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Abstract—Although research shows that marriage protects health, some argue that it protects men more
than women. The paper explores this argument by examining the special case of the separated and divorced.
If men benefit from marriage, then they should have greater health risk when marriage ends, Examining data
on morbidity, mortality and mental health, we use ratio analysis to compare males and females, The findings
do not provide consistent support for the prediction that marital dissolution has a greater effect on men than
on women. Rather, it is type of health problem, severity and stage of greatest risk that varies by gender. Men
have more of the severe health problems including mortality and hospitalization of all types. Women have
more of the less severe health and mental health problems. Men and women differ in whether separation or
divorce is associated with greater risk. We speculate about gender-linked experiences to explain these

differences.

One of the most consistent observations in health
research is that the married enjoy better health than
those of other marital statuses. Among the non-
married, the separated and divorced experience a
particularly high health risk as measured by four sets
of indicators. First, disease morbidity and disability
data reveal both the advantaged position of the
married as well as the particularly high risk associated
with marital dissolution [1-3]. Second, whether using
treated or community prevalence rates, research on
mental health consistently reveals the heightened
vulnerability of the formerly married compared to the
currently married [4-15]. Third, data on mortality
reveal that the married have lower rates than any other
marital status group. This pattern has been found for
every age group (20 years and over), for both men and
women, and for both whites and nonwhites [16-19].
Finally, studies of utilization behavior find the same
pattern: +the married have lower rates than the
separated and divorced of contact with physicians,
short and long term general hospital stays [20-22]
and visits to psychiatric hospitals and outpatient
clinics [23].

While the association between marriage and better
health is apparent across all health indicators, the
direction of the causal sequence is not clear. On the one
hand, a social selection hypothesis suggests that
marital status is a consequence of health, for illness
both decreases the likelihood of marriage and
increases the likelihood of marital dissolution, On the
other hand, a social causation hypothesis identifies the
experience of separation or divorce as the precipitant
of poor health as individuals whose marriages dissolve
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are exposed to a variety of strains. As many authors
suggest, these two hypotheses are not necessarily
mutually exclusive but probably interact in complex
ways [24].

In the absence of longitudinal data to address the
question of causal order, investigators have tended to
assume a social causation framework. Thus, research
attempts to specify the components of marriage which
may protect health as well as the stress provoking
problems of daily life which may undermine the health
of the separated and divorced. Marriage is distin-
guished by its ability to provide for steady intimacy
and a “reservoir of emotional support™ [25], by its
provision for shared daily routines and habis, as well
as by providing its members access to others in the
wider community [26,27]. However, marriages do not
protect all spouses in the same way. In particular,
males and females derive different kinds of “benefits
from marriage. Using social role theory, Gove and his
colleagues identified gender specific roles in marriages
and related these to measures of health status, most
notably psychiatric symptom rates. Marriage pro-
duces higher rates of mental impairment in women
than men, Gove contends, as a consequence of the
particular conditions women face in their roles as
wives and mothers [28] :

According to this argument, women are limited
more often than men to one source of gratification—
the family-——and the extensive familial demands
associated with women’s roles are stressful and
ungratifying. The role of housewife is relatively
unstructured and the work it entails is invisible. The
tasks of raising children and keeping house carry little
prestige, are repetitive, and sometimes boring.
Providing nurturence for others reduces married
women’s ability to provide good. care for themselves.
And employment of the wife results in strain and
overload because she still has. responsibility for the
home.

Men, on the other hand, have two potential sources
of gratification— family and employment. These two
roles do not result in a double burden for married men
because their wives provide the work of the home. So,
too, their wives provide access to a series of important
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relationships, most notably with kin, neighbors and
children. The work role may well provide men with a
certain prestige and power within the family [29],
while the family itself provides men with daily care.
More than for women it is likely to be the sole source
of emotional sustenance. As a consequence, Bernard
argues that “men need marriage more than women do”
[30].

Stated in its simplest form, Gove [28]and Bernard
[30] contend that marriage protects men more than it
does women. They argue that in modern industrial
society men benefit from the structural arrangements
of marriage and this is evidenced by their better health
status compared to either married women or not
married men [31). Yet recent research has yielded
contradictory findings on whether the dissolution of a
marriage is worse for men or for women [32]. Some
investigators have found that it is worse for women’s
psychological well-being and life satisfaction [33].
Others have found no overall gender differences in
reported well-being [34 1. Ina review piece, Brownand
Fox conclude that “women experience both more
situational stress and more conscious feelings of
subjective distress than men during a divorce” [35].

