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Abstract

Mental illness is increasingly recognized as a major threat to well-being, particularly among
women, around the world. At the same time, demographic and social changes are altering the way
families are formed with potential implications for women’s mental health as they are increasingly faced
with the prospect of cohabitation, union dissolution, widowhood and never marrying. Although changes
in union formation and dissolution and the effects on women’s health have been explored in the U.S,,
we know little about these relationships in developing country contexts. To begin to fill this gap in
research, our study investigates how union status affects depression among women in Mexico, where
marriage rates remain high but nonmarital unions, divorce and single-female headed households are on
the rise. We contribute to the literature on how marriage affects women’s health by disaggregating
union status into marital versus consensual unions and first versus higher order unions. Our results
suggest that in the context of Mexico, both marital and consensual unions reduce the risk of depression
compared with being divorced/separated or single. However, this health benefit only holds for first
unions and there is a large mental health penalty for Mexican women living in second or higher order
unions.

Introduction

Unprecedented increases in union instability, cohabitation, non-marital fertility, divorce, and
female-headed households have increased the diversity in union status and transitions for women
around the world. This has raised questions about how different union states may affect individuals’
lives. Existing empirical evidence supports the contention that married people enjoy better mental and
physical health than the unmarried, even after controlling for selection processes (Waite and Gallagher
2000). However, these effects may differ for individuals in different social groups, with particular
disadvantages for members of marginalized socioeconomic groups (Lichter, Graefe and Brown 2003;
Williams, Takeuchi and Adair 1992; Williams and Umberson 2004). There is also some new evidence
that, in addition to current union status, marital transitions and change are important for health
(Williams and Umberson 2004; Zhang 2006).

One group that may be particularly disadvantaged by union status and transitions is women in
developing countries. In these contexts women tend to have lower social status, income earnings, and
more parenting responsibilities than men (CONAPO 2000; Filgueria and Peri 2004) and compared with
their counterparts in developed countries. A recent study suggests that across developing country
settings women have worse mental health than men (Das et al. 2007). Given changes in fertility and
marriage patterns in recent years, more research is needed to explore how union status and transitions
may affect women’s health in contemporary developing country settings. We contribute to this
literature by investigating how women’s union status affects their mental health (depression) in Mexico.

To contribute to our understanding of how union status may affect women’s mental health, this
paper explores the effects of different types of unions on women’s depressive symptoms using
nationally representative longitudinal data from Mexico. In Mexico, as in many developing countries,
marriage is less selective than in the U.S. and consensual unions (traditional alternatives to formal
marriage) are relatively common and provide an important comparison group to those formally married.
Recent trends in Mexico also suggest that demographic and family changes have resulted in increasing
divorce and separation rates, requiring an exploration into the consequences of both union dissolution
and re-marriage for women’s well-being. In this paper we consider a broad array of union status
categories, including distinguishing between formal marriage and more informal consensual unions to
assess whether formal marriage has distinct advantages (or disadvantages) for women’s mental health.
Another contribution of this paper is to compare the effects of first unions (formal marriage and
consensual unions) to higher order unions on women’s mental health to determine if second and higher
order marriages may be qualitatively distinct from first unions, and whether any mental health benefits



of unions may be limited to first marriages. We also consider how divorce, separation, widowhood, and
being never married affect Mexican women’s mental health, compared to being in any union, marriage
versus consensual unions, and first versus higher order unions.

Research has not given sufficient attention to how re-marriage and nonmarital transitions (e.g.
into and out of cohabitation) may affect well-being, particularly in developing countries. In
distinguishing among first and second marriages and first and second consensual unions, we aim to
provide a more specific consideration of marriage effects. Given the limited research in this area, it is
hoped the results will contribute to our understanding of how union status affects women’s mental
health in developing country settings, and provide a more nuanced consideration of the effects of union
status on women’s mental health.

Addressing these research questions in Mexico not only provides important insight into
women’s health in a developing country context, but informs the larger body of marriage literature by
determining whether the relationships between union status and mental health are unique to the U.S.
and developed country settings, or are more universal processes. Further, given that Mexican women
influence U.S. demographic and social structures through fertility (Mexican-origin women have the
highest fertility rate in the U.S.) and migration, understanding the effects of union status and transitions
on Mexican women’s well-being is also relevant for U.S. family and health research.

Background
Mental Health

Mental health is increasingly being recognized as an important indicator of health, and it is
estimated that 14% of the global burden of disease can be attributed to mental health disorders, with
depression as the main mental health problem worldwide (Prince et al. 2007). It is estimated that 154
million people worldwide suffer from depression, and that by 2020 depression will become the second
leading cause of disease around the world (World Health Organization 2000). Further, women are
almost twice as likely as men to suffer from depression (World Health Organization 2000). A review of
the literature suggests that mental health is associated with multiple physical health problems (including
higher mortality rates), and these physical problems can extend into the next generation by increasing
the prevalence of low birth weight and reducing effective care of children (Prince et al. 2007). Thus,
although understanding the determinants of women’s mental health is important in and of itself, it also
provides insight into the potential risks to infant and child health, as these women become pregnant,
give birth, and care for their children.

