the sex-role hypothesis, they were not statistically 

significant. In contrast to the differential utilization argument 

(Kessler and McCrae, 1984; Fox, 1 9 8 0 ) ,  that evidence of a gendex 

specific effect of marriage based on treatment population data is a 

function of differential help-seeking and selection into treatment, 

support for the sex-role hypothesis was only observed among community 

population studies which are unaffected by treatment selection 

factors. 

There was no evidence the effect size for the gender specific 

effect of marriage differed for positive versus negative measures of 

affect. Among negative affect measures, there was no evidence effect 

size differed for measures of psychological distress versus measures 

of psychiatric disorder. However, men's differential marital gains 

were less likely to be observed among male prevalent measures of 

mental health. 



To the extent the gender specific benefit of marriage favoring 

males is a function of gender specific marital role responsibilities, 

stressors and resources, the observed decline in the gender specific 

effect of marriage would imply social change toward more equitable 

parallel marital role patterns over the last 25 years. 

Although the inevitable introduction of publication bias makes 

the generalizabilty of results from a meta analysis difficult to gauge 

the current meta analysis of the gender specific effect of marriage 

represents a very comprehensive compendium of previous literature. The 

studies included in the meta analysis equally represent both community 

and treatment population research that spanned 6 decades from 1933 to 

1994 and employed a wide variety of mental health operands including 

both psychological distress as well as psychiatric disorder, both male 

prevalent and female prevalent expressions of mental health and both 

positive as well as negative affect measures of mental health. A 

measure of publication bias, based on the primary focus of the article 

on the sex-role hypothesis or otherwise, was associated with an 

increased male differential benefit of marriage. However, this factor 

had no effect of the results of an investigation of the impact of 

study characteristics on the effect size of the gender specific 

benefit of marriage on mental health. 



CHAPTER 7 

SOCIAL CAUSATION RESULTS 

7.1 Introduction: The Social Causation Argument for the Gender 
Specific Effect of Marriage 

The social causation explanation for gender and marital status 

differences in the occurrence of mental disorder argues that marriage 

differentially decreases the probability of mental illness for men 

because gender specific marital roles differentially expose men and 

women to marital stressors, conflicts and resources. Event history 

modeling is employed to investigate the causation argument that, for 

males in particular, marriage is associated with a decrease in mental 

illness. 

Results of a meta-analysis of previous research, presented in 

Chapter 6, indicated support for the "outcome specificity" hypothesis 

that gender specific responses to marital stressors determine which 

mental health outcomes demonstrate differential marital benefits. 

Men's differential marital gains were less likely to be observed among 

male prevalent measures of mental health. There was no evidence men's 



differential marital benefit differed for positive versus negative 

measures of affect or for measures of psychological distress versus 

psychiatric disorder. Thus, social causation models investigating the 

gender specific effect of marriage on mental health consider three 

aggregate measures of mental health; "psychological" disorders 

including diagnoses of depression, dysthymia, generalized anxiety and 

panic disorder; "substance" disorders including diagnoses of alcohol 

or drug abuse or dependence; and any "psychiatric" diagnosis, 

including both psychological and substance disorder categories. Low 

prevalence rates observed for individual DSM-111-R psychiatric 

disorders also necessitated collapsing them into more general 

categories. 

The "historical specificity" hypothesis, predicting the gender 

specific effect of marriage will vary over time in response to changes 

in women's social and marital roles, is examined via interaction 

effects between the gender specific effect of marriage and year of 

birth. This hypothesis predicts the gender specific effect of marriage 

will be stronger among older birth cohorts characterized by more 

traditional marriages. As year of birth increases among younger 

cohorts, the gender specific effect of marriage is predicted to 

decline. 

The "life-course" perspective suggests the gender specific 

beneficial impact of marriage on mental health will depend critically 

on an individual's stage of life. Men's differential benefit of 

marriage may be restricted to specific stages of the life cycle when 

women are differentially exposed to the stressors associated with the 

domestic responsibilities of marriage and motherhood. This hypothesis 

is investigated via time interactions between age and the gender 



specific effect of marriage- The life course perspective predicts the 

gender specific effect of marriage benefiting men will be stronger at 

younger ages and will decline over the life course as women's primary 

responsibilities for household and childcare decline. 

Analyses are presented separately for the three aggregate 

measures of mental illness under investigation. Risk effects generated 

by the hazard models were exponentiated and interpreted as odds ratios 

(Allison, 1984). Even though a mental illness diagnosis can occur any 

time over the life course, the "at-risk" period begins at 15 years of 

age, the first age at which a meaningful number of respondents 

reported a first marriage. 

7.2 The Distribution of a Psychiatric Diagnosis, Psychological 
Disorder and Substance Disorder 

In order to have a sufficient number of cases to study gender 

differences in the effect of marriage on mental health across the life 

cycle, hazard profiles for psychiatric diagnosis, psychological 

disorders and substance disorders are based on age intervals that were 

grouped into equal time intervals of t w o  to three years, except for 

the two larger end point intervals representing early childhood and 

older age where prevalence rates are extremely low. The hazard 

functions for psychiatric diagnosis and psychological disorder are 

represented using end time point categorizations of birth to eight 

years and forty-two to fifty-nine years with intermediate categories 

reflecting three year intervals. The hazard function for substance 

disorder is represented using end time point categorizations of birth 

to fifteen years and thirty-two to fifty-nine years with intermediate 



categories reflecting two year intervals. While grouped age intervals 

are necessary to study changes in effects over time, it is imperative 

that temporal categorizations do not distort the underlying hazard 

profile i n  terms of low-, medium- and high-risk periods. The temporal 

categorizations employed for psychiatric, psychological and substance 

disorder aggregates accurately depicted their underlying hazard 

profiles as indicated by the null difference in fit between continuous 

and categorized hazard profile models for psychiatric (p>0.05), 

psychological (p>0.05) and substance disorders (p>0.05) based on tests 

of statistical signficance. 

When considering time-varying effects of predictor variables on 

the onset of a psychiatric diagnosis, psychological disorder or 

substance disorder, time interactions with predictor variables 

considered time as a continuous function and curvilinear time- 

interactions considered time as a curvilinear function as described by 

Singer and Willett (1991, 1993). 

The underlying hazard profiles for onset of a psychiatric 

diagnosis, psychological disorder and substance disorder are 

illustrated in Figures 7.1 to 7.3, respectively. On average, the 

likelihood of onset of a psychiatric disorder increases to reach peak 

levels by 20 years of age with steady declines until 29 years of age, 

remaining relatively constant during the next three decades with peaks 

observed at 30 and again at 40 years of age.  The likelihood of onset 

of a psychological disorder gradually increases over childhood, 

peaking at about 18 to 20 years of age, and slightly decreases 

thereafter with additional high-risk periods at approximately 25, 30, 

and 40 years of age. The likelihood of a substance disorder 



Figure 7.1 
Hazard Profile for Onset of Psychiatric Diagnosis 

Figure 7.2 
Hazard Profile for Onset of Psychological Disorder 



Figure 7 . 3  
Hazard Profile for the Onset 

of a Substance Disorder 

dramatically increases over adolescence, reaching peak levels at 17 to 

18 years of age, and declines to a relatively low likelihood after 22 

years of age. 

7.3 Background Controls 

When assessing the effec-t of marriage on the probability of a 

mental disorder diagnosis, a number of background control models were 

considered. Background controls take into account possible sources of 

spuriousness that both increase the risk of psychiatric disorder as 

well as decrease the probability of marriage or, conversely, increase 

the probability of marriage as well as decrease the risk of a 

psychiatric disorder. 



Partial control constructs included birth year and gender. 

Research indicates later birth cohorts are more likely to delay or 

forego marriage (Dumas and Grindstaff, 1990; Forthofer, Kessler, Story 

and Gotlib, 1996) and are at an increased risk for mental illness 

(Burke et al., 1991; Hagnell et al., 1982; Lewinsohn et al., 1993). 

Research has also consistently demonstrated gender differences in 

rates of mental disorder (Dohrenwend and Dehrenwend, 1976; Weissman 

and Klerman, 1977; Mirowsky and Ross, 1986; Weissman, et al., 1984) as 

well as gender differences across the life course in the probability 

of first marriage. Overall, men and women do not differ in the 

probability of marriage. However, due to the customary practice of 

women to marry older men (Kalbach and McVey, 1979), they are more 

likely to experience an early marriage. Moreover, they are less likely 

to experience a later marriage, due to relatively higher mortality 

rates among males (Kalbach and McVey, 1979). As a result, the 

proportion of females who are married significantly exceeds that for 

males up to the middle years of life, at which point the situation is 

reversed and the proportion of married males becomes greater and the 

difference increases dramatically with increasing age (Kalbach and 

McVey, 1979) . 
Demographic control constructs included socio-demographic 

background characteristics such as socioeconomic status of the 

respondents' family of origin and number of siblings. Socioeconomic 

position of family of origin is negatively related to early marriage 

(Lowe and Witt, 1984) and numerous studies have consistently reported 

an inverse relationship between social class and mental health 

(Dohrenwend, 1990; Hollingshead and Redlich, 1953; Holzer, et al., 

1986; Kohn, 1972; Syme and Berkmar,, 1976; Wheaton, 1978). Early 



marriage is more coimon among men and women who came from large 

families (Axinn and Thornton, 1992). Large families may provide a 

stronger network of social support, which is associated with a 

decreased risk of psychiatric disorder (Boyce, 1985; Cobb, 1976; 

Wethington and Kessler, 1986). 

Full control models additionally included family psychiatric 

history, prior cumulative trauma exposure and a proxy for marital 

selection factors. Both family psychiatric history and prior 

cumulative trauma exposure (McLeod, 1991; Rutter, 1989; Kessler et al. 

1997; Wheaton, Roszell and Hall, 1997) increase the risk of 

psychiatric disorder and may be indicative of stressful childhood 

environments that lead to early marriage (Quinton and Rutter, 1988). A 

proxy measure for marital selection measured as a count of childhood 

social behavior problems is also included to control for mental health 

selection factors that predict the likelihood of marriage. 

The effects of the background control variables on the 

probability of a psychiatric diagnosis, psychological disorder and 

substance disorder are reported in Table 7.1. Both the effect of being 

male and the effect of birth year varied over the life course. The 

effects of family of origin socio-economic status, number of siblings, 

family psychiatric illness history, prior cumulative trauma exposure 

and social behavior problems, on the other hand, were constant over 

the life course. 

Statistically significant two-way interaction effects between 

male and age were observed for a psychiatric diagnosis (odds=0.94, 

p=0.0001), a psychological disorder (odds=0.97, p=0.@5) and a 

substance disorder (odds=0.96, p=0 .03)  as reported in the bivariate 



T a b l e  7.1 
Effects of Background Controls 

on Risk (Odds) for Psychiatric Diagnosis by Type of ~iagnosisl 

Psychiatric 
Iliagnosis2 
(N=2 7633) 

Psychological 
~ i a ~ n o s i d  
(N=20694) 

Substance 
~iagnosis~ 
(N=21798) 

B i v a r i a t e  Net B ivar ia te  Net Bivar ia te  Net 

Male 
Male x Age 

Year of Birth 
Year of Birth x Age 

Family Socio- 
economic Status 

Number of Siblings 

Family P s y c h i a t r i c  
History 

Pr io r  Cumulative 
Trauma 

Soc ia l  Behavior 
Problems 

Note: A Psychological Diagnosis includes depression, dysthymia, panic and anxiety. A Substance diagnosis includes Alcohol 
or Drug Abuse or Dependence. A Psychiatric diagnosis includes either a psychological diagnosis or a substance 
diagnosis. 

2 - p<=0.10, p<=0.05, * *  p<=0.01, ' * *  p<=0.001. 



effect models presented in Table 7.1. Age-varying effects of being 

male indicate that gender differences in the risk of a psychiatric 

diagnosis, psychological disorder ox a substance disorder varied 

across the life course. Age-varying effect models for each mental 

health aggregate under consideration are further illustrated in 

Figures 7.4 to Figure 7.6, for a psychiatric diagnosis, a 

psychological disorder and a substance disorder, respectively. As 

depicted in Figure 7.4, males experience a higher risk for a 

psychiatric disorder until 25 years of age after which females 

experience a higher risk. Females experience a higher risk for a 

psychological disorder throughout the life course with gender 

differences increasing with age, as illustrated in Figure 7.5. 

Conversely, males experience a higher risk for a substance disorder 

throughout the life cycle with gender differences decreasing slightly 

in later adulthood, as depicted in Figure 7.6. 

The effect of birth year similarly varied over the life course. 

As reported in the bivariate effect models, presented in Table 7.1, 

the effect of birth year significantly varied by age for a psychiatric 

diagnosis (odds=0.98, p=0.01), a psychological disorder (odds=0.98, 

p=0.002) and a substance disorder (odds=0.98, p=0.009). Since the 

effect of birth year varied by age, effects are presented in Table 7.2 

for the mean age (36 years) and at both one and one and a half 

standard deviations below (26 years and 21 years) and above (46 years 

and 51 years) average age. 

At young ages of 21 years, the odds on a psychiatric diagnosis 

increase by 1.57, the odds on a psychological disorder increase by 

1.71 and the odds on a substance disorder increase by 1.43 with each 



Figure 7.4 
Hazard Probability for Any Psychiatric Diagnosis 

by Gender 

M a l e s  I- Females I 

Figure 7.5 
Hazard Probability for a Psychological Disorder 

by Gender 

M a l e s  I- Females I 



Figure 7 . 6  
Hazard Probability for a Substance Disorder 

by Gender 

16 18 2 0 2 2 2 4 26 28 3 0 32 

Age 

T a b l e  7 . 2  
~f fectl of Year of ~irth' 

on Risk (Odds) for a Psychiatric Diagnosis, 
Psychological Disorder and Substance Disorder By Age 

Psychiatric Psychological 
Diagnosis Disorder 

Substance 
Disorder 

Note: Effect of year of birth estimated at mean age and at one and one and a half 
standard deviations above and below the mean age. 
Odds per decade increase in year of birth. 



decade increase in birth year. However, the positive effect of birth 

year on increasing the odds on a psychiatric disorder attenuates over 

the life cycle. A t  older ages of 51 years, each decade increase in 

birth year proportionalized the odds on a psychiatric disorder by 

0.94, proportionalized the odds on a psychological disorder by 0.85 

and also reduced the odds on a substance disorder by 0.67. The results 

are consistent with research reporting increased occurrence of mental 

illness across generations (Burke et dl., 1991; Hagnell et al., 1982; 

Lewinsohn et dl., 1993). However, the results are also consistent with 

retrospective recall bias. It is possible that older birth cohorts 

will be more likely to forget mental illness episodes that occurred 

during adolescence or young adulthood, than younger birth cohorts 

will. 

The effects of the remaining background controls were constant 

over the life course. As noted in Table 7.1, siblings decreased the 

odds on a psychiatric diagnosis, psychological disorder or substance 

disorder. The remaining background controls, including family of 

origin socioeconomic status, family psychiatric history, prior 

cumulative trauma exposure and social behavior problems, increased the 

odds of a psychiatric diagnosis and a psychological or substance 

disorder. 

7.4 The Main Effect of First Marriage on Mental Health: Any 
Psychiatric Diaqnosis, Psycholoqical Disorder and Substance 
Disorder 

Three distinct specifications for marital effects were 

considered. The first specification reflects "being married" and is 

represented as a continuos effect throughout a marriage. The second 



specification reflects "becoming married" and is represented as a 

binary variable occurring only for the first year of marriage. The 

third specification considered the lagged effect of becoming married 

and tested for lagged effects of both the pre-marital relationship 

that preceded marriage as well as lagged effects of becoming married 

that followed the first year of marriage. There was no evidence of 

lagged marital effects for either a psychiatric diagnosis, 

psychological disorder or substance disorder. The following analyses 

present the effect of becoming married, the discrete specification, 

and the effect of being married, the continuous specification. 

The bivariate and net effect of becoming married and being 

married on the risk (odds) of a psychiatric diagnosis, psychological 

disorder and substance disorder are presented in Table 7.3 to Table 

7.5, respectively. Becoming married was not associated with the risk 

of a psychiatric diagnosis, psychological disorder or substance 

disorder. Being married, on the other hand, decreased the probability 

of a diagnosis for each aggregate mental health outcome under 

investigation. 

Becoming married had no effect of the odds of a psychiatric 

diagnosis (odds=0.81, p=0.46), as indicated in Model 1 in Table 7.3, 

and remained nonsignificant net of the effect of male and year of 

birth in Model 2 (odds=0.95, p=0.85), net of the effect of the socio- 

demographic controls for family socio-economic status and number of 

siblings introduced in Model 3 (odds=0.97, p=0.90) and net of the 

effect of prior psychiatric history controls for family psychiatric 

history, prior cumulative trauma exposure and number of social 

behavior problems entered in Model 4 (odds=0.96, p=0.87). In contrast, 



Table 7.3 
Effects of Becoming and Being Married 

on Risk (Odds) for a Psychiatric Diagnosis 

Bivariate Partial Demographic Psychiatric 
Effect controls1 ~ontrolsl ~ontrold 

Becomina M a r r i e d  

Male 

Male x Age 

Year o f  ~ i r t h '  

Year  o f  B i r t h 2  x A g e  

Fami ly  S t a t u s  

S i b l i n g s  

F a m i l y  Psych .  H i s t o r y  

P r io r  C u m u l a t i v e  Trauma 

S o c i a l  B e h a v i o r  P r o b l e m s  

L i k e l i h o o d  R a t i o  

Be ing  M a r r i e d  

Male 

Male x Age 

Year o f  ~ i r t h '  

Year o f  B i r t h ' x  A g e  

F a m i l y  S t a t u s  

S i b l i n g s  

F a m i l y  Psych .  H i s t o r y  

P r i o r  C u m u l a t i v e  Trauma 

S o c i a l  B e h a v i o r  P r o b l e m s  

L i k e l i h o o d  R a t i o  

Model 1 Model 2 Model 3 Model 4 

Note: Partial controls include the age-varying effect of male and the age-varying 
effect of birth year. Partial demographic controls also include family 
background socioeconomic status and number of siblings. Full controls 
additionally include family psychiatric history, prior cumulative trauma 
exposure and social behavior problems. 
Odds per decade increase in year of birth. 

3 - p<=0.10, * p<=0.05, * *  p<=0.01, * * *  p<=0.001. 



Table 7 . 4  
E f f e c t s  of Becoming and Being Married 

on Risk (Odds) for a Psychological Disorder 

B i v a r i a t e  P a r t i a l  Demographic Psychiatric 
Ef feet ~ontrolsl ~ontrols' controls1 

Becoming Married 

Male 

Male x Age 

Year of ~irth' 

Year of Birth' x Age 

Family Status 

Siblings 

Family Psych. History 

Prior Cumulative Trauma 

Social Behavior Problems 

Likelihood Ratio 

Being Married 

Male 

Male x Age 

Year of Birth2 

Year of ~irth' x Age 

Family Status 

Siblings 

Family Psych. History 

Prior Cumulative Trauma 

Social Behavior Problems 

Likelihood Ratio 

Model I Model 2 Model 3 Model 4 

Note: Partial controls include the age-varying effect of male and the age-varying 
effect of birth year. Partial demographic controls also include family 
background socioeconomic status and number of siblings. Full controls 
additionally include family psychiatric history, prior cumulative trauma 
exposure and social behavior problems. 
Odds per decade increase in year of birth. 

3 - p<=0.10, + p<=0.05, '* p<=0.01, ++*  p<=0.001. 



