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Abstract

Introduction The study compared anxiety and depression

prevalence between parents and non-parents in a society

with family- and parenthood-friendly social politics, con-

trolling for family status and family history, age, gender,

education and social class.

Methods All participants aged 30–49 (N = 24,040) in the

large, non-sampled Norwegian HUNT2 community health

study completed the Hospital Anxiety and Depression

Scales.

Results The slightly elevated anxiety and depression

among non-parents compared to parents in the complete

sample was not confirmed as statistically significant within

any subgroups. Married parents and (previously unmarried)

cohabiting parents did not differ in portraying low anxiety

and depression prevalence. Anxiety was associated with

single parenthood, living alone or being divorced, while

elevated depression was found only among those living

alone.

Discussion Burdening selection and cultural/political

context are suggested as interpretative perspectives on the

contextual and personal influences on the complex rela-

tionship between parenthood and mental health.

Keywords Single parents � HADS � Cohabitation �
Divorce � Selection

Introduction

Despite the central importance of parenthood as a social

role, studies of its possible associations with mental health

have produced inconsistent results. An early review from

1987 [29] suggested increasingly negative impact on psy-

chological well-being from parenthood, while a review in

1990 [35] reported positive as well as negative effects of

parenthood, both reviews reporting considerable differ-

ences across studies and between subgroups of parents.

These earlier reviews as well as more recent research

suggest that the associations between parenthood and

mental health are complex, depending on the interplay of

multiple individual, familial and contextual factors, and are

also influenced by society and culture, possibly affecting

subgroups differentially. However, the research on par-

enting is dominated by North American studies restricting

the variation in factors influenced by society. The only

large-scale study we have found analysing multiple factors

and parent groups is from the US [12]. Therefore, the

present study from Norway represents an important

expansion of the knowledge base.

The large-scale (N[ 13,000) study from the US by

Evenson and Simon [12] explored multiple parent and

family constellations, contrasted parents with non-parents,

and included both sexes. This publication found not only

larger variation, but also an average elevated level of

depression among all parent groups—especially non-cus-

todial parents. However, the study did not address other

aspects of mental health than depression and had active

oversampling of multiple disadvantaged groups. Other

studies from the US National Survey of Families and

Households (NSFH) have shown parental depression to

vary with contextual factors such as ethnicity [21], single

parenthood [9] and divorce among men [22], and when
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focusing specifically on the passage into parenthood,

change in depression depends on gender and relationship

history [34].

Most prior studies have addressed general well-being or

distress, reported on only depression as a mental health

indicator, or did not report actual symptom levels or

prevalence of clinically relevant elevations. These defi-

ciencies have made it difficult to evaluate the public health

importance. Contributing to the lack of clarity is that many

previous studies have been small, limited in scope, or date

back several decades. Moreover, methodological limita-

tions include lacking vital comparison groups of non-par-

ents [13], single or cohabiting persons [9], or even fathers

[41], or ignoring prior marital history as a factor [4]. Also

defining parenthood mainly as a biological state in contrast

to a social role, or focus specifically on the passage into

parenthood can confuse important subgroups of parents

(e.g. empty-nested, non-custodial/non-resident, new/expe-

rienced parents and step parents). Similarly, single parents

are rarely differentiated into those who are truly a single

parent versus those who are cohabiting. Even a relatively

large (N[ 5,000) Canadian study showing more psycho-

logical distress and alcohol consumption among single

parents compared to couples controlled only for gender and

age [3], lacking cohabitation and marital history as dif-

ferentiation factors. The present study was designed to

address several of these deficiencies, while concentrating

on parenthood as a social role.

