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Lone mothers may have several difficulties taking up employment, 
especially if they live in a country where parents receive little support 
to reconcile work and family life. Under such circumstances, is it better 
to work in order to raise one’s income, even if life is more stressful, or 
to withdraw from the labour force? What is the association between 
employment and health? This is the question raised by Emanuela 
struffolino, Laura Bernardi and Marieke Voorpostel in the particular 
context of Switzerland, where mothers of young children, whatever 
their conjugal status, are not encouraged by the government to 
work full-time. Using data from the Swiss Household Panel, the 
authors analyse the relationship between self-reported health and 
full-time or part-time working for lone mothers relative to mothers 
in couples, by level of education. They highlight the higher risk of 
poor self-reported health for lone mothers compared with mothers 
in a couple, especially for those in small part-time jobs.

Research in different fields shows health to be unevenly distributed across 
social groups. Differentials in health outcomes have been attributed to a number 
of individual-level, family-level, and society-level characteristics (Dannefer, 
2003; Fritzell et al., 2007; Weitoft Ringbäck et al., 2002; Whitehead et al., 2000). 
At the individual level, characteristics associated with better health outcomes 
include being employed and living with a partner (Cullati, 2014; Huber et al., 
2011). Employment status and partnership status have separately received 
much attention as determinants of health, but in a life-course perspective 
(Elder et al., 2003), knowing about how these three life domains interact can 
shed light on the characteristics of a potentially vulnerable population. This 
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is particularly relevant in times of rapidly changing family arrangements due 
to increasing separation and divorce rates: lone parenthood is becoming a 
common experience in different social groups and this fosters increasing 
differentiation among individuals who are lone parents for a period in their 
lives (Bernardi and Mortelmans, 2016; Eidoux and Letablier, 2007). 

Being a working lone mother has been proven to be associated with poorer 
health in the US (Bianchi and Milkie, 2010), demonstrating unexpected 
associations between employment and health. The few existing studies on the 
relationship between paid work and health for lone parents offer mixed empirical 
evidence (Friedland and Price, 2003; Macran et al., 1994). Some studies find 
a negative relationship between paid work and lone parents’ health: compared 
to partnered mothers, employed lone mothers do not profit from the potential 
health benefits of employment (Avison et al., 2007; Burström et al., 2010; 
Dziaket al., 2010). This may be partly attributable to the additional stresses 
associated with their multiple roles, i.e. difficulties in work-family reconciliation 
(Okechukwu et al., 2011; Sabbath et al., 2011). Studies that compare employed 
to unemployed lone mothers show that the former display better physical and 
psychological health (e.g., Hewitt et al. 2006). Yet in most cases, differences 
are largely explained by higher income levels of employed mothers (Conger 
and Elder, 1994; Hope et al., 1999; Wickrama et al., 2006). Some evidence does 
exist, however, for the positive effects of employment for lone mothers, even 
adjusting for the increase in income (Ross and Bird, 1994). Finally, welfare 
state and social policies are important determinants of health and inequalities 
in health (Beckfield and Krieger, 2009; Berkman et al., 2015). 

We contribute to the existing literature by considering the association 
between family arrangements, health, and employment in Switzerland, where 
low levels of welfare support for parents (OFS, 2015) coexist with a highly 
gendered division of labour, high prevalence of part-time employment among 
women, and a wide gender pay gap (Bütler and Ruesch, 2007; Stutz and Knupfer, 
2012). This national context potentially exposes mothers who care for their 
children alone to a considerable amount of stress; while family care is framed 
as a private matter (Armingeon, 2001; Ballestri and Bonoli, 2003; Valarino and 
Bernardi, 2010), income returns from labour market participation are particularly 
disadvantageous for women.  

In Switzerland, as in many other European countries, the socio-demographic 
characteristics of the population living in single-parent households have become 
more heterogeneous in the recent cohorts. More precisely, the age range at 
which women experience the transition to lone motherhood has become wider 
and the distribution of lone mothers across educational levels has increased. 
As a consequence, the picture of lone mothers’ engagement in paid work has 
become more diverse (Struffolino and Bernardi, 2016).

We use data from the Swiss Household Panel and look at differences in 
self-reported health between employed and jobless lone mothers and mothers 
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living with a partner. We focus on two factors related to employment that we 
expect to mediate the association between lone parents’ paid work and their 
health: education and the number of working hours. 

I. Lone mothers in Switzerland

In Switzerland, official statistics define lone parents as parents aged 15-54 
years living without a partner with at least one child below age 18:(1) they 
represent 6% of the total population in this age group, and the large majority 
of them are women (Struffolino and Bernardi, 2016). 

The combination of limited work-family reconciliation policies (Monnier, 
2006) and substantial and increasing gender pay gaps, which are particularly 
high among the less educated in Switzerland, result in low full-time employment 
rates for women (Bühlmann et al., 2012; OFS, 2013). Expensive public childcare, 
short parental leave, and marriage-based taxation are key components of the 
one-and-a-half-earner model (Bütler and Ruesch, 2007) in which men work 
full-time while new mothers move to part-time working in order to fulfil their 
care obligations (Giraud and Lucas, 2009). 

Among the most important weaknesses of work-family reconciliation 
policies is the insufficient coverage for children under age 3 and the high cost 
of public childcare (Thoenen, 2010). The level of public spending for early 
childhood care in Switzerland is minimal – the country ranks lowest in OECD 
comparisons (Thévenon, 2011) – with parents being required to bear more 
than 80% of costs, even for public childcare. 

Along with a gender-biased labour market and inadequate work-family 
reconciliation policies, welfare schemes to alleviate poverty are relatively 
widespread and universal in Switzerland compared to many other European 
countries (Armingeon et al., 2004; Bertozzi et al., 2005). Policies to alleviate 
poverty can have two consequences for lone mothers: they may either act as a 
buffer against immediate and urgent economic needs, or they may discourage 
lone mothers from taking on paid work with unfavourable labour market prospects. 
In particular, it is very difficult for lone mothers in a low-paying job to find full-
time paid day care for their children, either because places are scarce or because 
the cost is too high. For less-educated lone mothers especially, relying on social 
assistance may appear to be a good strategy for optimizing scarce economic and 
time resources in the short run. However, staying out of the labour market may 
have negative long-term consequences, including the depreciation of both social 
capital and skills which, in turn, undermines future employability prospects. 
Against this scenario, it is not surprising that – as in many other Western 

(1) A lively debate exists in academic research about whether 18 or 25 is the best threshold to define 
dependent children. Most frequently, age 18 is adopted, especially for comparative purposes across 
countries (Bernardi and Mortelmans, forthcoming 2016).  
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countries – households headed by lone mothers are overrepresented among those 
at risk of poverty and reliant on welfare assistance (OFS, 2013). Lone mothers 
are also more likely to be unemployed or to hold less stable and worse paid jobs, 
and are thus further penalized (Stutz and Knupfer, 2012).

II. Theoretical background

The relationship between lone parenthood and health

Empirical evidence has consistently shown that individuals in couples 
experience better physical and psychological health and longer life expectancy 
than individuals without a partner, whether widowed, divorced, or never-
married (Cairney et al., 2003; Mirowsky and Ross, 2003; Schumacher and  
Vilpert, 2011; Wickrama et al., 2006). An important mechanism driving this 
association is that partnered individuals benefit from additional emotional 
support, which in turn fosters better health. After separation and divorce, 
mothers are usually the ones who have custody rights on their children: for 
them, negative health outcomes also reflect the added strains of becoming both 
the main breadwinner and sole/main caregiver in the household (Benzeval, 
1998; Okechukwu et al., 2011; Sabbath et al., 2011), and the perceived loss of 
emotional support (Cairney et al., 2003). 