Given the seriousness of mental iliness worldwide, particularly among women, it is important to
understand what sociodemographic factors are associated with mental iliness. This is especially true in
undeveloped countries, where poverty is a major contributing cause and few resources are available to
treat problems (Das et al. 2007; Kessler et al. 2005; Patel and Kleinman 2003; World Health Organization
2007). Although there are few country-specific statistics, the World Health Organization suggests that
the burden is high in Latin America: depression is the leading cause of disease burden in Brazil and the
second leading cause among women in Chile. Women in developing countries may be at particularly
high risk for mental health problems due to their lack of social and economic power relative to men,
their increased chance of experience poverty and violence, and their role as primary care givers under
difficult conditions (World Health Organization 2000). However, we know little about how family
contexts, and union status in particular, affect women’s mental health in developing country contexts.
Thus below we begin with a review of U.S. and developed country research to provide a foundation for
considering how union status may affect women’s risk of mental health problems, followed by what we
know about the Mexican context.



Union Status and Mental Health

Research in the United States on union type and mental health generally finds that married
individuals experience greater levels of psychological well-being and mental health compared to the
unmarried (Ross, Mirowsky and Goldsteen 1990; Umberson and Williams 1999). This marital advantage
is thought to be related to the social control that marriage exerts over individuals (Duncan, Wilkerson
and England 2006; Umberson 1987), the social integration and support that marriage provides (Pearlin
and Johnson 1977; Waite 1995), and the economic resources associated with marriage (Waite 1995).

In addition, US scholars have found that cohabiters appear to experience some, but not all, of
the psychological benefits of marriage in part because cohabitation is associated with greater
relationship instability and lower levels of intimacy and commitment than marriage (Brown 2000).
However, most research finds that cohabiters are less depressed (Ross 1995)and have greater levels of
subjective well-being (Kamp Dush and Amato 2005) than their single noncohabiting counterparts.

Research on union transitions and mental health generally finds that marital and cohabitation
dissolution lead to decreases in mental health (Wade and Pevalin 2004; Willitts, Benzeval and Stansfeld
2004; Wu and Hart 2002). Some evidence suggests that this mental health decrease partially reverses
when individuals remarry or repartner (Willitts et al. 2004). Though early research highlighted many
gender differences in the effect of union status and union transitions on mental health (see Williams
2003 for a review), recent research suggests that within the US, the effect of marital status and marital
transitions on mental health are similar for men and women (Strohschein et al. 2005; Williams 2003).
However, the negative effects of union dissolution on mental health are longer lasting for women than
for men (Willitts et al. 2004).

Developing country research on union status and mental health is sparse, but the results are
similar to those found in developed country contexts. Existing research suggest that in developing
countries married individuals are less depressed than their unmarried counterparts (Andrade et al.
2002; Gorn, Sainz and Icaza 2005; Weissman et al. 1996), that women are at more risk for mental health
problems than men (Das et al. 2007), and that widowhood may be particularly harmful to mental health
(Das et al. 2007).

The benefits of marriage for mental health, however, may be due in part to unobserved
differences among individuals. One recent study suggested that, even controlling for pre-marital
depression, both depressed and non-depressed women benefited psychologically from marriage
(although the effect was stronger for previously depressed women) (Frech and Williams 2007). There is
also evidence from a twins study that controlling for childhood environment and genetic selection being
divorced or widowed increased the risk of depression among Danish women (Osler et al. 2008). This
suggests that the relationship between certain union states and depression among women is not due to
selection factors, and that the continued investigation into how different union states across social
contexts affect women’s mental health is warranted.

Union Status and Mental Health in Mexico

Mexico is a middle income country with large income inequalities that resulted in almost 50% of
individuals living in poverty and 20% living in extreme poverty in 2002 (World Bank 2005). Similar to the
rest of Latin American, marriage is a culturally important tradition that has remained the main context in
which to bear and raise children; however, there are signs of considerable family structure change
taking place (Lopez 2004). Over the last 25 years there have been profound demographic transitions in
Mexico that have changed the organization of family life (Garcia and Rojas 2001); including: dramatic
decreases in fertility from a TFR of 6.0 in 1976 to a TFR of 2.5 in 2003, an increase at age at first union,
and increases in the prevalence in consensual unions (Amador 2004; CONAPO 2005; Quilodran 2004;
Solis 2004). Consensual unions are a traditionally stable form of partnership common in Latin America
and they have been generally assumed to be comparable to marriage (Martin 2002). However, this may
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be changing as family and marital norms evolve and some consensual unions become more transient,
less stable partnerships (Parrado and Tienda 1997; Solis 2004). The proportion of women who are
separated or divorced has increased slowly but systematically throughout the 20" century (particularly
among young women and more recent generations). The number of households headed by women
increased from 1in 8in 1976 to 1in 5in 2000 (CONAPO 2003). The most recent statistics show that
family structure continues to change in Mexico: crude marriage rates decreased from 6.1 in 2002 to 5.6
in 2006 (United Nations 2006b) and crude divorce rates rose from .6 in 2002 to .7 in 2006 (United
Nations 2006a).