Research restricted geographically to North America has

been less able to illuminate the possible impact of differ-

ences of the socio-political context and cultural norms

relevant to parenthood. A recent report on public invest-

ments in children and families ranks Norway in the top

group of 21 OECD countries (e.g. for % of gross domestic

product, % of public spending, US$ spent per child in the

population, % increase in these investments from 1980 to

2000). In contrast, US was ranked towards the bottom on

all indicators, and has showed a worsening historical trend

[15]. In Norway, 54% of all babies have unmarried parents,

but this breaks out to 42% cohabiting parents and only 11%

single mothers [38]. In the US, 37% of all births are to

unmarried parents [32], but official statistics do not dif-

ferentiate cohabiting from single mothers. The overall

parental cohabitation rate is 8.2% in the US [2] in contrast

to 24.5% in Norway. In both countries, single parenthood is

still associated with poorer health, less education, and

lower income, but this is more pronounced in the US.

These differences may influence parental mental health,

enabling the present study from Norway to shed some light

on the influence of contextual and cultural factors on the

associations between parenthood and mental health.

Based on prior studies, we suggest that the mental health

consequences of parenthood are largely dependent on

interactions with contextual factors, which can easily be

confused with personal history and selection effects. Our

aim with this study is to utilize data from a large com-

munity health survey to examine multiple subgroups of

parents and non-parents of both sexes. Because prevalence

differences in anxiety and depression have been docu-

mented in connection with gender [16], age [30], educa-

tion, and marital status [40], it was important to control for

the separate influences from and possible interactions with

these status characteristics. Our hypothesis is that parent-

hood is indirectly associated with mental health depending

on contextual factors and personal history, and will appear

somewhat more positively when investigating a population

where cultural and socio-political factors are more family-

and parenthood friendly than in the US.

Methods

Subjects

The Nord-Trøndelag Health Study (HUNT2) is a non-

sampled data collection from a substantial majority of the

total adult population 20–100 years old in all municipali-

ties in the Nord-Trøndelag county of Norway [19]. The

area has a highly stable population including coastal,

inland rural areas and several small towns. The ethnicity of

this population is highly homogeneous, including only a

very small element of non-western immigrant (\1%) [11]

as well as indigenous people (\1%) [37]. Of the 92,100

invited by mail, 65,648 (71% of the population) partici-

pated and 59,930 (65%) completed a health survey

including the mental health questionnaire used in this study

[19]. Thus, there is no bias from a sampling procedure, but

there was a non-random drop-out rate of 29%. Among non-

responders, 13% were unwilling to participate in the study,

21% forgot to complete the instrument, and 66% were

practically impeded from doing so [20].

The present study restricted the age-span 30–49 years

to reduce ambiguity of parenthood. Including the age-span

20–30 would have added few parents and included many

future parents as non-parents. Including adults older than

50 years would have polluted the non-parents group with

many ‘‘empty-nested’’ former parents due to our parent-

hood definition (see below). The exact age cutpoints were

kept at 30–49 years of age to enable comparison with

other publications from HUNT2 and with public statistics.

Exclusion of those with partially missing data and

ambiguous parenthood information reduced the response

rate from 72 to 70%. The final sample of N = 24,040

aged 30–49 included 75% of all ‘‘active’’ parents in

HUNT2: 65% of the women and 56% of the men were

parents.
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Measures

Here, the concepts of anxiety and depression are used to

denote the presence of clinical symptoms above a defined

cutpoint, not as the presence of an anxiety or depressive

disorder. The Hospital Anxiety and Depression Scale

(HADS) [36] contains two symptom scales with seven

items rated on four-point scales each for anxiety and

depression. The two scales show good internal consistency

and a stable two-factor structure in numerous studies [6,

28] as well as in the HUNT2 study (consistency a = 0.78

for anxiety and a = 0.80 for depression). The two HADS

scales have reasonable sensitivity and specificity, which

has averaged 0.80 across multiple studies in identifying

unspecified anxiety or depressive disorders [6], using a

score of 8 or above as cutpoint for each scale, also used in

validation studies and in surveys in clinical populations

[18, 36]. The anxiety scale mainly focuses on the rest-

lessness-tension and worry-panic dimensions of anxiety

(e.g. A/1 ‘‘I feel tense and wound up’’). The depression

scale mainly focuses on anhedonia, a main feature of

depressive states (e.g. D/10 ‘‘I have lost interest in my

appearance’’) [18]. The validity of HADS has been satis-

factory in numerous analyses [6, 18, 31]. Across ages 18–

65, population prevalence estimates in HUNT2 are 9.2%

for depression and 15.6% for anxiety, compared to 5.3

versus 11.1% depressive disorders and 10.5 versus 15.5%

anxiety disorders in other rural versus urban Norwegian

areas [24].

