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j Abstract Background: Despite some reports on a
potential link between parenthood and mental health,
associations have not been systematically investigated
yet. The present article provides prevalence rates of
the most common mental disorders for parents and
non-parents. Interactions between demographic and
socio-economic variables, parental status and mental
health are explored. Methods: Data from the 1998/99
German Health Survey (GHS) and its Mental Health
Supplement (GHS-MHS) were analysed using logistic
regression models. Analyses were restricted to par-
ticipants in the age group 18 to 49 (N = 2,801).
Mental disorders and syndromes were assessed with
a standardized diagnostic interview (M-CIDI).
Results: Parenthood was associated with lower rates
of psychiatric morbidity in general, and depressive
and substance use disorders, in particular. The asso-
ciation between parental status and mental health was
more distinct in men than in women, whereas
partnership status moderated this relationship: An
absence of partnership was associated with

increased rates of all common mental disorders.
Among non-parents, such a difference could not be
found. Full-time employment, compared to part-time
employment or unemployment, was linked to lower
rates of the common mental disorders among fathers
but not among mothers and non-parents. Age, edu-
cation and income had no effects on the association
between parental status and mental health. Conclu-
sion: Parenthood is positively associated with mental
health, particularly for men. Most differences can be
found for depressive and substance use disorders.
Partnership seems especially important for parents
since it does not affect prevalence rates of mental
disorders among non-parents.

j Key words mental disorders – children – parent-
hood – epidemiological survey

Introduction

Demographic factors such as age, gender and living
circumstances as well as socio-economic variables as
employment and income have been proven to influ-
ence well-being and mental health [e.g. 1–3]. In this
regard, it is surprising that associations between
parenthood and mental health have not yet been
systematically explored, although selected literature
points out such relations.

Evenson and Simon [4] tried to elucidate the
relationship between parenthood and mental health
by analysing depressive symptoms in different groups
of parents (e.g. single parents, empty nest parents)
and comparing these rates to non-parents. Interest-
ingly, they found that no type of parenthood was
associated with lower rates of depression compared to
non-parents but that some kinds of parenthood were
linked to raised rates of depressive symptoms, both in
men and women.

Data of this study are available as Public Use File from the senior
author (manual and variable description in German language):
Dr. Frank Jacobi, Institute of Clinical Psychology and
Psychotherapy, Chemnitzer Str. 46, D-01187 Dresden, Germany;
e-mail: jacobi@psychologie.tu-dresden.de. For further information
about the Core Survey (GHS-CS) and its Public Use File,
please contact the Robert Koch Institute, Dr. Heribert
Stolzenberg, Nordufer 20, D-13353 Berlin, Germany;
e-mail: stolzenbergh@rki.de.
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Although the study of Evenson and Simon [4] was
the first epidemiological study focusing exclusively on
parental status and mental health, findings from epi-
demiological and clinical studies provide further
information on relations between parenthood status
and mental health. In contrast to Evenson and Simon,
Bebbington and colleagues [5] suggested that par-
enthood might be associated with elevated rates of
depression in women but not in men. They found that
women without children were less affected by
depressive disorders than mothers were. Men’s men-
tal health was not affected by parenthood. In further
studies [6, 7] comparing mothers, who lived either in
a partnership or alone, and women who were not
involved in child-caring, single mothers were found to
be most affected by mental health problems. In con-
cordance with Bebbington et al. [5], women without
children reported the lowest rates of depression.

Numerous studies in this field have addressed the
mental health of single mothers for whom increased
prevalence rates of any psychiatric morbidity [8] and
of depression in particular [9–11] were found. Thus,
single mothers are regarded as a high-risk group for
mental disorders. However, it is still unclear, whether
indeed parental status, lack of support or other
moderating variables determine this effect. Partner-
ship status might be an important source of variance
as studies also found increased prevalence rates
among singles without children compared to persons
living in a partnership [3, 12].