Yet aside from the outlines of these general patterns, very little is known regarding how union
status is related to the health and well-being of women in Mexico. One recent study of women living in
low-income urban areas in Mexico finds that those who are married are less depressed than those who
are unmarried (includes divorced, separated, widowed and single women) (Gorn et al. 2005). Research
also suggests that consensual unions, although similar to marriage in their stability in Latin America, may
provide less economic and social security for women than formal marriage with the potential to
decrease their emotional health (Martin 2002). In addition to the evidence that married individuals are
less depressed than their non married counterparts, there is also evidence that widowed women in
Mexico have higher levels of depression (Das et al. 2007). Regarding union transitions, we found no
literature that directly examines union transitions and mental health in Mexico. However, one study
finds that Mexican immigrant women in the US who are separated or divorced are more depressed than
their married counterparts (Vega, Bohdan and Valle 1986). These studies provide a foundation for
consider how union status might affect women’s depression in Mexico. However, no study to date has
examined whether formal marriage, consensual unions, and higher order marital or consensual unions
have similar effects on women’s mental health.

Because US literature finds that the benefits of marriage on mental health vary by many
sociodemographic factors (Williams and Umberson 2004; Williams, Takeuchi and Adair 1992; Lichter,
Graefe and Brown 2003), and because women in Mexico are often marginalized in terms of social status,
income, and parenting roles, it is of utmost importance to fully explore the effect of union status and
union transitions on mental health among women in Mexico. In addition, it is important to see how
these relationships vary by sociodemographic factors such as SES, ethnicity, and geographic location.

Data & Sample

We draw our data from the Mexican Family Life Survey (MxFLS), a nationally representative
longitudinal dataset of 8,440 households in 150 communities. The first wave was collected in 2002 and
a second wave, collected in 2005m followed the baseline households with a 90% retention rate (Parker,
Rubalcava and Teruel 2008). The stated goal of the MxFLS is to “better understand the social, economic,
demographic and health transitions happening in Mexico” (Rubalcava and Graciela 2006). The 2002
MXFLS includes complete marriage and union histories of adult females between the ages of 15 and 49,
as well as a full series of questions related to current mental health status for household members 15
years and older. The 2005 dataset includes follow up questions about change in union status and
measures current mental health. In this paper, we take advantage of both the union histories and
longitudinal structure of the data to model the relationship between union status and mental health
among Mexican women.

Our baseline sample consists of 8200 women between the ages of 15 and 49 who have valid
mental health data on the 12 questions of interest (described below). Just over 100 women are missing
union status information in 2002, resulting in a sample of 8094 women with both valid mental health
and union status information in 2002. Table 1 below presents some basic characteristics of the sample.
The average age of this sample is 30, and almost 70% of the women have children. The sample average
number of children ever born is 2.26 (including those with no children), while the average among



women with children is 3.30. Clearly, this is a sample of women who are relatively disadvantaged,
compared to U.S. standards, with only 9% of the sample has greater than a high school education, and
the sample households, on average, own 5 assets (this includes all types of assets owned by the
household—appliances, livestock, vehicles, etc.). 36% of the sample women worked during the past 12
months, and 4% of the sample lives in a rural area with less than 2500 inhabitants. Eleven percent of the
sample reports membership in an indigenous group. Finally, on average, respondents live in households
with greater than 4 individuals under 18 and 3 individuals 18 or older in the household.

Insert Table 1 here.

Methods
Variables

Our measure of mental health measures the extent of depressive symptoms experienced by
women, and is composed from 12 questions that asked how often in the last four weeks the women
had: been sad, cried, slept poorly, lacked concentration, been nervous, been pessimistic, been irritable,
felt useless, been afraid, lost interest in everyday activities, felt lonely, or thought of death. These
questions are culturally appropriate for Mexico at the same time as being comparable to those found in
the CES-D (Center for Epidemiologic Studies Depression Scale). A woman was given 1 for each measure
where she reported some occurrence of the symptom. As Table 2 shows, a sizeable portion of the
sample women reported each of these symptoms. The fewest reported they had lost interest in
everyday activities (17%) or thought of death (13%). The vast majority, 80%, experienced at least one or
more of these depressive symptoms (see Table 2).

Insert Table 2 here.

We then summed the number of depressive symptoms for each respondent, and then labeled
those with 0 depressive symptoms as having no depression, those with 1 to 6 symptoms as having
moderate depression, and those with 7 to 12 symptoms as having severe depression. Nearly 21% of our
sample had no depression, while 53.47% experienced moderate depression, and almost 26%
experienced severe depression according to our definition (see Figure 1).

Insert Figure 1 here.