Parenthood was defined by social criteria, inferred from

marital status, age, and household composition information

because direct parenthood information was not available in

the HUNT2 database. Erring on the side of over-exclusion

when information on relationship status was ambiguous

resulted in 362 adults residing with children being excluded

when other information suggested they were not likely a

parent. A combined family status variable was constructed,

incorporating information on current partnership (single,

married, cohabiting), marital history (divorced, widowed,

unmarried) and parenthood (parent or not) into 14 known

categories (marital history could not be differentiated for

those married). The categories are listed in the first column

of Table 2. Education level was expressed in years, and

social class coded on the basis of occupation [25].

Statistics

For continuous variables, Pearson product moment coeffi-

cients were used to examine relationships between vari-

ables, and differences between group means were analysed

using ANOVA. Differences in anxiety or depression

prevalence were analysed with v2 or with odds ratios (OR)

in logistic regression. Due to multicolinearity, the ordinary

logistic regression approach (entering parenthood, current

partnership, and divorce as separate factors into regression

models) resulted in unstable models and possible Type II

errors, especially if allowing for interaction effects. To

avoid this problem, the combined family status variable

was used for multiple simple comparisons between sub-

groups in logistic regressions, using ‘‘married parent’’ as a

common reference group or by selecting a pair of sub-

groups only for a specific comparison. In all logistic

regressions, age, gender, education level and social class

were included in models as control variables; however,

excluding them did not alter the statistical significance of

any of the reported differences.

Because of the large number of subjects (N = 24,040)

and accordingly high statistical power, a minimum level of

p\ 0.005 was used to indicate statistical significance in

analyses. The relative importance of significant results was

evaluated using prevalence rates and effect size by means

of OR for logistic regression analyses. All results based on

dichotomous HADS variables as dependent variables

(DVs) were compared with those from equivalent analyses

on continuous HADS scores as DVs. Because these results

were highly similar, only the analyses on dichotomous

variables are reported herein.

The Nord-Trøndelag Health Study was approved by the

National Data Inspectorate and the Board of Research

Ethics in Health Region IV of Norway.

Results

Descriptive statistics on anxiety and depression overall and

for subgroups are presented in Table 1. There was a strong

positive correlation between anxiety and depression

symptom scores for the total sample, r = 0.61, p\ 0.001.

Likewise, there was an association between clinical levels

of anxiety and depressive symptoms, v2(1) = 3967,

p\ 0.001, such that 16.2 and 8.4% of all participants

reported clinical levels of anxiety and depression symp-

toms, respectively, and 5.5% reported both. Social class

and education level initially appeared to be associated with

the probability of being married versus cohabiting, but

when controlling for age, these associations disappeared.

Marital history, which was only available for those

presently not married (N = 8,332), was unevenly distrib-

uted. Only 2% (n = 182) were widowed. Among those

presently not married, 26% of cohabiting persons were

divorced compared to the significantly higher 33% among

single persons (v2(1) = 42.53, p\ 0.001). Of single par-

ents, 57% were divorced versus 26% of single non-parents

(contrast v2(1) = 297.6, p\ 0.001). Finally, 23% of

cohabiting parents were divorced versus 38% of cohabiting

non-parents (contrast v2(1) = 82.10, p\ 0.001). These
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differences identify mild multicolinearity among grouping

variables. In addition, the association between having a

partner (married or cohabiting) and being a parent

(v2(1) = 3423, p\ 0.001) represented a moderate colin-

earity, but there is no general association between divorce

and parenthood.