Whereas in the past, out-of-wedlock childbearing was the prevalent pathway 
into lone parenthood (Kiernan et al., 1998), an increasingly common way is 
through union disruption. Separation and divorce have a negative impact on 
health since they are generally a stressful process. Even though the dissolution 
of a conflict-ridden partnership might foster improvements in women’s health 
and wellbeing (Andress and Bröckel, 2007; Baranowska-Rataj et al., 2013), there 
is evidence of negative consequences on psychological health around the time 
of divorce, and physical health effects longer after divorce (Lorenz et al. 2006). 
In addition, the transition to lone parenthood implies a change in the division 
of roles that may be accompanied by a proliferation of stressors, such as a drop 
in economic resources and increased financial problems (Avellar and Smock, 
2005; de Regt et al., 2013; Manting and Bouman, 2006), greater parental strains, 
and more social isolation (Targosz et al., 2003; Smith, 1980), which in turn have 
a detrimental effect on both physical (Pearlin et al., 2005) and psychological 
(Okechukwu et al., 2012) health outcomes. Such negative effects of experiencing 
lone parenthood in early and mid life are found to be associated with poorer 
health and higher risk of disability in later life (Berkman et al., 2015).

However, the causality behind the association between health and union/
divorce also goes in the other direction: healthy individuals are more likely to 
enter a union (Koball et al., 2010) and less likely to divorce (Joung et al., 1998). 
Moreover, jointly shaped processes and reverse causality are pervasive in many 
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studies involving subjective assessments of life satisfaction, well-being, and 
levels of happiness (Adams et al., 2003; Headey and Muffels, 2014). 

We do not focus here on the causal direction of the association but rather 
on the association itself. We expect that in Switzerland also, lone mothers will 
report poorer health than mothers living in a couple (Hypothesis 1). 

Relationship between lone parenthood, employment, and health

The positive association between employment and various health outcomes 
has also been widely assessed (Huber et al., 2011). In most cases, a positive 
association has been found irrespective of working hours or job quality (Bardasi 
and Francesconi, 2004; Cai, 2010; Caroli and Godard, 2014, Hewitt et al., 2006; 
Ross and Mirowsky, 1995). 

The association of employment with health results from both causation 
and selection processes. Labour market participation improves health because 
it eases economic hardship and drives social support (Bird and Fremont, 1991; 
Ross and Mirowsky, 1995). Although paid work is not always the most effective 
path out of poverty, it is often a necessary condition for improving psychological 
and physical health (Ross and Bird, 1994). The selection mechanism implies 
that healthy individuals are also more likely to be part of the active working 
population in the first place (Cai and Kalb, 2006; Goldman, 2006). 

The association between employment and health may further differ by 
parental status. Performing the role of parent and worker might represent an 
enriching experience, as diversifying one’s investment in different social spheres 
(such as family and work) has a positive effect on individual health and well-
being (Greenhaus and Powell, 2006; Sieber, 1974). Multiple roles provide a means 
to mobilize greater economic and noneconomic resources, but also to offset 
failures in one life domain with successes in others. But in most countries, 
mothers are more likely overall to experience weaker labour market attachment 
and less continuous working histories than both childless men and women, 
which may limit the health benefits of paid work. Moreover, multiple roles are 
hard to fulfil and can also result in stress, which may have serious and lasting 
negative consequences on health (Barrett and Turner, 2005). Systematic reviews 
of health determinants and their changes over time show that employment has 
a positive effect on women with few family burdens (typically childless women 
or mothers with older children) and a negative effect when combined with other 
stress factors, such as heavy work and care loads (Cullati et al., 2014). 

For lone mothers in particular, the combination of employment with 
parenthood may be stressful. Some findings suggest that the burden of multiple 
roles prevents them from profiting from the positive association between paid 
work and health (Avison et al., 2007; Baker et al., 1999; Burström et al., 1999; 
Dziak et al., 2010), although other studies find that employed lone mothers 
enjoy better physical health than those without jobs, either because they have 
older children that involve less work-family conflict and strain (Hewitt et al., 
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2006) or because they dispose of a higher income (Benzeval, 1998). Other 
studies have found that the positive association between employment and 
health for lone mothers persists even after controlling for socio-economic status 
and income (Rodriguez, 2002). 

It is important to note that the extent to which parenthood matters for the 
relationship between employment and health varies across countries, due to 
both differences in labour market structures and welfare regimes. Wide cross-
national variation also exists in lone mothers’ engagement in paid work compared 
to mothers in couples: their labour market attachment is stronger in countries 
that promote more flexible and family-friendly work policies (Plantenga et al., 
2010). Furthermore, even when employed, women who live with a partner are 
often secondary earners (Blossfeld and Drobnic, 2001). These elements 
compromise women’s ability to devote more time to childcare and earn more 
income in case of separation or divorce (Friedland and Price, 2003). 

Given the characteristics of the Swiss context, where work-life balance 
policies are limited, the benefits of paid work for health may be smaller compared 
to other European countries. Nonetheless, in line with the majority of research 
findings, we expect paid employment to be positively associated with health for 
mothers in general, but this association should be weaker for lone mothers 
compared with mothers living with a partner (Hypothesis 2a). Moreover, because 
the availability of strategies to cope with the dual burden faced by lone mothers, 
such as outsourcing childcare, is highly dependent on income, we expect the 
differences in health between lone mothers (jobless or employed) and mothers 
living with a partner to be largely explained by income (Hypothesis 2b). 

The role of education and working hours

The role of employment for health outcomes of lone mothers is likely to 
vary according to their education and working hours. The positive association 
between education and health is well established in the literature (Huber et 
al., 2011; Ross and Mirowsky, 2010). This association holds even after adjusting 
for socio-economic status and income (Rodriguez, 2002) and numerous studies 
have found it to be causal (Grossman, 2004). 

Highly educated women show a stronger labour force attachment (DiPrete 
and Buchmann, 2013) and have access to better-paying jobs, more stable contracts 
and better working conditions (Barbieri, 2009; Kalleberg, 2000). Low-paid and 
temporary jobs, much like unemployment, are associated with worse health 
(Caroli and Godard, 2014; Pirani and Salvini, 2015; Schaffner and Ehlert, 2011). 
Less-educated mothers are more likely to be unemployed and to hold low-paid 
or temporary jobs compared to their higher educated peers; as a consequence, 
they also rely on welfare more frequently (Ross and Mirowsky, 2010). 

The increasing number of individuals experiencing lone parenthood as a 
consequence of divorce or separation, combined with educational expansion, 
have opened the path to a narrowing of differences in educational attainment 
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between lone mothers and mothers living with a partner (Avison et al., 2007). 
This applies in the Swiss case as well, where newer cohorts of lone mothers are 
more likely to hold a tertiary degree compared to those of older cohorts (Struffolino 
and Bernardi, 2016). Higher educated lone mothers yield higher returns – financial 
and otherwise – from paid work, which may lighten their dual burden as they 
can outsource part of their domestic and parental work. Low-educated lone 
mothers, on the other hand, may find themselves in an especially precarious 
labour market situation, where combining work and childcare may be especially 
stressful and detrimental to their health. Therefore, we expect employment to 
be positively associated with health for highly educated lone mothers but less 
positively or even negatively for lower educated ones (Hypothesis 3). 

A second factor that may make a difference in how employment correlates 
with lone mothers’ health is whether women work part-time or full-time. If 
differences in income drive the positive association between employment and 
health, then lone mothers holding part-time jobs will not benefit from working 
as much as full-time working lone mothers. If, on the contrary, the effect of 
part-time work is mainly to reduce stress linked to their dual role as mother 
and earner, then we may observe better health outcomes for mothers holding 
part-time jobs. So far, empirical evidence on the net effect of part-time or full-
time work on lone mothers’ health is mixed. Some studies find that compared 
to part-time and unemployment, full-time and stable employment is associated 
with better health for lone mothers (Hewitt et al., 2006), and that it improves 
poor single mothers’ mental health (Zabkiewicz, 2010). Other research finds 
that working (especially full-time) has a stronger negative effect on lone mothers’ 
health than on that of mothers living in couples (Burström et al., 1999; Macran 
et al., 1996). 

In Switzerland, being in paid-work prevents lone mothers from accessing 
most of the welfare measures that target poor households, yet the income from 
part-time employment is typically not sufficient for the sole earner of a family 
with children. Whereas part-time work may make it easier to combine work 
and childcare responsibilities for mothers living with a partner (who in most 
cases holds a full-time job), for lone mothers this advantage may be cancelled 
out by financial difficulties. Thus, we expect a positive association between 
part-time work and health for mothers with a partner but a less positive or 
negative association for lone mothers (Hypothesis 4). 