Union status is measured with dichotomous indicators for being in any union, divorced or
separated, widowed and single (never been in a union). We then further differentiate union status by
whether the woman was formally married or in a consensual union (stable cohabiting union common in
Latin America. In addition to differentiating between marital and consensual unions, we use the
respondents’ union histories to assess whether they were in a first or second union. The few women in
their third or higher union were collapsed into the second union category due to their small numbers.
Table 1 shows that almost half of our sample is married and in their first union, while another 32% of the
women are single (never been in a married or consensual union). Almost 9% are in their first consensual
union, whereas about 5% of the sample is in their second union either through formal marriage (1.61%)
or an informal consensual union (3.03%). Almost 6% of our sample is divorced or separated, and just
over 1% is widowed (see Table 1).

In conducting the regression analyses (discussed below), we control for variables that are
potentially related to both mental health and union status. In each model we control for the following
variables: total number of children ever born, whether the respondent is currently pregnant, respondent
age, whether the respondent has worked in the last 12 months, respondent education (categories are
less than primary, primary, secondary/high school, and greater than high school), respondent ethnicity



(self reporting of being part of an indigenous group), the number of adults 18 or older in the household,
the number of children under 18 in the household, and the type of area the respondent lives in (rural
areas of 2500 individuals or less versus non-rural areas of more than 2500 people). To control for
economic status, which likely has an important influence on both women’s mental health and union
status, we use principal component analysis to integrate multiple measures of household assets,
housing quality, water availability, and type of sanitation into three wealth scores for each household.
This method has been shown to be an efficient way to control for economic status in developing country
households, allowing one to capture multiple and correlated aspects of household wealth (Filmer and
Pritchett 2001). Although many wealth components are generated, we chose the top three scores (all
with eigenvalues > 1), labeled as “wealth 1,” “wealth 2,” and “wealth 3”.

Statistical Methods

In our analysis we use multinomial logistic regression to examine the effect of union status on
the likelihood of having moderate or severe depression compared to no depression. Multinomial logistic
regression equations consist of a series of binary logistic equations. In any given multinomial regression
model, one category of the multinomial variable (e.g. in our case, “no depression”) is the reference
category. The probability that each other category exists relative to the reference category is tested with
one equation per category that must be compared to the reference (Long 1997). For example, in our
analysis our dependent variable has three categories. Therefore, in the below set of equations we set
the probability of B1 to 0, and then calculate the probability that moderate depression or severe
depression exists relative to no depression:

P(y=no depression) = 1/(1+exp(B2*x)+exp(B3*x))
P(y=moderate depression) = exp(B2*x)/(1+exp(B2*x)+exp(B3*x))
P(y=severe depression) = exp(B3*x)/(1+exp(B2*x)+exp(B3*x))

It should be noted that multinomial logistic regression is used to examine nominal dependent variables
with three or more categories. Since our dependent variable categories are ordered, we tested ordered
logit models. The results were consistent with the multinomial models. We found the multinomial
models to be more informative, since we are most interested whether union status is associated with
women'’s risk of being in the moderate or severe category compared with the no symptom category.

In order to interpret our results in a meaningful way, we will report the exponentiated
coefficients, or relative risk ratios. These ratios represent the risk of being in a given category (moderate
or severe depressive symptoms) compared to the risk of being in the reference category (no depressive
symptoms). Ratios above 1 indicate a positive relationship, or increased risk of depressive symptoms,
while ratios below 1 indicate a negative relationship or decrease in the risk of having depressive
symptoms. We evaluate statistical significance at p< .05, but report p<.1 in the tables. Finally, in each of
our models we report adjusted standard errors, clustered on state. Clustering the standard errors at the
state level adjust for clustering of the respondents at lower levels (e.g., within communities, and within
households) as well, and will allow for valid significance testing (Angeles, Guilkey and Mroz 2005).

Results

Table 3 provides the results from the first set of analyses that considers the association between
union status (in any union, divorced or separate, widowed or single) and depressive symptoms in 2002.
The relative risk ratios in the two columns for Model 1 indicate that divorced/separated and single
women have a higher relative risk of depression than those who are in any union (the reference
category). Being divorced/separated increases the risk of severe depression by 85% (column 2), but does
not seem to increase the relative risk of moderate depression compared to no depression (column 1).



Being single, compared to in any union, increases the risk of moderate depression by 42% and severe
depression by 50%. Being widowed has similar sized relative risk ratios for severe depression as being
single, but it is not statistically significant, perhaps due to the small number of widows in this sample.
Models 2-4 further show that there are no statistical differences in depression among women in the
non-union categories (i.e., divorce, widowhood and single are not statistically different in terms of the
relative risk of being moderately or severely depressed compared with not depressed). The final model,
Model 5, disaggregates the union status variable by distinguishing those women who are in a marriage
from those who are part of a consensual union. The lack of statistical significance and risk ratios close to
1 suggest little different in depressive symptoms for those women who are in less formal compared with
formal marital unions.

The control variables indicate that number of children and being currently pregnant are
associated with increased risk of both moderate and severe depression (see Table 3). The third wealth
index score and number of adults in the household indicated that having more wealth and more adults
in the household reduces the risk of being depressed (particularly severe depression). This is consistent
with the idea that lack of economic and social resources contribute to women’s mental health problems.
Including these controls also enables us to estimate the union status effects holding these other aspects
of the household constant. Thus, the benefits of being in a union are net of wealth, the presence of
other adults in the household, and the number of children one has (as well as all of the other controls
included in the models).