The outlined findings give evidence that parent-
hood might actually be negatively linked to mental
health, especially for women. For various reasons, it
remains unclear, whether these results can be gener-
alized. First, most studies referred to pre-selected
groups as single mothers or women with a mental
disorder, and, thus, provided only a limited perspec-
tive on the subject. Women without children were
rarely considered. An exhaustive investigation of
psychiatric symptoms among parents is only available
for depressive symptoms [4], but not for common
disorders in terms of DSM-IV-diagnoses. A second
limitation is the neglect of men in research on the
relationship between social roles and mental health.
When single parenthood is inspected, the rather small
number of single fathers complicates such compari-
sons. Third, less attention has been paid to potential
moderating variables such as age or employment.
Wang [11], for example, reported that the prevalence
of depression among single and supported mothers
differed only in the age group of 25 years to 50 years.
Regarding employment, employed mothers reported
better physical and mental well-being than house-
wives did [13]. On the contrary, Brown and Bifulco
[14] found increased rates of depression among full-
time employed mothers. Other authors [15, 16]
assumed that employment needs to be regarded dif-
ferentially. They found higher impairment among
full-time employees with family but lower impairment

among part-time employees with children. Among
lone parents, economic hardship has to be considered
as a moderating variable [7, 9] when associations
between parenthood and mental health are inspected.

Almost no study differentiated between the number
of children in the household when inspecting relations
between parental status and mental health in the gen-
eral population. Surveys indicate that subjective well-
being may indeed vary with the number of children
[17]. It might also be plausible that persons with more
than two children experience more life stress and,
hence, are more affected by mental problems. Stroebe
and Stroebe [18] stated that the negative association
between motherhood and subjective well-being would
increase with the number of children. However,
empirical evidence for that assumption is lacking.

The objective of our analyses was to untangle the
associations between parenthood and mental health
in the general population. We chose to examine the
age group of 18 to 49 as the most relevant group in
terms of parenthood. Variables potentially linked to
parenthood were selected against the background of
prior findings. We examined the following questions:

1. Is parental status associated with mental health?
2. Do demographic variables such as gender, age and

current partnership status or socio-economic vari-
ables (education, household income, employment
status) affect this association?

Methods

j Design

The sample was taken from the German Health Interview and
Examination Survey (GHS) and its Mental Health Supplement
(GHS-MHS; N = 4,181; age: 18–65; conditional response rate:
87.6%). The GHS sample was drawn from population registries and
can be regarded as representative according to age, gender and
community type criteria for the adult German population 18–65-
years old. The GHS consisted of a core survey and several sup-
plemental surveys including the Mental Health Supplement (GHS-
MHS). Data on mental disorders were gathered using a two-stage
design. The first stage comprised a screening questionnaire for
mental disorders that was administered at the end of the medical
examination of the core survey. In the second stage, diagnoses for
the most common mental disorders were assessed using a stan-
dardized clinical interview. This was done for all participants of the
core survey who screened positive for a mental disorder in the first
stage and for 50% of those who screened negative. Due to the
resulting over-sampling of screen-positives, data were weighted for
further analyses. Detailed information on design, sampling, re-
sponse and core results are provided elsewhere [19–22].

For our analyses, we limited the sample to the age group of the
18- to-49-year-olds (N = 2,801) as the age group most involved in
current child-caring. Parenthood was defined as living together
with at least one child of one’s own in the same household.

j Sample characteristics

Among those between 18 and 49 of age, n = 1,411 participants were
parents according to our definition; n = 1,390 participants were
childless. The distribution of demographic and socio-economic
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variables in the sample is shown in the left columns of Table 1
(representative for the German population in that age range).
Further, Table 1 depicts the parental status in the demographic and
socio-economic subgroups. Among female participants, 53.8% were
parents, whereas only 46.7% of men reported parenthood
(OR = 1.3; 95% CI: 1.1–1.6). Most parents had either one or two
children (each 43.5%, n = 624); 13% of parents reported having
more than two children. The average number of children was 1.7;
almost half of the children were younger than six years (45.6%; not
shown in Table 1).

Parenthood was significantly more frequent in the older age
group of 35 to 49 years (63.0% vs. 37.8% in the younger age group;
OR = 2.8; 95% CI: 2.4–3.4). Among those living in a partnership,
65.2% were parents compared to 12.9% in the group without
partnership. The N = 103 single parents represented 7.3% of all
parents.

Parenthood was negatively associated with higher education
(40.6% in respondents with 12 years of education or more vs.
54.6% in respondents with 9 years; OR = 0.6; 95% CI: 0.5–0.7) and
higher weighted income (24.4% in the upper vs. 68.3% in the lower
income quartile; OR = 0.1; 95% CI: 0.1–0.2). With regard to
employment status, parenthood was most common in people
working part-time and homemakers (70–85% vs. around 50% in
respondents working fulltime or being unemployed and around
10% in students).