III. Data and methods

Data and sample

The Swiss Household Panel (SHP) is a nationally representative survey 
that has followed a random sample of households on an annual basis since 
1999. All household members older than 14 are interviewed by telephone. We 
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use all 13 waves available (1999–2011),(2) selecting a subsample of women 
aged 19-54(3) who lived in households with at least one biological child younger 
than 18. Given the panel structure of the data, each individual can be observed 
multiple times: our final sample consists of 10,598 annual observations nested in 
2,114 persons. 

Dependent variable

Health status is operationalized as self-reported health, which effectively 
captures multiple dimensions of health. It is considered as a good proxy for 
an overall evaluation of health status and as a reliable predictor of mortality, 
above and beyond objective indicators of health (Idler and Benyamini, 1997; 
Jylhä, 2009; WHO, 2013). In our case, self-reported health is measured by 
using the question “Talking about your health, how do you feel right now?” 
The accuracy of self-reported health is not undermined if respondents are 
asked about “health in general,” “during the last year,” “right now” (Idler and 
Benyamini, 1997).(4) 

As we aim to identify mothers self-reporting poor health, we are more 
interested in good versus poor health, which is where a lot of variation lies, 
rather than the distinction between very good and good health. We therefore 
dichotomized the answers by collapsing the response categories “very well” 
and “well” to indicate good health, and “so-so (average)”, “not very well”, and 
“not well at all” to reflect poor health.(5) This choice is supported by previous 
research (Cullati et al., 2014; Hewitt et al., 2006) showing that when five options 
are available, the intermediate choice (usually “good” or “average”) is much 
closer to the negative options than the positive ones. Furthermore, considering 
the category “so-so” as good health would have left us with a highly unbalanced 
dependent variable, as only 1.6% of the observations would have been coded 
as “poor health”. The skewed distribution of self-reported health on the highest 
level of the scale is congruent with previous findings in different contexts (Liu 
and Hummer, 2008). In 12% of the instances in our sample, respondents 
reported poor health.

(2) In 2011, the SHP consisted of two samples: the 1999 sample (5,074 households and 7,799 household 
members in 1999) and the 2004 refreshment sample (2,538 households and 3,654 household members 
in 2004). Overall, non-response bias in the SHP is small and comparable to other panel studies 
(Lipps, 2009). Although those in poorer health are somewhat more likely to drop out, there is no 
major concern about selectivity in the population who remained in the panel according to a number 
of relevant characteristics (Voorpostel, 2010).

(3) There were very few instances of lone motherhood among women younger than 19 in our sample 
(11). We therefore decided to restrict the analyses to the 19-54 age group, assuming that lone motherhood 
at a very young age probably interferes with school attendance rather than employment, especially in 
Switzerland which has one of the lowest rates of pregnancy among 15-19 year-olds (Sedgh et al., 2015).

(4) Note, however, that self-reports of specific ailments and chronic diseases vary in their performance 
and reliability (Baker et al., 2004; Kuhn et al., 2006; Martikainen et al., 1999).

(5) We ran the same models using different subjective measures of health, such as depression, 
optimism, and life satisfaction. The results (available upon request) are in the same direction and 
have the same significance as those obtained by using self-reported health.
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Independent variables

Our main independent variable is family arrangement operationalized as 
being a lone mother or a mother living with a partner. Lone mothers are defined 
as women who live with their child without a partner present in the household 
(though they may have a non-resident partner): 14% of the person-year 
observations concerned lone mothers. Since no retrospective information on 
family status was collected in wave 1, the length of lone parenthood is known 
only in cases where the episode as lone parent started in one of the following 
survey waves,(6) so it cannot be taken into account. Here we always compare 
lone mothers with mothers currently in couples. Mothers living in couples are 
defined as women who are either married or cohabiting with a partner (who 
may or may not be the father of the resident children); 86% of the person-year 
observations refer to mothers in couples.

Finally, the data do not include information on whether lone mothers share 
custody with the biological father(7) (or if children spend time at the father’s 
household) or whether or not he pays alimony.

Besides family arrangements, the other key explanatory factors are 
employment status, education, and working hours. Due to the longitudinal 
structure of the data, all three factors are time-varying, meaning that the 
situation of the individuals can change on these variables (although education 
is relatively stable over time given the age of the women in the sample). 
Employment status has two categories: holding a paid job or not. Unemployed 
and inactive individuals were grouped together in the “jobless” group.(8) Of 
the total sample, 73% of the person-year observations were in paid employment. 
Education was measured as the highest level of education achieved at the time 
of the last interview and was coded in three categories: lower secondary 
education, upper secondary education, and tertiary education.(9) Finally, for 
the subsample of working mothers, working hours were coded in three categories: 
part-time less than 50% (of the full-time 40-hour week), part-time 50-80%, 
and full-time 81-100%. For analyses that include this variable, we restricted 
our sample to working episodes only (1,815 individuals and 7,689 observations, 
17% of which concerned lone mothers). The majority of the working episodes 
concern part-time jobs (64% in less than 50% part-time jobs and 23% in 50-80% 

(6) Considering only those cases would have reduced the sample size too drastically.

(7) In 2007, custody was granted to mothers in 60% of cases, and to fathers in just 5%. Joint custody 
was granted in 34% of cases (OFS, 2008).

(8) From a labour market participation perspective it would have been interesting to distinguish 
between inactivity and unemployment. However, the sample of jobless lone mothers was too small 
to account for that, so unemployment and inactivity episodes are grouped together. Moreover, some 
claim that the distinction between the two statuses is vague and strictly dependent on the institutional 
setting defined by the policies (Atkinson and Micklewright, 1991); whether individuals are defined 
as unemployed or out of the labour force depends on the level of benefits available and the eligibility 
criteria (Autor and Duggan, 2003; Black et al., 2002; Bratsberg et al., 2010; Rege et al., 2009). 

(9) The distribution of the education variable in the sample shown in Table 1 does not change when 
computed in terms of episodes or of persons. The same is true for the estimates shown in Table 2. 
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part-time jobs), and only 12% concern 81-100% full-time jobs. In line with our 
research questions, each one of these variables will be included in the models 
in interaction with the family arrangement.

Control variables

All models control for survey year and respondent’s age as well as for 
household characteristics that may represent barriers to labour market 
participation and signal higher care loads: number of children below 18 and 
age of the youngest child in the household (Baker et al., 1999; Hewitt et al., 
2006) were therefore included in the models as continuous variables.(10)

As discussed above, lone mothers are more likely to have lower income, 
which has been found to be associated with worse health, above and beyond 
education. However, differences in health between working and non-working 
lone mothers have been found to be mediated by the increase in income 
associated with being employed. Therefore, because we are interested in the 
effect of the independent variables controlled for income, we included it as the 
log of annual total disposable income (in Swiss Francs), which includes public 
transfers net of taxes and private transfers. Table 1 gives the descriptive statistics 
for all variables in our models.

Method

Our sample consists of multiple observations of the same individuals over 
time. Hence our data structure consists of observations nested in individuals. 
As multiple observations of the same individual tend to be correlated, the 
assumption behind regular regression models of independent observations is 
violated. To address the clustering of our data we estimate multilevel mixed-
effects logistic regression models for binary outcomes with clustered robust 
standard errors. Mixed-effects models estimate a separate individual-specific 
effect to control for factors that generate correlations between consecutive 
observations (Brüderl, 2010; Halaby, 2004). The log odds of the outcome 
(reporting good health) for each individual at each point in time observed is 
modelled as a linear combination of the independent and control variables 
(fixed effects) and an individual random effect that accounts for time-invariant 
unobserved individual characteristics that can influence the individuals’ 
responses on the outcome. These random effects are assumed to be uncorrelated 
with the independent variables. 