Simple comparison between parents and non-parents

revealed non-parents to have higher prevalence of anxiety

(18 vs. 15%, v2(1) = 20.64, p\ 0.001) as well as

depression (9 vs. 8%, v2(1) = 14.43, p\ 0.001). When

controlling for education, social class, age and gender, the

difference in anxiety was still significant, but not the dif-

ference in depression.

Anxiety regressed on combined family status variables

To test thoroughly whether parenthood was associated with

differences in anxiety, the parents were contrasted to

equivalent non-parents within each subgroup defined by

partnership status and history. No statistically significant

differences between parents and non-parents were found

within the seven subgroup comparisons.

Then to clarify what did characterize persons with ele-

vated anxiety, we compared all other family status sub-

groups to ‘‘married parents’’ as the reference group. The

resulting logistic regression statistics are shown in Table 2,

and Fig. 1 illustrates anxiety prevalence for most of the

combined family status subgroups (the four subgroups

involving widowed persons are not shown in Fig. 1

because of small n\= 70).

The results in Table 2 suggested ‘‘divorced’’ or ‘‘single

and never married’’ as the common characteristics of

groups with elevated anxiety (plus the small group of

widowed single parents). To elaborate the influence of

divorce, the ‘‘divorced’’ subgroups were contrasted to the

equivalent ‘‘never married’’ subgroup (first among cohab-

iters only, then among single persons only): Those

‘‘divorced and cohabiting’’ had significantly higher anxiety

prevalence than those ‘‘never married and cohabiting’’ [B

(SE) = 0.33 (0.09), OR = 1.38, p = 0.001], and those

‘‘divorced and single’’ had higher anxiety prevalence than

those ‘‘never married and single’’ [B (SE) = 0.43 (0.08),

OR = 1.54, p\ 0.001]. Further elaboration for the influ-

ence of being single, single groups were contrasted to their

equivalent cohabiting subgroup. These analyses revealed

an important nuance in that single status appeared to have

influence on anxiety only in combination with parenthood.

Single parents showed significantly higher anxiety preva-

lence than cohabiting parents [B (SE) = 0.55 (0.09),

OR = 1.73, p\ 0.001]; however, there was no difference

between single and cohabiting non-parents, or between

single parents and single non-parents. This interaction did

not show itself clearly when single persons were first

contrasted to married parents.

Table 1 Descriptive statistics

for anxiety and depression for

parents and non-parents by

partnership and gender

N Anxiety Depressiveness

Cut-off

prevalence (%)

Scale,

M (SD)

Cut-off

prevalence (%)

Scale,

M (SD)

Women

Married

Non-parents 2,777 18.0 4.6 (3.4) 7.8 3.1 (2.8)

Parents 5,883 15.8 4.4 (3.3) 7.3 2.8 (2.8)

Cohabiting

Non-parents 417 24.5 5.0 (3.6) 7.7 3.1 (2.8)

Parents 1,587 18.0 4.5 (3.4) 8.3 3.0 (2.9)

Single

Non-parents 1,197 23.7 5.0 (3.9) 10.6 3.3 (3.2)

Parents 724 27.6 5.5 (4.0) 12.4 3.4 (3.3)

Men

Married

Non-parents 2,343 12.8 4.0 (3.1) 8.1 3.3 (2.9)

Parents 4,705 12.3 4.0 (3.0) 7.8 3.2 (2.8)

Cohabiting

Non-parents 517 15.7 4.2 (3.3) 7.7 3.1 (2.8)

Parents 1,493 13.7 4.2 (3.0) 6.8 3.1 (2.7)

Single

Non-parents 2,202 17.8 4.6 (3.6) 12.4 3.7 (3.3)

Parents 195 23.6 5.4 (3.6) 14.4 3.9 (3.4)
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The control variables gender [female = 1: B (SE) =

0.34 (0.04), OR = 1.40, p\ 0.005], education level

[B (SE) = -0.11 (0.02), OR = 0.90, p\ 0.005] and social

class [B (SE) = -0.02 (0.01), OR = 0.98, p\ 0.05]

showed significant associations with anxiety, but age did

not. Interactions between these control variables and other

variables were not significant.