Because of sex and age differences between the groups, we also
analysed whether the found demographic and socio-economic
disparities were moderated by sex or age. We found significant
interactions between parenthood, sex and current partnership: the
majority of single parents were women (77%). Sex also interacted
with parenthood and employment status: Mothers reported more
often being part-time employed than fathers and non-parents of

both sexes did. Rates of unemployment did not vary with sex.
Similar interaction patterns were found for older age. Age addi-
tionally interacted with parenthood with respect to education
indicating that older parents had more often only lower education
than younger parents and non-parents had.

j Assessment

The assessment of psychiatric morbidity was based on a computer-
assisted clinical interview (M-CIDI), conducted by clinically trained
interviewers (psychologists and MDs). The instrument [23–25] is a
modified version of the World Health Organization CIDI (Version
1.2) [26] and assesses symptoms, syndromes, 4-week, 12-month
and selected lifetime diagnoses of a wide range of mental disorders
according to DSM-IV [27] and ICD-10 [28]. The present study fo-
cused on the following aggregated diagnoses (12-month prevalence
rates): mood disorders (including major depressive disorder, dys-
thymic disorder, bipolar I disorders, bipolar II disorders, single
hypomanic episode), anxiety disorders (including panic disorder;
agoraphobia with or without panic disorder; social phobia; specific
phobias: animal, natural environment, blood-injection-injury, sit-
uational type; obsessive compulsive disorder; generalized anxiety
disorder and anxiety disorder NOS), somatoform syndromes and
disorders (including somatization disorder; undifferentiated so-
matization disorder; somatic symptom index SSI 4.6 [29]; hypo-
chondriasis; pain disorder), and substance use disorders (including
substance abuse or dependence, without nicotine).

Information on demographic and socio-economic variables
(e.g. parental and partnership status, education, employment sta-
tus, income) were assessed with help of self-report questionnaires
that were included in the core survey of the GHS.

Table 1 Demographic and socio-economic sample characteristics (GHS-MHS; N = 2,801)a

Totalb
Parentc

N = 1,411
Non-parentc

N = 1,399

N % N % N %

Sex Women 1,387 49.4 746 53.8 641 46.2
Men 1,423 50.6 665 46.7 758 53.3

Age 18–34 1,420 50.6 536 37.8 884 62.2
35–49 1,389 49.4 875 63.0 515 37.0

Current partnershipd Yes 2,007 71.5 1,308 65.2 700 34.8
No 801 28.5 103 12.9 698 87.1

Educatione Hauptschule (9 years) 822 29.3 449 54.6 373 45.4
Realschule (10 years) 1,042 37.2 563 54.0 479 46.0
Abitur (12–13 years) 609 21.7 247 40.6 362 59.4
Other 254 9.1 119 46.9 135 53.1
(still) no school education completed 77 2.8 31 39.7 47 60.3

Employment status
Employed Fulltime 1,567 55.8 752 48.0 815 52.0

15–34 h/week 233 8.3 164 70.4 69 29.6
<15 h/week 136 4.8 109 80.6 26 19.4

Not-employed Student 228 8.1 21 9.3 207 90.7
Retired 25 0.9 7 29.0 18 71.0
Unemployed 157 5.6 79 50.6 78 49.4
Homemaker 166 5.9 140 84.5 26 15.5
Other or unknown 298 10.6 138 46.2 160 53.8

Weighted incomef Low 644 26.5 440 68.3 204 31.7
Medium 1,115 45.9 630 56.5 485 43.5
High 668 27.5 163 24.4 505 75.6

a Data weighted for non-response and design factors in all analyses; varying N
in selected variables due to missing data
b Distribution in the sample
c Parenthood: currently living with at least one child of one’s own in the
household
d Partnership: currently living together with a partner (married or unmarried)

e German educational system
f Equivalence income weighted by number of persons in the household; low:
below 75% of the median equivalence income (lower quartile), medium: 75–
140% of the median equivalence income, high: above 140% of the median
equivalence income (upper quartile)
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j Statistical analyses

To address different sampling probabilities and systematic non-
response, we calculated prevalence estimates (N, %) with the data
weighted for age, gender, region and design factors. Logistic
regression (odds ratios and 95% confidence intervals) were used to
estimate the associations between the different family types and
correlated risks. To account for the weighting scheme as well as the
stratified sampling design by screening status, statistical inference
(confidence intervals and p values) was based on the Huber-White
sandwich estimator of variance [30–32]. This was done with the
Stata software package, release 8.0 [33].