In a first set of models, we assess the self-reported health of lone mothers 
compared to mothers living with a partner. Then, we test the interaction 
between family structure and employment status, adjusting for the potentially 

(10) In additional models, we controlled for practical help and emotional support potentially available 
from family and social networks (Cairney et al., 2003; Osborne et al., 2012) as well as use of paid 
help with housework or childcare (“yes” or “no”), but since the interaction with family arrangement 
was not significant, we opted for more parsimonious model specifications due to the sample size of 
the episodes coded as years spent as lone mothers.
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confounding factors mentioned above. Finally, we consider if, and to what 
extent, heterogeneities exist according to educational level. A second set of 
models scrutinizes the association between family structure and SHR only for 
working episodes and by different work-hour arrangements. Results are 
presented as average marginal effects (AME) and, in the case of the interactions, 
as predicted probabilities to ease the comparison between each and every 
combination of the interaction terms. Both AME and predicted probabilities 
are estimated from the fixed-effect portion of the models (Jaccard and Turrisi, 
2003; Long and Freese, 2014).

IV. Results

Table 2 displays the distribution of self-reported health of mothers 
living with a partner and lone mothers by working status, educational level, 

Table 1. Distribution of the dependent variable and independent variables: 
percentages, mean and standard deviations

Full sample Only working episodes

% Mean SD % Mean SD

Self-reported health
Bad 11.9 11.3

Good 88.1 88.7

Family arrangement
Mothers living in couple 85.9 82.8

Lone mothers 14.1 17.2

Working status
Employed 73.1 -

Jobless 26.9 -

Education
Lower secondary or less 12.2 11.1

Upper secondary 74.2 74.0

Tertiary 13.6 14.9

Mother’s age (19-54) 39.6 6.1 40.0 6.0

Age of youngest child 
in the household (0-18) 7.5 4.9 8.1 4.9

Number of children below age 18 
in the household (1-8) 2.0 0.8 1.9 0.8

Total disposable income  
(log, 0-15.2) 10.1 3.5 10.4 3.2

Working arrangement
Part-time less than 50% - 63.7

Part-time 50%-80% - 23.6

Full-time 81%-100% - 11.9

Number of observations per 
individual (0-12) 5.4 3.6 5.8 3.6

Number of observations 10,598 7,689

Number of individuals 2,114 1,815

Source:  Swiss Household Panel (SHP), waves 1999-2011.
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and working hours. The majority of respondents report good health and, 
overall, partnered mothers are more likely to report good health than lone 
mothers (89% versus 84%). Mothers who are employed are more often in 
good health than jobless mothers; employed mothers living with a partner 
score higher than the overall percentage (89.4%), while only 66% of jobless 
lone mothers in our sample report being in good health (34%). Regarding 
education, these descriptive statistics indicate that it is not the mothers 
with the highest level of education who are most likely to report good 
health, but rather the middle group with upper secondary education. In 
our sample, women with upper secondary education reported being in good 
health in 90% of the episodes spent as mothers living in a couple and in 
85% of episodes as lone mothers, compared with 85% and 79%, respectively, 
for the lowest educated group. Finally, lone mothers or mothers living in 
couples who hold a 50-80% part-time job are most likely to report good 
health (88% and 90%, respectively).

Models 1 to 5 in Table 3 show results from the first set of mixed-effects 
regressions estimating the association between family arrangement and self-
reported health. Consistent with Hypothesis 1, compared to mothers living 
with a partner, lone mothers have a significantly lower probability of reporting 
good self-reported health (a difference of about 2 percentage points, Model 1) 
after controlling for differences in background characteristics between the two 
groups. The effect persists even when we control for working status (Model 2). 
In line with previous findings on the association of work with health, being 

Table 2. Self-reported health by employment status, education,  
and working hours for episodes spent as lone mothers and mothers in couples

Lone mothers (Self-reported health) Mothers in couples (Self-reported health)

Bad Good Total N Bad Good Total N

Full sample

Employment status

Jobless 33.9 66.1 100 162 12.4 87.7 100 2,688

Employed 14.3 85.7 100 1,337 10.6 89.4 100 6,411

Education

Lower secondary 
or below 21.5 78.5 100 149 15.4 84.6 100 1,143

Upper secondary 15.1 84.9 100 1,130 10.2 89.8 100 6,737

Tertiary 19.6 80.4 100 220 12.2 87.8 100 1,219

Total 16.4 83.6 100 1,499 11.1 88.9 100 9,099

Working episodes only

Working hours

Part-time < 50% 17.0 83.0 100 448 10.2 89.8 100 4,495

Part-time 50-80% 11.7 88.3 100 555 9.8 90.2 100 1, 280

Full-time 81-100% 14.6 85.4 100 328 15.3 84.7 100 583

Total 14.2 85.8 100 1,331 10.6 89.4 100 6,358

Source:  Swiss Household Panel (SHP). waves 1999–2011.
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employed versus not working is itself associated with a small but significantly 
higher probability of being in good health. These results for family and working 
status hold when additional controls for the interaction between employment 
status and family structure (Model 3) and the log of annual total disposable 
income (Model 4) are included.

Figure 1 displays the predicted probabilities of being in good health by 
family structure and working status (Figure 1a; model 4 in Table 3). We test 
our second hypothesis (2a and 2b) stating that the association between work 
and health is weaker for lone mothers compared to mothers living with a 
partner. Our findings show that only jobless lone mothers have a lower 
probability of reporting good self-reported health (0.84), even though the 
differences are significant only when compared to employed or jobless mothers 
living with a partner, not when compared to employed lone mothers. As 
expected, work does not have a significantly beneficial effect on health for lone 
mothers, however, we could not identify the hypothesized positive effect of 
work on health for the mothers with a partner either. Hence, we do not find 
support for Hypothesis 2a. It is worth mentioning that before adjusting for 
total disposable income (Model 3 in Table 3), we did find that jobless lone 
mothers, especially, are worse off in terms of health, compared to mothers 
with a partner; whereas, employed lone mothers do not fare significantly worse 
than partnered mothers. This significant difference between lone mothers and 
mothers in couples holds after adjusting for income (Figure 1a; Model 4 in 
Table 3), so we do not find support for Hypothesis 2b. Because of our relatively 
small sample of lone mothers, with most of them in paid work, the sample of 
jobless lone mothers is rather small, producing relatively large confidence 
intervals. 

We further hypothesized that paid work would yield more health benefits 
for higher educated lone mothers compared to lower educated ones 
(Hypothesis 3). We already saw in Table 2 that mothers with upper secondary 
education were most likely to report good health. Looking at the direct effect 
of education, estimates from all models displayed in Table 3 show that a 
secondary level of education is associated with better health than a primary 
level and this difference holds after adjusting for the control variables. 
However, the self-reported health of mothers with a higher level of education 
does not differ significantly from that of mothers with a lower level. Model 
5 includes the interaction between working status, family arrangement, and 
education. The predicted probabilities for good health are displayed in Figures 
1b, 1c and 1d. Contrary to our expectation (Hypothesis 3), we found no 
significant difference in the relationship between employment and health 
based on the level of education for lone mothers or for mothers living in 
couples. However, one group stands out, namely jobless lone mothers with 
an upper secondary education. Whereas the jobless lone mothers score lower 
on health compared to working lone mothers for all three levels of education, the 
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likelihood of reporting good health is especially low for those with an upper 
secondary education. Although the difference is not significant, the finding 
is interesting because an upper secondary education is associated with better 
health for all other groups (working and non-working partnered mothers as 
well as working lone mothers). 

Finally, Figure 2 shows the results from the second set of analyses, estimating 
the probability of good self-reported health on the subsample of working 
episodes. Here we test our fourth hypothesis, which stated that part-time 
compared to full-time work would be more beneficial to health outcomes of 
mothers living with a partner, but not of lone mothers, and may even be 
associated with poorer health than in the group of full-time working lone 

Figure 1. Predicted probabilities of good self-reported health. 
Results from mixed effects logistic regression models according to (A) family 
arrangement and working status (Model 4 in Table 3), and (B, C, D) according 

to education, family arrangement and working status (Model 5 in Table 3)

A. Overall
Probability of good
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mothers. Before we move to our interaction of interest, we have to acknowledge 
that – as expected given the results we just presented – there is no significant 
difference in health between working lone mothers and working mothers living 
with a partner (Models 1 and 2 in Table 4).

