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Since the mid-20th century, births to unmar-
ried women have been steadily increasing. In
recent years, in several European countries,
births out of wedlock outnumbered those of
married couples.1The prevalence of such births
in Canada increased from 9% in 1971 to 30%
in 20062,3; in the United States, it reached
40% by 2007.4 These trends reflect a decline
in the rate of marriage and the emergence of
nonmarital cohabitation as a popular living
arrangement.5

As marital status has evolved, its categoriza-
tion for the purposes of administration data
collection or health research has not kept pace,
so that it is still unclear about how marital
status relates to maternal well-being and re-
productive outcomes. It is known that infants of
unmarried women fare worse than those of
married women in terms of low birth weight,
preterm birth, and infant mortality.6---8 When
unmarried women are distinguished by whether
or not they have a regular partner, a gradient of
increased risk of adverse outcomes has been
observed for married mothers, unmarried
mothers with a partner, and unmarried mothers
without a partner.7---11 Further distinctions have
been hampered by the lack of fine categoriza-
tions of these relationships. For example, it is
unclear whether indicators of health and well-
being among women without partners differ
between never-married single mothers and those
who experience divorce or separation. Among
childbearing women with partners, it is not
known whether indicators of health and well-
being are affected by duration of cohabitation,
which is deemed to reflect the commitment to,
and stability of, a couple’s relationship,12 and
whether the association of duration of cohabita-
tion and maternal well-being, if any, is different
between married and cohabiting women.

To advance knowledge on these issues, we
used a rich data set from a national survey of

Canadian childbearing women and evaluated
marital status, cohabitation status, and duration
of cohabitation and their interplay with se-
lected psychosocial problems around the time
of pregnancy (i.e., right before pregnancy,
during pregnancy, and shortly after delivery)
known to be associated with marital status,
such as intimate partner violence, substance
use, and postpartum depression.13---16 On the
basis of previous reports suggesting potential
heterogeneity of risk of adverse outcomes within
marital status groups,7,11,12 we hypothesized that
a finer categorization of childbearing women’s
relationship with their partners, one that distin-
guished marital and cohabitation status and its
duration, would reveal differences in indicators of
maternal psychosocial well-being beyond those
observed according to marital status alone.

Violence against women is a worldwide
problem,16,17 and intimate partner violence
around the time of pregnancy may hinder
health care utilization and have negative

physical and mental health consequences for
both the mother and the infant.16---18 Substance
use (street drugs, tobacco, and alcohol) during
pregnancy is associated with maternal compli-
cations, impaired fetal growth, and behavioral
and cognitive problems in childhood.19,20

Postpartum depression may impair the ability
of women to take care of themselves and affect
attachment and communication with their
children, resulting in negative effects on infant
social, emotional, and cognitive develop-
ment.21---23

As these 3 psychosocial outcomes have
important interpersonal components, they are
intimately connected with marital status and
marital transitions.24---26 In some cases, marital
status may influence the likelihood of these
outcomes via unintended pregnancy and part-
ner support.24,27 In many cases, a woman’s
childbearing desires may differ from those of
her partner,27 and a partner’s disagreement
with the current pregnancy may be an
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indicator of poor relationship quality and
a predictor of poor maternal well-being.24,27,28

However, it is also true that psychosocial
problems may trigger changes in marital status,
as in the case of separation or divorce following
partner abuse,29 or when a woman’s poor
health causes her to be rejected by her part-
ner.25 Pregnancy is a critical period for mater-
nal well-being, and couples’ arrangements and
the assessment of associations of psychosocial
problems around the time of pregnancy with
more detailed categorizations of unions is likely
to improve our ability to discriminate who is at
risk and who is not.

METHODS

TheMaternity Experiences Survey (MES) was
a population-based cross-sectional survey com-
pleted by the Public Health Agency of Canada to
fill specific knowledge gaps about reproductive
health in women. The MES target population
comprised biological mothers aged 15 years and
older who gave birth to a singleton live-born
infant between February 2006 and May 2006.
Mothers living in institutions or on First Nations
reserves were excluded.30,31 The survey in-
volved an age- and region-stratified simple
random sample, without replacement, using re-
cent births drawn from the 2006 Canadian
Census sampling frame to ensure that the
sample was representative of the Canadian
population. We estimated that 8244 of the
8542 women selected from the frame were
eligible on the basis of the target criteria. A total
of 6421 women successfully completed the
survey questionnaire, for a 78% response rate.
Compared with respondents, nonrespondents
were more likely to be teenagers or older
mothers (‡ 40 years), to speak languages other
than English or French, and to live in house-
holds with fewer than 2 adults. After we applied
the survey weights, which were adjusted for
nonresponse, the respondents’ maternal charac-
teristics were similar to those in the 2006 census
sampling frame. The weighted sample size was
representative of 76 500 Canadian women.31