Results

j Parental status and mental health

We first computed 12-month prevalence rates of the
most common mental disorders for both parents and
non-parents. Overall, mental disorders were signifi-
cantly more frequent in non-parents compared to
parents (34.2% vs. 29.7%; OR = 1.2; 95% CI 1.0–1.5).
Comparisons within the diagnostic categories showed
that this was due to differences in the prevalence rates
of depressive disorders (OR = 1.3; 95% CI 1.0–1.6)
and of substance use disorders (OR = 1.6; 95% CI
1.1–2.3), indicating that both depressive and sub-
stance use disorders were less frequent among parents
(Table 2).

We further analysed whether prevalence rates
among parents varied depending on the number of
children living in the household. Rates of mental
disorders were lower among parents with two chil-
dren, both compared to non-parents and parents with
either one child or more than two children (25.4% vs.
34.2% for non-parents, 34.3% for one child, and
28.5% for more than two children). Similar results
were found for all examined diagnoses; however, most
comparisons failed statistical significance.

The same analyses were conducted for parents with
children under six years in order to check whether the
children’s age affected these associations (not shown
in Table 2). Prevalence rates among parents with
younger children were slightly but not significantly
lower than prevalence rates for parents in general (for
any mental disorder: 27.1% vs. 29.7%). Again, having
two children was associated with lower rates of mental
disorders than having one child or having more than
two children (22.9% vs. 30.2% for one child and more
than two children, respectively).

j Effects of demographic and socio-economic
variables

In order to clarify the impact of demographic and
socio-economic variables on the association between
parental status and mental health, interaction terms
for these variables, parenthood and mental disorders
were conducted. Since results for somatoform disor-
ders mostly failed statistical significance, they were

excluded from Table 2 in order to enhance readability
of the table. Specifications on these results are given
in the text.

As expected, women were significantly more often
affected by mental disorders among parents and non-
parents; however, the interaction term revealed that
this gender effect was significantly smaller in non-
parents (interaction: OR = 0.61; CI 0.43–0.88). In the
diagnostic subgroups, this could be found as a trend
in mood disorders and somatoform disorders,
although results failed statistical significance. In
anxiety disorders and substance use disorders, gender
differences in interaction with parenthood were less
prominent or not existent.

Age in general did not affect the associations
between parenthood and mental health. Substance use
disorders were more frequent among younger persons
in both groups.

The most important moderating variable was
partnership status, indicating partnership to be pos-
itively associated only with parents’ mental health
(interaction: OR = 0.39; CI 0.24–0.65). Parents with-
out partner reported mental disorders almost twice as
often as parents with partner did (51.6% vs. 27.9%;
OR = 2.75; CI 1.80–4.21). This finding could be rep-
licated for all diagnostic groups except for somato-
form syndromes, where partnership did not
significantly affect the association between mental
health and parental status. Among non-parents, rates
of psychiatric morbidity were independent from
partnership status (35.2% vs. 33.3% for any mental
disorder). Only substance use disorders were twice as
frequent among singles compared to non-parents
with a partner (OR = 2.20; CI 1.37–3.54).

Full-time employment compared to part-time
employment was advantageous in terms of lower
prevalence of mental disorders for parents but not for
non-parents (interaction: OR = 0.47; CI 0.26–0.48).
Unemployment was linked to increased prevalence
rates of mental disorders in both groups, but some-
what more in parents. A similar effect was found for
persons who were not in the workforce (homemakers,
students, etc.). The finding of lower prevalence of
substance use disorders in part-time employment
compared to fulltime (OR = 0.10; CI 0.01–0.77) can be
explained by a gender effect (>90% of part-time
working respondents were women) and was not spe-
cific for parents or non-parents. For substance use
disorders, we also found an interaction between
parental status, mental health and not being in the
workforce, indicating that parents who were not
economically active are significantly less often
affected by substance use disorders than parents with
full-time employment, whereas non-parents were
assigned a diagnosis of a substance use disorder more
often when economically active.

A medium or a high household income was
associated with lower rates of mental disorders. The
positive effect of higher income was found for both
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groups, parents and non-parents, and, thus, did not
interact with parental status. We also found no
interaction with education (results not reported in
Table 2).