Insert Table 3 here.

Table 4 provides the results with union status disaggregated by whether it is a first or higher
order union, and then further into whether the union is a first or second marriage, or a first or second
consensual union. Models 1 and 2 compare the effects of being in either a first union or a second or
higher order union to the other marital status categories. The relative risk of being severely depressed is
two times the likelihood of not being depressed if a woman is in her second or higher union compared
to being in her first union (column 1, Table 4). Further, being divorced/separated and single are still
more detrimental to mental health when compared to women in their first union. However, when
compared to women in their second or higher order union (Model 2, Table 4), on average, women who
are divorced, separated or single are no worse off. These results suggest that the benefits of being in a
union for mental health only accrue to those in their first union, and that the lasting effects of dissolving
a first union or the qualities of the second union contribute to higher risk for depression among Mexican
women.

Insert Table 4 here.

Models 3-6 in Table 4 further differentiate among unions by both number and type. The results
illustrate that the highest relative risks of moderate and severe depression are among women in their
second or higher order marriage compared with those in either their first marriage (RRR = 1.88 for
moderate depression and 2.72 for severe depression) or first consensual union (RRR = 2.00 for moderate
depression and 2.67 for severe depression). Being in a second consensual union is also a health risk, but
the relative risk ratios are slightly smaller (RRR = 1.81 compared to first marriages and 1.77 compared to
first consensual unions) and the relative risk ratio is only significant for severe depression (see Table 4).

It should be noted that some interaction effects were tested to determine if these results are
consistent across sub groups of women; such as: rural versus urban; educated versus uneducated; and
large family size versus smaller family size. The models are not shown here for brevity, but the results
suggest that the disadvantage of a second union is uniform across all of these subgroups of women.



Significant interactions illustrated a few differences in the effects of the other union status categories.
Being single is more detrimental to rural than urban women’s mental health (increasing the risk of
moderate but not severe depression), while divorced/separated women with more children are more
likely to be severely depressed than those with fewer children. There are no significant differences in
the effects of union status on depression for indigenous compared with non-indigenous women,
between those above and below 5 household assets, nor between educated and uneducated women.
Thus, the effects presented in Tables 3 and 4 seem quite universal, and hold across key subgroups of
Mexican women.

Discussion

Marriage has been promoted in the U.S. and elsewhere as a key to improving individual and
child well-being. However, it is not clear from existing research whether all marriage is beneficial for all
people. Research suggests that women may benefit less from marriage, and those in socially
disadvantaged groups may not benefit at all. However, we know little about marriage in developing
countries and its effects on the health of women, a socially and economically vulnerable group.

Marriage continues to be an important social institution through much of the developing world;
however, in Latin America and other developing areas, traditional consensual unions provide a stable
alternative to marriage. Further, increasing divorce and union dissolution rates around the world mean
more women are left separated from their spouses or become part of a second union. Little research
has explored whether women in developing country contexts benefit from marriage, whether there are
differences between formal and informal unions for their health, and how they fare in second or higher
order unions. Given women'’s lower social status and earning potential in developing countries, they
may benefit from marriage while at the same time being vulnerable to marital transitions, with
potentially serious consequences for their own and their children’s health.

To begin to fill this gap in the literature this paper explored the effects of union status on
women’s mental health in Mexico. Poor mental health is has begun to be recognized around the world
as a serious public health problem. Women, in particular, suffer more mental health problems that men.
Using nationally-representative data from Mexico, we used prospective and retrospective data on
women’s marital status to assess whether their current marital status affected their risk of being
moderately or severely depressed (compared with not depressed). We compared women’s depressive
symptoms when they were in any union compared with being divorced/separated, widowed and single,
and then further explored the relative mental health risk of women in consensual compared with
marital unions and first compared with higher order unions.

The results suggested an important benefit to Mexican women of being in any union (marital or
consensual) compared with being divorced/separated or single. Women's risk of being depressed did
not differ significantly between those formally married and those in consensual unions, indicating that
these two types of unions are similar in their protective qualities for women in Mexico. However,
further exploration revealed that not all unions are beneficial for women. Second or higher order
unions, and in particular second marriages, were associated with higher risks of depression than first
order unions. These higher order unions were similar to being divorced, separated, widowed, or single
for the risk of being moderately or severely depressed. The main findings from this paper are that being
in any first union is beneficial for Mexican women, but that transitioning out of that union to being
either divorced/separated or into a second union is harmful to women’s mental health. These effects
are robust to the inclusion of social and economic control variables, as well as interaction effects. The
negative effect of being in a second union is particularly consistent across subgroups of women.

The main limitation of this study is our inability to address the selectivity issue, or whether
women in higher order unions are different from women in first unions. It may be that these
unobserved differences, and not women’s marital status, is causing their higher risk for depression. We



also cannot determine whether union status affects depression, or whether depression is affected
women’s marital status. This is particularly a concern with evaluating the increased risk of depression
among single women compared with those in a union, since mental health has been shown to be a
barrier to entering a union among unmarried mothers (Teitler and Reichman 2008). Thus, these results
suggest an association rather than causal relationship between women’s union status and depression in
Mexico.