About 97% of respondents were inter-
viewed 5 to 9 months postpartum. To include
most ethnic groups, the 45-minute computer-
assisted telephone interview was conducted
by trained female interviewers in English,
French, and 13 nonofficial languages. For 30

respondents for whom telephone interviews
were not feasible, interviewers administered
paper questionnaires in person.31 Further de-
tails of the survey design and methods have
been reported elsewhere.30---33

We excluded 46 women whose marital
status and duration of cohabitation were not
known, or who were widowed. Thus, our
final sample comprised 6375 women (99.3%
of the original sample), representative of
75 960 new mothers in Canada.

Measures

We divided survey respondents into 4
groups: (1) cohabiting and married, (2) cohab-
iting and unmarried, (3) noncohabiting and
single or never married, and (4) noncohabiting
and either separated or divorced. The last
group was further subdivided into those who
became separated or divorced in the year prior
to the index delivery and those who became
separated or divorced at an earlier date. Fur-
ther subdivisions were not possible because of
small sample sizes. The referent was women
who were both married and cohabiting. We
further categorized cohabiting women by their
duration of cohabitation (short, £ 2 years;
medium, 3---5 years; long, > 5 years).

We evaluated 3 psychosocial outcomes
assessed in the MES. We defined “intimate
partner violence” as an episode in which the
partner threatened to, or carried out, an act of
harm—physical or sexual—right before, during, or
after pregnancy, that is, within a 2-year period
preceding the postpartum interview. The MES
contained 10 questions to capture abuse and
violence; these questions were adapted from the
Violence Against Women Survey34 and are
similar in content to those in the Abuse Assess-
ment Screen.35 The MES assessed “postpartum
depression” using the Edinburgh Post-Natal De-
pression Scale, a 10-item screening tool.36 A
score of 13 or more out of 30 indicates a high
probability of postpartum depression at the time
of the interview, with a sensitivity of 86% and
a specificity of 78%.37,38 We defined “substance
use” as smoking 10 or more cigarettes per day in
the last 3 months of pregnancy, consuming 2 or
more alcoholic drinks on at least 1 occasion
during pregnancy, or using street drugs during
pregnancy. Finally, “any psychosocial problem”

was a composite outcome defined by the pres-
ence of any of the 3 outcomes (intimate partner

violence, substance use, or postpartum depres-
sion) to broadly reflect maternal psychosocial
vulnerability.

Analytic Methods

We used survey weights to account for the
unequal probabilities of selection of respon-
dents and to obtain unbiased point estimates
representative of most of Canada’s childbear-
ing women. We used procedures for the anal-
ysis of survey data (SAS version 9.2; SAS
Institute Inc, Cary, NC) to obtain weighted
means, percentiles, proportions, and odds ra-
tios with 95% confidence intervals, using the
Taylor series method of variance estimation.39

We used logistic regression analysis to
compare the reported study outcomes among
the following groups: (1) cohabiting and mar-
ried (the reference group), (2) cohabiting and
unmarried, (3) noncohabiting and single or
never married, and (4) noncohabiting and
either divorced or separated. In the logistic
regression models restricted to cohabiting
women, we further subdivided married and
unmarried women by duration of cohabitation
with their current partner (£ 2 years, 3---5
years, or > 5 years, with > 5 years serving as
the referent). We conducted a test for trend by
duration of cohabitation by entering the dura-
tion of cohabitation groups as a linear term
within each stratum of marital status.