Due to the strong interactions with gender, we
additionally computed analyses stratified for gender
(Table 3). Results affirmed positive associations be-
tween parental status and mental health for men, but
not for women. Partnership significantly interacted
with parental status and mental health for both,
mothers and fathers; however, except for substance
use disorders, this interaction was stronger in men.
Interestingly, substance use disorders were more
prevalent in younger ages among both parents and

non-parents, but again only in men. Effects of income
were independent from gender. Fathers with other
than full-time employment suffered significantly more
often from depressive disorders than fulltime working
fathers. This association could neither be found for
mothers nor for non-parents.

Discussion

The study explored relationships between parental
status and common mental disorders with help of
epidemiological data representative for the German
population in the age group of 18 years to 49 years. In

Table 2 Parental status and the prevalence of mental disorders (12-month): Interaction with demographic and socio-economic variables

Any mental disorder Any depressive disorder Any anxiety disorder Any substance disorder

% ORa 95% CI % ORa 95% CI % ORa 95% CI % ORa 95% CI

Parental status Parent 29.7 10.8 14.6 4.4
Non-parent 34.2 1.23* 1.03–1.47 13.4 1.28* 1.01–1.63 13.8 0.93 0.75–1.16 7.0 1.63* 1.13–2.35

Number of children One child 34.3 12.3 16.6 4.4
Two children 25.4 0.65* 0.50–0.85 9.1 0.72 0.49–1.04 12.5 0.72* 0.52–0.99 4.1 0.9 0.49–1.68
More than two children 28.5 0.76 0.50–1.15 11.2 0.90 0.51–1.59 15.5 0.92 0.57–1.49 5.5 1.2 0.51–3.04

Sex
Parents Male 21.5 6.7 8.4 7.3

Female 36.9 2.14* 1.64–2.78 14.4 2.36* 1.59–3.49 20.2 2.75* 1.96–3.88 1.8 0.24* 0.13–0.44
Non-parents Male 31.4 11.2 9.5 10.4

Female 37.5 1.31* 1.03–1.68 16.3 1.52* 1.08–2.13 18.9 2.21* 1.59–3.07 2.9 0.26* 0.15–0.44
Parent · sexb 0.61* 0.43–0.88 0.64 0.38–1.08 0.80 0.50–1.29 1.07 0.47–2.42

Age
Parents 18–34 31.0 10.7 14.4 6.2

35–49 28.9 0.90 0.70–1.17 10.8 1.02 0.71–1.47 14.8 1.03 0.75–1.40 3.3 0.51* 0.29–0.90
Non-parents 18–34 33.4 12.0 13.4 8.7

35–49 35.4 1.09 0.85–1.41 15.8 1.38 0.99–1.92 14.5 1.10 0.79–1.51 4.1 0.45* 0.27–0.74
Parent · age 1.21 0.84–1.74 1.35 0.82–2.22 1.07 0.68–1.67 0.87 0.41–1.87

Partnership status
Parents Partner 27.9 9.8 13.6 3.8

No partner 51.6 2.75* 1.80–4.21 23.6 2.85* 1.73–4.70 27.5 2.41* 1.49–3.90 12.5 3.65* 1.88–7.10
Non-parents Partner 33.3 12.3 14.0 4.5

No partner 35.2 1.09 0.85–1.39 14.6 1.22 0.88–1.70 13.7 0.97 0.70–1.34 9.5 2.20* 1.37–3.54
Parent · partner 0.39* 0.24–0.65 0.43* 0.24–0.78 0.40* 0.23–0.72 0.60 0.27–1.36

Income
Parents Low 33.7 13.3 18.9 4.0

Medium 27.7 0.75* 0.57–1.0 10.1 0.74 0.50–1.09 12.7 0.62* 0.44–0.87 5.0 1.29 0.69–2.44
High 27.2 0.73 0.47–1.14 6.9 0.49 0.24–1.00 13.0 0.64 0.36–1.13 2.6 0.65 0.21–1.95

Non-parents Low 40.9 16.4 15.5 8.2
Medium 35.7 0.80 0.56–1.15 13.5 0.79 0.49–1.28 16.1 1.04 0.66–1.64 9.0 1.11 0.60–2.04
High 31.3 0.66* 0.45–0.96 12.8 0.75 0.45–1.22 11.5 0.70 0.44–1.14 5.2 0.61 0.31–1.20
Parent · medium vs. low income 1.07 0.67–1.69 1.08 0.58–1.28 1.67 0.95–2.95 0.86 0.36–2.07
Parent · high vs. low income 0.90 0.50–1.59 1.53 0.64–3.66 1.10 0.25–2.30 0.95 0.26–3.44