These contradictory findings may be a consequence
of multiple factors including: (l)the particular
indicator employed by each investigator; (2) the
potential gender bias in the health indicator used;
(3)the kind of analytic strategy; (4)the pooling of
different marital status groups in comparisons (e.g. all
formerly married — separated, divorced, widowed—
are compared to the married); or (5)the merging of
distinet stages in the dissolution process which may be
associated with different levels of stress for males and
females.

The purpose of this paper is to explore critically the
issue of whether marriage is more protective of men’s
or women’s health by examining the special case of the
separated and divorced. We will review data on gender
differences in this population across a variety of health
indicators. If it is true that men benefit from marriage
and that these benefits are reflected in their superior
health status when compared to married women, then
one would expect that men would experience a greater
health risk when their marriages end.

There is considerable evidence for gender differences
in mortality, morbidity and illness behavior [36).
Overall, women have lower death rates than men but
report more mild transitory disorders, such as acute
physical illness, neurotic symptoms, and functional
disability. They also visit physicians more frequently
than men and in general have higher rates of
hospitalization, although men have higher rates of
psychiatric admissions. As a consequence of these well-
documented gender-linked patterns of risk, we will use
a [ull range of health status indicators to describe the
health of those whose marriages end. If marriage
benefits men’s health more than it does women's then
separated and divorced women compared to married
women should have better health status than
separated and divorced men compared to married men
on all of these indicators.

We can elaborate this prediction still further. There
is some evidence from small samples both that feelings
of distress vary with stage in the dissolution process
[37] and that males and females differ in the point in
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the dissolution process associated with greatest risk
[38). Thus we will examine the data for evidence of
stage differences as well as absoluie differences
between males and females. For it may be that
separated and divorced men differ from their female
counterparts not only in degree and type of health risk
but also in stage of risk.

DATA SOURCES AND MEASURES

To explore these questions we utilized several sets of
data— published and unpublished —on physical
health, mortality and mental health. These included
the National Health Interview Survey, the Health and
Nutritional Examination Survey, a survey of the
mental health of Los Angeles County and mental
health treatment statistics for the United States
population.

For information on physical health, the National
Center for Health Statistics provided unpublished
data for three years from the Health Interview Survey
(1974, 1978, 1980) [39]. This yearly nationwide survey
includes measures of restricted activity days due to
illness, activity limitation due to a chronic condition,
incidence of acute conditions, physician visits and
hospital episodes [40].

For information on community prevalence of
mental health symptoms, we utilized two large scale
surveys. First we obtained unpublished data from the
Health and Nutritional Examination Survey
(HANESI) [41,42]. These data were collected in
1974-1975 by the National Center for Health
Statistics from a representative sample of the United
States population. A subsample (N = 2966) of the
HANES sample was given the Center for
Epidemiological Studies Depression Scale (CES-D).
This is a 20-item self report scale which measures
depressive symptomatology in the general population.
Ttems cover depressed mood, including feelings of
guilt, worthlessness, helplessness and hopelessness as
well as psychophysiologic manifestations such as
psychomotor retardation, loss of appetite and sleep
disturbance. Second, we utilized a data set from a
survey of 1000 residents of Los Angeles County. Data
were collected in 1979 from home interviews. The CES-
D was employed as the measure of mental health [43].

In addition to community survey dala on mental
health, we examined treatment statistics published by
the National Institute of Mental Health, We analyzed
hospital and outpatient admissions for two survey
years, 1970 and 1975 [44].

For several reasons, these sources of data are useful
to explore the questions posed in this paper, First,
standard measures of both physical and mental health
status are employed, For physical health, morbidity
indicators measure respondents reports of illness as
well as illness behavips, For mental health, depression
is particularly appropriate because it is the most
common mental health problem in the general
population [45] and because this condition is most
likely to be sensitive to environmental conditions,
especially the loss of a significant other [46]. Secondly,
the diversity of data sets is useful. Because we are
interested in gender differences in the type of risk, the
data allow us to consider a wide array of health
indicators for possible gender linked patterns of risk
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associated with marital dissolution, Finally, because of
their large sizes, these respective data sets allow
comparisons of males and females in the discrete
marital status groups of interest (married, separated,
divorced). The disaggregation of the formerly married
is particularly critical for we are interested not only in
absolute differences between males and females but
also in stage of greatest health risk within each gender
group. We will use separation and divorce as measures
of discrete stages in the marital dissolution process.