In finalizing this paper, we plan to utilize the second wave of the data to consider prospective
union formation and dissolution among these women and any concurrent changes in their depressive
symptomes. It will also provide some view of the role of stability and change in union status on mental
health. If enough change has occurred we will consider developing change (fixed effects) models to rid
the models of potential bias caused by unobserved differences among the women.
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Tables & Figures

Table 1: Sample descriptive statistics of Mexican women aged 15-49, MxFLS 2002 (N= 8094)

Variable Mean
Union Status
Any union 60.65
1* marriage 47.12
2" marriage 1.61
1% consensual union 8.89
2" consensual union 3.03
Divorced/Separated 5.96
Widowed 1.26
Single- never in union 32.12
Total children ever born 2.26
(2.29)
Currently pregnant 0.04
Age 29.89
(9.91)
Worked in last 12 months 0.36
Education-
Less than Primary Education 0.05
Primary Education 0.37
Secondary/HS Education 0.51
Greater than HS Education 0.09
Number of household assets owned 5.22
(1.78)
Member of Indigenous group 0.11
Number less than 18 in HH 4.66
(2.59)
Number adults in HH 3.28
(1.94)
Lives in rural area 0.41

Standard deviations in parentheses.
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Table 2: Depressive symptoms among Mexican women aged 15-49, MxFLS 2002

Variable Mean
In the last 4 weeks have...

Been sad 0.48
Cried 0.49
Slept poorly 0.42
Lacked concentration 0.30
Been nervous 0.45
Been pessimistic 0.32
Been irritable 0.40
Felt useless 0.22
Been afraid 0.34
Lost interest 0.17
Felt lonely 0.33
Thought of death 0.13
Any symptoms 0.79

Figure 1: Depression of Mexican women by categories

20.68%

ONo depression (0 symptoms)
O Moderate depression (1-6 symptoms)

@ Severe depression (7-12 symptoms)
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Table 3: Relative risk of being moderately or severely depressed compared with not depressed by union status
Mexican women aged 15-49 in 2002. N= 8000

(1) (2) (3) (4) (5)
Mod. Sev. Mod. Sev. Mod. Sev. Mod. Sev. Mod. Sev.
dep. dep. dep. dep. dep. dep. dep. dep. dep. dep.
Union Status
In any union REF 0.89 0.54***  0.84 0.64 0.70***  0.67*** 3
(0.13) (0.061) (0.27) (0.18) (0.048) (0.084)
Married 3 B 3 3 REF
Consensual union 0.93 1.17
- - N N (0.081)  (0.13)
Divorced/sep. 1.12 1.85%** REF 0.94 1.18 0.79* 1.23%* 1.11 1.92%*x
(0.16) (0.21) (0.32) (0.36) (0.11) (0.15) (0.16) (0.22)
Widowed 1.19 1.57 1.06 0.85 REF 0.84 1.04 1.18 1.62
(0.39) (0.45) (0.36) (0.26) (0.27) (0.35) (0.38) (0.47)
Single 1.42%** 1.50***  1.27* 0.81* 1.19 0.96 REF 1.39%** 1 57%*x*
(0.096) (0.19) (0.17) (0.098) (0.39) (0.32) (0.090) (0.19)
Controls
# kids ever born 1.07*** 1.A7***  1,07**%*  1.17**%*  1.07**%*  1.17%¥**%  1.07*¥**  1.17*%**  1.07***  1.17*%**
(0.027) (0.036) (0.027) (0.036) (0.027) (0.036) (0.027) (0.036) (0.027) (0.036)
Pregnant 1.88%** 1.62%**  1.88*** 1 .2*** 1.88%*%* 1.62%¥** 1.88*%** 1.62%** 1.89*%** 1 .62%**
(0.31) (0.30) (0.31) (0.30) (0.32) (0.30) (0.32) (0.30) (0.31) (0.29)
Age 1.00 0.99 1.00 0.99 1.00 0.99 1.00 0.99 0.99 0.99
(0.0050) (0.0060) (0.0050) (0.0060) (0.0050) (0.0060) (0.0050) (0.0060) (0.0051) (0.0061)
Working 1.11 1.07 1.11 1.07 1.11 1.07 1.11 1.07 1.11 1.06
(0.092) (0.12) (0.092) (0.12) (0.092) (0.12) (0.092) (0.12) (0.091) (0.11)
No educ+ 1.07 1.46* 1.07 1.46* 1.07 1.46* 1.07 1.46%* 1.07 1.45%*
(0.20) (0.30) (0.20) (0.30) (0.20) (0.30) (0.20) (0.30) (0.20) (0.29)
Prim. school+ 1.02 1.05 1.02 1.05 1.02 1.05 1.02 1.05 1.02 1.05
(0.057) (0.14) (0.057) (0.14) (0.057) (0.14) (0.057) (0.14) (0.058) (0.14)
>sec. school+ 1.04 0.71%* 1.04 0.71%* 1.04 0.71* 1.04 0.71%* 1.04 0.71%*
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(0.096)  (0.14)  (0.096) (0.14)  (0.096) (0.14)  (0.096) (0.14)  (0.096)  (0.14)
Indigenous 0.91 0.99 0.91 0.99 0.91 0.99 0.91 0.99 0.91 0.99
(0.093)  (0.15)  (0.093) (0.15)  (0.093) (0.15)  (0.093) (0.15)  (0.093)  (0.15)
#<18 in HH 1.00 1.02 1.00 1.02 1.00 1.02 1.00 1.02 1.00 1.02
(0.017)  (0.016) (0.017) (0.016) (0.017) (0.016) (0.017) (0.016) (0.017)  (0.016)
# adults in HH 0.96%**  0.91%** (.96*** (0.91%** (0.96%** (0.91*** (0.96%** (0.91*** (0.96**  0.91%**
(0.014)  (0.021) (0.014) (0.021) (0.014) (0.021) (0.014) (0.021) (0.014)  (0.021)
Wealth 1 1.02 1.00 1.02 1.00 1.02 1.00 1.02 1.00 1.02 1.01
(0.026)  (0.038) (0.026) (0.038) (0.026) (0.038) (0.026) (0.038) (0.025)  (0.038)
Wealth 2 1.05* 1.03 1.05%  1.03 1.05*  1.03 1.05*  1.03 1.05%  1.03
(0.028)  (0.051) (0.028) (0.051) (0.028) (0.051) (0.028) (0.051) (0.028)  (0.051)
Wealth 3 0.96 0.94**  0.96 0.94**  0.96 0.94**  0.96 0.94**  0.96 0.94%*
(0.027)  (0.029) (0.027) (0.029) (0.027) (0.029) (0.027) (0.029) (0.027)  (0.029)
Rural++ 0.90 0.87 0.90 0.87 0.90 0.87 0.90 0.87 0.90 0.87
(0.073)  (0.094) (0.073) (0.094) (0.073) (0.094) (0.073) (0.094) (0.072)  (0.093)
Constant 2.56%*%*% 125 2.88%**% 231%%% 3 5kkk ] gpk 3. pARE ] 8gKR* ) gAkkx 117
(0.45) (0.26)  (0.74)  (0.61)  (1.11)  (0.75)  (0.75)  (0.43)  (0.47)  (0.24)
Log likelihood 7986 7986  -7986  -7986  -7986  -7986  -7986  -7986  -7982  -7982