Employment
Parents Full-time 22.8 6.7 9.7 5.4

Part-time 38.7 2.13* 1.55–2.93 13.2 2.13* 1.33–3.40 21.7 2.60* 1.76–3.78 2.6 0.46 0.20–1.08
Unemployed 45.8 2.85* 1.72–4.74 23.4 4.23* 2.32–7.85 22.1 2.65* 1.44–4.85 6.9 1.92 0.86–4.27
Not in workforce 31.1 1.53* 1.08–2.16 15.7 2.61* 1.63–4.17 17.0 1.91* 1.26–2.91 1.9 0.33* 0.14–0.82

Non-parents Full-time 32.1 12.4 11.6 5.3
part-time 32.1 1.00 0.61–1.63 14.5 1.20 0.62–2.31 16.6 1.50 0.84–2.70 0.6 0.10* 0.01–0.77
Unemployed 47.0 1.88* 1.14–3.09 20.2 1.78 0.99–3.20 23.9 2.37* 1.36–4.14 9.8 1.92 0.86–4.27
Not in workforce 35.8 1.18 0.88–1.58 13.6 1.11 0.75–1.65 14.8 1.31 0.90–1.92 9.9 1.95* 1.15–3.31
Parent · part time vs. fulltime 0.47* 0.26–0.84 0.57 0.25–1.27 0.58 0.29–1.17 0.23 0.03–1.99
Parent · unemployed vs. fulltime 0.67 0.32–1.34 0.42* 0.18–0.97 0.90 0.39–2.04 1.47 0.44–4.96
Parent · NIW vs. fulltime 0.77 0.49–1.21 0.43* 0.23–0.79 0.69 0.39–1.20 5.83* 2.06–16.46

a OR (95% CI) from logistic regression; reference: upper category
b Interaction with parental status
* p < 0.05
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contrast to other studies [4, 5], we found an overall
positive effect of parenthood on mental health that
implied significantly lower rates of depressive disor-
ders and substance use disorders in parents. This
positive association between parenthood and mental
health interacted with gender but not with age, indi-
cating that gender differences in the prevalence of
mental disorders are stronger in parents than in non-
parents. We also could not confirm findings on a
negative association between parenthood and current
women’s mental health (and depressive disorders,
particularly). Although our findings suggest that only
men’s mental health is significantly linked to parental
status, we found no evidence for disadvantages of
parenthood among women. The fairly small variance
of prevalence rates within the age groups is consistent
with prior findings in the relevant age groups [1, 12].

Interestingly, current partnership was significantly
associated with lower rates of mental disorders in
parents but not in non-parents. This finding con-
tributes to prior evidence for single parents being a
high-risk group for mental disorders [8–11]. Single
fathers represent only less than a quarter of all single
parents but these cases are even more disadvantaged
in terms of elevated prevalence rates than single
mothers. The finding that partnership status did not
interact with mental health among non-parents sug-
gests that the negative effects of singlehood presumed
in the prior literature [3, 12] might be existent only in
parents.

Low income was associated with elevated rates of
mental disorders in both parents and non-parents but
did not interact with parental status. Against the
background that parents were overall disadvantaged
in terms of socio-economic status, it was surprising
that parents in all income groups reported lower rates

of the most common mental disorders since previous
health surveys and meta-analyses indicated that such
shortcomings are linked to poorer mental health
[7, 10, 34, 35]. Unemployment also was associated
with higher rates of mental disorders both in parents
and non-parents, but this effect was stron-
ger—although not statistically significant—in par-
ents. Employment, therefore, seems to play an even
more important role for parents. These findings
support the assumption that financial hardship and
unemployment are indeed associated with poor
mental health but that interactions between gender,
family status and the perception of the financial sit-
uation have to be considered [36–38].

Results regarding employment also indicate that
part-time employment is negatively associated with
mental health for parents but not for non-parents.
Detailed analyses revealed that this was only true for
men. We could not confirm findings that rates of
depressive disorders are higher in mothers with full-
time employment [14]. However, this finding needs
further clarification, especially regarding possible
interactions with partnership status.