Potential confounders in the logistic regres-
sion models included maternal age (quadratic
term, in years), parity (primiparous or multip-
arous), education (less than high school, high
school diploma, or a postsecondary or univer-
sity diploma), household income (below, at, or
above the Statistics Canada low-income after-
tax cutoff,40 or unknown), foreign-born status
(yes or no), and ethnic or cultural identity
(North American, European, non-Western,
other). As they may confound or mediate the
association between marital status and the
study outcomes, we added to the multivariable
models 2 survey indicators of the desirability of
the current pregnancy: wantedness of the
pregnancy (sooner or when it occurred, later or
not at all) and partner disagreeing with the
pregnancy (yes or no). Since postpartum de-
pression may be preceded by prepregnancy
depression, which in turn may affect marital
status or living arrangements, we performed
a sensitivity analysis wherein we reran the
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models for postpartum depression and the
composite outcome after excluding women
with a history of a diagnosed or treated
prepregnancy depression.33

RESULTS

Most mothers (91.6%) lived with their part-
ners (Table 1). Three out of 4 noncohabiting

women were single and never married. Among
women who experienced dissolution of a re-
lationship, 81% were separated and the re-
mainder divorced. About 43% of separated or

TABLE 1—Characteristics of a Representative Population of Recent Mothers in Canada, by Cohabitation and

Marital Status: The Maternity Experiences Survey, 2006–2007

Cohabiting With Partner (n = 69 610; 96.1%) Not Cohabiting With Partner (n = 6350; 8.4%)

Characteristic

Married (n = 51 220),

% or Mean (SD)

Not Married (n = 18 390),

% or Mean (SD)

Single, Never Married

(n = 4940), % or Mean (SD)

Divorced or Separated (n = 1410),

% or Mean (SD)

Women in total sample 67.4 24.2 6.5 1.9

Women within cohabitation group 73.6 26.4 77.8 22.2

Duration of cohabitation with current partner

Mean, y 6.4 (3.7) 4.3 (3.3) . . . . . .

£ 2 y 13.3 34.6 . . . . . .

3–5 y 32.1 34.8 . . . . . .

> 5 y 54.6 30.6 . . . . . .

Became separated or divorced in the

year before baby’s birth

. . . . . . . . . 43.5

Maternal age at delivery, y 30.7 (4.6) 28.1 (5.3) 24.7 (6.0) 29.6 (6.1)

Primiparous, 42.1 49.5 60.7 29.3

Foreign-born 31.5 6.9 12.3 21.1

Ethnic/cultural identity

North American 27.3 58.5 25.4 28.6

European 39.2 24.7 36.3 33.1

Non-Western 24.2 8.0 23.3 22.7

Other 9.3 8.8 15.0 15.6

Maternal education

< high school 4.4 10.8 27.6 14.0

High school diploma 15.7 24.6 34.8 31.9

Postsecondary diploma 37.0 40.0 30.6 42.8

University diploma 42.9 24.6 7.0 11.3

Household income, Can $

< 20 000 4.6 8.3 44.6 42.1

20 000–49 999 23.6 34.2 23.7 35.1

50 000–79 999 29.3 29.2 9.3 10.3

‡ 80 000 37.6 24.7 3.0 4.2

Unknown 4.9 3.6 19.4 8.3

LICO status

Below LICO 13.5 19.3 55.1 58.7

At or above LICO 78.8 73.5 22.2 26.6

Unknown 7.7 7.2 22.7 14.7

Prepregnancy depression 13.6 18.0 24.7 19.7

Wantedness of recent pregnancy

Sooner or when it occurred 79.2 67.3 35.8 47.9

Later 15.3 26.2 43.8 27.8

Not at all 5.5 6.5 20.4 24.3

Partner disagreed with the recent pregnancy 1.7 4.1 22.9 22.8

Note. LICO = low-income after-tax cutoff. All data are presented as a weighted percentage unless otherwise specified.

RESEARCH AND PRACTICE

e10 | Research and Practice | Peer Reviewed | Urquia et al. American Journal of Public Health | February 2013, Vol 103, No. 2



divorced women became so within the year
previous to the index delivery. Among cohab-
iters, married women had lived with their
partner a mean of 2.1 years longer than non-
married women. Married women were more
likely to be foreign-born and to have higher
levels of education and income (Table 1).
Single women were younger and had lower
levels of education and household income.
Women not living with a partner exhibited the
highest proportion of having an unwanted
pregnancy and of the partner disagreeing with
the current pregnancy.