Robust standard errors in parentheses. *** p<0.01, ** p<0.05, * p<0.1

+Reference: Some secondary school, including high school graduates. ++Reference: large or small urban area.

14



Table 4: Relative risk of being moderately or severely depressed compared with not depressed by union status—first versus higher order unions
Mexican women aged 15-49 in 2002. N= 8000

(1)

(2)

(3)

(4)

(6)

Mod. Sev. Mod. Sev. Mod. Sev. Mod. Sev. Mod. Sev. Mod. Sev.
dep. Dep. dep. Dep. dep. Dep dep. Dep. dep. Dep. dep. Dep.
Union Status
1st union REF 0.83 0.49%** 3 B B
(0.15) (0.091)
2nd union 1.20 2.03%** REF 3 B B
(0.22) (0.37)
1st marriage 3 B REF 0.53** 0.37***  1.06 0.98 1.04 0.55%**
(0.14) (0.095) (0.12) (0.15) (0.23) (0.11)
2nd marriage 3 B 1.88** 2.72%** REF 2.00%* 2.67***  1.96* 1.51
(0.51) (0.70) (0.55) (0.90) (0.67) (0.47)
1st consensual union 3 _ 0.94 1.02 0.50** 0.37%%** REF 0.98 0.56**
(0.11) (0.15) (0.14) (0.13) (0.27) (0.16)
2nd consensual union 3 B 0.96 1.81*** (0.51* 0.66 1.02 1.77** REF
(0.22) (0.37) (0.18) (0.21) (0.28) (0.52)
Divorced/sep. 1.13 1.97***  0.95 0.97 1.12 1.98***  0.60 0.73 1.19 1.94*** 117 1.10
(0.16) (0.23) (0.21) (0.18) (0.16) (0.22) (0.20) (0.22) (0.22) (0.37) (0.28) (0.21)
Widowed 1.21 1.69* 1.00 0.83 1.20 1.69* 0.64 0.62 1.27 1.66* 1.25 0.94
(0.38) (0.48) (0.44) (0.33) (0.38) (0.49) (0.31) (0.28) (0.42) (0.48) (0.57) (0.37)
Single 1.43*** 1 55%** 119 0.76 1.40***  1.55%** (.75 0.57%* 1.49%** 1 52%% 1.46 0.86
(0.095)  (0.20) (0.24) (0.16) (0.095) (0.18) (0.20) (0.17) (0.17) (0.30) (0.37) (0.20)
Controls
# kids ever born 1.07***  1.16*** 1.07*** 1.16*** 1.07*** 1.16*** 1.07*** 1.16*** 1.07*** 1.16*** 1.07*** 1.16%**
(0.027)  (0.035) (0.027) (0.035) (0.026) (0.035) (0.026) (0.035) (0.026) (0.035) (0.026) (0.035)
Pregnant 1.88%**  1.62%** 1.88*%**  1.62*** 1.89%** 1 .62*** 1.89%*¥* 1.62%*¥* 1.89%** 162%*¥* 1.89%*¥* 1 p2%**
(0.32) (0.30) (0.31) (0.30) (0.32) (0.30) (0.31) (0.30) (0.32) (0.30) (0.31) (0.30)
Age 1.00 0.99 1.00 0.99 0.99 0.99 0.99 0.99 0.99 0.99 0.99 0.99
(0.0050) (0.0060) (0.0050) (0.0060) (0.0054) (0.0062) (0.0054) (0.0062) (0.0054) (0.0062) (0.0054) (0.0062)
Working 1.10 1.05 1.10 1.05 1.11 1.05 1.11 1.05 1.11 1.05 1.11 1.05
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(0.091) (0.12)  (0.091) (0.12)  (0.091) (0.12)  (0.091) (0.12)  (0.091) (0.12)  (0.091)  (0.12)
No education+ 1.07 147  1.07 1.47*  1.08 1.47**  1.08 1.47**  1.08 1.47**  1.08 1.47%%