Depression regressed on combined family status

variables

To test thoroughly whether parenthood was associated

with differences in depression prevalence, parents were

compared to equivalent non-parents within each subgroup

defined by partnership status and history. No statistically

significant differences between parents and non-parents

were found in the seven possible comparisons.

The preliminary impression when inspecting Fig. 2 was

that subgroups with elevated depression prevalence were

characterized by single persons, possibly with higher

prevalence if divorced. However, statistical analyses did

not quite confirm this: Contrasting all other family status

subgroups with ‘‘married parents’’, as the reference group

showed that single status was the only common feature

among subgroups with elevated depression (see Table 2).

Table 2 Regression of anxiety and depression on family status categories

Marr Par (reference category

for simple contrasts)

Clinical level of anxiety Clinical level of depression

B (SE) OR 95% CI B (SE) OR 95% CI

Marr NoPar 0.04 (0.05) ns -0.17 (0.07) ns

Um Coh NoPar 0.26 (0.12) ns -0.17 (0.18) ns

Um Coh Par 0.06 (0.07) ns 0.09 (0.09) ns

UmSing NoPar 0.31 (0.06) 1.36** 1.21–1.54 0.42 (0.08) 1.52** 1.31–1.78

Um Sing Par 0.53 (0.13) 1.70** 1.32–2.18 0.73 (0.16) 2.07** 1.51–2.85

Wi Coh NoPar 0.15 (0.50) ns -0.31 (0.74) ns

Wi Coh Par 0.28 (0.46) ns 0.14 (0.61) ns

Wi Sing NoPar 0.23 (0.34) ns -0.06 (0.40) ns

Wi Sing Par 0.87 (0.29) 2.39** 1.35–4.24 0.29 (0.44) ns

Div Coh NoPar 0.56 (0.13) 1.74** 1.35–2.25 0.08 (0.18) ns

Div Coh Par 0.37 (0.10) 1.44** 1.19–1.75 0.17 (0.14) ns

Div Sing NoPar 0.75 (0.08) 2.12** 1.80–2.49 0.54 (0.10) 1.72** 1.40–2.10

Div Sing Par 0.83 (0.10) 2.29** 1.87–2.80 0.59 (0.14) 1.80** 1.37–2.37

Constant -1.88 (0.18) 0.15** -3.47 (0.24) 0.31**

The control variables such as age, gender, education and social class are not displayed in this table

Marr married, Um unmarried, Wi widowed, Div divorced, Coh cohabiting, Sing single, Par parent, NoPar non-parent

**p\ 0.005

Fig. 1 Anxiety prevalence for selected family status subgroups. #

Reference group, significant OR comparison to reference group

(married parents) ##p\ 0.005, significant OR contrasts **p\ 0.005 Fig. 2 Depression prevalence for selected family status subgroups. #

Reference group, significant OR comparison to reference group

(married parents) ##p\ 0.005, significant OR contrasts **p\ 0.005
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Elaborating this with other contrasts confirmed this con-

clusion: Those ‘‘divorced and single’’ had significantly

higher depression than ‘‘divorced cohabiters’’ [B

(SE) = 0.42 (0.13), OR = 1.52, p = 0.001], and those

‘‘never married single’’ had higher depression prevalence

than ‘‘never married cohabiters’’ [B (SE) = 0.43 (0.10),

OR = 1.53, p\ 0.001]. However, ‘‘divorced cohabiters’’

did not have significantly increased depression prevalence

contrasted to any married or unmarried groups. This indi-

cated that the single status was more important than the

divorce history in relationship to depression.

The control variables education level [B (SE) = -0.16

(0.02), OR = 0.85, p\ 0.005] and age [B (SE) = 0.04

(0.01), OR = 1.04, p\ 0.005] had statistically significant

associations with depression prevalence, but gender and

social class did not. Interactions between these control

variables and the other available variables were not

significant.