T a b l e  7 . 5  
Effects of Becoming and Being Married 

on Risk (Odds) Porr a Substance Disorder 

Bivariate Partial Demographic Psychiatric 
Effect controls1 controls1 controls1 

Becoming M a r r i e d  

Male 

Male x A g e  

Year o f  ~ i r t h '  

Year  of ~ i r t h '  x Age 

F a m i l y  Status 

S i b l i n g s  

F a m i l y  Psych .  H i s t o r y  

P r i o r  Cumulative Trauma 

S o c i a l  B e h a v i o r  P rob lems  

L i k e l i h o o d  R a t i o  

Be ing  Married 

Male 

Male x A g e  

Year o f  ~ i r t h '  

Yea r  of ~ i r t h ?  x A g e  

F a m i l y  Status 

S i b l i n g s  

F a m i l y  Psych. H i s t o r y  

P r i o r  C u m u l a t i v e  Trauma 

S o c i a l  B e h a v i o r  P rob lems  

L i k e l i h o o d  R a t i o  

Model 1 Model 2 Model 3 Model 4 

Note: Partial controls include the age-varying effect of male and the age-varying 
effect of birth year. Partial demographic controls also include family 
background socioeconomic status and number of siblings. Full controls 
additionally include family psychiatric history, prior cumulative trauma 
exposure and social behavior problems. 
Odds per decade increase in year of birth. 

3 - p<=O.lO, * p<=O.05, **  p<=O.01, * * *  p<=O.OOl. 



being in the first marriage reduced the odds on a psychiatric 

diagnosis by 0.76 (p=0.03). However, as shown in Model 2, the 

beneficial effect of being in the first marriage on reducing the odds 

for a psychiatric diagnosis was reduced to nonsignificance (odds=0.85, 

p=0.22) net of the effects of the partial controls for male and birth 

year. 

Additional models, not presented, investigating the beneficial 

effect of being married net of the age-varying effect of being male as 

well as net of the age-varying effect of birth year indicated the 

beneficial effect of being in the first marriage was spuriously 

explained by birth year. As year of birth increased among younger 

birth cohorts, the odds on marriage were proportionalized by 0.71 per 

decade (p=0.0001, See Table 8.3.2). Younger bixth cohorts are also 

associated with a higher risk of a psychiatric disorder (p=0.0001) 

particularly at young ages, as reported in Table 7.1. Thus, the 

negative association between being married and the risk of a 

psychiatric diagnosis was because younger cohorts are both less likely 

to be married as well as more likely to have a psychiatric diagnosis. 

Becoming married similarly had no effect on the odds of a 

psychological disorder (odds=0.60, p=0.16), as indicated in Model 1 in 

Table 7.4. The effect of becoming married remained nonsignificant net 

of the effect of male and year of birth in Model 2 (odds=0.64, 

p=0.22), net of the effect of the socio-demographic controls 

introduced in Model 3 (odds=0.65, p=0.23) and net of the effect of 

prior psychiatric history controls entered in Model 4 (odds=0.64, 

p=0.22). Being married, on the other hand, proportionalized the odds 

on a psychological disorder by 0.76 (p=0.04), as indicated in Model 1 

of Table 7.4. The beneficial effect of being married, however, was 



reduced to nonsignificance (odds=0.80, p=0.09) net of the effects of 

the partial controls for male and year of birth entered in Model 2. 

Additional models similarly indicated the beneficial effect of being 

in the first marriage was spuriously explained by birth year and 

occurred because younger cohorts are both less likely to be married 

(odds=0.71, p=0.0001, See Table 8.3.2) as well as more likely to have 

a psychiatric diagnosis (odds=1.54, p=0.0001), as reported in Table 

7.1. 

Likewise, becoming married had no effect on the odds of a 

substance disorder (odds=0.73, p=0.43), as indicated in Model 1 in 

Table 7.5 and remained nonsignificant net of the effect of being male 

and birth year entered in Model 2 (odds=0.91, p=0.80), the additional 

socio-demographic controls introduced in Model 3 (odds=0.94, p=0.88) 

and net of the effect of prior psychiatric history controls entered in 

Model 4 (odds=0.94, p=0.87). Being married was associated with a 

statistically significant reduction in the risk of a substance 

disorder by proportionalizing the odds by 0.43 (p=0.0001), as 

indicated in Model 1. Men and women in their first marriage were 57 

percent less likely to have a substance disorder then single, never 

married men and women. The beneficial effect of being married for 

reducing the risk of substance disorder onset remained statistically 

significant net of the effects of male and birth year entered in Model 

2 (odds=0.52, p=0.003), socio-demographic controls entered in Model 3 

(odds=0.55, p=0.007) as well as net of the additional effects of 

psychiatric history included in Model 4 (odds=0.56, p=0.009). As 

indicated by Model 4, net of all background controls, men and women in 

their first marriage were 44 percent less likely to have a substance 

disorder than single, never married men and women. 



7.5 Gender Specific Effect of Marriage on Mental Health : 
Psychiatric Diaqnosis, Psycholoqical Disorder and Substance 
Disorder 

The gender specific benefits of first marriage on psychiatric 

diagnosis, psychological disorder and substance disorder are presented 

in Tables 7.6 to Table 7.8, respectively. Models are presented for the 

continuous specification of being married as well as the discrete 

specification of becoming married. 

A gender specific effect of being married was observed for a 

psychiatric diagnosis (odds=0.62, p=0.03), as reported in Model 2 in 

Table 7.6. As further detailed in Table 7.9 below, among women, being 

in the first marriage reduced their logged odds on a psychiatric 

diagnosis by -0.125. In contrast, among men, being in the first 

marriage differentially reduced their logged odds on a psychiatric 

diagnosis by -0.603. Thus, relative to the never married, being in the 

first marriage differentially reduced the logged odds of a psychiatric 

diagnosis for men by -0.478. This translates into a differential 

reduction in the odds of a psychiatric diagnosis for men of 0.62. 

However, net of the effect of partial controls for the age- 

varying effect of being male and the age-varying effect of birth year 

entered in Model 3, in Table 7.6, the gender specific effect of being 

married was reduced to nonsignificance (odds=1.20, p=0.51). Additionai 

models that examined both the gender specific effect of marriage net 

of the age-varying effect of being male and the gender specific effect 

of marriage net of the age-varying effect of birth year indicated that 

gender differences in the effect of marriage were spuriously explained 

by the age-varying effect of being male. Thus, the gender specific 



T a b l e  7 . 6  
Gender Specific Effect of Becoming and Being Married 

on Risk (Odds) for a Psychiatric Diagnosis 

B i v a r i a t e  Gender S p e c i f i c  Partial Demographic Psychiatric 
E f f e c t  Effect C o n t r o l s  Controls Controls 

Becomina Married 
Male 
Male x Becoming Married 
Male x Age 
Year of E3irth1 
Year of ~irth' x Age 
Family Status 
Siblings 
Family Psychiatric History 
Prior Cumulative Trauma 
Social Behavior Problems 

Likelihood Ratio 

Being Married 
Male 
Male x Being Married 
Male x Age 
Year of ~irth' 
Year of ~irth' x Age 
Family Status 
Siblings 
Family Psychiatric History 
Prior Cumulative Trauma 
Social Behavior Problems 

Likelihood Ratio 

Model 1 Model 2 Model 3 Model 4 Model 5 

Note: ' Odds per decade increase  i n  year of b i r t h .  
z - p<=0.10, p<=0.05, * *  p<=0.01, * * *  p<=0.001. 



Table 7.7 
Gender Specific Effect of Becoming Married and Being Married 

on Risk (Odds) for a Psychological Disorder 

Bivariate Gender Specific Partial Demographic Psychiatric 
Effect Effect Controls Controls Controls 

Becoming Married 
Male 
Male x Becoming Married 
Male x Age 
Year of ~irth' 
Year of ~irth' x Age 
Family Status 
Siblings 
Family Psychiatric History 
Prior Cumulative Trauma 
Social Behavior Problems 

Likelihood Ratio 

Being Married 
Male 
Male x Being Married 
Male x Age 
Year of ~irth' 
Year of ~irth' x Age 
Family Status 
Siblings 
Family Psychiatric History 
Prior Cumulative Trauma 
Social Behavior Problems 

Likelihood Ratio 

Model 1 Model 2 Model 3 Model 4 Model 5 

Note: ' Odds per decade increase i n  year of b i r t h .  
2 - p<=0.10, * p<=0.05, * *  p<=0.01, * * *  p<=0.001. 



T a b l e  7 . 8  
Gender Specific Effect o f  Becoming Married and Being Married 

on Risk (Odds) for a Substance Disorder 

Bivariate Gender Specific Partial Demographic Psychiatric 
Ef feet Effect Controls Controls Controls 

Becoming Married 
Male 
Male x Becoming Married 
Male x Age 
Year of ~irth' 
Year of ~irth' x Age 
Family Status 
Siblings 
Family Psychiatric History 
Prior Cumulative Trauma 
Social Behavior Problems 

Likelihood Ratio 

Being Married 
Male 
Male x Being Married 
Male x Age 
Year of ~irth' 
Year of ~irth' x Age 
Family Status 
Siblings 
Family Psychiatric History 
Prior Cumulative Trauma 
Social Behavior Problems 

Likelihood Ratio 

- - 

Model 1 Model 2 Model 3 Model 4 Model 5 

Note: ' Odds pe r  decade i n c r e a s e  i n  year  of b i r t h .  
' p<=0.10, p<=O. 05, * *  p<=O. 01, * * *  pC=0.001. 



T a b l e  7 . 9  
Logged Odds on Psychiatric ~iagnosis' by Gender 

and Marital Status 

Men Women 

Single, Never Married 0.130 0.00 

Married -0.473 -0.125 

Note: ' A psychiatric diagnosis includes depression, dysthymia, panic anxiety and 
Alcohol or Drug Abuse or Dependence. 

benefit of marriage was essentially an artifact of life course 

differences in the risk of a psychiatric diagnosis for men versus 

women. Men h a v e  a higher propensity toward a psychiatric diagnosis, 

primarily substance disorder, particularly during young adulthood 

before 25 years of age, as illustrated in Figure 7.4. Women display a 

h i g h e r  propensity toward a psychiatric diagnosis, primarily a 

psychological disorder, after 25 years of age. The gender specific 

effect of marriage on the risk of a psychiatric diagnosis that 

differentially benefited men artifactually captured men's declining 

probability of a psychiatric diagnosis and women's increased 

probability of a psychiatric diagnosis over the life course since the 

average age at first marriage of 25 years (see Chapter 8) coincided 

with the cross-over of gender differences in risk of a psychiatric 

diagnosis at 25 years. 

The gender specific effect of becoming married for a psychiatric 

diagnosis was not statistically significant (odds=2.24, p=0.14), as 

indicated in Model 2 of Table 7.6, and remained nonsignificant net of 

partial controls entered in Model 3 (odds=2.36, p=0.12), demographic 

controls entered in Model 4 (odds=2.35, p=0.12) and psychiatric 

controls entered in Model 5 (odds=2.50, p=0.10). 



There was no evidence that, relative to women, neither entering 

the first marriage nor being in the first marriage differentially 

reduced the risk for a psychological disorder for men. As noted in 

Model 2 of Table 7.7, the gender specific effect of becoming married 

on the risk for a psychological disorder was nonsignificant 

(odds=1.71, p=0.47). The gender specific effect of being in the first 

marriage was similarly nonsignificant (odds=0.77, p = 0 . 2 9 ) .  

Likewise, neither the gender specific effect of becoming married 

(odds=1.93, p=0.40) nor the gender specific effect of being married 

(odds=1.62, p=0.19) on reducing the odds on a substance disorder were 

statistically significant as reported in Model 2 in Table 7.8. 

However, net of the effect of partial controls, entered in Model 3, 

the gender specific effect of being married increased to attain 

statistical significance (odds=2.92, p=0.01). Moreover, the gender 

specific effect of marriage differentially benefited women. As 

detailed below in Table 7.10, marriage reduced the logged odds on a 

substance disorder among men by -0.03. Among women, marriage reduced 

the logged odds on a substance disorder by -1.11. Thus, women 

experienced a differential decrease in the logged odds on a substance 

disorder of -1.07. This corresponds to a differential increase in the 

odds of substance disorder for men of 2.92. The results indicate that 

women differentially benefit from marriage, since men, who are still 

at risk for a substance diagnosis, were approximately three times more 

likely to experience a substance disorder following marriage compared 

to women. Men that experienced a substance disorder during the high- 

risk period of adolescence and young adulthood, generally prior to 

marriage, have been excluded from the risk set. 



T a b l e  7.10 
Logged Odds on Substance   is order' by Gender 

and Marital Status 

Men Women 

Single, Never Married 2.09 0.00 

Married 2.06 -1.11 

Note: ' A substance  d i sorder  inc ludes  Alcohol or Drug Abuse or Dependence. 

Additional models revealed the gender specific effect of 

marriage on the risk of a substance disorder was suppressed by the 

positive effect of birth year on the odds of a substance disorder. 

While the risk of a substance disorder has increased among younger 

birth cohorts (see Table 7.3), the probability of marriage has 

declined (odds=0.71, p=0.0001, see Table 8.3.1). The positive effect 

of the gender specific effect of marriage increased because the 

negative component due to year of birth is removed. 

In sum, there is no evidence in these findings, based on post- 

1990 data, that marriage differentially benefits men across a broad 

range of clinically defined mental health indicators. Where there was 

evidence of a gender differential, in the case of substance disorder, 

the differential benefit applied to women. Since both the effect of 

entering the first marriage, as well as the gender specific effect of 

entering the first marriage, were not associated with the risk for a 

psychiatric diagnosis, a psychological disorder or a substance 

discrder, remaining models investigating life course differences and 

historical differences in the gender specific effect of marriage on 

mental health are only presented for the continuous specification of 

being married. 



7.6 Life Course Differences in the Gender Specific Effect of Being 
Married on Mental Health: A Psychiatric Diagnosis, 
Psychological Disorder and Substance Disorder 

The life course perspective suggests the gender specific effect 

of marriage on mental health will depend on the stage of life. 

Empirically this perspective predicts the presence of a three-way 

interaction effect between marriage, gender and age. Models 

investigating life course differences in the effect of gender and 

first marriage are presented in Tables 7.11 to 7.13 for a psychiatric 

diagnosis, a psychological disorder and a substance disorder, 

respectively. 

The beneficial effect of being married on reducing the odds for 

a psychiatric diagnosis did not differ over the life course. The 

parameter estimate for the two-way interaction between marriage and 

age, entered in Model 3 in Table 7.11, was nonsignificant (odds=0.99, 

p=0.60). There was also no evidence for the life course hypothesis 

that the gender specific benefit of marriage for reducing the risk of 

a psychiatric diagnosis would vary over the life course. The parameter 

estimate for the three-way interaction between male, marriage and age, 

entered in Model 5, was not statistically significant (odds=1.02, 

p=0.54). 

A similar pattern of results was observed for models 

investigating life course differences in the beneficial impact of 

marriage and the gender specific effect of marriage on the risk of a 

psychological disorder, reported in Table 7.12 and the risk of a 

substance disorder, reported in Table 7.13. The beneficial effect of 



Table 7.11 
Age Varying Gender Specific Effect of Being Married 

on Risk (Odds) for a Psychiatric Diagnosis 

Interaction Effect Models 
Demo- Psych- 

Partial graphic iatr ic  
Controls Coctrols Controls 

Model 1 Model 2 Model 3 Model 4 Model 5 Model 6 Model 7 Model 8 

Marriage 

Male 

Male x Marriage 

Male x Age 

Marriage x Age 

Male x Marriage x Age 

Year of ~irth' 

Year of ~irth' x Age 

Family Status 

Siblings 

Family Psychiatric History 

Prior Cumulative Trauma 

Social Behavior Problems 

Likelihood Ratio 

Note: ' Odds per decade increase i n  year of b i r t h .  - p<=0.10; p<=0.05; + *  p<=0.01; * '* p<=0.001. 



Table 7.12 
Age Varying Gender Specific Effect of Being Married 

on Risk (Odds) for a Psychological Disorder 

Interaction E f f e c t  Models 
Demo- P s y c h -  

Partial graphic iatric 
Controls Controls Controls 

Model 1 Model 2 Model 3 Model 4 Model 5 Model 6 Model 7 Model 8 

Marriage 

Male 

Male x Marriage 

Male x Age 

Marriage x Age 

Male x Marriage x Age 

Year of B i r t h 1  

Year of B i r t h l x  Age 

Family Status 

Siblings 

Family Psychiatric History 

P x i o r  Cumulative Trauma 

Soc ia l  Behavior Problems 1. lo* 

Likelihood Ratio 25807 25810 25809 25812 25812 25875 25887 25962 

Note: ' Odds per decade increase i n  year of birth. - p<=O.lO; * p<=0.05; " p<=O.Ol; * * *  p<=O.OOl. 



Table 7.13 
Age Varying Gender Specific Effect of Being Married 

on Risk (Odds) for a Substance Disorder 

Interaction Effect Models 
Demo- Psych- 

Partial graphic iatric 
Controls Controls Controls 

Model 1 Model 2 Model 3 Model 4 Model 5 Model 6 Model 7 Model 8 

Marriage 

Male 

Male x Marriage 

Male x Age 

Marriage x Age 

Male x Marriage x Age 

Year of E3irth1 

Year of ~irth'x Age 

Family Status 

Siblings 

Family Psychiatric History 

Prior Cumulative Trauma 

Social Behavior Problems 

Likelihood Ratio 

Note: ' Odds per decade increase i n  y e a r  of b i r t h .  - p<=0.10; p<=0.05; * *  p<=O.Ol; * * *  p<=0.001. 



marriage on reducing the risk for a psychological disorder did not 

differ over the life course. The parameter estimate for the two-way 

interaction between marriage and age, entered in Models 3, was 

nonsignificant for both a psychological disorder (odds=0.98, p=0.23) 

and a substance disorder (odds=0.99, p=0.77). There was also no 

evidence indicating a gender specific benefit of marriage for reducing 

the risk of a psychiatric disorder varied over the life course. The 

parameter estimate for the three-way interaction between male, 

marriage and age, entered in Model 5, was not statistically 

significant for a psychological (odds=1.03, p=0.43) or a substance 

disorder (odds=l. 07, p=O.25) . 

Historical Differences in the Gender Specific Effect of Being 
Married on Mental Health: A Psychiatric Diaqnosis, 
Psychological Disorder and Substance Disorder 

The historical specificity perspective suggests the gender 

specific effect of marriage on mental health will vary by year of 

birth and will be stronger among older birth cohorts characterized by 

traditional sex and marital status roles. As year of birth increases 

among younger birth cohorts, the gender specific benefit of marriage 

is expected to decline. Models investigating year of birth differences 

in the gender specific benefit of marriage on the risk for a 

psychiatric diagnosis, psychological disorder and a substance disorder 

are presented in Tables 7.14 to 7.16, respectively. 

There was no evidence of time varying effects for the effect of 

being male, the effect of being married or the gender specific effect 

of marriage on the risk for a psychiatric diagnosis. As indicated in 

Table 7.14, the two-way interaction effect between marriage and year 



of birth entered in Model 2 was not statistically significant 

(odds=0.80, p=0.08). The interaction effect between male and birth 

year entered in Model 3 was not statistically significant (odds=1.20, 

p=0.07). In addition, the three-way interaction between marriage, male 

and birth year included in Model 5 did not attain statistical 

significance (odds=O .93, p=0.79) . 
There was similarly no evidence of time varying effects for the 

effect of being male, the effect of being married or the gender 

specific effect of marriage on the risk for a psychological disorder. 

As indicated in Table 7.15, the two-way interaction effect between 

marriage and year of birth cohort, entered in Model 2, was not 

statistically significant (odds=0.85, p=0.23). The interaction effect 

between male and birth year, entered in Model 3, was also not 

statistically significant (odds=1.21, p-0.14). Likewise, the three-way 

interaction between marriage, rcale and birth year on the risk for a 

psychological disorder, entered in Model 5, did not reach statistical 

significance (odds=O . 8  6, p=0.62) . 
In contrast, there was evidence the beneficial effect of 

marriage for reducing the risk of a substance disorder changed over 

time. As indicated in Table 7.16, the interactive effect of marriage 

and birth year, entered in Model 2, was statistically significant 

(odds=0.52, p=0.004). Large baseline effects reported for marriage are 

due to the zero baselines for year of birth, which is out of range. 