(0.20)  (0.29)  (0.20)  (0.29)  (0.20)  (0.29)  (0.20)  (0.29)  (0.20)  (0.29)  (0.20)  (0.29)
Primary school+ 1.02 1.05 1.02 1.05 1.02 1.05 1.02 1.05 1.02 1.05 1.02 1.05
(0.058) (0.14)  (0.058) (0.14)  (0.058) (0.14)  (0.058) (0.14)  (0.058) (0.14)  (0.058) (0.14)
Beyond sec. 1.04 0.72*  1.04 0.72*  1.04 0.72*  1.04 0.72*  1.04 0.72*  1.04 0.72*
school+ (0.096) (0.14)  (0.096) (0.14)  (0.096) (0.14)  (0.096) (0.14)  (0.096) (0.14)  (0.096)  (0.14)
Indigenous 0.91 1.00 0.91 1.00 0.91 1.00 0.91 1.00 0.91 1.00 0.91 1.00
(0.094) (0.15)  (0.094) (0.15)  (0.093) (0.15)  (0.093) (0.15)  (0.093) (0.15)  (0.093)  (0.15)
#<18 in HH 1.00 1.02 1.00 1.02 1.00 1.02 1.00 1.02 1.00 1.02 1.00 1.02
(0.017) (0.016) (0.017) (0.016) (0.017) (0.017) (0.017) (0.017) (0.017) (0.017) (0.017) (0.017)
# adults in HH 0.96%** 0.91%** (0.96*** 091*** (096**  0.91*** 0.96**  0.91*** 0.96**  0.91*** 096**  0.91***
(0.014)  (0.021) (0.014) (0.021) (0.015) (0.022) (0.015) (0.022) (0.015) (0.022) (0.015)  (0.022)
Wealth 1 1.02 1.00 1.02 1.00 1.02 1.00 1.02 1.00 1.02 1.00 1.02 1.00
(0.026) (0.038) (0.026) (0.038) (0.025) (0.037) (0.025) (0.037) (0.025) (0.037) (0.025) (0.037)
Wealth 2 1.05%  1.04 1.05%  1.04 1.05%  1.04 1.05%  1.04 1.05%  1.04 1.05%  1.04
(0.027)  (0.050) (0.027) (0.050) (0.028) (0.050) (0.028) (0.050) (0.028)  (0.050) (0.028)  (0.050)
Wealth 3 0.96 0.94*  0.96 0.94*  0.96 0.94**  0.96 0.94**  0.96 0.94**  0.96 0.94%*
(0.027)  (0.030) (0.027) (0.030) (0.027) (0.029) (0.027) (0.029) (0.027) (0.029) (0.027)  (0.029)
Rural++ 0.90 0.87 0.90 0.87 0.90 0.87 0.90 0.87 0.90 0.87 0.90 0.87
(0.074)  (0.095) (0.074)  (0.095) (0.073) (0.094) (0.073) (0.094) (0.073) (0.094) (0.073)  (0.094)
Constant 2.55%%*% 120 3.06%*%*  2.44%%* 2 E3%*x 120 4.93%%%  32p**% D A7FXE 1) 2.52%%*% ) 16%*
(0.44)  (0.25)  (0.83)  (0.65) (0.48)  (0.25)  (1.53)  (1.00)  (0.45)  (0.28)  (0.82)  (0.67)
Log likelihood 7973 -7973  -7973  -7973  -7970  -7970  -7970  -7970  -7970  -7970  -7970  -7970

Robust standard errors in parentheses. *** p<0.01, ** p<0.05, *p<0.1
+Reference: Some secondary school, including high school graduates. ++Reference: large or small urban area.
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Table 5 — Prospective change in union status and change in mental health of Mexican women (To be done.)
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