Discussion

The results of this study support the perspective that the

associations between parenthood and mental health are

complex and highly dependent on contextual factors. It is

theoretically interesting and in contrast to many previous

US studies [12, 29] that the initial simple analysis indicated

a lower prevalence of both anxiety and depressive symp-

toms among parents compared to non-parents. However,

the differences are too small to have any public health

significance. Moreover, further analysis showed that these

parent/non-parent differences were in part confounding

effects of relationship variables, and were also inconsistent

across specific subgroups.

The majority groups of married parents and cohabiting

parents without a prior divorce share the absolute base

level of anxiety and depression prevalence with non-par-

ents in the same subgroups. In contrast, the small subgroup

of single parents showed only a moderate elevation in

prevalence of anxiety if never married, but doubled anxiety

prevalence if a divorce was part of their relationship his-

tory. However, these elevations were not significantly

different from equivalent non-parents subgroups, suggest-

ing that being a parent does not represent the risk associ-

ated with these subgroups. Depressive prevalence showed a

somewhat similar picture with almost twice as high as

prevalence among all single persons regardless of parent-

hood, also pointing towards other factors than parenthood

in itself. Finally, the effects of social class and education

were small in a population perspective, and did not influ-

ence the conclusions regarding parenthood or other family

status characteristics. We will now address methodological

issues, before we discuss interpretations.

Methodological issues

The broad epidemiological perspective of this study may

conceal effects on mental health of specific parenting

events (e.g. becoming a parent, births of additional chil-

dren) as well as on the challenges associated with certain

stages of parenting (e.g. caring for infants or adolescents).

Based on the overall results, however, these events or

stages do not seem to result in longer term effects on

mental health, or else parents overall would report a

reduced mental health. There may be transient effects, or

these effects are relevant only to limited groups. Alterna-

tively, such specific negative influences are outweighed by

positive parenthood factors across time.

An advantage of the database utilized for the present

study is that the recruitment methodology reduced the

influence of sampling bias because the entire population of

a geographical area was personally invited. The present

study included parents with decades of caregiving expe-

rience as well as new parents and non-parents, differen-

tiated gender and single as well as married and cohabiting

persons, and allowed some differentiation based on prior

marital history. At the same time, this database has limi-

tations, in particular by not identifying non-custodial

biological parents or adoptive or foster parents, or speci-

fying prior marital history for those currently married.

Neither can it identify ‘‘empty-nested’’ parents, which

required the exclusion of age groups above 50, where the

rate of ‘‘empty-nested’’ parents rises steeply. Because

Norway is highly homogeneous, especially in the targeted

geographic region, this study was also insensitive to fac-

tors associated with ethnicity or migration, which can be

powerful contextual factors for parenthood in some

populations.

The large statistical power in this study implies that

statistical significance could be attained for minor effects

when analysing the entire sample. On the other hand,

important effects can become rejected as statistically non-

significance because they are represented by small sub-

groups. This may be a particular problem for the small

group of widowed persons in the present study. Using cut-

off categorizations of anxiety and depression could have

reduced the statistical sensitivity to differences in smaller

subgroups, but analyses of continuous variables did not

confirm this.

Coding parenthood based on combining family compo-

sition and age implies a danger of misclassifications into

both parents and non-parents. The exclusion of persons

below 30 and above 50 years of age and 362 individuals

with ambiguous information reduced but did not rule out

this weakness. If the survey database had included direct

questions on parenthood, this limitation would have been

removed.
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Interpretations focused on relationship history

and consequences

The traditional interpretation when finding a reduced

mental health among single parents has been focused on

the strains and disadvantages of combining parenthood

with having to handle responsibilities and problems alone

[3, 9]. However, single parents are not necessarily nega-

tively burdened by increased workload and responsibility.

A recent study on economically poor single mothers

showed a positive mental health effect of full-time

employment despite small economic gains [45]. In a study

of single mothers specifically, mental health problems was

limited to divorced single mothers and not observed in the

never married single mothers [1], but the study lacked a

non-parent comparison. Indeed, divorce and particularly

multiple relationship transitions have been associated with

increased anxiety and depression in several previous

studies, which has usually been interpreted as resulting

from emotional, social and practical strains [42]. Thus,

relationship history may be part of the explanation why

single parenthood is associated with reduced mental health.