The prevalence of adverse outcomes varied
according to marital status, with the lowest
being among married women (Table 2). In
general, adverse outcomes were more frequent
among divorced and separated women, fol-
lowed by single never-married women and
then by cohabiting unmarried women. After
we took into account potential confounders,
these associations remained statistically signif-
icant for intimate partner violence and sub-
stance abuse but not for postpartum depres-
sion, even after we excluded women with
a history of depression (Table 2). The preva-
lence of postpartum depression was virtually
the same among cohabiting mothers, but
higher among noncohabiting mothers, parti-
cularly divorced and separated women, al-
though this excess risk was accounted for by
maternal characteristics and mother’s wanting
the pregnancy and partner’s disagreement.

The composite outcome “any psychosocial
problem”—defined as any intimate partner vio-
lence, substance use, or postpartum depression
around the time of pregnancy—also varied
considerably by marital status (Table 3).
Whereas 1 in 10 married women were affected
by at least 1 of the 3 components, women in the
other categories of marital status were consid-
erably more likely to be affected. About 2 in 3
new mothers who divorced or separated in the
year previous to the baby’s birth experienced at
least 1 of the outcomes, compared with fewer
than a third of those who did not separate or
divorce during that period (Table 3). Associa-
tions were attenuated by the inclusion of other
predictors in the models, and did not substan-
tially change after we excluded women with
a history of prepregnancy depression.

Disparities between unmarried and married
women became more apparent after they were

distinguished according to their duration of
cohabitation (Table 4). Among unmarried
women, there was a dose---response association
between duration of cohabitation and intimate
partner violence, substance use, and the com-
posite outcome, even after adjustment for
potential confounders. Among married
women, postpartum depression and the com-
posite outcome were associated with duration
of cohabitation, but these associations did not
remain significant after we excluded women
with a history of prepregnancy depression.
There was little variation in postpartum de-
pression between married and unmarried
cohabiting women overall (Table 2) or
according to duration of cohabitation (Table 4).
Interestingly, women who had cohabited for 2
years or less were significantly more likely to
report depression regardless of marital status,
although this association remained statistically
significant only among unmarried women after
we excluded those who had prepregnancy
depression (Table 4).

DISCUSSION

Divorced and separated women were more
likely to report intimate partner violence,
substance use, and postpartum depression,
either alone or in combination; single, never-
married women were also at higher risk.
Shorter duration of cohabitation was also
found to be associated with psychosocial
problems around the time of pregnancy among
unmarried women. These trends were not
observed among married women, for whom
the protective effect of marriage seemed to
operate regardless of the length of cohabitation.

Our findings suggest that classifying
women by marital status alone falls short of
identifying those at risk for psychosocial prob-
lems around the time of pregnancy. First,
compared with married women, childbearing
women who underwent separation or divorce
fared worse than single women who had not
formed a union. Childbearing is a time when
women may be more likely to make life
changes, particularly those who were victims of
partner violence.29 Although the reasons for
exiting a union may be reflected in psychoso-
cial stressors such as intimate partner violence
or substance use, dissolution of a relationship
may precipitate a temporary crisis with
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negative health consequences.25 In particular,
the process of becoming divorced or separated
may deprive a partner of the benefits of
marriage or cohabitation, such as enhanced
well-being, reciprocal caretaking, monitoring of
health behaviors, and emotional and financial
support.25 Consistent with this explanation is
our finding that women who separated or
divorced in the year before they gave birth had
more psychosocial problems around the time
of pregnancy than those who became sepa-
rated more than a year before the baby’s birth.
This group of women may be in particular need
of additional attention and services to help
them successfully navigate this transitional
period. Our findings are in line with the
literature linking divorce and separation to
partner violence, poor health behaviors, and
mental health.41---43 In a study assessing
changes in marital status between 2 consecu-
tive pregnancies, women who were married at
the time of the first, but not second, birth were
at higher risk of adverse pregnancy outcomes
than those who remained married.44

Our findings do not support the practice of
including cohabiting and married women
within the same group, as recommended by the
Centers for Disease Control and Prevention for
surveillance of intimate partner violence.45

Labeling women in common-law unions as
married may hinder the implementation of

targeted interventions to reduce violence
against unmarried cohabiting women.