Figure 2 shows the estimates for the interaction between family arrangement 
and working-hour arrangements. The predicted probabilities are quite similar 
for all combinations, with the exception of working lone mothers in a less than 
50% part-time job (0.92). However, the differences fail to reach statistical 
significance of 95%; hence, we do not find support for Hypothesis 4. 

V. Discussion and concluding remarks 

In line with the life course perspective that underlines the importance of 
interdependencies in the life course domains (Elder et al., 2003), the aim of this 
paper was to contribute to the literature on the interrelation between family 
arrangements, health, and employment. Previous research led to mixed empirical 
evidence for the ways in which these three domains interact, arguably for two 
main reasons. First, such evidence often comes from different contexts, and the 
corresponding studies do not consider the extent to which work-family 

Figure 2. Predicted probabilities of good self-reported health. 
Results from mixed effects logistic regression models according to family 

and working hours arrangement (Model 2 in Table 4). 
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Source:  Swiss Household Panel (SHP), waves 1999–2011, working episodes only.
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reconciliation policies may buffer the negative effects of lone parenthood on 
health by reducing the strain on mothers in this situation (with the exception 
of Burström and colleagues, 2010). Second, employment characteristics – like 
the number of hours in paid work – are rarely considered in conjunction with 
educational level (i.e., proxy for skills and bargaining power on the labour market) 
when analysing the association between family arrangements and health. 

We drew on data from Switzerland, a country characterized by generous 
welfare protection against poverty but poor work-family reconciliation policies, 
a rather conservative gender division of labour, and a gender-biased pay gap 
unfavourable to women. This political and social context discourages Swiss 
women from participating on equal terms with men in the labour market, and 
it also encourages them to take up the role of secondary earners when they 
become mothers. We expected that when working in such conditions, lone 

Table 4. Mixed effects logistic regression model predicting the probability of 
good self-reported health. Average marginal effects (AME) and predicted 

probabilities for the interaction effects (displayed in Figure 2)

Model 1  Model 2

AME [CI min.; max.] AME [CI min.; max.]
Family arrangement

Mothers living in couples (Ref.) 0 _ 0 _

Lone mothers −0.013 [−0.032; 0.005] −0.022 [-0.045; 0.001]

Education

Lower secondary or below (Ref.) 0 _ 0 _

Upper secondary 0.024 [−0.001; 0.050] 0.024 [−0.002; 0.049]

Tertiary 0.005 [−0.026; 0.036] 0.005 [−0.026; 0.036]

Working hours

Part-time less than 50% (Ref.) 0 _ 0 _

Part-time  50-80% 0.012 [0.001; 0.024] 0.014 [0.002; 0.027]

Full-time 81-100% −0.006 [−0.025; 0.013] −0.008 [−0.029; 0.012]

Total disposable income (log) 0.001 [−0.001; 0.002] 0.001 [−0.001; 0.002]

Age −0.001 [−0.003; 0.000] −0.001 [−0.003; 0.000]

Age of the youngest child in the household −0.001 [−0.002; 0.001] −0.001 [−0.002; 0.001]

Number of children below 18 in the 
household 0.014 [0.006; 0.023] 0.015 [0.006; 0.023]

Pred. Prob. [CI min.; max.]
Family arrangement *working hours

Lone mothers*Part-time  less than 50% 0.915 [0.881; 0.948]

Lone mothers*Part-time 50–80% 0.955 [0.936; 0.975]

Lone mothers*Full-time  81–100% 0.949 [0.923; 0.957]

Mothers living in couples*Part-time  less 
than 50% 0.952 [0.942; 0.962]

Mothers living in couples*Part-time 
50–80% 0.960 [0.947; 0.973]

Mothers living in couples*Full-time  
81–100% 0.932 [0.906; 0.957]

Year of the survey Yes Yes

N 7,689 7,689

Source:  Swiss Household Panel (SHP), waves 1999–2011, working episodes only.
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mothers would report worse health than mothers in couples – even more so 
when working full-time – because of their dual role as main earner and primary/
sole caregiver. Our findings show that in the Swiss context lone mothers, 
especially those who do not work, have poorer health than partnered mothers. 
This association does not seem to be explained by their tendency to have a 
lower income. We were unable to discern clear mediation effects of education 
and employment characteristics, but the effects are suggested by the fact that 
lone mothers with secondary education and with small part-time jobs are more 
likely to report poor health. We argue that because these mothers have invested 
in acquiring a higher level of human capital compared to women with less 
education, they might be less likely to disengage from paid work and rely on 
social assistance. However, their health may be negatively affected by the 
greater time and economic constraints they experience in contexts where 
outsourcing of childcare is expensive. 

Our analyses cannot reveal the causal relationship between family 
arrangement, employment, and health. In a dynamic perspective, the mechanisms 
involved in the co-appearance of disadvantages are likely to be associated 
because of double-causation mechanisms and interdependency of life domains. 
However, jointly shaped processes and reverse causality are pervasive in many 
studies involving subjective assessments of life satisfaction, well-being, and 
levels of happiness, so that factors we regularly see associated with self-reported 
health might also be consequences of it. We cannot exclude the possibility 
that a two-way-selection process might affect our empirical results, given the 
simultaneity of events which can only be disentangled through time-lagged 
models over an extended period (Headey and Muffels, 2014). The small initial 
sample size of lone mothers – and the consequently relatively small number 
of observations available in each wave for this subpopulation – made it difficult 
to apply time lagged models. Future research will be able to exploit bigger 
sample sizes as the panel progresses and should be able to address and 
disentangle causal paths. 

The simultaneous associations we found between employment, family, and 
health conditions of lone mothers are still valid and valuable in and of themselves. 
They indeed hint at specific interactions between different life course domains, 
which are likely to result in multiple disadvantages and health inequalities. 
Such situations might result in a general disadvantage that may produce further 
vulnerability, particularly when welfare policies are based on a normative 
understanding of the family (a couple with a main earner and secondary earner/
primary caregiver) and labour market participation (full-time employment for 
the main earner and part-time employment for the secondary earner).

Evidence on the intergenerational transmission of disadvantages from 
parents to children depending on parents’ living arrangements exists, but these 
processes are found to be mediated by parental socio-economic status and the 
related parenting style and social closure (Martin, 2012). To understand the 
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reproduction of social inequalities, it is important to detect under which 
conditions education and employment bundle together with health deterioration, 
which in turn negatively affects children’s outcomes, such as educational 
achievement (Bratti and Mendola, 2011). 

In sum, our results suggest that in Switzerland, while financial support is 
provided to the most economically disadvantaged mothers heading a single-
parent household, those who are less likely to rely on welfare support and at 
the same time have a low level of bargaining power on the labour market 
(signalled by their part-time participation and poor qualifications) represent 
a potentially vulnerable group with specific health disadvantages. Future 
research will explore the extent to which such effects are driven by the 
institutional, financial, social, and time resources available to lone parents to 
fulfil their double role and by the uncertain prospects in the labour market. A 
second emerging theme concerns lone fathers. The share of men who experience 
lone parenthood – especially in contexts where joint custody is preferred – is 
likely to increase in Switzerland as well as in other European countries. Since 
parental and work experience are strongly gender specific, it would be extremely 
interesting to test whether gender-based (dis)advantages exist, also within the 
association of lone parenthood to education, employment, and health.

Acknowledgements:  This paper benefited from the support of the Swiss National 
Centre of Competence in Research LIVES – Overcoming Vulnerability: Life Course 
Perspectives, which is financed by the Swiss National Science Foundation. This study 
was realized using the data collected by the Swiss Household Panel (SHP), based at 
the Swiss Centre of Expertise in the Social Sciences (FORS). The authors are grateful 
to the three reviewers for their insightful comments.

E. Struffolino Et al.

206



REFERENCES 

AdAms P., Hurd m. d., mcfAdden d., merrill A., ribeiro T.,  2003, “Healthy, 
wealthy, and wise? Tests for direct causal paths between health and socioeconomic 
status”, Journal of Econometrics, 112(1), pp. 3-56. 