Since the effect of marriage varied by year of birth, the odds on a 

substance disorder are presented in Table 7.17 by birth cohort decade 

based on a model (not presented) that excluded the nonsignificant 



Table 7.14 
Time Varying Gender Specific Effect of Being Married 

on Risk (Odds) for a Psychiatric Diagnosis 

Interaction E f f e c t  Models 
Demo- Psych- 

Partial graphic iatric 
Controls Controls Controls 

Model 1 Model 2 Model 3 Model 4 Model 5 Model 6 Model 7 Model 8 

Marriage 1.02 3.15-  

Male 1.17  1 .17  

Male x Marriage 0.59*  0 .58*  

Year of ~irth' 1.54*** 1.61"" 

Year of ~irth' x Marriage 0.80-  

Year of ~ixth' x Male 

Year of ~irth' x Male x Marriage 

Male x Time 

Year of ~irth' x Age 

Family Status 

Siblings 

Family Psychiatric History 

Prior Cumulative Trauma 1 .15* * *  

Social Behavior Problems 1 .23* * *  

Likelihood Ratio 21077 21080 21080 21082 21082 21102 21128 21267 

Note: ' Odds per decade increase in year of birth. 
* - p<=0.10; * p<=0.05; * *  p<=0.01; * + *  p<=0.001. 



Table 7.15 
Time-Varying Gender Specific Effect of Being Married 

on Risk (Odds) for a Psychological Disorder 

Interaction Effect Models 
Demo- Psych- 

Partial graphic iatric 
Controls Controls Controls 

Model 1 Model 2 Model 3 Model 4 Model 5 Model 6 Model 7 Model 8 

Marriage 0.87 2.00 0.83 1.65 1.38 0.68 0.66 0.85 

Male 0.60*** O.60*** 0.21' 0.23.' 0.19* 0.35 0.36 0.41 

Male x Marriage 0.73 0.72 0.84 0.83 1.85 1.90 1.87 1.78 

Year of i3irth1 1.60*** 1.67*** 1,51f** 1.57*** 1,55*** 2.53***  2.43*** 2.27*** 

Year of ~irth' x Marriage 

Year of ~irth' x Male 

Year of 13irth1 x Male x Marriage 

Male x Age 

Year of ~irth' x Age 

Family Status 

Siblings 

Family Psychiatric History 

Prior Cumulative Trauma 1.14*** 

Social Behavior Problems 1.10* 

Likelihood Ratio 25861 25862 25863 25864 25864 25873 25884 25961 

Note: ' Odds per decade increase in year of b i r t h .  - p<=0.10; * p<=0.05; * *  p<=0.01; * * *  p<=o. 001. 



T a b l e  7 . 1 6  
Time-Varying Gender S p e c i f i c  E f f e c t  of Being Married 

on Risk (Odds) for a Substance Disorder 

Interaction Effect Models 
Demo- Psych- 

Partial graphic iatr ic  
Controls Controls Controls 

Model 1 Model 2 Model 3 Model 4 Model 5 Model 6 Model 7 Model 8 

Marriage 0,45** 

Male 1.84*** 

Male x Marriage 1.56 

Year of ~irth' 1.43""" 

Year of ~irth' x Marriage 

Year of ~irth' x Male 

Year of ~irth' x Male x Marriage 

Male x Time 

Year of ~irt h '  x Age 

Family Status 

Siblings 

Family Psychiatric History 

Prior Cumulative Trauma 

Social Behavior Problems 

Likelihood Ratio 28224 

Note: ' Odds per decade increase i n  year of birth. 
' - p<=0.10; * p<=0.05; * *  p<=0.01; * * *  p<=O.OOl. 



gender specific effect of marriage. Effects are presented for the 

average year of birth, 1955, and at ten year increments below and 

above the average until 1973, the last year of birth observed in the 

study. 

T a b l e  7.17 
Odds on Substance   is order' 

by Marital Status and B i r t h  Cohort Year  

Year of 
B i r t h  

Single, 
Never Married Married 

Effect of 
Marriage 

0.013 

0.011 

0.008 

0.007 

0. OOS 

Note: A substance disorder includes Alcohol or Drug Abuse or Dependence. 

As noted in Table 7.17, the beneficial effect of marriage has 

increased as year of birth has increased. Marriage initially increased 

the risk of a substance disorder among persons born in 1935 

(odds=1.253). The beneficial effect of marriage first appeared for 

persons born in 1939 and, thereafter, was increasingly associated with 

reduced odds of substance disorder. Among the married, the odds on a 

substance disorder have declined from 0.013 in 1935 to 0.005 in 1973. 

Among the never married, the odds on a substance disorder have 

steadily increased from 0.011 in 1935 to 0.050 in 1973. The increased 

risk of substance disorder among the never married over time combined 

with a steady reduced risk of substance disorder observed among the 



married, increased 

birth. 

Changes over 

substance disorder 

the relative benefits of marriage with year of 

time in the effect of marriage on the risk for a 

partially represent the combined influences of both 

delayed marriage among younger birth cohorts and the increased access 

to alcohol and drugs over time, The majority of men and women born 

during the 1930's married at an average age of 22, during the baby 

boom years of the 1950's (Kalbach and McVey, 1979). At that time, the 

legal drinking age of 21 closely approximated age at marriage. 

Consequently, the development of a substance abuse or dependence 

disorder would largely follow marriage due to the relative timing of 

these two events. In contrast, men and women born during the 1960's 

were more likely to forego marriage or to marry at a later age of 24 

to 25 years (Kalbach and McVey, 1979). By this time, the legal 

drinking age of 18 or 19 preceded marxiage and, consequently, a 

substance abuse or dependence disorder would have a greater 

opportunity to develop prior to marriage, compared to earlier birth 

cohorts. 

The interaction effect between male and year of birth, entered 

in Model 3 in Table 7.16, was not statistically significant (odds=95, 

p=0.69) and the three-way interaction between marriage, male and birth 

year on the risk for a substance disorder, entered in Model 5, did not 

attain statistical significance (odds=1.04, p=0,93). 

7.8 Conclusion 

The analyses provide no support for the social causation 

argument that higher rates of mental illness among married women are a 



function of marital role differences that differentially benefit men. 

In fact, the only evidence of a gender specific benefit of marriage 

indicated that women, not men, differentially benefit from marriage. 

Following first marriage, women were only one-third as likely to 

experience a substance disorder compared to men. 

Contrary to the life course perspective, the gender specific 

effect of being married for reducing the risk of a substance disorder 

did not vary by age. Similarly, there was no evidence the gender 

specific effect of being married for a substance disorder varied over 

time by year of birth. However, in addition to the gender specific 

effect of marriage, the results indicated the beneficial impact of 

marriage for reducing the risk of a substance disorder was stronger 

among younger birth cohorts and decreased with increased birth year 

among older birth cohorts. 

The beneficial effect of being married for reducing the 

probability of psychiatric diagnosis and a psychological disorder were 

both spuriously explained by birth year. Younger cohorts are less 

likely to be married and mo.re likely to experience a psychiatric or a 

psychological disorder. Conversely, older birth cohorts are more 

likely to be married and less likely to report a psychiatric diagnosis 

or a psychological disorder. 

Becoming married for the first time was unrelated to the onset 

of a substance disorder and also unrelated to both the onset of a 

psychological disorder, as well as receiving a psychiatric diagnosis. 

The analyses highlight the importance of disaggregating global 

measures of mental health, particularly male prevalent forms of 

psychiatric illness from female prevalent forms of psychiatric 

illness. First, gender specific benefits of marriage were only 



observed with respect to male prevalent forms of mental health, that 

is, a substance disorder. Moreover, contrary to the sex-role 

hypothesis, women, but not men, differentially benefited from 

marriage. 

Second, evidence of a gender specific effect of marriage, that 

differentially benefited men with respect to a reduced probability of 

a psychiatric diagnosis, was solely a function of aggregating male 

prevalent with female prevalent mental health outcomes into a global 

mental health aggregate for any psychiatric diagnosis. Consequently, 

the gender specific effect of marriage for any psychiatric diagnosis 

was a spurious artifact of gender differences in the probability of 

male versus female prevalent forms of psychiatric illness over the 

life course. 

Evidence indicating men differentially gain from marriage 

confounded the co-occurrence of two events, marriage and mental health 

diagnosis by interpreting gender differences in the timing of male 

versus female prevalent forms of disorder over the life course as 

evidence of gender differences in the effect of marriage on the 

probability of a psychiatric disorder. Net of the propensity among men 

for a substance disorder before 25 years of age and the increasing 

probability among women for a psychological disorder following 25 

years of age, there was no evidence men differentially gained from 

marriage. 

The results also indicate the importance of adopting a life 

course perspective. On the one hand, gender differences in the onset 

of a psychiatric diagnosis across the life course spuriously explained 

the gender specific effect of marriage that appeared to differentially 

benefit men. On the other hand, birth year differences in the onset of 



a substance disorder across the life course actually suppressed the 

gender specific effect of marriage that differentially reduced women's 

risk of a substance disorder. 

In sum, the results indicate that marriage differentially 

reduced women's risk of a substance disorder. For both men and women, 

the beneficial impact of marriage on reducing the risk of a substance 

disorder experienced has increased over generations as year of birth 

has increased. Marriage was unrelated to both a psychiatric diagnosis 

and the onset of a psychological disorder controlling for year of 

birth. 



CHAPTER 8 

SOCIAL SELECTION 

8.1 Introduction: The Social Selection Arqument for the Gender 
Specific Effects of Marriage 

The social selection argument provides an alternative 

explanation for gender and marital status differences in the 

occurrence of mental disorder. According to this perspective, 

psychiatric disorder decreases the probability of becoming or 

remaining married because it impedes the development of interpersonal 

skills necessary for developing and maintaining a relationship. Event 

history modeling is employed to assess the selection argument that, 

for males in particular, the occurrence of mental disorder is 

associated with a decreased probability of first marriage. 

Analyses are presented separately by type of DSM - I11 - R 

diagnosis. First, the effect of any psychiatric diagnosis on first 

marriage is examined, followed by the effect of a psychological 

disorder and, finally, the effect of a substance disorder. A 

psychiatric diagnosis includes major depression, dysthymia, 



generalized anxiety, panic and alcohol and drug use, abuse and 

dependence disorders. A psychological disorder includes major 

depression, dysthymia, generalized anxiety and panic disorders. A 

substance disorder includes alcohol and drug use, abuse and dependence 

disorders. Risk effects generated by hazard models were exponentiated 

and interpreted in terms of odds ratios (Allison, 1984). The "at risk" 

period for first marriage begins at I5 yeaxs of age, the earliest age 

at which a meaningful number of respondents reported a marriage. 

8.2 The Distribution of First Marriaqe 

Age time periods were collapsed into age groups to attain 

sufficient numbers in each time period to estimate the bivariate and 

conditional effects of mental health on the probability of first 

marriage. Hazard profiles for first marriage are based on age 

intervals that were grouped into equal time intervals of two years, 

except for the end point interval representing later adulthood where 

rates of first marriage are extremely low. Temporal categories 

accurately depict the underlying continuous hazard profile as 

indicated by the null difference in fit between continuous and 

categorized hazard profile models based on tests of statistical 

significance (p>0.05). When considering time-varying effects of 

predictor variables on the probability of first marriage, age was 

considered as a continuous function and curvilinear interactions 

considered age a curvilinear function as described by Singer and 

Nillet (1991, 1993) . 
The hazard probability profile demonstxating the pattern of 

occurrence for first marriage over the life course is presented in 



Figure 8.1. The probability of first marriage increased steadily 

following adolescence to reach peak levels by 26 to 27 years of age, 

declining thereafter with an additional high risk period observed at 

34-35 years of age. 

Figure 8.1 
Hazard Probability for First Marriage 

8.3 Backaround Controls for First Marriaae 

When assessing the effects of a psychiatric diagnosis, a 

psychological disorder or a substance disorder on the probability for 

first marriage, a number of background control models were considered. 

Partial control constructs include birth year and the effect of being 

male. Socio-demographic background controls include socio-economic 

status of the family of origin and number of siblings. Full control 



models additionally include family psychiatric history and prior 

cumulative trauma exposure. 

Background controls take into account sources of spuriousness 

that increase the risk of psychiatric disorder and decrease the 

probability of marriage or, alternatively, decrease the risk of 

psychiatric disorder and increase the probability of marriage. 

Previous results, reported in Chapter 7, demonstrated that family 

socioeconomic status, male, family psychiatric history and prior 

cumulative trauma exposure increased the risk for a psychiatric 

diagnosis, psychological disorder and a substance disorder. Birth year 

increased the probability for each mental health aggregate under 

investigation, particulaxly during young adulthood. Number of siblings 

decreased the odds on a psychiatric diagnosis, psychological disorder 

and a substance disorder. 

Effects of the background control variables on the odds of first 

marriage are reported in Table 8.1. The effects of being male, family 

of origin socioeconomic status, family psychiatric illness and 

cumulative prior trauma exposure varied over the life course. As 

demonstrated in Table 8.1, a curvilinear time-varying effect was 

reported for the effect of being male (p=0.0001) and for the effect of 

family status (p=0.0001). A time-varying effect was observed for the 

effect of family psychiatric illness history (p=0.04) and for the 

effect of prior cumulative trauma exposure (p=0.004). The effects of 

birth year (p=0.0001) and number of siblings (p=0.0003) were constant 

over the life course. 



T a b l e  8.1 
Ef fects  of Background ~ontrolsl on Risk (Odds) for First Marriage 

Bivariate 
~f f ect2 

N e t  
~f f ect2 

P a r t i a l  C o n t r o l s  

Male 

Male x Age 

Male x Age S q u a r e d  

Birth Y e a r  

Socio-Demographic Controls 

Family SES 

Family SES x Age 

Family SES x Age Squared 

Number of Siblings 

P s y c h i a t r i c  H i s t o r y  Controls 

Family P s y c h i a t r i c  History 

Family Psychiatric History x Age 

Trauma E x p o s u r e  

Trauma E x p o s u r e  x Age 

Note: Family socioecon@mic status represents average parental educational 
attainment. Family psychiatric history represents the presence of 
experiencing life difficulties or receiving treatment for problems with 
'depression or nerves1 or 'substance abuse' for the respondents1 biological 
mother, father, children, siblings, aunts, uncles and grandparents. Prior 
cumulative trauma exposure represents the number of exposures to a select 
list of traumatic experiences. 
- p<=0.10, p<=0.05, '* p<=o.C11, "+ p<=0.001. 

S i n c e  t h e  e f f e c t s  of  male, b i r t h  y e a r ,  f a m i l y  o f  o r i g i n  s o c i o -  

economic s t a t u s ,  f a m i l y  p s y c h i a t r i c  h i s t o r y  and p r i o r  cumula t ive  

trauma exposure  v a r i e d  over  t h e  l i f e  cour se ,  t h e  odds on f i r s t  

mar r i age  a r e  p r e s e n t e d  i n  Table  8 . 2  f o r  t h e  ave rage  age  of  f i r s t  

mar r i age  ( 2 5  y e a r s )  and a t  bo th  one and one and a h a l f  s t a n d a r d  

d e v i a t i o n s  below ( 2 1  y e a r s  and 1 9  y e a r s )  and above ( 2 9  y e a r s  and 31 

y e a r s )  t h e  mean t o  r e f l e c t  on-time, e a r l y  and l a t e  f i r s t  mar r i ages ,  

r e s p e c t i v e l y .  



Table 8 . 2  
E f f e c t s  of Background c o n t r o l a l  

on Risk (Odds) First Marriage by Age at Marriage2 

E a r l y  
Marriage 

On-Time 
Marriage 

Late 
Marriage 

Age (years) 

Male 0.15 0.26 0.64 1 .19  1 .45 

Birth Year 0 . 7 1  0 . 7 1  0.71 0 . 7 1  0 . 7 1  

Family Socio- 0.95 0.98 1 - 0 3  1 .05 1 . 0 5  
economic Status 

Number of Siblings 1 - 0 5  1 . 0 5  1.05 1 . 0 5  1.05 

Family Psychiatric 1.08 1 . 0 1  0 - 8 8  0.77 0.72 
History 

Prior Cumulative 
Trauma Exposure 

Note: Family socioeconomic status represents average parental educational 
attainment. Family psychiatric history represents the presence of 
experiencing life difficulties or receiving treatment for problems with 
'depression or nerves' or 'substance abuse' for the respondents' biological 
mother, father, children, siblings, aunts, uncles and grandparents. 
Effect of background control variables estimated at mean first marriage age 
and 1 and 1.5 standard deviations above and below mean age. 

Consistent with the tendency for males to marry women 

approximately two to three years younger (Kalbach and McVey, 1 9 7 9 ) ,  

gender differences in the probability of first marriage varied across 

the life course. Relative to women, men were less likely to enter an 

early marriage, but were more likely to enter a late marriage reaching 

peak levels at 37 years of age and declining thereafter. As 

demonstrated in Table 8.2, the odds on first marriage for males 19 

years of age were 0.15.  This represents an 85 percent decrease in the 

odds of becoming married for the first time at 19 years relative to 

females of comparable age. By 31 years of age, the odds on first 



marriage for males increased to 1.45. This represents a 45 percent 

increase in the likelihood of first marriage for men at 31 years of 

age relative to women. 

In accordance with national marital trends based on Canadian 

population data that indicate an increased tendency among younger 

birth cohorts to postpone or forego marriage (Dumas and Grindstaff, 

1990) ,  the probability of first marriage over the life course differed 

by birth year. As indicated in Table 8.2, the odds on first marriage 

are proportionalized by 0.71 per decade increase in birth year. 

Family background socioeconomic status was similarly associated 

with marital postponement. Increased family of origin status decreased 

the probability of an early marriage (odds=0.95) but was associated 

with increased odds on first marriage (odds=1.03) by 25 years of age 

Family of origin status continued to increase the odds on first 

marriage until 30 years of age and declined thereafter. Siblings 

increased the probability of first marriage throughout the life cycle 

(odds=1.05). Each additional brother or sister increased the odds on 

marriage by 5 percent. A family background of psychiatric illness 

increased the probability of an early marriage and decreased the 

probability of a late marriage. Individuals with a history of family 

psychiatric illness were 8 percent more likely to enter their first 

marriage at 19 years of age (odds=1.08) and were 28 percent less 

likely to enter their first marriage at 31 years of age (odds=0.72). 

Prior cumulative trauma exposure similarly increased the likelihood of 

an early first marriage and decreased the likelihood of a late first 

marriage. The odds on an early first marriage at 19 years of age 

increased by 7 percent for each additional traumatic experience 

(odds=1.07), however, the odds on a late first marriage at 31 years of 



age decreased by 6 percent per increase in traumatic exposure 

(odds=O. 94) . 

8.4 The Main Effects of Mental Health on First Marriage: Any 
Psychological Diagnoses, Psychiatric Disorder and Substance 
Disorder 

Three distinct specifications for the effect of mental disorder 

were considered that are distinguished according to the duration of 

the "at-risk" time lag following the onset of a psychiatric disorder. 

The first specification reflects the discrete "occurrence" of mental 

disorder and is represented as a binary variable occurring only for 

the age of onset of mental disorder. The second specification 

represents a lifetime "stigma" model that considers the stigmatizing 

effect of mental disorder as a continuing presence throughout the life 

course once it occurs. The third specification represents a lagged 

"symptom1' model that tests for the presence of lagged effects of 

mental disorder on first marriage. This specification examines the 

continuing impact of mental disorder over a range of years surrounding 

disorder onset as a consequence of the delayed effects of mental 

illness in addition to the associated symptoms that preceded disorder 

onset. For each aggregate psychiatric outcome under investigation, the 

presence of lagged mental health effects were incrementally tested for 

each year preceding as well as following a psychiatric diagnosis. 