Nonetheless, cohabiting and married women
had a similar prevalence of postpartum de-
pression, which is consistent with previous
reports.46,47 Also, the higher risk of postpartum
depression among unpartnered women, and
the elimination of this association after control
for maternal characteristics, wantedness of
pregnancy, and partner’s agreement with the
pregnancy, suggest that the role of a partner
may be a key factor in the occurrence of
postpartum depression. Although marriage
appears to confer a protective effect on
health,8,41,44,48 the mechanisms for why this is
so are less clear. For example, there is discor-
dant evidence about the protective role of
positive sociodemographics among those who
are married.7,10---12,14 Our adjustment for socio-
demographic characteristics attenuated, but did
not eliminate, the association between marital
status and maternal psychosocial problems. An
intended pregnancy, especially one wanted by
the partner, has been reported to partially
explain disparities by marital status.28,49 Con-
sistent with this literature, we observed that
further adjustment for wantedness of the
pregnancy and partner’s approval attenuated
the associations beyond that conferred by
sociodemographics alone. Other factors
deemed to explain the relative advantage of

marriage include the existence of common
values and beliefs (e.g., religiosity) between
partners and a stronger commitment to a life-
long relationship and family formation,24,50,51

neither of which was measured in the MES.
The existence of health disparities between
unmarried cohabiting women and married
women is of concern, since nonmarital cohab-
itation is common, as is the rate of separation
after short-term cohabitation.52

The excess risk of adverse outcomes among
unmarried short-term cohabiters may reflect
a weaker relationship and stem from the fact
that some see nonmarital cohabitation as
a “trial run” and thus are more likely to both
perceive and report conflicts in their relation-
ship. Unmarried cohabiters are more likely to
experience negative marital outcomes resulting
in separation than married cohabiters,51---53

particularly if they began cohabitation before
engagement.53 This may partly explain why
short-term cohabitation is more common
among unmarried women, and why they are at
higher risk of adverse outcomes.

Limitations

Our findings are representative of Canadian
women and may be generalizable elsewhere.
However, the prevalence of psychosocial prob-
lems and their determinants may differ sub-
stantially in places where the meaning of

TABLE 3—Occurrence of at Least 1 Psychosocial Problem Around the Time of Pregnancy, by Cohabitation and Marital Status:

The Maternity Experiences Survey, 2006–2007

At Least 1 Psychological Problem

Status % OR (95% CI) AOR (95% CI)a AOR (95% CI)b AOR (95% CI)c

Cohabiting with partner

Married (Ref) 10.6 1.0 1.0 1.0 1.0

Not married 20.0 2.11 (1.77, 2.50) 2.04 (1.68, 2.48) 1.93 (1.59, 2.35) 2.07 (1.65, 2.60)

Not cohabiting with partner

Single, never married 35.0 4.55 (3.61, 5.73) 2.57 (1.93, 3.43) 1.94 (1.43, 2.62) 1.89 (1.32, 2.70)

Separated or divorced > 12 mo before the index delivery 29.2 3.47 (1.96, 6.15) 2.29 (1.25, 4.19) 1.92 (1.02, 3.60) 1.87 (0.91, 3.83)

Separated or divorced in the 12 mo before the index delivery 67.1 17.12 (8.97, 32.67) 11.76 (5.90, 23.44) 8.35 (4.38, 15.95) 8.38 (4.09, 17.19)

Note. AOR = adjusted odds ratio; CI = confidence interval; OR = odds ratio. “At least 1 psychological problem” is a composite outcome of intimate partner violence, substance use, or postpartum
depression.
aAdjusted for maternal age (years), maternal age (quadratic), parity (primiparous, multiparous), education (< high school, high school diploma, postsecondary diploma, university diploma),
household income (below, at, or above Statistics Canada low-income after-tax cutoff, or unknown), foreign-born status (yes, no), and ethnic or cultural identity (North American, European, non-
Western, other).
bAdjusted for factors enumerated in footnote a, as well as for wantedness of the recent pregnancy (sooner or when it occurred, later, not at all) and partner disagreement with the recent pregnancy
(yes, no).
cAdjusted for factors enumerated in footnotes a and b, after excluding women with prepregnancy depression.
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marriage and cohabitation is rooted on con-
trasting gender roles and cultural practices and
beliefs. For instance, marriage may not be pro-
tective in countries like India, where more than
half of married women in some regions report
different types of violence and abuse perpe-
trated almost exclusively by their husbands.54

Because of sample size limitations, we could
not further subdivide marital status groups.
Duration of cohabitation may differ from the
duration of a given relationship.12 We did not
possess information about the latter, or about
the number or quality of previous relation-
ships, so some women classified here as having

lived with a partner for a short time period may
have previously cohabited with another part-
ner in a stable or unstable relationship. The
MES also lacks information about the charac-
teristics of each woman’s current partner55 or
the religious affiliation of the couple, which
may predict their likelihood of engagement,