Andress H.j., bröckel m.,  2007. “Income and life satisfaction after marital disruption 
in Germany”, Journal of Marriage and Family, 69(2), pp. 500-512.

Armingeon k.,  2001, “Institutionalising the Swiss welfare state”, West European 
Politics, 24(2), pp. 145-168.

Armingeon k., berTozzi f., bonoli g.,  2004, “Swiss worlds of welfare”, West 
European Politics, 27(1), pp. 20-44. 

ATkinson A.b., micklewrigHT j.,  1991, “Unemployment compensation and labor 
market transitions: A critical review”, Journal of Economic Literature, 29(4), 
pp. 1679-1727.

AuTor d.H., duggAn m.g.,  2003, “The rise in the disability rolls and the decline in 
unemployment”, The Quarterly Journal of Economics, 118(1), pp. 157-206.

bAllesTri Y., bonoli g.  2003, “L’État social suisse face aux nouveaux risques 
sociaux : Genèse et déterminants de l’adoption du programme d’impulsion pour les 
structures de garde pour enfants en bas âge”, Swiss Political Science Review, 9(3), 
pp. 35-58.

AvellAr s., smock P.J.,  2005, “The economic consequences of the dissolution of 
cohabiting unions”, Journal of Marriage and Family, 67(2), pp. 315-327. 

Avison w.r., Ali j., wAlTers d.,  2007, “Family structure, stress, and psychological 
distress: A demonstration of the impact of differential exposure”, Journal of Health 
and Social Behavior, 48(3), pp. 301-317. 

bAker d., norTH k., AlsPAc sTudY TeAm,  1999, “Does employment improve the 
health of lone mothers?”, Social Science and Medicine, 49(1), pp. 121-131.

bAker m., sTAbile m., deri c.,  2004, “What do self-reported, objective, measures 
of health measure?”, Journal of Human Resources, 39(4), pp. 1067-1093.

bArAnowskA-rATAj A., mATYsiAk A., mYnArskA m.,  2013, “Does lone motherhood 
decrease women’s happiness? Evidence from qualitative and quantitative research”, 
Journal of Happiness Studies, 15(6), pp. 1457-1477.

bArbieri P.,  2009, “Flexible employment and inequality in Europe”, European Sociological 
Review, 25(6), pp. 621-628.

bArdAsi e., frAncesconi m.,  2004, “The impact of atypical employment on individual 
wellbeing: Evidence from a panel of British workers”, Social Science Medicine, 58(9), 
pp. 1671-1688. 

bArreTT A.e., Turner r.j.,  2005, “Family structure and mental health: The mediating 
effects of socioeconomic status, family process, and social stress”, Journal of Health 
and Social Behavior, 46(2), pp. 156-169. 

beckfield j., krieger n.,  2009, “Epi+demos+cracy: Linking political systems and 
priorities to the magnitude of health inequities – evidence, gaps and a research agenda”, 
Epidemiological Reviews, 31(1), pp. 152-177.

Self-reported HealtH among lone motHerS: do employment and education matter?

207





benzevAl m.,  1998, “The self-reported health status of lone parents”, Social Science 
Medicine, 46(10), pp. 1337-1353.

berkmAn l.f., zHeng Y., glYmour m.m., AvendAno m., börscH-suPAn A., 
sAbbATH e.l.,  2015, “Mothering alone: Cross-national comparisons of later-life 
disability and health among women who were single mothers”, Journal of Epidemiology 
and Community Health, 69(9), pp. 865-872. 

bernArdi l., morTelmAns d.,  forthcoming 2016, “Lone parenthood in a life course 
perspective”, Lone Parenthood in the Life Course, Life Course Research and Social Policies 
Series, Springer, Berlin.

berTozzi f., bonoli g., gAY-des-combes b.,  2005, La réforme de l’État social en 
Suisse, Presse polytechnique et universitaires romandes, 132 p.

biAncHi s.m., milkie m.A.,  2010, “Work and family research in the first decade of 
the 21st century”, Journal of Marriage and Family, 72(3), pp. 705-725. 

bird c. e., fremonT A.m.,  1991, “Gender, time use, and health”, Journal of Health 
and Social Behavior, 32(2), pp. 114-129. 

blAck d., dAniel k., sAnders s.,  2002, “The impact of economic conditions on 
participation in disability programs: Evidence from the coal boom and bust”, American 
Economic Review, 92(1), pp. 27-50.

blossfeld H.-P., drobnic s.,  2001, Careers of Couples in Contemporary Societies: 
From Male Breadwinner to Dual-Earner Families, Oxford, Oxford University Press, 
416 p.

brATsberg b., fevAng e., røed, k.,  2010, “Disability in the welfare state: An 
unemployment problem in disguise?”, IZA Discussion paper, 4897.

brATTi m., mendolA m.,  2012, “Parental health and child schooling”, IZA Discussion 
paper, 5870.  

brüderl j.,  2010, “Kausalanalyse mit Paneldaten”, in WOLF C., BEST H. (eds.), Handbuch 
der sozialwissenschaftlichen Datenanalyse, Wiesbaden, VS Verlag für Sozialwissenschaften, 
pp. 963-994.

bursTröm b., didericHsen f., sHouls s., wHiTeHeAd m.,  1999, “Lone mothers 
in Sweden: Trends in health and socioeconomic circumstances, 1979-1995”, Journal 
of Epidemiology and Community Health, 53(12), pp. 750-756.

bursTröm b., wHiTeHeAd m., clAYTon s., friTzell s., vAnnoni f., cosTA g.,  
2010, “Health inequalities between lone and couple mothers and policy under different 
welfare regimes – the example of Italy, Sweden and Britain”, Social Science Medicine, 
70(6), pp. 912-920. 

büHlmAnn f., scHmid boTkine c., fArAgo P., HöPflinger f., joY d. et al.,  2012, 
Rapport Social 2012 : générations en jeu, Lausanne, Seismo.

büTler m., ruescH m.,  2007, “Annuities in Switzerland”, Policy research working 
paper, 4438.

cAi l.,  2010, “The relationship between health and labor force participation: Evidence 
from a panel data simultaneous equation model”, Labor Economics, 17(1), pp. 77-90. 

cAi l., kAlb g.,  2006, “Health status and labor force participation: Evidence from 
Australia”, Health Economics, 15(3), pp. 241-261. 

cAirneY j., boYle m., offord d.r., rAcine Y.,  2003, “Stress, social support and 
depression in single and married mothers”, Social Psychiatry and Psychiatric Epidemiology, 
38(8), pp. 442-449. 

cAroli e., godArd m.,  2014, “Does job insecurity deteriorate health? A causal 
approach for Europe”, IZA Discussion paper, 8299. 

conger r.d., elder g.H.,  1994, Families in Troubled Times. Adapting to Change in 
Rural America. Social Institutions and Social Change, New York, Aldine de Gruyter, 314 p.