Lagged effects for all disorders demonstrated a quadratic distribution 

with increasing effects following disorder onset that later declined 

to nonsignificance. The lagged effect for both a psychological 

diagnosis and a psychiatric disorder extended to include seven years 

subsequent to disorder onset. The lagged effect of a substance 



disorder extended to include three years after disorder onset. There 

was no evidence of backward lagged effects for symptoms preceding 

disorder onset probably due to the fact that self-reported onset of a 

psychiatric disorder obtained through a diagnostic interview schedule 

is synonymous with the onset of symptoms. 

The effects of a psychiatric diagnosis, a psychological disorder 

and a substance disorder on the probability of first marriage are 

depicted in Table 8.3 to Table 8.5, respectively. There was no 

evidence the discrete occurrence of a psychiatric diagnosis affected 

the probability of first marriage in the same year. As indicated in 

Table 8.3, the bivariate effect for the discrete occurrence of a 

psychiatric diagnosis was not statistically significant (odds=0.94, 

p=0 .84)  and remained nonsignificant net of partial controls for the 

effect of male and birth year (odds=1.07, p=0.82), net of additional 

demographic controls for family of origin socioeconomic status and 

number of siblings (odds=l.ll, p=0.72) and net of psychiatric controls 

for family psychiatric illness and trauma exposure (odds=1.09, 

p=O. 75) . 
There was evidence for both the lagged effect of a psychiatric 

diagnosis as well as the lifetime stigma effect of a psychiatric 

diagnosis on the probability of first marriage. As indicated in the 

bivariate effect model, the onset of a psychiatric disorder 

proportionalized the odds on first marriage by 0.69 (p=0.0004) for up 

to seven years following diagnosis and by 0.67 (p=0.0001) for the 

remainder of the life course. However, the lagged symptom effect was 

reduced to nonsignificance (odds=0.83, p=0.07) by partial controls for 

the effect of birth year and the age-varying effect of male. 



T a b l e  8.3 
~ffects' of A Psychiatric Diagnosis on Risk (Odds) for First Marriage 

Bivariate Partial Demographic Psychiatric 
Effect Controls Controls Controls 

Discrets Occurrence Model 
Psychiatric Diagnosis 
Male 
Male x Age 
Male x Age Squared 
Birth Year 
Family SES 
Family SES x Age 
Family SES x Age Squared 
Number of Siblings 
Family Psychiatric Illness 
Family Psychiatric Illness x Age 
Trauma Exposure 
Trauma Exposure x Age 
Likelihood Ratio 16397 

Laqged Symptom Model 
Psychiatric Diagnosis 
Male 
Male x Age 
Male x Age Squared 
Birth Year 
Family SES 
Family SES x Age 
Family SES x Age Squared 
Number of Siblings 
Family Psychiatric Illness 
Family Psychiatric Illness 
Trauma Exposure 
Trauma Exposure x Age 
Likelihood Ratio 

x Age 

Lifetime Stigma Model 
Psychiatric Diagnosis 0.67***  
Male 
Male x Age 
Male x Age Squared 
Birth Year 
Family SES 
Family SES x Age 
Family SES x Age Squared 
Number of Siblings 
Family Psychiatric Illness 
Family Psychiatric Illness x Age 
Trauma Exposure 
Trauma Exposure x Age 
Likelihood Ratio 16421 

Note: A -p<=0.10, * p<=0.05, * *  p<=0.01, * * *  p<=0.001. 



Table 8.4 
Effects of A Psychological Disorder on Risk (Odds) for F i r s t  Marriage 

Bivariate Partial Demographic Psychiatric 
Effect Controls Controls Controls 

Discrete Occurrence Model 
Psychological Disorder 0.69 
Male 
Male x Age 
Male x Age Squared 
Birth Year 
Family SES 
Family SES x Age 
Family SES x Age Squared 
Number of Siblings 
Family Psychiatric Illness 
Family Psychiatric Illness x Age 
Trauma Exposure 
Trauma Exposure x Age 
Likelihood Ratio 16402 

Laaaed Svm~torn Model 
Psychological Disorder 
Male 
Male x Age 
Male x Age Squared 
Birth Year 
Family SES 
Family SES x Age 
Family SES x Age Squared 
Number of Siblings 
Family Psychiatric Illness 
Family Psychiatric Illness 
Trauma Exposure 
Trauma Exposure x Age 
Likelihood Ratio 

Lifetime Stigma Model 
Psychological Disorder 

0.59*** 0.64** 0.65** 0.64** 
0.001*** 0.001*** 0.001*** 
1.92*** 1.79*** 1.72*** 
0.99*** 0.99*** 0.99** 
0.71*** 0.73*** 0 . 7 3 * * *  

0.48+** 0 . 4 8 + * *  
1.05*** 1.05*** 
0.99*** 0.99*** 
1.03* 1.03* 

1 .73  
x Age 0.98 

1.26" 
0.99" 

16421 16599 16641 16650 

Male 
Male x Age 
Male x Age Squared 
Birth Year 
Family SES 
Family SES x Age 
Family SES x Age Squared 
Number of Siblings 
Family Psychiatric Illness 
Family Psychiatric Illness x Age 
Trauma Exposure 
Trauma Exposure x Age 
Likelihood Ratio 16418 

Note: A -p<=0.10, * p<=0.05, * *  p<=0.01, * * *  p<=0.001. 



Table 8.5  
Ef fects  of A Substance Disorder on Risk (Odds) for First Marriage 

Bivariate Partial Demographic P s y c h i a t ~ i c  
Effect Controls Controls Controls 

Discrete Occurrence Model 
Substance Disorder 
Male 
Male x Age 
Male x Age Squared 
Birth Year 
Family SES 
Family SES x Age 
Family SES x Age Squared 
Number of Siblings 
Family Psychiatric Illness 
Family Psychiatric Illness 
Trauma Exposure 
Trauma Exposure x Age 
Likelihood Ratio 

Lagged Symptom Model 
Substance Disorder 
Male 
Male x Age 
Male x Age Squared 
Birth Year 
Family SES 
Family SES x Age 
Family SES x Age Squaxed 
Number of Siblings 
Family Psychiatric Illness 
Family Psychiatric Illness 
Trauma Exposure 
Trauma Exposure x Age 
Likelihood Ratio 

x A g e  

x Age 

Lifetime Stigma Model 
Substance Disorder 
Male 
Male x Age 
Male x Age Squared 
Birth Year 
Family SES 
Family SES x Age 
Family SES x Age Squared 
Number of Siblings 
Family Psychiatric Illness 
Family Psychiatric Illness x Age 
Trauma Exposure 
Trauma Exposure x Age 
Likelihood Ratio 

Note: - p<=0.10, * p<=0.05, * *  p<=0.01, * *+  p<=0.001. 



Additional models, not presented, indicated the negative 

association between a psychiatric diagnosis and the probability of 

first marriage was spuriously explained by birth year. Younger birth 

cohorts were both more likely to receive a psychiatric diagnosis 

(odds=1.47, p=0.0001, see Table 7.1) and less likely to get married 

(odds=0.71, p=0.0001) than older birth cohorts. The lifetime effect of 

a psychiatric diagnosis was similarly reduced by the effect of partial 

controls (odds=0.80, p=0.008) but maintained statistical significance. 

The bivariate effect for the discrete occurrence of a 

psychological disorder, presented in Table 8.4, was similarly not 

statistically significant (odds=0.69, p=0.31) and remained 

nonsignificant net of partial controls for the effect of being male 

and birth year (odds=0.75, p=0.43), additional demographic controls 

for family of origin socioeconomic status and number of siblings 

(odds=0.77, p=0.48) and psychiatric controls for family psychiatric 

illness and trauma exposure (odds=0.77, p=0.47). In contrast, both the 

lagged effect of a psychological disorder and the lifetime effect of a 

psychological disorder reduced the probability of first marriage. The 

onset of a psychological disorder proportionalized the odds on first 

marriage by 0.59 (p=0.0001) for seven years thereafter and by 0.65 

(p=0.0001) for the remainder of the life course. More importantly, and 

particularly noteworthy, both the lagged symptom effect and the 

lifetime stigma effect of a psychological disorder remained 

statistically significant net of the effect of partial controls, 

demographic controls and psychiatric controls. 

The probability of first marriage was also unaffected by the 

discrete occurrence of a substance disorder, as indicated in Table 

8.5. The onset of a substance disorder had no impact on the odds on 



first marriage (odds=0.69, p=0.34) in the same year. The discrete 

occurrence of a substance disorder remained nonsignificant net of 

controls for the effect of birth year and being male (odds=0.85, 

p=O.66), demographic controls for family background socioeconomic 

status and number of siblings (odds=0.88, p=0.075), and psychiatric 

controls for family psychiatric illness and cumulative trauma exposure 

(odds=0.87, p=0.73). The statistically significant lagged effect of a 

substance disorder indicated the odds on first marriage were 

proportionalized by 0.61 (p=0.0001) for three years following onset of 

the disorder. Likewise, the statistically significant lifetime effect 

of a substance disorder reduced the odds on first marriage by 0.68 

(p=0.0001) for the remainder of the life course following disorder 

onset. However, both the lifetime stigma effect and the lagged symptom 

effect of a substance disorder were reduced to nonsignificance by the 

effect of the partial controls for the effect of birth year and the 

age-varying effect of male. Net of partial controls, the lagged effect 

of a substance disorder was reduced to 0.78 (p=0.07) and the lifetime 

effect of a substance disorder was reduced to 0.83 (p=0.008). 

Additional models, not presented, indicated the negative association 

between a substance disorder and the probability of first marriage was 

spuriously explained by birth year. Younger birth cohorts were both 

more likely to experience a substance disorder (odds=1.36, p=0.0001, 

see Table 7.1) as well as less likely to get married (odds=0.71, 

p=0.0001) than older birth cohorts. 



8.5 The Gender Specific Effect of Mental Health on the Probability 
of First Marriage: A Psycholoqical Diagnoses, Psychiatric 
Disorder and Substance Disorder 

The social selection argument maintains that gender differences 

in mental illness rates across marital status categories can be 

attributed to the differential selection of mentally disordered men 

from marriage. Gender differences in the effect of mental health on 

reducing the probability of first marriage are reported in Table 8.6 

for a psychiatric diagnosis, Table 8.7 for a psychological disorder 

and Table 8.8 for a substance disorder. Contrary to the social 

selection argument, the results indicate that differential selection 

into marriage based on mental health status was solely experienced by 

women and differentially reduced their probability of marriage 

following the onset of a psychiatric disorder, 

As indicated in the bivariate effect model presented in Table 

8.6, the discrete occurrence of a psychiatric diagnosis did not alter 

the probability of first marriage in the year of disorder onset for 

both men and women. The interaction effect for gender differences in 

the impact of a psychiatric diagnosis on marriage was nonsignificant 

(odds=1.50, p=0.47) and remained nonsignificant net of the effects of 

birth year and the age-varying effect of male (odds=1.98, p=0.23), 

demographic controls (odds=1.94, p-0.24) and psychiatric controls 

(odds=1.96, p=0.24). 

The gender specific effect for the lagged occurrence of a 

psychiatric diagnosis was not initially statistically significant 

(odds=l.36, p=0.14), however, net of the effect of partial controls 

for the age-varying effect of male and birth year, gender specific 

effects for the lagged occurrence of a psychiatric diagnosis 



Table 8 . 6  
Gender Specific ~ffect '  of a Psychiatric Diagnosis 

on Risk (Odds) for First Marriage 

Bivariate Partial Demographic Psychiatric 
Ef feet Controls Controls Controls 

Discrete Occurrence Model 
Psychiatric Diagnosis 0.80 
Male 0.62*** 
Male x Psychiatric Diagnosis 1.50 
Male x A g e  
Male x A g e  Squared 
Birth Year 
Family SES 
Family SES x. Page 
Family SES x A g e  Squared 
Number of Siblings 
Family Psychiatric Illness 
Family Psychiatric Illness x Age 
Trauma Exposure 
Trauma Exposure x Age 
Likelihood Ratio 16436 

Lagged Symptom Model 
Psychiatric Diagnosis 0.61t** 
Male 0.61*** 
Male x Psychiatric Diagnosis 1.36 
Male x Age 
Male x Age Squared 
Birth Year 
Family SES 
Family SES x Age 
Family SES x Age Squared 
Number of Siblings 
Family Psychiatric Illness 
Family Psychiatric Illness x Age 
Trauma Exposure 
Trauma Exposure x Age 
Likelihood Ratio 16450 

Lifetime Stigma Model 
Psychiatric Diagnosis 
~ a i e  0.54*** 
Male x Psychiatric Diagnosis 1.74*** 
Male x Age 
Male x Age Squared 
Birth Year 
Family SES 
Family SES x Age 
Family SES x Age Squared 
Number of Siblings 
Family Psychiatric Illness 
Family Psychiatric Illness x Age 
Trauma Exposure 
Trauma Exposure x Age 
Likelihood Ratio 16468 

Note: A ' p<=0.10, * p<=0.05, * *  p<=0.01, *" p<=0.001.  



T a b l e  8 . 7  
Gender Specific ~ffect '  of a Psychological Disorder 

on Risk (Odds) for F i r s t  Marriage 

Bivariate P a r t i a l  D e m o g r a p h i c  Psychiatric 
Effect C o n t r o l s  C o n t r o l s  C o n t r o l s  

Discrete Occurrence Model 
Psychological Disorder 
~ a i e  0.62*** 
Male x Psychological Disorder 1.11 
Male x Age 
Male x Age Squared 
Birth Year 
Family SES 
Family SES x Age 
Family SES x Age Squared 
Number of Siblings 
Family Psychiatric Illness 
Family Psychiatric Illness x Age 
Trauma Exposure 
Trauma Exposure x Age 
Likelihood Ratio 16441 

Laqqed Symptom Model 
Psychological Disorder 
Male 0.61*** 
Male x Psychological Disorder 1.16 
Male x Age 
Male x Age Squared 
Birth Year 
Family SES 
Family SES x Age 
Family SES x Age Squared 
Number of Siblings 
Family Psychiatric Illness 
Family Psychiatric Illness x Age 
Trauma Exposure 
Trauma Exposure x Age 
Likelihood Ratio 16460 

Lifetime Stigma Model 
Psychological Disorder 0.52*** 
Male 0.56*** 
Male x Psychological Discrder 1.60* 
Male x Age 
Male x Aye Squared 
Birth Year 
Family SES 
Family SES x Age 
Family SES x Age Squared 
Number of Siblings 
Family Psychiatric Illness 
Family Psychiatric Illness x Age 
Trauma Exposure 
Trauma Exposure x Age 
Likelihood Ratio 164 69 

Note: ' 'p<=0.10, * p<=0.05, +*  p<=0.01, ***  pc=0.001. 



T a b l e  8 . 0  
Gender Specific ~ f f e c t '  o f  a Substance Disorder 

on Risk (Odds) for First Marriage 

B i v a r i a t e  P a r t i a l  Demographic Psychiatric 
Effect Controls Controls Controls 

Discrete O c c u r r e n c e  Model 
S u b s t a n c e  D i s o r d e r  
Male 
Male x S u b s t a n c e  D i s o r d e r  
Male x Age 
Male x Age S q u a r e d  
B i r t h  Year 
Fami ly  SES 
Fami ly  SES x Age 
Fami ly  SES x Age S q u a r e d  
Number o f  S i b l i n g s  
Fami ly  P s y c h i a t r i c  I l l n e s s  
Fami ly  P s y c h i a t r i c  I l l n e s s  x 
Trauma Exposure  
Trauma Exposure  x Age 

L i k e l i h o o d  R a t i o  

Lagqed Symptom Model 
S u b s t a n c e  D i s o r d e r  
Male 
Male x P s y c h i a t r i c  D i a g n o s i s  
Male x Age 
Male x Age S q u a r e d  
B i r t h  Year 
Fami ly  SES 
Fami ly  SES x Age 
Fami ly  SES x Age S q u a r e d  
Number of  S i b l i n g s  
Fami ly  P s y c h i a t r i c  I l l n e s s  
Fami ly  P s y c h i a t r i c  I l l n e s s  x Age 
Trauma Exposure  
Trauma Exposure  x Age 

L i k e l i h o o d  R a t i o  

L i f e t i m e  St iqma Model 
S u b s t a n c e  L i s o r d e r  
Male 0 . 5 9 * * *  
Male x P s y c h i a t r i c  D i a g n o s i s  1 .56 '  
Male x Age 
Male x Age S q u a r e d  
B i r t h  Year 
F a m i l y  SES 
Fami ly  SES x Age 
Fami ly  SES x Age S q u a r e d  
Number o f  S i b l i n g s  
F a m i l y  P s y c h i a t r i c  I l l n e s s  
F a m i l y  P s y c h i a t r i c  I l l n e s s  x A g e  
Trauma Exposure  
Trauma Exposure  x Age 

L i k e l i h o o d  R a t i o  16467 

Mote: ' - pc=O.lO, * p<=O.OS, *+  p<=O.Ol, * * *  p<=O.OOl. 



increased to attain statistical significance (odds=1.55, ~ ~ 0 . 0 4 ) .  

Additional models, not presented, indicated the positive association 

between the gender specific effect of a psychiatric diagnosis and the 

probability of first marriage was suppressed by the age-varying effect 

of male over the life course. Young males are less likely to marry 

(see Table 8.1) and are more likely to receive a psychiatric diagnosis 

(see Table 7 . 1 ) .  Conversely, older males are more likely to marry and 

are less likely to receive a psychiatric diagnosis, The gender 

specific effect of a psychiatric diagnosis did not emerge until life 

cycle differences in the probability of first marriage and psychiatric 

disorder onset that differ for men and women were controlled. 

As noted in Table 8.6, the odds on marriage for men who received 

a psychiatric diagnosis were differentially increased by 1.55 (p=0.04) 

relative to never married women who received a psychiatric diagnosis. 

The effect of the lagged occurrence of a psychiatric diagnosis of 

reducing the odds on marriage for men and women are further 

illustrated in Table 8.9, based on the partial control model. 

Table 8.9 
Effect of the Lagged Occurrence of a Psychiatric Diagnosis 

on Risk (Odds) for First Marriage by G e n d e r  

Psychologica l  Diagnosis 

Men 

Women 

The lagged occurrence of a psychiatric diagnosis reduced the 

odds of marriage for women by 0.69 for seven years following disorder 

onset. For men, the odds on first marriage were, essentially, not 

208 



affected by a psychiatric diagnosis (odds=1.06). By contrast, women 

were 31 percent less likely to marry following a psychiatric 

diagnosis. Thus, relative to women, men were 55 percent more likely to 

enter their first marriage within seven years of receiving a 

psychiatric diagnosis than women who received a psychiatric diagnosis. 

The bivariate effect model for the lifetime stigmatizing effect 

of a psychiatric diagnosis indicated that, relative to women, the 

lifetime odds on ever marrying were differentially increased for men 

by 1.74 (p=0.0009) following a diagnosis f o x  a psychiatric disorder. 

Table 8.10 
Effects of the Lifetime Occurrence of a Psychiatric Diagnosis 

on Risk (Odds) for First Marriage by Gender 

f s ychiatric Diagnosis 

As further illustrated in Table 8.10, a psychiatric diagnosis 

proportionalized the odds on first marriage for women by 0.68. A 

psychiatric diagnosis proportionalized the odds of first marriage for 

men by only 0.95. While a psychiatric diagnosis was associated with a 

32 percent decrease in the likelihood of marriage for women throughout 

the life course, onset of a psychiatric disorder decreased the odds 

men would enter marriage by only 5 percent. Thus, single men who 

received a psychiatric diagnosis were 40 percent more likely to enter 

their first marriage than single women with a psychiatric diagnosis. 