We also found some evidence that the number of
children living in the household may affect parents’
mental health: Having two children was associated
with lower rates of almost all common mental disor-
ders. Reasons for that are unclear and, due to rather
small sample sizes for parents with more than two
children, they could not be explored. Sociological
surveys have found that having two children is re-
garded as most desirable in the population [17]. In
this respect, the association might be a result of
selection processes—having two children might be a
feature of well-adjusted couples. Data of prospective
studies are needed to provide further clarification of

Table 3 Odds Ratios stratified for gender

Any mental
disorder

Any depressive
disorder

Any anxiety
disorder

Any substance
disorder

Male Female Male Female Male Female Male Female

Parental status: ref. parent 1.67* 1.02 1.76* 1.13 1.15 0.92 1.48 1.59
Age: ref. 18–34 Parents 1.01 0.95 0.93 1.19 1.60 1.01 0.37* 0.78

Non-parents 1.23 0.93 1.17 1.50 1.29 0.90 0.48* 0.47
Partnership status: ref. partner Parents 4.19* 1.96* 4.57* 2.04* 2.83 1.82* 5.00* 8.43*

Non-parents 1.09 1.17 1.11 1.46 1.18 1.04 2.35* 1.07
Income: ref. low income

Parents Medium 0.80 0.75 0.77 0.76 0.55 0.69 1.88 0.39
High 0.82 0.73 0.71 0.42 0.67 0.68 0.78 0.37

Non-parents Medium 0.94 0.68 0.77 0.82 0.76 1.34 1.23 0.79
High 0.67 0.66 0.88 0.65 0.48 1.00 0.56 0.65

Employment: ref. full-time
Parents Part-time 2.97 1.15 6.14 0.93 0.67 1.44 3.07 n.c.

Unemployed 1.87 2.15* 6.30* 1.86 1.65 1.94 1.36 n.c.
Not in workforce 2.26 0.82 7.60* 1.10 2.30 1.05 1.78 n.c.

Non-parents Part-time 0.50 1.03 n.c. 1.38 2.20 1.07 n.c. 0.31
Unemployed 1.63 2.21* 1.50 2.12 1.63 3.11* 2.42 0.70
Not in workforce 0.99 1.33 0.81 1.36 0.94 1.43 2.30 2.07

* p < 0.05
n.c. not calculable
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these associations. The age of the children was neg-
ligible for the prevalence of mental disorders.

j Limitations

The results of our study are limited in several regards.
Because the data were collected retrospectively and
cross-sectionally, we cannot suggest causal interpre-
tation of our findings. They are to be regarded as
associations that might have reasons other than the
assumed ones (e.g. it remains unclear whether having
two children is a protective factor for mental health or
whether only persons without mental problems have
more than one child). Moreover, we cannot rule out
that other sources of variance (e.g, relationship
history) additionally influence the found associations.
A few analyses need to be interpreted cautiously due
to the small size of some sub-samples.

Subsamples were restricted to the age range of
18–49 years and defined as distinctively as possible;
however, there are some uncertainties about group
assignment. For persons assigned to the non-parent
group, we do not know whether they have children
who do not live in their household or whether they
are (still) childless. This might be relevant as studies
indicate that empty-nest parents report more well-
being than parents whose children still live in the
household [4]. However, since this would rather re-
duce the potential differences between parents and
non-parents, we found that acceptable for an inves-
tigation of relations between current parental status
and mental health.

Despite these limitations, our findings can be re-
garded as being representative for the German pop-
ulation, and they contribute to the exploration of
mental health correlates. However, some questions
remain. According to findings that involuntary
childlessness is associated with depression as well as
psychosomatic disorders [39], it should be differen-
tiated between intended and unintended childless-
ness. Research on parenthood should also ask for
unintended pregnancies as a potential source of
mental health problems [40]. According to role
hypotheses, diversification of roles positively affects
mental health whenever desired. Unwanted roles, on
the other hand, might implicate impairment. In this
regard, unwanted separation from children (e.g. by
divorce) and its effects on mental health have not
been sufficiently explored yet. There are some studies
demonstrating negative effects of separation on chil-
dren’s well-being [e.g. 41], including suicidal ideation
[42], but effects of separation on the mental health of
parents also need further clarification.

Conclusion

Parental status is associated with lower rates of any
mental disorder in general, and depressive and sub-

stance use disorders, in particular. This association is
clearly stronger in men. The absence of partnership is
linked to an increase of psychiatric morbidity in
single parents but not in single non-parents. Future
studies should address unsolved issues such as actual
direction of these associations (selection or causation
hypothesis) and the influence of antecedents of par-
enthood (intended vs. unintended parenthood, rela-
tionship history).
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