E. Struffolino Et al.

208



cullATi s.,  2014, “The influence of work-family conflict trajectories on self-rated 
health trajectories in Switzerland: A life course approach”, Social Science Medicine, 
113, pp. 23-33. 

cullATi s., rousseAux e., gAbAdinHo A., courvoisier d. s., burTon-jeAngros 
c.,  2014, “Factors of change and cumulative factors in self-rated health trajectories: 
A systematic review”, Advances in Life Course Research, 19, pp. 14-27. 

dAnnefer d.,  2003, “Cumulative advantage/disadvantage and the life course: Cross-
fertilizing age and social science theory”, The Journals of Gerontology, Series B: Psychological 
Sciences and Social Sciences, 58(6), pp. S327-S337.

de regT s., morTelmAns d., mArYnissen T.,  2013, “Financial consequences of 
relationship dissolution: A longitudinal comparison of formerly married and unmarried 
cohabiting men and women”, Sociology, 47(1), pp. 90-108.

diPreTe T.A., bucHmAnn c.,  2013, The Rise of Women, New York, Russell Sage 
Foundation, 296 p.

dziAk e., jAnzen b.l., muHAjArine n.,  2010, “Inequalities in the psychological 
well-being of employed, single and partnered mothers: The role of psychosocial work 
quality and work-family conflict”, International Journal for Equity in Health, 9(6). 

eidoux A., leTAblier m-T.,  2007, “Les familles monoparentales en France”, Noisy-
le-Grand, Centre d’études de l’emploi, Rapport de recherche, 36.

elder g.H., joHnson m.k., crosnoe r.,  2003, “The emergence and development 
of life course theory”, in Mortimer J. T., Shanahan M. J. (eds.), Handbook of the Life 
Course, Springer, pp. 3-19.

friedlAnd d.s., Price r.H.,  2003, “Underemployment: Consequences for the health 
and well-being of workers”, American Journal of Community Psychology, 32(1-2), pp. 33-45.

friTzell s., ringbäck weiTofT g., friTzell j., bursTröm b.,  2007, “From macro 
to micro: The health of Swedish lone mothers during changing economic and social 
circumstances”, Social Science Medicine, 65(12), pp. 2474-2488. 

girAud o., lucAs b.,  2009, “Le renouveau des régimes de genre en Allemagne et en 
Suisse”, Cahiers du genre, 46(1), pp. 17-46. 

goldmAn n.,  2006, “Social inequalities in health: Disentangling the underlying 
mechanisms”, Annals of the New York Academy of Sciences, 954(1), pp. 118-139. 

greenHAus j. H., Powell g. n.,  2006, “When work and family are allies: A theory 
of work-family enrichment”, Academy of Management Review, 31(1), pp. 72-92.

grossmAn m ., 2004, “The demand for health, 30 years later: A very personal retrospective 
and prospective reflection”, Journal of Health Economics, 23(4), pp. 629-636.

HAlAbY c. n.,  2004, “Panel models in sociological research: Theory into practice”, 
Annual Review of Sociology, 30, pp. 507-544.

HeAdeY b., muffels r.,  2014, “Two-way causation in life satisfaction research: 
Structural equation models with Granger-causation”, IZA Working paper series, 8665.

HewiTT b., bAxTer j., wesTern m.,  2006, “Family, work and health: The impact of 
marriage, parenthood and employment on self-reported health of Australian men and 
women”, Journal of Sociology, 42(1), pp. 61-78.

HoPe s., Power c., rodgers b.,  1999, “Does financial hardship account for elevated 
psychological distress in lone mothers?”, Social Science and Medicine, 49(12), 
pp. 1637-1649.

Huber m., lecHner m., wunscH c.,  2011, “Does leaving welfare improve health? 
Evidence for Germany”, Health Economics, 20(4), pp. 484-504. 

idler e.l., benYAmini Y.,  1997, “Self-rated health and mortality: A review of twenty-
seven community studies”, Journal of Health and Social Behavior, 38(1), pp. 21-37. 

Self-reported HealtH among lone motHerS: do employment and education matter?

209



jAccArd j., Turrisi r.,  2003, “Interaction effects in multiple regression”, Newbury 
Park, Sage university paper, 70 p.

jYlHä m.,  2009, “What is self-rated health and why does it predict mortality? Towards 
a unified conceptual model”, Social Science Medicine, 69(3), pp. 307-316.

joung i.m., vAn de mHeen H.d., sTronks k., vAn PoPPel f.w., mAckenbAcH 
j.P.,  1998, “A longitudinal study of health selection in marital transitions”, Social 
Science and Medicine, 46(3), pp. 425-435.

kAlleberg A.l.,  2000, “Nonstandard employment relations: Part-time, temporary 
and contract work”, Annual Review of Sociology, 26, pp. 341-365.

kobAll H.l., moiduddin e., Henderson j., goesling b., besculides m.,  2010, 
“What do we know about the link between marriage and health?”, Journal of Family 
Issues, 31(8), pp. 1019-1040. 

kuHn r., rAHmAn o., menken j.,  2006, “Survey measures of health: How well 
do self-reported and observed indicators measure health and predict mortality”, 
Aging in Sub-Saharan Africa: Recommendations for Furthering Research, 
pp. 314-342.

liPPs o.,  2009, “Attrition of households and individuals in panel surveys”, Berlin, 
SOEP paper, 164.

liu H., Hummer r.A.,  2008, “Are educational differences in U.S. self-rated health 
increasing? An examination by gender and race”, Social Science and Medicine, 67(11), 
pp. 1898-1906. 

long j.s., freese j.,  2014, Regression Models for Categorical Dependent Variables Using 
Stata, (3rd ed.), College Station, TX, Stata Press.

lorenz f.o., wickrAmA k.A. s., conger r.d., elder g. H. jr.,  2006, “The short 
term and decade-long effects of divorce on women’s midlife health”, Journal of Health 
and Social Behavior, 47(2), pp. 111-125.

mAcrAn s., clArke l., sloggeTT A., beTHune A.,  1994, “Women’s socio-economic 
status and self-assessed health: Identifying some disadvantaged groups”, Sociology of 
Health and Illness, 16(2), pp. 182-208. 

mAnTing d., boumAn A.m.,  2006, “Short-and long-term economic consequences of 
the dissolution of marital and consensual unions. The example of the Netherlands”, 
European Sociological Review, 22(4), pp. 413-429.

mArTikAinen P., AromAA A., HeliovAArA m., klAukkA T., mAATelA j., lAHelmA 
e.,  1999, “Reliability of perceived health by sex and age”, Social  Science and 
Medicine, 48(8), pp. 1117-1122.

mArTin m.A.,  2012, “Family structure and the intergenerational transmission of 
educational advantage”, Social Science Research, 41(1), pp. 33-47. 

mirowskY j., ross c.e.,  2003, Social Causes of Psychological Distress, New York, 
Aldine de Gruyter, 320 p.

monnier A.,  2006, Démographie contemporaine de l’Europe. Évolutions, tendances, défis, 
Paris, Armand Colin, 416 p.

OFS,  2008, “Les familles en Suisse. Rapport statistique 2008”, Neuchâtel, OFS, 82 P.

OFS,  2013, “Labor market indicators for 2013”, Neuchâtel, OFS, 20 p.

OFS,  2015, “Enquête sur les familles et les générations 2013. Premiers résultats”, 
Neuchâtel: OFS, Statistiques de la Suisse, 36 p. 

okecHukwu c.A., el AYAdi A.m., TAmers s.l., sAbbATH e.l., berkmAn l., 
 2012, “Household food insufficiency, financial strain, work–family spillover, and 
depressive symptoms in the working class: The work, family, and health network 
study”, American Journal of Public Health, 102(1), pp. 126-133. 

E. Struffolino Et al.

210



osborne c., berger l.m., mAgnuson k.,  2012, “Family structure transitions and 
changes in maternal resources and well-being”, Demography, 49(1), pp. 23-47. 

PeArlin l.i., scHiemAn s., fAzio e.m., meersmAn s.c.,  2005, “Stress, health, and 
the life course: Some conceptual perspectives”, Journal of Health and Social Behavior, 
46(2), pp. 205-219.

PirAni e., sAlvini s.,  2015, “Is temporary employment damaging to health? A longitudinal 
study on Italian workers”, Social Science Medicine, 124, pp. 121-131. 

PlAnTengA j., remerY c., mAirHuber i., meulders d.,  2010, “Flexible working 
time arrangements and gender equality: A comparative review of thirty European 
countries”, European Commission, 128 p.

rege m., Telle k., voTrubA m.,  2009, “The effect of plant downsizing on disability 
pension utilization”,  Journal of the European Economic Association, 7(4),pp. 754-785.

rodriguez e.,  2002, “Marginal employment and health in Britain and Germany: 
Does unstable employment predict health?”, Social Science Medicine, 55(6), 
pp. 963-979. 

ross c.e., bird c.e.,  1994, “Sex stratification and health lifestyle: Consequences for 
men’s and women’s perceived health”, Journal of Health and Social Behavior, 35(2), 
pp. 161-178. 

ross c.e., mirowskY j.,  1995, “Does Employment Affect Health?”, Journal Of Health 
and Social Behavior, 36(3), pp. 230-243. 

ross c.e., mirowskY j.,  2010, “Why education is the key to socioeconomic differentials 
in health”, in Bird C. E., Conrad P., Fremont A. M., Timmermans S. (eds.), Handbook 
of Medical Sociology, Nashville, Tennessee, Vanderbilt University Press, pp. 33-51.

sAbbATH e.l., melcHior m., goldberg m., zins m., berkmAn l.f.,  2011, “Work 
and family demands: Predictors of all-cause sickness absence in the GAZEL cohort”, 
The European Journal of Public Health, 22(1), pp. 101-106. 

scHAffner s., eHlerT c.r.,  2011, “Health effects of temporary jobs in Europe”, Ruhr 
Economic Papers, 295, 23 p.