In addition to prior and present strains, a selection

process may also be part of the explanation. However,

several studies fail to find a selection effect of anxiety or

depression related to marriage [26, 34, 44]. In contrast,

studies have shown that both depression and anxiety pre-

dict divorce and marital instability over the lifetime [40,

41], and that depression is retained across divorce and

remarriage [41], at least partly [43]. This is consistent with

findings that anxiety as well as depression is often stable or

recurrent over time [8, 39], thus possibly contributing to

difficulties in maintaining relationships. Hence, the

observed elevated anxiety and depression may reflect one

of the causes of divorce and therefore single status, and not

only reflecting prior and present strains. Our study was not

designed to disentangle relationship history in detail. It will

be important in future studies on the mental health of dif-

ferent groups of parents to collect such information.

Interpretation focused on social–political context

The result of the present study diverges in part with pre-

vious research [7, 9, 17] in not finding an elevated

depressive prevalence among single parents (there was

only an elevated anxiety prevalence), no mental health

difference between married and cohabiting couples (unless

divorced), and no differential patterns between mother and

father. One interpretative approach to these differences

with these previous studies conducted in the US is the

social and political difference regarding families and par-

enthood between the US and Norway. More specifically,

there are legal and economic differences as well as

differences in attitudes, values, and practices regarding

parenthood, single parenthood, divorce, cohabitation, and

gender equality between the two countries. Generally,

providing advantages for parenting in Norway, these dif-

ferences may lessen some of the negative effects of par-

enthood or a disadvantaged situation for some groups in

American society. The Norwegian socio-political and cul-

tural context implies that cohabiting parents and single

parents as groups are less selected and less stigmatized than

in the USA, and live in a society that supports parenthood

in legal, economic and practical ways regardless of marital

status. From Denmark, where attitudes and social policy

are similar, a large twin-study reported substantial positive

effect from having a first-born child on well-being and

happiness, especially within a relationship, but not when

having additional children [23].

In the USA, cohabitation and single parenthood may

function as markers for other factors representing the pri-

mary mental health risks. For example, US research has led

to expectations that cohabiting new mothers are ‘‘worse

off’’ than married mothers, because cohabitation is asso-

ciated with less well-being, poorer health, higher incidence

of alcohol abuse and domestic violence, and lower socio-

economic status compared to being married [10], although

this has not been a uniform conclusion [44]. However, in

Norway, cohabiting persons are almost indistinguishable

from those who are married in public statistics on health,

psychological, and socio-economic factors [33]. This has

been attributed to that cohabitation is a widely accepted,

essentially normative living arrangement. Cohabitation is

also partly equalized to marriage in selected legal and

regulatory reforms, such as regarding insurance coverage

and tax benefits [14]. Consequently, cohabitants cannot be

expected to be as disadvantaged in Norway as in the US.

Single parents may also be less burdened in Norway

than in the US. The Norwegian tax and welfare benefits

specifically for single parents, combined with general high

minimum wages and low unemployment, constitute a

favourable economic context for child-rearing parents,

whether in a partnership or single status [5, 34]. Moreover,

parenthood is encouraged by generous state benefits for

parents and high-quality out-of-home day-care is readily

available. Such services may buffer some of the traditional

burdens of parenthood, especially for single parents. Active

fatherhood is also explicitly valued in public debate and

political reforms, such as by including fathers in generous

parental leave following birth of a child [27]. These con-

textual factors can go some way towards equalizing the

ongoing burdens of parenthood.

Thus, the results of this study may point to that the

contextual factors that societies offer families do make a

difference, enabling a more positive parental experience

and better mental health for parents of different types.
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Also, differences in family-related norms result in group

compositions that change the value of group factors in

large-scale studies in different societies. Cross-cultural

longitudinal research contrasting such factors and follow-

ing individual family history are necessary to understand

the complex interplay with mental health for the large

majority of people who become parents.
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