Unfortunately, the data do have limitations. There
are no controls for factors which may condition the
divorce experience, e.g. income, race, custody arrange-
ments and the like. However, using earlier National
Health Interview Survey data on acute and chronic
illnesses, illness behavior and utilization, Verbrugge
[47] showed that controls for income and race did not
alter the patterns of association by marital status.
Although we cannot assess the impact of these
contextual variables directly, the literature on divorce
can provide information to assist us in speculating
about probable gender differences on these dimen-
sions. Moreover, the absence of controls for income or
other indicators of social class is not a problem for this
exploratory test because these would tend to favor
men’s health status. Stated differently, sepatated and
divorced men, on the average, are in a better economic
position than separated and divorced women [48].
Because income is the primary correlate of health
status [49], men should have less health risk
associated with separation and divorce than women.
Thus, the respective data sets offer a conservative test
biased in favor of men’s health,

RESULTS
Degree and type of health risk

Table 1 presents age specific rates for five indicators
of morbidity from the Health Interview Survey for the
years 1974, 1978 and 1980. Only two age groups
(25-44 and 45-64) were chosen for analysis because
rates of marital dissolution are highest during this 40
year age span and because these sample size estimates
of health status were statistically reliable. Within these
age groups we calculated rates for males and females
separately in three marital groups: married, separated
and divorced [S0].

On two measures of disability — restricted activity
days and chronic activity limitations— we find that
both males and females enjoy better health when
married than do either the separated or divorced.
However, on the other three measures— acute
conditions, physician visits and short stay hospital-
izations—we find some interesting reversals of this
pattern. Among those aged 25-44, married women
have more short-term hospital stays than divorced
women. This is probably due to obstetrical admissions.
In light of previous research, it is the lack of advantage
for married males on acute conditions and physician
visits that is especially noteworthy. We find that
married males have higher rates of acute conditions
than males whose marriages have dissolved (the only
exception is among those 25-44 in 1980) and that
older married males have either essentially the same or
higher rates of physician visits than those who are
separated and/or divorced,

Table 1. Morbidity rates by sex and marital status, Health Interview
Survey; 1974, 1978, 1980

1974 1978 1980
Male Female Male Female Male Female
Restricted activity days*
Age 25-44
Married 1L29 1502 1309 1622 1389 1625
Separated 19.10 31.68 1235 30.65 1994 13538
Divorced 22.69 2523 2235 3086 2117 2329
Age 45-64
Married 2093 21.33 2198 2326 2252 2433
Separated 2929  44.17 3422 5529 3904 5349
Divorced 34.34  37.52 3454 4170 3934 4252
Chronic activity limitationt
Age 25-44
Married 909 870 954 799 929 780
Separated 13.37 2149 1316 1924 (120 1639
Divorced 1623 16413 1373 1257 1086 1035
Age 45-64
Married 2378 - 2043 2299 1998 2329 1998
Separated 344 38.07 3250 3835 2683 3323
Divorced 34.56 3011 3594 2969 3026 2668
Incidence acute cond’s}
Age 25-44
Married 155.62 170,13 187.73 220,80 17636 23314
Separated 150.93 229.08 18096 32326 30553 30LLS
Divorced 166.22 232,75 20499 28321 187.02 278.68
Age 45-64
Married 91,76 108.35 12528 153,66 119.03 150.54
Separated 127.10 191,91 9035 17647 9148 13601
Divorced 74.56 141.60 133.53 231,71 12333 217.39
Physicians visits§
Age 25-44
Married 350 597 341 5.47 3.35 5.57
Separated 471 177 432 743 360 849
Divorced 389 B47 413 880 405 645
Age 45-64
Married 488 590 461 541 441 523
Separated 7.02 784 447 807 38 170
Divorced 482 717 483 850 3.8 817
Short stay hospital episodesy)
Age 25-44
Married 739 1737 692 1597 685 1625
Separated 10.05 20.54 897 1743 896 1936
Divorced 10.58 1525 867 1521 8.60 1356
Age 45-64
Married 12,77 1272 [L60 1207 1L36 1120
Separated 1595 1392 1834 1555 1447 13353
Divorced 1504 12,69 1271 1610 1172 1245

*Number of disability days per person per year.

tPer 100 persons per year (or %, of population limited).
{Number of conditions per 100 persons per year.

§Per person per year,

fIPer 100 persons per year,

Consistent with past research, we find. that, in
general, women—regardless of marital status—are
less healthy than men. The major exceptions to this
pattern are limiting chronic conditions and hospital
episodes among 45-64 year olds. Women report more
restricted activity days, acute conditions and util-
ization of physicians and hospitals [51].

However, in order to see whether marital dissolution
is worse for men than for women, we need to know if
the effects of separation and divorce are greater on
males than on females. This is not a matter of
comparing absolute rates between the two gender
groups. Instead, we need to compare the health of
separated and divorced males, relative to married
males, with the health of separated and divorced
females relative to married females. In other words, we
need to use the health of the married of each gender
group as a baseline to assess the relative risk for each