ScHumAcHer r., vilPerT s.,  2011, “Gender differences in social mortality differentials 
in Switzerland (1990-2005)”, Demographic Research, 25(8), pp. 285-310.

sedgH g., finer l.b., bAnkole A., eilers, m.A, singH s.,  2015, “Adolescent 
pregnancy, birth, and abortion rates across countries: Levels and recent trends”, 
Journal of Adolescent Health, 56(2), pp. 223-230.

sieber s.d.,  1974, “Toward a theory of role accumulation”, American Sociological Review, 
39(4), pp. 567-578. 

smiTH, M.J.,  1980, “The social consequences of single parenthood: A longitudinal 
perspective”, Family Relations, 29(1), pp. 75-81. 

sTuTz H., knuPfer, c.,  2012, Absicherung unbezahlter Care-Arbeit von Frauen und 
Männern. Anpassungsbedarf des Sozialstaats in Zeiten sich ändernder Arbeitsteilung, 
Bern, 159 p.

sTruffolino e., bernArdi l.,  2016, “Lone parents in Switzerland: Characteristics 
over time”, Neuchâtel, OFS, Démos. Informations démographiques.

TArgosz s., bebbingTon P., lewis g., brugHA T., jenkins r. et al.,  2003, “Lone 
mothers, social exclusion and depression”, Psychological Medicine, 33(4), 
pp. 715-722.

THoenen o.,  2010, “Reconciliation of work and family life in Switzerland”, German 
Policy Studies, 6(3), pp.13-48.

THevenon o.,  2011, “Family policies in OECD countries: A comparative analysis”, 
Population and Development Review, 37(1), pp. 57-87.

Self-reported HealtH among lone motHerS: do employment and education matter?

211



vAlArino i., bernArdi l.,  2010, “Fertility discourse in parental leave policies’ media 
coverage. A frame analysis of French-speaking Swiss press articles from 1999 to 2009”, 
Population Review, 49(2), pp. 47-69.

voorPosTel m.,  2010, “Attrition patterns in the Swiss Household Panel: An analysis 
of demographic characteristics and social involvement, Swiss Journal of Sociology, 
36(2), pp. 359-377.

weiTofT ringbäck g., HAglund b., Hjern A., rosén m.,  2002, “Mortality, severe 
morbidity and injury among long-term lone mothers in Sweden”, International Journal 
of Epidemiology, 31(3), pp. 573-580. 

wHiTeHeAd m., bursTröm b., didericHsen f.,  2000, “Social policies and the 
pathways to inequalities in health: A comparative analysis of lone mothers in Britain 
and Sweden”, Social Science Medicine, 50(2), pp. 255-270.

WHO,  2013, “Joint meeting of experts on targets and indicators for health and well-
being in Health 2020”, Copenhagen, Denmark, WHO.

wickrAmA k.s., lorenz f.o., conger r. d., elder g.H. jr., Todd AbrAHAm w., 
fAng s.,  2006, “Changes in family financial circumstances and the physical health 
of married and recently divorced mothers”, Social Science Medicine, 63(1), 
pp. 123-136. 

zAbkiewicz d.,  2010, “The mental health benefits of work: Do they apply to poor 
single mothers?”, Social Psychiatry and Psychiatric Epidemiology, 45(1), pp. 77-87. 

E. Struffolino Et al.

212



Emanuela Struffolino, Laura Bernardi, Marieke Voorpostel •  Self-reported 
HealtH among lone motHerS in Switzerland: do employment and education 
matter?

Lone mothers are more likely to be unemployed and in poverty, which are both factors associated with a risk of 
poor health. In Switzerland, weak work-family reconciliation policies and taxation that favours married couples 
adopting the traditional male breadwinner model translate into low labour market participation rate for mothers. 
In the case of lone mothers, employment can be associated with better health because it eases the potential 
economic hardship associated with being the sole earner. However, working can represent an additional stress 
factor due to lone mothers’ responsibility as the main caregiver. We investigate how family arrangements and 
employment status are associated with self-reported health in Switzerland. Our analyses on the Swiss Household 
Panel (waves 1999-2011) suggest that lone mothers who are out of the labour market have a higher probability 
of reporting poor health, especially those with an upper secondary level of education. Lone mothers reported 
being in better health when working full-time versus part-time, whereas the opposite applied to mothers living 
with a partner. 

Emanuela struffolino, Laura Bernardi, Marieke Voorpostel •  la Santé perçue deS 
mèreS de familleS monoparentaleS en SuiSSe : le rôle de l’activité profeSSionnelle 
et de l’éducation

Les mères sans conjoint et avec des enfants à charge sont plus susceptibles d’être sans emploi et pauvres, 
deux facteurs qui augmentent les risques d’être en mauvaise santé. En Suisse, l’insuffisance des politiques 
de conciliation entre travail et famille et une fiscalité qui avantage les couples mariés adoptant une division 
traditionnelle du travail se traduisent par de faibles taux de participation des mères au marché du travail. 
Pour le cas particulier des mères seules vivant avec leurs enfants, l’emploi peut être associé à une meilleure 
santé parce qu’il atténue les difficultés économiques liées au fait d’être le seul pourvoyeur de ressources du 
foyer. Cependant, le travail peut représenter un facteur de stress supplémentaire étant donné que les mères 
assument désormais seules la majeure partie des soins aux enfants. Comment l’état de santé autodéclaré 
est-il associé à la situation familiale et le statut d’activité en Suisse ? Les analyses du Panel suisse de ménages 
(vagues 1999-2011) montrent que les mères seules qui sont hors du marché du travail présentent plus de 
risques de déclarer un mauvais état de santé, en particulier si elles disposent d’un diplôme du secondaire 
supérieur. En revanche, les mères seules se déclarent en meilleure santé si elles travaillent à temps plein plutôt 

qu’à temps partiel, alors que c’est l’inverse pour les mères en couple.

Emanuela Struffolino, Laura Bernardi, Marieke Voorpostel •  la Salud percibida 
de laS madreS de familiaS monoparentaleS en Suiza: la influencia de la actividad 
profeSional y de la educación

Las madres sin conyugue y con niños a cargo corren un mayor riesgo de desempleo y de ser más pobres que las 
otras madres, y además estos factores aumentan el riesgo de tener una mala  salud. En Suiza, la insuficiencia de 
las políticas de conciliación entre trabajo y familia, y una fiscalidad que favorece a las parejas casadas que adoptan 
una división tradicional del trabajo, se traducen por una débil participación de las mujeres al mercado laboral. 
En el caso particular de las madres que viven solas, el tener un empleo puede estar asociado a una mejor salud 
ya que atenúa las dificultades económicas. Sin embargo, el trabajo puede representar también un factor de 
estrés suplementario puesto que la madre asegura sola la mayor parte de los cuidados prodigados a los hijos 
¿cómo está asociado en Suiza el estado de salud declarado a la situación familiar y al estatuto de actividad? Los 
análisis del Panel suizo de hogares (olas 1999-2011) muestran que las madres solas que están fuera del mercado 
de trabajo declaran más frecuentemente tener una salud deficiente, particularmente cuando poseen un diploma 
de la enseñanza media o superior. Las mujeres solas se declaran en mejor salud si trabajan a tiempo completo 
que si lo hacen a tiempo parcial, mientras que es lo contrario en las madres con pareja. 

Keywords:  Lone mothers, self-reported health, employment, education, working hours, 
life course, Switzerland.
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