TABLE 4—Psychosocial Problems Around the Time of Pregnancy Among Nonmarried and Married Women, by

Duration of Cohabitation: The Maternity Experiences Survey, 2006–2007

Not Married Married

Psychosocial Outcome

Cohabiting

0–2 Years

Cohabiting

3–5 Years

Cohabiting

> 5 Years Pa
Cohabiting

0–2 Years

Cohabiting

3–5 Years

Cohabiting

> 5 Years Pa

Among all women

Intimate partner violence

% 11.5 6.9 3.2 3.2 3.4 2.5

OR (95% CI) 5.06 (3.41, 7.50) 2.88 (1.83, 4.53) 1.27 (0.68, 2.40) < .001 1.27 (0.71, 2.27) 1.37 (0.89, 2.11) 1.00 (Ref) .21

AORb (95% CI) 4.64 (2.85, 7.56) 3.03 (1.82, 5.04) 1.50 (0.78, 2.90) < .001 1.26 (0.66, 2.40) 1.37 (0.86, 2.18) 1.00 (Ref) .19

AORc (95% CI) 3.66 (2.21, 6.08) 2.73 (1.64, 4.53) 1.28 (0.65, 2.50) .002 1.30 (0.68, 2.46) 1.36 (0.86, 2.17) 1.00 (Ref) .21

Substance use

% 11.6 8.2 4.4 1.4 1.8 1.7

OR (95% CI) 7.71 (4.97, 11.98) 5.23 (3.26, 8.38) 2.68 (1.49, 4.83) < .001 0.86 (0.38, 1.92) 1.05 (0.62, 1.79) 1.00 (Ref) .82

AORb (95% CI) 5.36 (3.06, 9.39) 3.85 (2.22, 6.65) 1.96 (1.04, 3.67) < .001 1.26 (0.52, 3.01) 1.32 (0.75, 2.32) 1.00 (Ref) .97

AORc (95% CI) 5.03 (2.83, 8.94) 3.70 (2.09, 6.55) 1.85 (0.96, 3.56) < .001 1.33 (0.56, 3.21) 1.39 (0.78, 2.48) 1.00 (Ref) .84

Postpartum depression

% 9.4 5.3 6.9 10.2 7.0 6.1

OR (95% CI) 1.59 (1.11, 2.26) 0.85 (0.54, 1.34) 1.14 (0.74, 1.77) .17 1.75 (1.21, 2.53) 1.15 (0.85, 1.57) 1.00 (Ref) .006

AORb (95% CI) 1.87 (1.25, 2.80) 1.05 (0.65, 1.69) 1.39 (0.88, 2.20) .35 1.85 (1.20, 2.85) 1.33 (0.95, 1.85) 1.00 (Ref) .004

AORc (95% CI) 1.84 (1.21, 2.80) 1.09 (0.67, 1.77) 1.50 (0.94, 2.39) .64 1.81 (1.16, 2.81) 1.34 (0.95, 1.87) 1.00 (Ref) .005

Any psychosocial problem

% 28.1 18.1 12.9 13.6 11.0 9.7

OR (95% CI) 3.66 (2.85, 4.70) 2.06 (1.56, 2.73) 1.39 (1.00, 1.93) < .001 1.48 (1.08, 2.02) 1.15 (0.90, 1.47) 1.00 (Ref) .02

AORb (95% CI) 3.74 (2.76, 5.07) 2.25 (1.65, 3.08) 1.52 (1.07, 2.16) < .001 1.69 (1.18, 2.41) 1.31 (1.01, 1.71) 1.00 (Ref) .004

AORc (95% CI) 3.45 (2.53, 4.72) 2.23 (1.63, 3.05) 1.50 (1.05, 2.15) < .001 1.70 (1.19, 2.45) 1.34 (1.02, 1.75) 1.00 (Ref) .005

Among women without prepregnancy depression

Postpartum depression

% 7.2 4.6 6.1 8.5 5.7 5.4

OR (95% CI) 1.37 (0.88, 2.12) 0.80 (0.46, 138) 1.15 (0.70, 1.90) .55 1.61 (1.03, 2.52) 1.04 (0.73, 1.50) 1.00 (Ref) .08