The gender specific effect of a psychiatric diagnosis remained 

statistically significant net of partial controls for birth year 

(odds=1.41, p=0.04), demographic controls for family or origin status 

and number of siblings (odds=1.40, p=O.O5) and controls for family 

psychiatric history and cumulative trauma exposure (odds=1.48, 

p=0.02) 

The discrete occurrence of a psychological disorder did not 

alter the probability of first marriage in the year of disorder onset 

for either men or women, as indicated in the bivariate effect model 

presented in Table 8.7. The interaction effect for gender differences 

in the impact of a psychological disorder on marriage was 

nonsignificant (odds=l.ll, p=0.89)  and remained nonsignificant net of 

the effects of birth year and the age-varying effect of being male 

(odds=1.14, p=0.87), demographic controls (odds=l.ll, p=0 .89)  and 

psychiatric controls (odds=1.15, p = 0 . 8 5 ) .  

The lagged occurrence of a psychological disorder similarly did 

not differentially alter the probability of first marriage in the year 

of disorder onset for men and women. As indicated in the bivariate 

effect model presented in Table 8.7, the interaction effect for gender 

differences in the lagged impact of a psychological disorder on 

marriage was nonsignificant (odds=1.16, p=0.59) and remained 

nonsignificant net of partial controls (odds=l.ll, p=0.72), 

demographic controls (odds=1.09, p=0.76)  and psychiatric controls 

(odds=l. 14, p=0.65) . 

The bivariate effect model for the lifetime stigmatizing effect 

of a psychological disorder indicated that, relative to women, the 

lifetime odds on ever marrying were differentially increased for men 

by 1.60 (p=0.02) following onset of a psychological disorder. Thus, 



never-married men who received a psychological disorder were 60 

percent more likely to enter their first marriage than never married 

women with a psychological disorder. However, net of the effect of 

partial controls for the age-varying effect of male and birth year, 

gender specific effects for the lifetime specification of a 

psychological disorder decreased to nonsignificance (odds=1.26, 

p = 0 . 2 7 ) .  Additional models, not presented, indicated the positive 

association between the gender specific effect of a psychological 

disorder and the probability of first marriage was also spuriously 

explained by the age-varying effect of male over the life course. 

Young males are less likely to marry (See Table 8.1) and are less 

likely to have a psychological disorder (See Table 7.1). Older males 

are more likely to enter their first marriage and are more likely to 

experience a psychological disorder with advancing age. 

Neither the discrete occurrence nor the lagged occurrence of a 

substance disorder differentially affected the probability of first 

marriage for men versus women. As reported in the bivariate effect 

models presented in Table 8.8, the gender specific effect of the 

discrete specification for a substance disorder did not attain 

statistical significance (odds=1.62, p=0.54). Similarly, the gender 

specific effect of the lagged occurrence of a substance disorder was 

nonsignificant (odds=1.21, p = 0 . 2 9 ) .  Gender specific effects for both 

the discrete occurrence and the lagged occurrence of a substance 

disorder remained nonsignificant net of controls for birth year and 

the age-varying effect of male reported in partial control models, net 

of family of origin socioeconomic status and number of siblings 

reported in demographic control models and net of family psychiatric 

history and cumulative trauma exposure in psychiatric control models. 



The bivariate effect model for the lifetime stigmatizing effect 

of a substance disorder presented in Table 8.8, indicated that, 

relative to women, the lifetime odds on ever marrying were 

differentially increased for men by 1.56 (p=0.03) following onset of a 

psychological disorder. However, net of the effect of partial controls 

for the age-varying effect of male and birth year, gender specific 

effects for the lifetime specification of a substance disorder 

decreased to nonsignificance (odds=1.21, p=0.35). Additional models, 

not presented, indicated the positive association between the gender 

specific effect of a substance disorder and the probability of first 

marriage was spuriously explained by the age-varying effect of male 

over the life course. 

In sum, contrary to the social selection argument that gender 

differences in rates of mental illness across marital status 

categories can be explained by differential selection of mentally 

impaired men from marriage, the results provide evidence the lifetime 

and lagged stigmatizing effects of a psychiatric diagnosis on reducing 

the probability of marriage were primarily experienced by women. 

8.6 Historical Differences in the Gender Specific Effect of Mental 
Health on the Probability of First Marriage: A Psychological 
Diagnoses, Psychiatric Disorder and Substance Disorder 

Models examining variation in the gender specific effect of 

mental health on the probability of first marriage by birth year 

address possible changes in the differential stigmatizing effect of a 

psychiatric disorder over time in older versus younger birth cohorts. 

Historic specificity is assessed via the three way interaction between 

gender, mental disorder and year of birth. There was no evidence the 



gender specific effect of mental disorder on the probability of first 

ma~riage varied by birth year. 

The discrete effect for the time-varying gender specific effect 

of a psychiatric diagnosis on the probability of first marriage, as 

reported in the bivariate effect model in Table 8.11, was not 

statistically significant (odds=0.35, p=0.15). The time-varying gender 

specific effect for the lagged occurrence of a psychiatric diagnosis 

was similarly nonsignificant (odds=O. 65, p=O.Og) . Likewise, the 
interaction between birth year, male and the lifetime specification of 

a psychiatric diagnosis was also nonsignificant (odds=0.81, p=0.39). 

Large baseline effects observed for being male are due to the zero 

baseline for year of birth, which is out of range relative to the 

birth year span in the sample. 

There was similarly no evidence the gender specific effect of a 

psychological disorder on the probability of marriage varied over 

time. The discrete effect for the time-varying gender specific effect 

of a psychological disorder on the probability of first marriage, as 

reported in the bivariate effect model in Table 8.12, was not 

statistically significant (odds=0.32, p=0.26). The time-varying gender 

specific effect for the lagged occurrence of a psychological disorder 

was similarly nonsignificant (odds=1.08, p=0.82) and the interaction 

between birth year, male and the lifetime specification of a 

psychological disorder was also nonsignificant (odds=0.85, p=0.49). 

Moreover, the gender specific effect of substance disorder on 

the odds on first marriage did not vary by birth year. The discrete 

effect for the time-varying gender specific effect of a substance 



Table 8.11 
Time Varying Gender Specific ~ffect '  of a Psychiatric Diagnosis 

on Risk (Odds) for F i r a t  Marriage 

Bivariate Partial Demographic Psychiatric 
E f f e c t  Controls Controls Controls 

Discrete O c c u r r e n c e  Model 

P s y c h i a t r i c  D i a g n o s i s  0.02 0.02 0.02 0.02 

Male 0.45- O.OOl*** O.OOl*** 0.001*** 

B i r t h  Year 0.68*** 0.67*** 0.68*** 0.68*** 

Male x P s y c h i a t r i c  482.93 312.88 387.90 325.40 

Male x B i x t h  Year 1.06 1.13 1.12 1.13 

B i r t h  Year x P s y c h i a t r i c  1.98 1.87 1.92 1.85 

Male x B i r t h  Year x P s y c h i a t r i c  0.35 0.41 0.39 0.40 

L i k e l i h o o d  R a t i o  16507 16587 16631 16610 

Lagged Symptom Model 

P s y c h i a t r i c  D i a g n o s i s  

Male 

B i r t h  Year 

Male x P s y c h i a t r i c  

Male x B i r t h  Year 

B i r t h  Year x P s y c h i a t r i c  

Male x B i r t h  Year x P s y c h i a t r i c  

L i k e l i h o o d  R a t i o  

L i f e t i m e  S t i a m a  Model 

P s y c h i a t r i c  D i a g n o s i s  

Male 

B i r t h  Year 

Male x P s y c h i a t r i c  

Male x B i r t h  Year 

B i r t h  Year x P s y c h i a t r i c  

Male x B i r t h  Year x P s y c h i a t r i c  

L i k e l i h o o d  R a t i o  

Note: Partial control models include the age-varying effect of male. Demographic 
control models include the age-varying effect of male, family socioeconomic 
status and number of siblings. Psychiatric control models additionally 
include family psychiatric illness history and prior cumulative trauma 
exposure. 

2 - p<=O.lO, * p<=O.O5, **  p<=O.Ol, ***  p<=O.OOl. 



Table 8.12 
Time Varying Gender Specific ~ f f e c t '  of a Psychological Disorder 

on Risk (Odds) for First Marriage 

Bivariate Partial Demographic Psychiatric 
Effect Controls Controls Controls 

Discrete Occurrence Model 

Psychological Disorder 0.01 

Male 0 . 4 7 -  

Birth Year 0.69*** 

Male x Psychological 8 4 9 . 1 5  

Male x Birth Year 

Birth Year x Psychological 

Male x Psychological x Birth Year 

Likelihood Ratio 

Lagqed Symptom Model 

Psychological Disorder 

Male 

Birth Year 

Male x Psychological 

Male x Birth Year 

Birth Year x Psychological 

Male x Psychological x Birth Year 

Likelihood Ratio 

Lifetime Stiama Model 

Psychological Disorder 

Male 

Birth Year 

Male x Psychological 

Male x Birth Year 

Birth Year x Psychological 

Male x Psychological x Birth Year 

Likelihood Ratio 

Note: ' Partial control models include the age-varying effect of male. Demographic 
control models include the age-varying effect of male, family socioeconomic 
status and number of siblings. Psychiatric control models additionally 
include family psychiatric illness history and prior cumulative trauma 
exposure. 
- p<=0.10, * p<=O.OS, *+  p<=0.01, * + +  p<=0.001. 



Table 8.13 
Time Varying Gender Specific ~ffect' of a Substance Disorder 

on Risk (Odds) for First Marriage 

Bivariate Partial D e m o g r a p h i c  P s y c h i a t r i c  
Effect C o n t r o l s  C o n t r o l s  C o n t r o l s  

D i s c r e t e  Occur rence  Model 

Subs t ance  D i so rde r  

Male 

B i r t h  Year 

Male x Subs t ance  D i so rde r  

Male x B i r t h  Year 

B i r t h  Year x Subs t ance  D i so rde r  

Male x Subs t ance  x B i r t h  Year 

L ike l i hood  R a t i o  

Laqqed Symptom Model 

Substance Diso rde r  

Male 

B i r t h  Year 

Male x Subs t ance  D i so rde r  

Male x B i r t h  Year 

B i r t h  Year x Subs t ance  D i so rde r  

Male x Subs t ance  x B i r t h  Year 

L ike l i hood  R a t i o  

Lifetime Stigma Model 

Subs t ance  D i s o r d e r  

Male 

B i r t h  Year 

Male x Subs t ance  D i so rde r  

Male x B i r t h  Year 

B i r t h  Year x Subs t ance  D i so rde r  

Male x Subs t ance  x B i r t h  Year 

L i k e l i h o o d  R a t i o  

Note: Partial control models include the age-varying effect of male. Demographic 
control models include the age-varying effect of male, family socioeconomic 
status and number of siblings. Psychiatric control models additionally 
include family psychiatric illness history and prior cumulative trauma 
exposure. 

2 - p<=0.10, * p<=0.05, * *  p<=0.01, * * *  p<=0.001. 



disorder on the probability of first marriage, as reported in the 

bivariate effect model in Table 8.13, was not statistically 

significant (odds=1.55, p=0.68). The time-varying gender specific 

effect for the lagged occurrence of a substance disorder was similarly 

nonsignificant (odds=0.77, p=0.64) and the interaction between birth 

year, male and the lifetime specification of a substance disorder was 

also nonsignificant (odds=0.88, p=0.59). 

Life Course Differences in the Gender Specific Effect of Mental 
Health on the Probability of First Marriage: Any Psychological 
Diaqnoses, Psychiatric Disorder and Substance Disorder 

Gender differences in the relative importance of marital 

selection criteria could potentially change over the life course in 

response to changes in the demographic composition of the marriage 

risk population, that is, the relative proportion of unmarried men to 

unmarried women within corresponding age groups. Life course models 

are investigated via the three way interaction between gender, mental 

disorder and age. Models examining life course differences in the 

gender specific effect of mental health on the odds for first marriage 

found no evidence that gender differences in the stigmatizing effect 

of a mental disorder for marriage varied over the life course. 

The age-varying gender specific effect for the discrete 

occurrence of a psychiatric diagnosis on the probability of first 

marriage, as reported in the bivariate effect model in Table 8.14, was 

not statistically significant (odds=1.19, p=0.27). The age-varying 

gender specific effect for the lagged occurrence of a psychiatric 

diagnosis was similarly nonsignificant (odds=1.06, p=0.34). Likewise, 



Table 8 .14  
Age Varying Gender Specific ~ffect' of a Psychiatric Diagnosis 

on Risk (Odds) for First Marriage 

Bivariate Partial  Demographic Psychiatric 
Effect Controls Controls Controls 

D i s c r e t e  O c c u r r e n c e  Model 

P s y c h i a t r i c  D i a g n o s i s  

Male 

Male x P s y c h i a t r i c  

Male x Age 

Male x Age S q u a r e d  

Age x P s y c h i a t r i c  

Male x P s y c h i a t r i c  x Age 

L i k e l i h o o d  R a t i o  

Lagged Symptom Model 

P s y c h i a t r i c  D i a g n o s i s  

Male 

Male x P s y c h i a t r i c  

Male x Age 

Male x Age S q u a r e d  

Age x P s y c h i a t r i c  

Male x P s y c h i a t r i c  x Age 

L i k e l i h o o d  R a t i o  

L i f e t i m e  S t i g m a  Model 

P s y c h i a t r i c  D i a g n o s i s  

Male O.OOlf** 0 .001***  

Male x P s y c h i a t r i c  0 . 86  0 . 8 0  

Male x Age 1 .86*** 1 .86***  

Male x Age S q u a r e d  0 .99***  0 .99*** 

Age x P s y c h i a t r i c  0 .97  0 . 9 7  

Male x P s y c h i a t r i c  x Age 1 . 0 2  1 . 0 2  

L i k e l i h o o d  R a t i o  165 3 9  16595  

Note: Partial control models include the age-varying effect of male. Demographic 
control models include the age-varying effect of male, family socioeconomic 
status and number of siblings. Psychiatric control models additionally 
include family psychiatric illness history and prior cumulative trauma 
exposure. 

2 - p<=O.10, p<=O. 05, * *  p<=O.Ol, h** p<=O. 001. 



Table 8.15 
Age Varying Gender Specific ~ffect' of a Psychological Disorder 

on Risk (Odds) for F i r s t  Marriage 

Bivariate Partial Demographic Psychiatric 
Effect Controls Controls Controls 

Discrete Occurrence Model 

Psychological Disorder 

Male 

Male x Psychological 

Male x Age 

Male x Age Squared 

Age x Psychological 

Male x Psychological x Age 

Likelihood Ratio 

Laqqed Symptom Model 

Psychological Disorder 

Male 

Male x Psychological 

Male s Age 

Male x Age Squared 

Age x Psychological 

Male x Psychological x Age 

Likelihood Ratio 

Lifetime Stiama Model 

Psychological Disorder 

Male 

Male x Psychological 

Male x Age 

Male x Age Squared 

Age x Psychological 

Male x Psychological x Age 

Likelihood Ratio 

Note: Partial control models include the age-varying effect of male. Demographic 
control models include the age-varying effect of male, family socioeconomic 
status and number of siblings. Psychiatric control models additionally 
include family psychiatric illness history and prior cumulative trauma 
exposure. 

2 - p<=0.10, p<=0.05, * *  p<=0.01, * * *  p<=0.001. 



T a b l e  8.16 
Age Varying Gender Specific EXfect1 of a Substance Disorder 

on Risk (Odds) for First Marriage 

Bivariate Partial Demographic Psychiatric 
Effect Controls Controls Controls 

Discrete Occurrence Model 

Substance Disorder 

Male 

Male x Substance 

Male x Age 

Male x Age Squared 

Age x Substance 

Male x Substance x Age 

Likelihood Ratio 

Lagged Symptom Model 

Substance Disorder 

Male 

Male x Substance 

Male x Age 

Male x Age Squared 

Age x Substance 

Male x Substance x Age 

Likelihood Ratio 

Lifetime Stigma Model 

Substance Disorder 

Male 

Male x Substance 

Male x Age 

Male x Age Squared 

Age x Substance 

Male x Substance x Age 

Likelihood Ratio 

Note: Partial control models include the age-varying effect of male. Demographic 
control models include the age-varying effect of male, family socioeconomic 
status and number of siblings. Psychiatric control models additionally 
include family psychiatric illness history and prior cumulative trauma 
exposure. 

2 - p<=O.lO, p<=O.OS, * *  p<=O.Ol, * * *  p<=O.OOl. 



the interaction between age, male and the lifetime specification of a 

psychiatric diagnosis was also nonsignificant (odds=1.02, p = 0 . 5 6 ) .  

The age-varying gender specific effect of a psychological 

disorder on the probability of first marriage, as reported in the 

bivariate models in Table 8.15, was similarly nonsignificant for the 

discrete occurrence model (odds4.21, p=0.38), the lagged symptom 

model (odds=1.05, p=0.50), and the lifetime stigma model (odds=1.08, 

p=0.09). There was also no evidence the gender specific effect of a 

substance disorder varied over the life course. As reported in the 

bivariate models in Table 8.16, the interaction between age, male and 

a substance disorder was also nonsignificant for the discrete 

occurrence model (odds=1.06, p=0.80), the lagged symptom model 

(odds=0.99, p=0.97), and the lifetime symptom model (odds=0.97, 

p-0.53) . 

8.8 Conclusion 

Contrary to the social selection argument that higher rates of 

mental illness noted particularly among married women are a function 

of selection processes that differentially reduce the probability of 

marriage among disordered men, the evidence suggests little support 

for this argument. A psychiatric illness differentially reduced the 

probability a woman would marry within 7 years subsequent to onset of 

the disorder as well as throughout her life course. There was no 

evidence the gender specific effect of a psychiatric illness varied 

over the life course or by birth year. 

The results imply that estimates of the gender specific effect 

of marriage on mental health based on cross sectional data would 



underestimate gender specific marital benefits experienced by men. If 

men and women with a psychiatric diagnosis were as likely to marry, 

rates of mental illness among married women would be higher and mental 

illness rates among single women would be lower than currently 

observed. Consequently, the relative benefits for men would be even 

greater. Despite the suppression-selection effect, the social 

causation results based on event history modeling are not affected by 

this problem, since, by definition, individuals who experience a 

mental disorder prior to marriage are eliminated from the 'risk set'. 

The onset of a psychological disorder reduced the probability of 

marriage over the remainder of the life course equally for men and for 

women. The onset of substance disorder did not affect the likelihood 

of marriage for either men or women. 



CHAPTER 9 

DISCUSSION AND CONCLUSIONS 

9.1 Introduction 

The purpose of this dissertation was to examine the gender 

specific effect of marriage on mental health proposed by the sex-role 

hypothesis as an explanation for the higher rates of mental illness 

consistently observed among women. 

An empirical assessment of the magnitude (effect size) of the 

interactive effect of marriage and gender on mental health status was 

undertaken using meta-analysis based on the rates of mental illness 

reported in previous research. The meta analysis was employed to 

quantify the consistency of the association between gender, marital 

status and mental disorder. In addition, the meta analysis 

investigated the effect of design factors on variation in the gender 

specific effect of marriage on mental health noted in previous 

research. Design factors included the variability of mental health 

outcomes exami,~ed, the use of patient and treatment populations and 

historical specificity of men's differential marital benefit. 



An examination of the gender specific causal impact of marriage 

on mental health as well as gender specific selection effects on 

marital status was undertaken utilizing event history modeling of 

retrospective data obtained from a recent, large scale, community 

survey. Event history modeling enables the separation of social 

causation versus social selection processes, two contrasting 

explanations for gender and marital status differences in mental 

health. Both causal and selection event history models were compared 

across an inclusive range of mental health operands. Testing for age- 

varying differences in gender specific effects assessed life course 

differences in causation and selection processes. Historical changes 

in causation and selection processes were examined by testing for year 

of birth differences in gender specific effects. 

9.2 Overview 

The sex-role hypothesis argues the higher rates of mental 

illness and psychological distress observed for women can be 

attributed to the relatively higher rates of distress and disorder 

observed among married women resulting from their relatively greater 

exposure to the stresses and strains associated with their marital 

role. Essentially, the sex-role hypothesis represents an early 

formulation of the differential exposure hypothesis. According to this 

perspective, gender differences in mental health are attributed to 

gender differences in exposure to eventful stressors, chronic strains 

and traumatic events. Although marriage offers both husbands and wives 

the mental health benefits of emotional stability, companionship and 

social support, for women, marriage differentially exposes them to 



sources of stress incumbent in their marital roles. Consequently, men 

differentially benefit from marriage, either due to differential 

benefits, sole benefits or opposite effects. 

Marriage serves as a proxy measure for women's differential 

exposure to stress. The interaction between gender and marital status 

is used to represent men's differential marital benefits. Empirically, 

this interaction term serves as the necessary criterion to assess the 

sex-role hypothesis. Previous research has employed a wide variety of 

differing analytic techniques to assess the gender specific effect of 

marriage on mental health. To date, after three decades of research on 

the sex-role hypothesis, only a minority of studies subjected reported 

rates of mental illness to an empixical investigation of the 

statistical significance of the interactive effect of marital status 

and gender on mental health. Consequently, the presence, strength and 

extent of men's differential benefit from marriage remain undetermined 

in a large body of evidence. Moreover, much of the results from 

previous research are inconsistent, contradictory and, thus, 

inconclusive. While some research has provided support for the sex- 

role hypothesis that men differentially benefit from marriage, other 

research has reported comparable marital benefits for men and women. 

Still other research provides evidence that marriage may 

differentially benefit women. A narrative review of the literature 

indicated that clearly no one single factor resolved the inconsistency 

in previous work. Rather, a combination of factors including design 

differences, mental health outcome differences, historical specificity 

and life cycle differences contributed to the discrepancy in results 

from sex-role research. 



In the first empirical phase of the dissertation, a meta- 

analytic synthesis of previous research was employed to enhance a 

discussion of the critical issues surrounding disparate results across 

research studies. Whenever possible, parameter estimates were directly 

re-calculated from reported rates of mental illness. Analytic model 

differences across studies were removed by deriving a standardized, 

scale invariant effect size for the gender specific effect of marriage 

as an equivalent Pearson Product Moment Correlation Coefficient. 

Consistent with Govefs sex-role theory that marriage 

differentially benefits men, the majority of all parameter estimates 

were negative. Even though the distributional pattern for most of the 

studies was consistent with differential marital gains favoring men, 

support for the gender specific benefit of marriage was only observed 

for 14 of the 213 studies included in the meta-analysis. The modal 

category of studies indicated no significant relationship. The average 

effect size was only 0.026 and was not statistically significant. An 

additional 243 studies with significant results would be required to 

reverse the null hypothesis conclusion in favor of the sex-role 

hypothesis. 

Meta analysis was also used to examine the effect of study 

characteristics on the variation in the gender specific effect of 

marriage on mental health noted in previous research. Study 

characteristics, identified based on a narrative review of the 

literature on the sex-role hypothesizes, included the variability of 

mental health outcomes examined, the use of patient and treatment 

populations and historical specificity of men's differential marital 

benefit. 



The effect of differences by mental health outcome assessed the 

degree to which findings based on one mental health operand may be 

generalized across the various operationalizations of mental illness 

that have been employed to investigate the sex-role hypothesis. 

Differences between positive versus negative measures of affect, 

psychological distress versus mental disorder diagnosis and male 

prevalent and female prevalent forms of mental health versus aggregate 

measures were examined. 

The effect of treatment population data examined whether support 

for the sex-role hypothesis is restricted to research based on 

treatment population data and, therefore, potentially an artifact of 

differential treatment utilization. A substantial number of studies 

that had concluded support for the sex-role hypothesis relied on 

patient and treatment populations rather than community populations. 

Historic specificity investigated the possibility that men's 

differential marital benefits may vary over time as women's social and 

marital roles change. Differences over time were examined based on the 

date of data collection. A life course perspective was not 

investigated in the meta-analysis since too few studies presented the 

gender by marital status rates of mental illness by age group. 

The results of the analysis indicated that men's differential 

marital gains were less likely to be observed among male prevalent 

measures of mental health. There was no evidence the effect size for 

the gender specific effect of marriage differed for positive versus 

negative measures of affect. Among negative affect measures, there was 

no evidence the effect size differed for measures of psychological 

distress versus measures of psychiatric disorder. 



There was evidence that gender specific effects differed for 

treatment versus community population data. There was no evidence of 

the gender specific effect of marriage in treatment studies. The 

effect size for parameters based on treatment statistics consistently 

approximated zero values since 1933. Although the direction of the 

association based on treatment statistics was consistent with the sex- 

role hypothesis, it was not statistically significant. 

The absence of evidence in treatment populations contradicts the 

differential utilization argument that a gender specific effect of 

marriage based on treatment population data is an artifact of 

differential help seeking and treatment utilization by married women. 

Rather than partially explaining the gender specific effect of 

marriage on mental health, evidence of differential treatment 

utilization by married men suggests that estimates of men's 

differential marital benefits based on treatment statistics may be 

partially suppressed by rate-producing treatment processes. Research 

indicates that married men are more likely to seek help, particularly 

at lower levels of impairment. They are also less likely to refuse 

outpatient treatment and are hospitalized more promptly .than married 

women (Clausen, 1983; Kirshner and Johnson, 1983; Gurin, Veroof and 

Feld, 1960). The suppressing effect of differential treatment 

utilization by married men may contribute toward the null association 

observed among treatment population studies in the meta-analysis. 

Support for the sex-role hypothesis was only observed among 

community populations which are unaffected by differential treatment 

utilization. Among studies based on community data, there was evidence 

of historic specificity. The gender specific effect of marriage on 

mental health consistently declined over time, becoming zero by the 



1990's. To the extent the gender specific benefit of marriage favoring 

males is a function of gender specific marital role responsibilities, 

stressors and resources, the observed decline would imply social 

change toward more equitable marital role patterns over the last 25 

years. 

In order to reduce the risk for publication bias, the studies 

included in the meta-analysis were obtained from a comprehensive and 

exhaustive search of numerous different sources of information. More 

importantly, over half of the studies primarily focused broadly on the 

socio-demographic risk factors associated with mental illness. These 

studies were unaffected by a publication bias to present evidence 

either supporting or refuting the sex-role theory per se. In addition, 

the vast majority of r~maining studies presented rates of various 

types of mental illness by gender and marital status enabling a re- 

calculation of the parameter estimate that was independent of the 

author's analytic method and conclusion. Including a representative 

number of studies in the sample that did not primarily focus on the 

sex-role hypothesis enabled direct estimation of publication bias. 

Contrary to previous research that has failed to find support for 

publication bias (Rosenthal, 1984), the gender specific effect of 

marriage was stronger in research that primarily focused on the sex- 

role hypothesis. 

In the second empirical phase of the dissertation, event history 

modeling of retrospective data was used to examine the gender specific 

causal impact of marriage on mental health as well as gender specific 

selection effects of mental health on marital status. The social 

causation explanation for gender and marital status differences in the 

occurrence of mental disorder argues that marriage differentially 



decreases the probability of mental illness among men because gender 

specific marital roles differentially expose men and women to marital 

stressors, conflicts and resources. The social selection argument 

provides an alternative explanation. According to this perspective, 

mental illness decreases the probability of becoming or remaining 

married because it impedes the development of interpersonal skills 

necessary to develop and maintain a relationship. Since men 

traditionally play a more proactive role during courtship, their 

mental disorder is more visible. Mental disorder also represents a 

greater liability to traditional breadwinning, household and parenting 

responsibilities assumed by men in marriage. Thus, mental disorder is 

a greater selective deterrent for marriage among men than among women. 

A substantial portion of studies investigating the gender 

specific effect of marriage on mental health have relied on cross 

sectional samples without dated information, rather than prospective 

studies or cross sectional studies with retrospective information. 

Since cross sectional data without dated information cannot establish 

temporal priority between mental health status and marital status, 

both the direction and the relative importance of causation versus 

selection processes can not be established due to a lack of 

specification of causal order. Event history analysis enables the 

separation of social causation versus social selection processes. 

Moreover, event history analysis can also take into account the 

problem of a constant or lifetime effect for predictor variables that 

are assumed in standard data analytic techniques. 

The social causation and social selection event history models 

employed data from the Psychiatric Distress and Disorder and the Use 

and Abuse of Alcohol and Drugs Study (Turner and Wheaton, 1992). 



Approximately 1,400 subjects were interviewed between 1990-1991 with 

follow-up interviews occurring approximately one year later. This 

study included retrospective information for an inclusive range of 

mental health operands enabling a full assessment and comparison of 

the differential effect of marriage across aggregate mental health 

measures as well as female- and male-prevalent forms of mental health. 

Appropriate background controls were considered that included 

constructs found in previous research to predict mental health as well 

as marital timing, in order to ensure that reported findings were not 

due to spurious factors. 

Results of the event history models for the effect of marriage 

on mental health provided no support for the sex-role argument that 

higher rates of mental illness among married women are a function of 

marital role differences that differentially benefit men. In contrast 

to the sex-role hypothesis, the only evidence of a gender specific 

effect of marriage indicated that women, not men, differentially 

benefit from marriage. Following marriage, women were only one-third 

as likely to experience a substance disorder compared to men. 

Gender specific effects of marriage on reducing the probability 

of psychiatric diagnosis were consistent with differential marital 

gains favoring men. However, menfs differential marital gains were 

explained by gender differences in the risk for a psychiatric disorder 

across the life course. Net of the propensity among men for a 

substance disorder before 25 years of age, the average age of 

marriage, and the increasing probability among women for a 

psychological disorder following 25 years of age, there was no 

evidence men differentially benefited from marriage. Gender specific 

effects of marriage for the risk of a psychological disorder were 



consistent with male differential benefits but were not statistically 

significant . 
A meta-analysis of previous research similarly found no support 

for the gender specific effect of marriage on mental health among 

recent community based studies. In contrast to the meta analysis, 

event history models found no evidence of historical specificity. The 

meta analysis results indicated the gender specific effect of marriage 

on mental health consistently declined over time, becoming zero by 

1990. Historic specificity in the event history models was assessed 

via the interaction between gender, marital status and birth year. 

This interaction effect was not statistically significant. 

Three distinct specifications for marital effects were examined. 

The lifetime effect of being married was represented as a continuous 

effect throughout marriage. The discrete effect of becoming married 

was represented as a binary variable for the first year of marriage. 

Lagged marital effects represented the lagged effects of the pre- 

marital relationship and the effect of becoming married that followed 

the first year of marriage. 

The beneficial main effect for the lifetime effect of being 

married for reducing the risk for both a psychiatric diagnosis and a 

psychological disorder were spuriously explained by year of birth. 

Younger birth cohorts are less likely to be married and more likely to 

experience a psychiatric or a psychological disorder. Conversely, 

older birth cohorts are more likely to be married and less likely to 

report a psychiatric diagnosis or a psychological disorder. 

There was no evidence the discrete occurrence 

married for the first time reduced the probability 

diagnosis, a psychological disorder or a substance 

of becoming 

for a psychiatric 

disorder. Nor was 



there any evidence of a gender specific effect of becoming married for 

each mental health aggregates under investigation. The analyses also 

found no evidence of lagged marital effects. 

Contrary to the life course perspective, the gender specific 

effect of being married for reducing the risk of a substance disorder 

did not vary by age. Similarly, there was no evidence the gender 

specific effect of being married for a substance discrder varied over 

time by year of birth. However, the results indicated the beneficial 

impact of marriage for reducing the risk of a substance disorder for 

both men and women, was stronger among younger birth cohorts and 

decreased with increased birth year among older birth cohorts. 

The analyses highlight the importance of disaggregating global 

measures of mental health, particularly male prevalent forms of mental 

health problems from female prevalent forms. When investigated 

separately, gender specific benefits were only observed for male 

prevalent forms of mental health, that is, substance disorder. More 

importantly, contrary to the sex-role hypothesis, women, but not men, 

differentially benefited from marriage. 

Moreover, evidence of a gender specific effect of marriage, that 

differentially benefited men with respect to reduced risk of a 

psychiatric diagnosis, was solely a function of aggregating male 

prevalent forms of mental health with female prevalent forms. As a 

result, the gender specific effect of marriage for any psychiatric 

diagnosis was a spurious artifact of gender differences in the 

probability of male versus female forms of psychiatric illness over 

the life course. Evidence indicating men differentially benefited from 

marriage confounded the co-occurrence of two events, marriage and 

mental health diagnosis. Gender differences in the timing of male 



versus female prevalent forms of mental health were interpreted as 

evidence of gender differences in the effect of marriage on the 

probability of any psychiatric disorder, Net of gender differences in 

the occurrence of mental illness over the life course, for male and 

female prevalent forms, there was no evidence men differentially 

benefited from marriage. 

This result also indicates the importance of adopting a life 

course perspective since gender differences in the onset of a 

psychiatric diagnosis across the life course spuriously explained the 

gender specific effect of marriage that appeared to differentially 

benefit men. 

Finally, the results indicate the importance of considering 

historic specificity. First, there was evidence the beneficial effect 

of marriage for reducing the risk of a substance disorder was stronger 

among younger birth cohorts. Changes over time were attributed to the 

combined influence of an increased risk of a substance disorder among 

the never married and a decreased risk among the married. Second, the 

gender specific effect of marriage on the risk for a substance 

disorder were.suppressed by the effect of birth year. The risk of 

substance disorder among younger birth cohorts has increased while the 

probability of marriage has declined. Net of this trend, the positive 

effect of the gender specific effect of marriage on substance 

disorders increased to attain statistical significance because the 

negative component due to year of birth was removed. Third, net of 

trends across birth cohort generations toward a reduced probability of 

becoming married and an increased likelihood of a psychiatric 

diagnosis or a psychological disorder among younger birth cohorts, 

marriage did not affect the risk for either disorder, 



Results of the event history models for the selec~ion effect of 

mental illness on the probability marriage provided no support for the 

social selection argument that relatively higher rates of mental 

illness observed for married women are a function of selection 

processes that differentially reduce the probability of marriage for 

disordered men. In contrast, the evidence indicated that women, not 

men, are differentially selected from marriage. A psychiatric illness 

differentially reduced the probability women would marry for a period 

of 7 years subsequent to the onset of the disorder as well as 

throughout her life course. Relative to single women, single men who 

received a psychiatric diagnosis were 55 percent more likely to enter 

their first marriage in the following seven years and were 74 percent 

more likely to ever marry. 

In addition, following the onset of a psychological disorder, 

both men and women were less likely to enter their first marriage for 

a period of 7 years and were only two-thirds as likely to ever marry. 

The onset of a substance disorder did not affect the likelihood of 

marriage for either men or women. 

The results similarly highlight the importance of a life course 

perspective for investigating social selection models. The gender 

specific effect for the lagged occurrence of a psychiatric diagnosis 

was suppressed by the age-varying effect of being male over the life 

course. Young males are less likely to marry and are more likely to 

receive a psychiatric diagnosis. The gender specific selection effect 

for a psychiatric diagnosis did not attain statistical significance 

until life cycle differences in the probability of first marriage and 

psychiatric disorder onset were controlled. 



Rather than explain the gender specific effect of marriage 

observed in cross sectional studies, gender specific selection effects 

that differentially select disordered women from marriage would 

suppress estimates of the gender specific effect of marriage on mental 

health. If women with a psychiatric diagnosis were as likely to become 

married as men with a psychiatric diagnosis, rates of mental illness 

observed for married women would be even higher. Consequently, men's 

differential marital benefit would similarly be greater. Social 

causation results based on event history modeling are not affected by 

this problem, since, by definition, individuals who experience a 

mental disorder prior to marriage are removed from the 'risk set' and, 

therefore, removed from estimation of the effect of marriage on 

disorder onset. 

9.3 Implications of the Research 

The results counter wide spread beliefs about the effect of 

marriage, in general, and the gender specific effects of marriage that 

differentially benefit men, in particular. A review of the literature 

indicated that support for the gender specific effect of marriage was 

largely restricted to earlier studies. More recent studies generally 

failed to find evidence of gender specific marital effects. Time trend 

analyses of changes in the gender specific benefit of marriage also 

provided some evidence that differential marital advantages for men 

have declined since the 1950,s. A meta analysis of previous research 

similarly conferred the gender specific effect of marriage, which 

differentially benefited men, consistently declined since the 1950's 

among community based studies. An event history analysis of 



retrospective dated life calendars also reported that, net of gender 

differences in the occurrence of psychiatric disorders across the life 

cycle, marriage did not differentially reduce the risk of a 

psychiatric diagnosis for men. Rather, marriage differentially reduced 

the risk of a substance disorder for women, not men. 

The results also emphatically point out the importance of taking 

the timing of events in account both at the individual level, in terms 

of biography, and at the social societal level, in terms of social 

change. Both social causation and social selection marital effects 

were either explained or suppressed by the combined influence of 

personal history and social history. 

9.4 Methodoloaical Limitations 

While event history modeling of retrospective dated information 

represents an improvement over some of the inadequacies evident in 

earlier research, there are also methodological limitations that may 

result in an underestimation of social causation and social selection 

effects and may limit the generalizability of the results. 

Conclusions about the gender specific effect of marriage in 

previous research were often based on information obtained from 

clinical samples. The problems associated with using rates of treated 

mental illness in etiological investigations are well documented 

(Cohen and Cohen, 1984). Because the analyses reported herein are 

based on data from a conununity sample, rather than a clinical sample, 

results have greater generalizability. The data, however, may 

underestimate the gender specific effect of marriage due to specific 



sample selection criteria, sample size and the validity of 

retrospective dated information. 

Sample selection criteria prevent the inclusion of hospitalized 

and institutionalized persons and individuals that are not mentally 

capable of responding to the questionnaire. Because severe instances 

of mental disorders are not taken into account, both the causal mental 

health implications of marriage as well as the selection implications 

of mental disorder may be underestimated. Furthermore, while the data 

are based on a large representative sample of approximately 1,400 

cases, low prevalence rates across the life course may require a 

larger sample to detect significant gender specific life course and 

historical effects. 

The analyses are based on retrospective dated information 

obtained from a two-wave longitudinal study conducted approximately 

one year apart. Ideally, data should be collected prospectively. 

However, the financial and temporal costs associated with the 

collection of prospective data are often too expensive for this to be 

a feasible option, particularly when studying infrequent events. 

Limited alternatives may necessitate a reliance on retrospective dated 

information, despite its shortcomings. Three common problems with 

retrospective information include memory failures (respondents forget 

events), telescoping (events are recalled as having occurred more 

recently that they actually did), and rounding (respondents round 

reported ages) (Singer and Willet, 1991). 

Reporting rare events, such as marriage, are less prone 

reporting errors than reporting highly salient events, such as mental 

illness episodes or less salient events, such as daily activities 

(Singer and Willett, 1991). Supplemental aids, such as the use of a 



life event history calendar, may reduce errors by aiding recall and 

reducing telescoping and rounding. Prior to dating the onset of 

psychiatric symptoms, participants of this study were asked to date a 

number of events including marriages, childbirth, migration, 

residential moves, health service utilization and the occuxrence of 

life events, traumatic experiences and onset of ongoing problems. This 

may have improved the accuracy of dating mental illness episodes 

relative to the timing of marriage. However, underreported mental 

illness episodes would result in an underestimation of both social 

causation and social selection effects. 