AORb (95% CI) 2.12 (1.26, 3.56) 1.33 (0.75, 2.38) 1.83 (1.07, 3.13) .71 1.49 (0.88, 2.53) 1.20 (0.81, 1.78) 1.00 (Ref) .17

AORc (95% CI) 1.84 (1.08, 3.14) 1.28 (0.71, 2.31) 1.76 (1.02, 3.05) .82 1.45 (0.84, 2.50) 1.21 (0.81, 1.80) 1.00 (Ref) .26

Any psychosocial problem

% 24.0 17.3 10.3 10.9 9.1 8.8

OR (95% CI) 3.27 (2.44, 4.37) 2.17 (1.58, 2.98) 1.18 (0.80, 1.74) < .001 1.27 (0.87, 1.84) 1.04 (0.78, 1.37) 1.00 (Ref) .28

AORb (95% CI) 3.39 (2.35, 4.89) 2.56 (1.79, 3.64) 1.39 (0.92, 2.10) < .001 1.29 (0.84, 1.99) 1.14 (0.84, 1.56) 1.00 (Ref) .4

AORc (95% CI) 3.94 (2.35, 6.61) 3.17 (2.17, 3.64) 1.36 (0.90, 2.07) < .001 1.29 (0.83, 2.00) 1.17 (0.85, 1.60) 1.00 (Ref) .49

Note. OR = odds ratio; AOR = adjusted odds ratio; CI = confidence interval.
aP value for linear trend across duration of cohabitation groups using duration of cohabitation groups as a continuous variable in the models, by marital status.
bAdjusted for maternal age (years), maternal age (quadratic), parity (primiparous, multiparous), education (< high school, high school diploma, postsecondary diploma, university diploma),
household income (below, at, or above Statistics Canada low-income after-tax cutoff, or unknown), foreign-born status (yes, no), and ethnic or cultural identity (North American, European, non-
Western, other).
cAdjusted for factors enumerated in footnote b, as well as for wantedness of the recent pregnancy (sooner or when it occurred, later, not at all) and partner disagreement with the recent pregnancy
(yes, no).
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marital commitment, premarital cohabitation,
or receipt of premarital education.51,53 Finally,
the MES was a cross-sectional survey that did
not allow one to establish clear temporal di-
rection and relied on retrospective, self-
reported responses that might be affected by
maternal recall. Despite these limitations, we
were able to identify sizable disparities by
marital status and cohabitation, using a nation-
ally representative, high-quality, population-
based survey. Although the MES did not
exhaustively cover mothers’ relationships, its
data collection represents a step forward to
a sounder typology of unions. To our knowl-
edge, this is the first study to assess the
association between duration of cohabitation,
bymarital status, andmultiple pregnancy-related
outcomes.

Conclusions

Our study supports the claim that a finer
typology of unions allows better identification
of women at risk for psychosocial problems.
First, it shows that noncohabiting, divorced,
and separated women, particularly those who
became so around the time of pregnancy, have
the highest burden of psychosocial problems.
Second, it shows that psychosocial problems
associated with nonmarital cohabitation are
concentrated among those with the shortest
duration of cohabitation. Our findings suggest
that newly formed couples may benefit from
appropriate interventions to lessen their vul-
nerability to adverse outcomes. Various ex-
perimental studies have consistently shown
that premarital education, relationship educa-
tion, and couple therapy improve marital out-
comes and long-term satisfaction with rela-
tionships.51,56---59 However, innovative
strategies may be needed to induce those
couples at highest risk of dissolution to partic-
ipate.60 Such timely interventions may improve
psychosocial well-being during and after preg-
nancy by minimizing marital conflict and en-
hancing relationships at the start of a union.
This, in turn, may reduce the rates of separa-
tion and divorce, which appear to have a neg-
ative impact on the well-being of the mother,
father, and newborn. On the other hand, there
may be circumstances where union dissolution
is best for long-term outcomes (e.g., severe
partner abuse). Psychosocial screening during
pregnancy may help identify those mothers in

high-risk relationships and provide opportuni-
ties for intervention.61 To advance our under-
standing of the impact of union dynamics on
family health, future data collection should go
beyond the childbearing mother to cover prior
relationships and the characteristics of both
partners. Future studies would be strengthened
by employing longitudinal designs to better
assess how trajectories in relationship status
affect family health. j
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