The analyses found evidence the effect of year of birth on the 

risk for a psychiatric diagnosis, a psychological disorder and a 

substance disorder varied over the life course. The positive effect of 

birth year on increasing the risk of a mental disorder attenuated over 

the life cycle with increased age. On the one hand, the results are 

consistent with research reporting an increased occurrence of mental 

illness across generations. As year of birth increases, among younger 

generations, the risk of a psychiatric, psychological and a substance 

disorder also increased, particularly at young ages. On the other 

hand, the results are also consistent with retrospective recall bias. 

Older birth cohorts may be more likely to forget mental illness 

episodes that occurred during adolescence or young adulthood, than 

younger birth cohorts. Consequently, the results may reflect memory 

failures . 
Data for the analysis was provided by a recent, large-scale, 

representative study of Metropolitan Toronto. It may be argued the 

generalizability of the results are limited by the sample because 

Toronto is more ethnically diverse and has a much higher proportion of 



recent immigrants than samples obtained from cities in the United 

States. However, it may be counter argued this sample represents a 

more generalized sample than many urban areas in terms of the 

representation of ethnicities. 

Psychiatric diagnoses assessed in the data were generated using 

a relatively recent measure of mental health problems, the Composite 

International Diagnostic Interview (CIDI) . Results based on this 
measure may not necessarily correspond to results based on previous 

measures, particularly since phobias and schizophrenia were not 

assessed. Including a wider spread of disorders may have implications 

for the results. 

9.5 Future Research 

The results of a meta-analysis of previous research and an 

event-history analysis of retrospective life calendars suggest a 

number of possible directions for future research. 

9.5.1 Differential Treatment Utilization 

A meta-analysis of previous studies found no evidence for the 

gender specific effect of marriage on mental health among studies 

based on treatment statistics. Among treatment population studies, the 

effect size remained relatively constant, declining only slightly 

since 1933 from -0.01 t o  -0.005 in 1 9 8 4 ,  the first and last year of 

data collection for treatment studies, respectively. The suppressing 

effect of differential treatment utilization by married men would 

contribute toward the null association observed among treatment 



population studies in the meta-analysis. Additional research examining 

differential treatment utilization is required since previous research 

suggesting differential treatment by married men was largely based on 

comparison of treatment use within married couples (Clausen, 1983; 

Kirshner and Johnston, 1983). Retrospective information dating health 

service utilization for problems with emotions, nerves or mental 

health or problems with the use of alcohol or drugs was obtained in 

The Psychiatric Distress and Disorder and the Use and Abuse of Alcohol 

and Drugs study (Turner and Wheaton, 1992). Health service use 

information could be combined with retrospective information dating 

the onset of psychiatric disorder symptoms in an event history model 

to determine the differential effect of symptoms on health service 

utilization by gender and marital status. Evidence of differential 

treatment utilization by married men would suggest treatment 

statistics underestimate the gender specific effect of marriage. 

9.5.2 Psycholoqical Distress, General Well-being and Happiness 

Many of the early studies that suggested support for Gove's sex- 

role hypothesis were based on treatment, admission, incidence, episode 

and prevalence rates of mental disorder in clinical samples. Likewise, 

the event history analysis presented in this dissertation focused on 

rates of psychiatric disorder, obtained from a large-scale community 

survey rather than treatment statistics. 

A meta-analysis of previous research found no difference in the 

effect size of the gender specific effect of marriage based on 

measures of psychiatric disorder compared to measures of psychological 

distress, net of the effect of type of sample. However, differences in 



measurement of mental health are largely confounded with data source. 

Over time there has been a decreasing reliance on treatment population 

data and an increasing representation of community population surveys. 

Measures of psychiatric disorder predominate among treatment 

population data. Measures of psychological distress are solely 

restricted to community population surveys. Consequently, tests are 

trivially spurious. Among community studies, the effect size was 

greater for measures of psychological distress compared to measures of 

psychiatric disorder, although differences were not statistically 

significant. Given the small sample size among community based 

studies, low power of the test can not be ruled out as a possible 

explanation. 

Additional analyses are required to investigate the 

generalizability of the results from the event history analysis of 

psychological disorder to other measures of mental health such as 

measures of psychological distress, general well being and happiness. 

9.5.3 Women's Differential Advantage: Mediating Factors 

The finding that women are differentially advantaged by marriage 

in terms of relatively lower rates of substance disorders warrants 

further investigation of explanatory factors. The sex-role hypothesis 

argued that differential marital benefits are attributed to 

differential exposure to marital stressors, strains and resources. 

Following this theory, it may be counter argued that women's 

differential marital advantage nay indicate men are differentially 

exposed to stressors in marriage. Marriage decreases the probability 

of a substance diagnosis for both husbands and wives. However, men's 



occupational roles may more frequently expose them to a drinking 

environment, and, consequently, increased consumption and higher rates 

of abuse. In addition, marriage may differentially advantage women in 

terms of marital resources such as support, companionship and 

emotional stability. 

Conversely, it may be argued that women's differential marital 

advantages are not a function of differential exposure to marital 

stressors or resources. Rather, women's sole responsibility for 

childbirth, may explain the relatively lower rates of substance 

disorders associated with marriage for women, since childbirth, from 

pregnancy to lactation, is associated with medically advised 

abstinence from alcohol and drug use. Thus, childbirth, which largely 

follows marriage, may explain women's relatively lower rates of 

substance disorders in marriage. 

9.6 Conclusions 

At a general 

to account for the 

level, three possible processes have been offered 

observed association between marital status, gender 

and mental health including the causation hypothesis, the selection 

hypothesis and the artifact hypothesis. 

The causation hypothesis proposed gender differences in the 

effect of marital status on mental health. The selection hypothesis 

proposed gender differences in martial selection due to mental health 

status. Using event history modeling, that enabled the separation of 

social causation effects from social selection effects, there was 

evidence of both processes. Both social causation and social selection 

processes contribute toward observed marital status by gender rates of 



mental disorder. However, the results contradicted the sex-role 

hypothesis that men differentially benefit from marriage and/or are 

differentially excluded as marital partners based on mental illness. 

Women, not men, were differentially advantaged by marriage in terms of 

reduced risk for a substance disorder. Moreover, women, not men, were 

differentially excluded from marriage for the remainder of their life, 

following onset of a psychiatric disorder. 

The artifact hypothesis maintained that mental health patterns 

were an artifact of the joint effect of gender and marital status on 

symptom reporting, help seeking and treatment utilization. A meta 

analysis of previous research found no support for the hypothesis that 

a gender specific effect of marriage was due to differential treatment 

utilization by married women and, therefore, would be restricted to 

research based on treatment statistics. Rather, support for a gender 

specific effect of masriage was only observed in research based on 

community population data which are unaffected by treatment 

utilization. However, differential treatment utilization by married 

men may suppress the null association observed in treatment 

populations. 

The results indicate the possible simultaneous influence of all 

three processes; social causation, social selection and differential 

utilization. More importantly, the results highlighted the importance 

of an additional artifactual explanation for observed rates of mental 

disorder by gender and marital status, that is, gender specific life 

course differences and historical differences for marriage and 

disorder onset. 

Both marriage and disorder onset are characterized by underlying 

distributions defining risk over the life course that differed fox 



males and females and also differed across generations. Life course 

trends explained the gender specific effect of marriage that 

differentially benefited men for a psychiatric diagnosis and 

suppressed the gender specific effect of a psychiatric diagnosis that 

differentially excluded women from marriage. Generational differences 

suppressed the gender specific effect of marriage that differentially 

reduced women's risk for a substance disorder and explained the main 

beneficial effect of marriage on reducing the probability of a 

psychiatric diagnosis and a psychological disorder. 

The observation that men differentially benefit from marriage in 

previous research was the spurious artifact of underlying risk 

patterns for marriage and disorder onset that differed over the life 

course for men and women. Young men are less likely to marry, but are 

more likely to receive a psychiatric diagnosis, predominantly for a 

substance disorder. Older men are more likely to enter their first 

marriage but are less likely to experience onset of a psychiatric 

disorder. Younger cohorts are more likely to postpone or forego 

marriage and are at a higher risk for a psychiatric diagnosis, 

psychological disorder or substance disorder. Older cohorts are more 

likely to be married and are less likely to report a psychiatric 

diagnosis, psychological disorder or substance disorder. It was not 

until the life course differences in marital timing and disorder onset 

and differences across birth generations, were controlled, that 

women's differential. benefits from marriage and women's differential 

selection from marriage appeared. 



Appendix A 
Source Journals Included in the Meta Analysis 

Identified by the Psychological Abstract (PsychLIT) 
and Sociological Abstract (Sociofile) Indexes 

Acta Psychiatrica Scandinavica 

American Journal of Psychology 

American Sociological Review 

Archives of General Psychiatry 

Australian and New Zealand Journal of Psychiatry 

British Journal of Addiction 

British Journal of Psychiatry 

Drug and Alcohol Dependence 

International Journal of Comparative Sociology 

Journal of Abnormal Psychology 

Journal of Affective Disorders 

Journal of Eiosocial Science 

Journal of Health and Social Behavior 

Journal of Marriage and the Family 

Journal of Nervous and Mental Disease 

Journal of Social Issues 

Journal of Studies on Alcohol 

Psychiatric Quarterly 

Psychological Medicine 

Research in Community and Mental Health 

Sex Roles 

Social Forces 

Social Psychiatry 

Social Psychology Quarterly 



Appendix B 
Meta Analysis Studies by Source 

Bebbington, P. (1987) 
Incidence rates per 100,000 

of population 15 years of age 
and older based on English 
national admission data collated 
through the Mental Wealth 
Enquiry from Mental Illness and 
Mental Handicap Hospitals and 
Units of inpatient first 
admissions from 1982 to 1985 for 
affective disorders classified 
by the International 
Classification of Diseases (ICD- 
9) categories including 
Affective Psychosis (296), 
Depressive Neurosis (300.4), and 
Depression Not Elsewhere 
Classified, NEC (311). First 
admission rates were based on 
the mid-year population 
estimates of the Office of 
Population Censuses and Surveys. 
The married category includes 
separated individuals. 

Bebbington, Paul, Jane Hurry, 
Christopher Tennant, Elizabeth 
Sturt and J. K. Wing (1981) 

One month prevalence rates 
for psychiatric illness defined 
by the Present State Examination 
(PSE) CATEGO classification and 
the Index of Definition (ID). 
The data were obtained from the 
MRC Camberwell Community Survey, 
a two-stage psychiatric survey 
of a random sample of adults 
between 18 and 64 years of age 
conducted in Camberwell, England 
in 1978. Results presented were 
based on all individuals 
reporting an Index of Definition 
(ID) of 5 or greater in the 
first stage pre-screening using 
the short form of the PSE 
combined with a random sample of 
individuals scoring below 5. The 
data was weighted to represent 
the whole sample. 

Berah, E. F. (1983) 
1.State Psychiatric Treatment 
Statistics 

First admission rates per 
100,OO of the population for 
psychiatric treatment in State 
Psychiatric Services meeting the 
International Classification of 
Disease (ICD-9) Diagnosis 
criteria for Schizophrenic 
states, Depressive Psychosis, 
Other Functional Disorders, 
Psychoses, Depressive Neurosis, 
Personality Disorders, Transient 
Situational Trait Disorders or 
Alcoholism. Treatment statistics 
are based on data collected 
yearly by the Mental Health 
Research Institute of the Health 
Commission of Victoria from 1972 
to 1978. 

2. General Hospital Morbidity 
Data 

First admission rates of 
International Classification of 
Disease (ICD) diagnoses for 
psychiatric illness among 
inpatients occupying public beds 
in approximately 130 General 
Public Hospitals. The data was 
obtained from the Health 
Commission of Victoria for a 
three-month period in late 1981. 
First admissions can include 
multiple admissions. 

3. General Practice Data 
National annual treatment 

rates based on a nonrandom 
sample of patient logs 
cataloging International 
Classification of Disease (ICD) 
diagnoses from of 85 volunteer 
general practitioners. Data was 
derived from the National 
Morbidity Survey conducted by 
the National Health and Medical 
Research council between 
February 1962 and January 1963. 



4. Community Survey Data 
Prevalence rates for 

psychiatric diagnosis 
established using semi- 
structured clinical interviews 
in consultation with senior 
physicians and psychiatrists. 
Diagnoses were established 
according to the International 
Classification of Diseases (ICD) 
categories including 
schizophrenic states, depressive 
and other functional psychoses, 
depressive and other neuroses, 
personality disorders, transient 
situational trait disturbances 
and alcoholism. Data were 
provided from the Heyfield 
Study, a community survey of a 
random sample of adults residing 
in the rural town of Heyfield in 
1965, conducted by the Mental 
Health Research Institute of the 
Health Commission of Victoria. 

Bernard, Jessie (1972) 
Pexcent not scoring 'Very 

Happy' on a general happiness 
measure from the American's View 
Their Mental Health Study, a 
national representative survey 
of the American population based 
on an area probability random 
sample of adults 21 years of age 
or older in 2957, conducted by 
G. Gurin, J. Veroff and S. Feld. 

Percent not scoring 'Very 
Happy' from the National Opinion 
Research Council Pilot Study 
(Bradburn and Caplovitz, 1965), 
a representative community study 
of four Illinois communities 
conducted in 1962. 

Bradburn, N. (1969) 
Percent not 'Very Happy' 

from the first wave of the 
National Opinion Research 
Council (NORC) Study conducted 
in 1964. 

Briscoe, Monica (19821 
Prevalence rates of severe 

psychosomatic symptoms. Symptoms 
identified as severe were those 
occurring 'quite a lotf or 'a 
great deal'. Data were derived 

from a large nationwide 
community sample selected and 
interviewed for the third 
Quality of Life Survey conducted 
by the Social Science Research 
Council in England in 1975. 

Brooke, E. (1967) 
Mental illness hospital 

residency rates (ICD 
classification) per 100,000 of 
population 15 years of age and 
older based on an inpatient 
census of all mental illness 
hospitals in England and Wales 
on December 31, 1963 conducted 
by the Ministry of Health. 

Cochrane and Stopes-Roe (1981) 
Mental hospital admission 

rates per 100,000 of population 
aged 15 years and over to all 
mental hospitals in England and 
Wales in 1973. Data were 
supplied by the Department of 
Health and Social Security 
(DHSS) . 
Cochrane and Stopes-Roe (1980) 

Psychological Symptom 
Rating Test (SRT) scores for 
total psychological disturbance 
as well as 4 specific subscales 
including Anxiety, Somatic, 
Depression and Inadequacy. Data 
were obtained from a nationwide 
community survey of English-born 
men and women aged 20 to 60 
years living in large English 
conurbations (including London, 
Birmingham, Coventry, Manchester 
and Slough) conducted by the 
Opinion Research Council in 
1978. 

Cooper, B. (1966) 
Prevalence of identified 

psychiatric cases among general 
practice patients in London, 
England in 1961-62. Data 
provided by the General Practice 
Survey conducted by the National 
Health Service. Psychiatric 
diagnosis was established 
according to a uniform system of 
medical recording by general 



practitioners with registered 
patient populations. 

Cronkite and Moos (1984) 
Patients admitted for 

treatment for alcoholism during 
a 10-month period at one of four 
residential programs; a public 
hospital-based facility, a 
county-funded half-way house, a 
private program and a private 
therapy program. Drinking 
behavior at intake was based on 
three indices including drinking 
pattern, degree of drinking 
impairment and the daily 
quantity of alcohol consumption. 
Post-treatment outcome 
additionally measured abstinence 
and rehospitalization. 
Psychological symptoms were 
based on depression, anxiety and 
psychological well-being 
subscale mean scores. 

D'Arcy and Bold (1983) 
Alcohol or Drug Dependency 

rates per 100,000 of population 
in Saskatchewan, Canada from 
1969 to 1974 based on public 
health care insurance 
information regarding health 
care utilization of public 
psychiatric facilities, general 
and private practitioner 
treatment and patient 
hospitalization in psychiatric 
wards of general hospitals. 
Diagnoses were recorded on the 
basis of the International 
Classification of Diseases 
(ICDA-8) for alcoholism, 
alcoholic psychosis and drug 
dependency. Data were collected 
by the Psychiatric Services 
Branch of Saskatchewan Health, 
the Saskatchewan Medical Care 
Insurance Commission and the 
Saskatchewan Hospital Services 
Plan. 

D'Arcy and Siddique (1985) 
Percent not 'Very Happy' 

from The Canadian Health Survey 
(Health and Welfare Canada, 
1981), a national representative 

Dominion Bureau of Statistics 
(1965) 

First admission rates for 
schizophrenia, affective 
psychosis, paranoid states, 
neuroses, personality disorders, 
alcoholism, and drug dependence 
in all institutions including 
public and private mental 
hospitals, private and public 
psychiatric hospitals, aged and 
senile homes, public and federal 
psychiatric units in general 
hospitals, public and private 
hospitals for addicts, public 
and private institutions for the 
mentally retarded and public and 
private treatment centers for 
emotionally disturbed children. 
Diagnoses are based on the 
International Classification of 
Diseases (ICD) adapted for use 
in the United States. 

Eaton, W. W. (1975) 
Age standardized rates of 

first admission for 
schizophrenia among adults 20 to 
64 years of age in Maryland 
during the time period between 
1965 and 1968. Data were 
obtained from the Maryland 
Psychiatric Case register of 
each admission from all the 
psychiatric facilities in 
Maryland. Data were restricted 
to Maryland residents admitted 
to any in-patient facility in 
Maryland receiving a diagnosis 
for schizophrenia on both 
admission and discharge. 

Ensel, W. (1982) 
Prevalence of clinical 

Depression based on a 
representative community sample 
of adults 17 to 70 years of age 
residing in the Albany- 
Schenectady-Troy Standard 
Metropolitan Statistical Area of 
New York State in the spring of 
1979. Clinical depression 
caseness was based on Center for 
Epidemiological Studies 
Depression Scale (CES-D) cutoff 
score of 16 or greater. 

probability sample of Canada. 



Fox, J. (1980) 
1. Anxiety 

patients to Ohio State Mental 
Hospitals during 1949. 

Percent with extreme 
Psychological Anxiety scores 
from The Americans View Their 
Mental Health study, a study of 
untreated mental illness in a 
community population based on a 
representative national sample 
of adults, 21 years of age or 
older, living in private 
households in the United States. 
Data collection was conducted by 
the Survey Research Center in 
1957 (Gurin, Veroff and Feld, 
1960). Extreme psychological 
anxiety scores were defined as 
scores of five or more. 

2. Psychological Distress 
Percent with high 

Psychological Distress scores 
based a representative national 
survey of the United States 
conducted by the U. S. Public 
Health Service (National Center 
for Health Statistics, 1970). 
Extreme psychological distress 
scores were defined as scores of 
four or more symptoms. 

3. General Well-being 
Percentage with low General 

Well-Being scores based on data 
obtained from the Health and 
Nutrition Examination Survey 
(HANES) study, a representative 
national sample of the 
noninstitutionalized United 
States population aged between 1 
to 74 years residing in eligible 
households in the coterminous 
states with the exception of 
reservation inhabitants. The 
survey was conducted by the U.S. 
Public Health Service (National 
Center for Health Statistics 
HANES Study, 1973) between April 
1971 and June 1974. Low General 
Well-being scores were defined 
as scores of 71 or less. 

Frumkin, R. (1954) 
Incidence rates per 100,000 

of the population aged 14 years 
and older based on first 
admissions of schizophrenic 

Gove, W. (1972) 
Prevalence rates of all 

forms of mental disorder among 
adults aged 20 to 49 years 
based on data extracted from the 
clinical records for enumerated 
patients resident in the 
urbanized community of New Haven 
and in psychiatric treatment 
with a psychiatrist or under the 
care of a psychiatric clinic or 
mental hospital from May to 
December, 1950 (Hollingshead and 
Redlich, 1958). Diagnosis was 
based on the Veteranf s 
Administration Diagnostic 
Classification. 

Incidence rates based on 
data obtained from a standard 
case register of psychiatric 
episodes for all forms of mental 
disorder among adults in 
treatment, in-patient and out- 
patient admissions and all other 
psychiatric service contacts 
during a one-year period in 
North-East Scotland beginning at 
midnight on December 31, 1962 
(Innes and Sharp, 1962). 

Termination rates from a 
subsample of out-patient 
psychiatric clinics in 23 states 
of the United States in 1961 
(Kramer, 1967) . 

Psychiatric episodes of all 
forms of mental disorder in 
persons consulting general 
physicians during a one year 
period extending from October 
1961 to September 1962 (Shepard, 
Cooper, Brown and Kalton, 1966). 
Data was obtained from a 
psychiatric morbidity survey of 
patients from a representative 
group of general practitioners 
named in the London Executive 
Council's Medical List. 
Diagnosis was determined 
according to the categories of 
psychiatric illness specified in 
the International Classification 
of Diseases (ICD) . 

Prevalence rates of mental 
impairment identified based on 



clinical evaluation of a 
structured interview from 
Midtown Manhattan Study, a 
~epresentative community survey 
conducted in 1953 to 1954 
(Srole, 1962). 

Episodes of mental disorder 
treated by a psychiatric agency 
during a five year period 
between 1958 to 1963 (Susser, 
1968). Data were collected for 
the Salford Psychiatric Case 
Register. Diagnoses were 
established based on the 
Diagnostic Handbook of the 
American Psychiatry Association 
(APA) . 
Gove, W. (19791 

Psychiatric treatment rates 
based on all admissions to state 
and county mental hospitals in 
the Unites States during 1970 
(Redlich and Johnson, 1974). 

Psychiatric treatment rates 
based on all admissions to 
outpatient psychiatric services 
for 1970-71 (Meyer, 1973). 

Psychiatric treatment rates 
based on all discharges from - 

psychiatric units in general 
hospitals for 1970-71 (Bachrach, 
1373). 

Greaorv, I. (1959) 
Age standardized incidence 

rates per 100,000 general 
population based on the average 
yearly number of first 
admissions to Canadian mental 
hospitals for all forms of 
mental illness during the three- 
year period, 1950-1952. Data 
were obtained by the Dominion 
Bureau of Statistics Canada. 
Psychiatric diagnoses were 
established according to the 
International Classification of 
Diseases (ICD-6). 

Hare and Shaw (1965) 
Age adjusted rates for 

nervous disturbance from the 
Croydon Health Study, a random 
sample of adults resident in a 
new housing estate from November 
1960 to October 1951 drawn from 

the Electoral Register. Data was 
supplemented with general 
practitioner treatment 
information as well as hospital 
admission information for each 
study participant. Nervous 
disturbance was established 
based on the presence of ever 
experiencing nervous trouble of 
any kind which was accompanied 
by either seeking professional 
help or changed behavioral 
patterns in response to the 
nervous disturbance. 

Average annual age-adjusted 
incidence rates per 100,000 
population for treated psychosis 
in Texas from 1951-52. 

Johnson, P. (1982) 
Prevalence of alcohol 

consumption, heavy drinkers and 
problem drinkers from a national 
probability sample of adults 18 
years of age and older. The 
survey was conducted by the 
National Institute on Alcohol 
Abuse and Alcoholism (NIAAA) 
(Rappeport, Labow, and Williams, 
1975). Data used in the analysis 
was weighted based on race, age, 
sex, urban-rural residence and 
wet-dry regions of the country. 
Consumption was measured by the 
Blood Alcohol Content (BAC) 
index which reflects the 
quantity-frequency of alcohol 
consumption converted to percent 
of alcohol by weight in the 
bloodstream. Heavy drinking was 
defined by extreme BAC levels 
exceeding 0.04. Problem drinking 
was defined by a combination of 
consumption levels and scores on 
various indices measuring the 
behavioral symptoms of alcohol 
dependence and actual 
psychological and social 
consequences of excessive 
alcohol use. 



Kessler, R. and J. McRae (1984) 
1. Americans View Their Mental 
Health 

Proportion reporting 
extreme depression levels on the 
Gurin Psychophysiological Scale 
and proportion reporting nervous 
exhaustion. Data were obtained 
from The Americans View Their 
Mental Health study, a study of 
untreated mental illness in a 
community population based on a 
representative national sample 
of adults, 21 years of age or 
older, living in private 
households in the United States. 
Data collection was conducted by 
the Survey Research Center in 
1957 (Gurin, Veroff and Feld, 
1960). An extreme depression 
score was defined as the score 
at or above the 80th percentile 
in the sample. 

2. National Center for Health 
Statistics, 1970 

Proportion reporting 
extreme psychological distress, 
proportion reporting nervous 
exhaustion and proportion 
reporting a nervous breakdown in 
a national community survey of 
adults 18 years of age and over, 
conducted by the National Center 
for Health Statistics (National 
Center for Health Statistics, 
1970) between 1959 and 1961. 
Extreme psychological distress 
was defined as scores on the 
Modified Zung Scale at or above 
the 80th percentile in the 
sample. 

3. Myers et al., 1972 
Proportion reporting 

extreme depression based on the 
psychological subscale of the 
Langner Index, proportion 
reporting depression based on a 
Study-specific depression scale, 
proportion reporting 
psychophysiological distress 
based on the Gurin scale and 
proportion reporting Psycho- 
physiological distress based on 
the Langner Psychophysiological 
/Physical subscale in a 

community survey of adults 21 
years of age and older residing 
in the Mental Health Catchment 
area of New Haven, Connecticut 
between July 1967 and January 
1969 (Myers, Lindenthal, Pepper 
and Ostrander, 1972). Extreme 
scores were defined at or above 
the 80th percentile in the 
sample. 

4.Comstock and Helsing, 1976 
Proportion reporting 

depression based on the 
Psychological subscale of the 
Langner Index, proportion 
reporting psychological distress 
based on the Psychophysiological 
subscale of the Langner Index 
and proportion reporting nervous 
exhaustion in a community sample 
of adults 18 years of age and 
older in Kansas City, Missouri 
between 1971 and 1973, in 
Washington County, Maryland 
between 1971 and 1973 (Comstock 
and Helsing, 1976). 

Proportion reporting 
depression based on the CES-D 
Scale and proportion reporting 
nervous breakdown in a community 
survey of adults at least 18 
years of age in Washington 
County, Maryland in 1972 to 1973 
(Comstock and Helsing, 1976). 
Extreme scores were defined at 
or above the 80th percentile in 
the sample. 

5. Engel et al., 1978 
Proportion reporting 

depression based on the CES-D 
Scale and proportion reporting 
nervous exhaustion based on data 
from the National Health and 
Nutrition Examination Survey 
(HANES-I) study, a national 
representative sample of the 
noninstitutionalized United 
States population aged between 1 
to 74 years residing in eligible 
households in the coterminous 
states with the exception of 
reservation inhabitants. The 
survey was conducted by the U.S. 
Public Health Service (National 
Center for Health Statistics 



HANES Study, 1973) . Data are 
reported for American adults 
between 25 and 74 years old in 
1974 to 1975 (Engel, 1978). 
Extreme scores were defined at 
or above the 80th percentile in 
the sample. 

6. Veroff, Douvan, and Kulka, 
1981 

Proportion reporting 
depression derived from the 
Modified Zung Scale, proportion 
reporting psychopysiological 
distress based on the Gurin 
scale and proportion reporting a 
nervous breakdown from national 
community study of American 
adults 21 year of age and older 
in 1976 (Veroff, Kouvan and 
Kulka, 1981) . Extreme scores 
were defined at or above the 
80th percentile in the sample. 

7. Vanfossen, 1978 
Proportion reporting 

depression according to the 
Neurotic Depression Scale in a 
community study of adults 18 to 
65 years of age in the urbanized 
area of Chicago in 1972 
(Vanfossen, 1978). Extreme 
scores were defined at or above 
the 80th percentile in the 
sample. 

Knupfer, Clark and Room (1966) 
Percent scoring high on 

depression, neurotic symptoms, 
phobic symptoms, passivity and 
percent not very happy from the 
Longitudinal Study of Changes in 
Drinking Practices, an area 
probability survey of San 
Francisco residents at least 21 
years of age. Data included a 
selected subsample of the panel 
sample re-interviewed in 1964 
including all heavy drinkers, 
half of the remaining 
respondents and their spouses. 

Kramer . (1 967 
Age adjusted first 

admission rates per 100,000 
population for functional 
psychosis obtained from the 

Model Reporting Area Study of 13 
states including Arkansas, 
California, Illinois, Kentucky, 
Louisiana, Michigan, Minnesota, 
New York, North Carolina, Ohio, 
Pennsylvania, Tennessee, and 
Wisconsin conducted in 1960. 

Leaf, P., M. Weissman. J. Mvers. 
G. Tischler and C. Hollzer. 111 

Six month prevalence rate 
of psychiatric disorder in a 
community sample of adults at 
least 18 years of age. Data are 
obtained from the first wave of 
the community component of the 
Yale Epidemiologic Catchment 
Area (ECA) Project, a large 
community survey conducted in 
South-central Connecticut from 
1980 to 1983. Psychiatric 
Diagnosis were based on the NIMH 
Diagnostic Interview Schedule 
(DIS) for the following DSM-I11 
psychiatric disorders, Alcohol 
Abuse or Dependence, Anorexia 
Nervosa, Antisocial Personality, 
Drug Abuse or Dependence, Manic 
~pisodes, Major Depressive 
Episodes, Obsessive Compulsive, 
Panic, Agoraphobia, Simple 
Phobias, Schizophrenia, 
Somatization, Cognitive 
Impairment. 

Lee, G, K. Seecombe and C. 
Sheran (1991) 

Percent not very happy 
reported in the General Social 
Survey data, a national American 
community study of english- 
speaking, noninstitutionalized 
adults at least 18 years old in 
the 48 contiguous states. The 
data were obtained by the 
National Opinion Research 
Council (NORC) each year since 
1972 with the exception of 1979 
and 1981. The analysis is based 
on data from 1972 to 1989. 

Martin, W. (1976) 
First admission rates per 

100,000 population to state 
mental hospitals in the United 
States in 1933 reported by the 



Rosenstein and Milazzo-Savre U.S. Bureau of the Census for 
adults 15 years of age and 
older. 

Meltzer, Gill, Petticrew and 
Hinds (1995) 

Prevalence rates of 
Psychiatric Disorders in 
Britain. Neurotic 
psychopathology diagnoses were 
established with the revised 
version of the Clinical 
Interview Schedule and based on 
the International Classification 
of Diseases (ICD-10) diagnostic 
criteria. Psychotic 
psychopathology assessments were 
established by clinicians using 
the Schedules for Clinical 
Assessment in Neuropsychiatry 
(SCAN) following a pre-screening 
of symptoms using the Psychosis 
Screening Questionnaire (PSQ) . 
Alcohol dependence was based on 
three components of dependence; 
loss of control, symptomatic 
behavior, and binge drinking. 
Drug dependence was based on 
five components; frequency, 
stated dependence, inability to 
quit, large quantity, and 
withdrawal symptoms. 

Miles. Gardner, Bodian and 
Romano (1964) 

Age adjusted prevalence 
rates per 100,000 of population 
of psychiatric disorder for the 
population of Monroe County, New 
York at least 14 years of age in 
1960 based on the Monroe County 
case register of all psychiatric 
service contacts. 

Robertson, N. (1974) 
Incidence rate per thousand 

general population for all 
mental illnesses based on 
psychiatric referral data from 
North-Eastern Regional Hospital 
Board of Scotland for patients 
who entered psychiatric care for 
the first time between January 
1, 1963 and December 31, 1964. 

(1982) 
Inpatient and outpatient 

acimissidn rates and discharge 
rates per 100,000 of population 
14 years and older to-selected 
mental hospitals in the United 
States including State and 
County mental hospital inpatient 
services, Private mental 
hospital inpatient services, 
nonl~ederal- general hospital 
psychiatric inpatient units, and 
outpatient psychiatric services 
for 1975. Admission rates 
exclude federally funded CMHC, 
VA psychiatric services, 
residential treatment centers 
for emotionally disturbed 
children and day/night services. 
Population estimates for rate 
computations are from the Bureau 
of the Census Current Population 
Reports. 

Rushina, (1976) 
Age standardized admission 

rates to Tennessee state mental 
hospitals among adults 21 to 64 
years of age who were admitted 
and discharged between 1956 and 
1965 for one of the following 
psychiatric disorders; 
schizophrenia, manic depression, 
neurosis, personality disorder, 
or brain disorder. Alcoholics 
who were classified as 
personality disorders or brain 
disorders were excluded from the 
analysis. Marital status was 
determined at admission. 

Statistics Canada (1972-1981) 
First admission rates for 

schizophrenia, affective 
psychosis, paranoid states, 
neuroses, personality disorders, 
alcoholism, and drug dependence 
in all institutions including 
public and private mental 
hospitals, private and public 
psychiatric hospitals, aged and 
senile homes, public and federal 
psychiatric units in general 
hospitals, public and private 
hospitals for addicts, public 
and private institutions for the 



mentally retarded and public and 
private treatment centers for 
emotionally disturbed children. 
Diagnoses are based on the 
International Classification of 
Diseases (ICD) adapted for use 
in the United States. Rates by 
gender and marital status were 
reported from 1970 to 1981. 

Stein and Susser (1970) 
Age standardized rates of 

admission for schizophrenia, 
Depressive Psychosis, Psycho 
Neurosis, Addiction and 
Psychopathy in Salford, England 
(Stein and Susser, 1970) . Data 
were obtained from a psychiatric 
case register maintained between 
1958 to 1963 in Salford England 
recording all episodes of mental 
illness diagnosed according to 
the Diagnostic Handbook of the 
American Psychiatric Association 
treated in residential 
institutions for mental 
patients, inpatient and 
outpatient psychiatric units in 
general hospitals and in mental 
hospitals, psychiatrists in 
private practice and Salford 
Mental Health Services. 

Tauss, W. (1967) 
Prevalence of mental 

disturbance based on the 
Neurotic Manifestation Index 
caseness in a community survey 
of Western Australia in 1962-64. 

Thoits, P. (1987) 
Prevalence of Anxiety and 

Depression symptoms based on 
data from a two-wave panel study 
of a representative community 
sample of the adult population 
in the Census defined urban 
Chicago area (see Pearlin and 
Lieberman, 1979) . Anxiety and 
Depression scores were based on 
responses to how often anxiety 
and depression symptoms were 
experienced in the preceding 
week. The first wave was 
conducted in 1972-73 and the 
second wave followed four years 

later in 1976-77. Analysis is 
based on the panel component 
only. 

Thomas, D., and B. Locke (1963) 
Annual age standardized 

rates of first admission among 
adults aged 25 to 54 for 
schizophrenia and for all 
disorders to hospitals for 
mental disease in New York 
between 1949 and 1951 and to 
state hospitals for mental 
disease in Ohio between 1948 
and 1952. 

Tien and Eaton (1992) 
Incidence rate for 

Schizophrenia based on data 
obtained in the National 
Institute of Mental Health 
Epidemiologic Catchment Area 
Program study of adults 18 years 
and older in five community 
sites including New Haven, Conn; 
Baltimore, Md; Durham, NC; St 
Louis Mo; and Los Angeles, 
Calif. Diagnosis for 
Schizophrenia was established 
using the National Institute of 
Mental health Diagnostic 
Interview Schedule (DIS) based 
on DSM-I11 diagnostic criteria. 

Tweed and Jackson (1981) 
Psychiatric episodes based 

on data obtained from the Monroe 
County, New York Psychiatric 
Case Register of psychiatric 
service contacts for any 
resident of Monroe County 
receiving psychiatric treatment 
in public or private, inpatient 
or outpatient facilities in a 
three year period between 
October 1, 1968 and September 
30, 1971. 

Volicer (1981 
Prevalence rates of alcohol 

drinkers, problem alcohol 
drinkers, treatment for alcohol 
drinking or alcoholism diagnosis 
among employees of four 
occupational settings that offer 
employees alcohol abuse and 
dependence treatment programs. 



One occupational site consisted 
or a consortium of 12 federal 
agencies and the remaining three 
occupation sites were 
manufacturing divisions of a 
large conglomerate. The Short 
Michigan Alcoholism Screening 
Test (SMAST) , the Mulford 
Quantity-Frequency Index (QF) 
and the Mulford Definitions of 
Alcohol Scale (DEF) were 
employed to assess the extent of 
alcohol use and alcohol-related 
problems. 

Walker, Bettes, Kain and Harvey 
I 1  c lC)C\  

Psychotic symptom rating 
scores among black schizophrenic 
patients, 21 years of age or 
older, diagnosed with 
schizophrenia according to DSM- 
I1 criteria and treated in a 
psychiatric facility in New York 
State between 1968 and 1978. 
Data were obtained by the New 
York State Office of Mental 
Hygiene. 

Myers and Weissman (1986) 
Lifetime prevalence of 

grief reactions based on 
information collected with the 
Schedule for Affective Disorder- 
Lifetime (SADS-L) and classified 
according to the Research 
Diagnostic Criteria (RDC) for a 
psychiatric diagnosis obtained 
from a community survey 
conducted in 1975-76 of adults, 
18 years of age and older, 
residing in a mental health 
center catchment area in New 
Haven, Connecticut. 

Wechsler, Demone and Gottleib 
(1978) 

Prevalence of alcohol use 
based on data from a community 
study of adults at least 18 
years of age residing in the 
Boston Standard Metropolitan 
Statistical Area (SMSA) in 1975. 
Alcohol consumption determined 
according to two items from the 
Quantity, Frequency, Variability 
(QFV) Index. 

Whitehead and Layne (1987) 
Prevalence heavy alcohol 

consumption based on data 
obtained from the Canada Fitness 
Survey, a representative 
national survey of Canada 
conducted by Statistics Canada 
in 1981. Data restricted to 
adults between the ages of 15 
and 29. Heavy alcohol 
consumption is determined by 
self-reported usual number of 
drinks per episode of 6 drinks 
for men and 4.5 drinks for 
women. 

Williams, Takeuchi and Adair 
( 1992 )  

Six month prevalence rates 
for a recent psychiatric 
diagnosis of alcohol 
abuse/dependence, drug 
abuse/dependence, major 
depression, anxiety disorder or 
schizophrenia/schizopheniform as 
determined by the Diagnostic 
Interview Schedule (DIS) 
according to DSM-I11 diagnostic 
criteria and based on data from 
the first wave of the 
Epidemiologic Catchment Area 
(ECA) Study conducted between 
1980 and 1983 in New Haven, 
Baltimore, St. Louis, North 
Carolina and Los Angeles. 

Williams and Debakey (1992) 
Percentage of alcohol 

abstainers and percentage of 
heavy alcohol drinkers in a 
national community survey of 
American adults at least 18 
years of age from the National 
Health Interview Survey 
conducted by the National Center 
for Health Statistics (NCHS) in 
1983 and 1988. Definitions of 
drinking levels were determined 
according to average daily 
alcohol consumption. 

Yusuf, and Sheikh (1984) 
Hospitalization episodes in 

New South Wales, Australia for 
1978 based on discharges from - 
all public and private 
hospitals. Data were obtained 



from the Hospital Morbidity 
Collection Study conducted by 
the Australian Bureau of 
Statistics and the Health 
Commission of New South Wales. 
Psychiatric diagnosis based on 
the International Classification 
of Diseases (ICD-8). Rates can 
include multiple discharges. 

Zirnmerman-Tansella, Donini, 
Lattanzi, Siciliani, Tirrina and 
Wilkinson (1991) 

. . 

Percentage with severe 
emotional distress based on the 
General Health Questionnaire 
score of 6 or greater. Data 
obtained from a community survey 
conducted in 1986. 
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