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Abstract
Objective: We describe each childhood background measure available in the National Social Life, Health, and Aging 
Project (NSHAP), report preliminary population estimates for each measure by age and gender, and validate the childhood 
measures by showing that the associations between the NSHAP childhood measures and later-life health outcomes are con-
sistent with previous studies on this topic.
Method: Childhood background measures included family life happiness, family structure, parental educational attain-
ment, perceived financial situation, experience of violence, witness of violence, childhood health, and place of birth. We 
measured self-rated health, depressive symptoms, and social support to assess later-life physical, mental, and social health. 
Logistic and linear regression models were used for the binary and continuous outcome variables, respectively.
Results: Older age groups were more likely than those in younger age groups to report a poor financial situation in childhood, 
lower parental education, and intact family structure and were less likely to have experienced or witnessed a violent event as a 
child. Growing up in a happy and well-educated family was associated with better physical, mental, and social health in older ages.
Discussion: NSHAP childhood data included a variety of measures assessing the family social environment during child-
hood, providing a valuable resource for the study of early-life determinants of health and well-being over the life course.
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Early childhood is a critical period that serves as a foun-
dation for health and well-being in adulthood (Ferraro 
et al., 2016; H. Lee, 2019; Luo & Waite, 2005; Zhang 
et  al., 2016). One of the most important factors af-
fecting lifelong health is a positive family environ-
ment during childhood (McEwen & McEwen, 2017). 
Considerable work has shown that parental warmth, an 
intact family structure (e.g., two-parent household), and 
financial stability during childhood predict better health 

for young adults (Chen & Harris, 2019; Gilman et al., 
2003; Meadows et al., 2006). Recent evidence suggests 
that this protective effect carries over into late adult-
hood (Chopik & Edelstein, 2019; Ferraro et al., 2016; 
H. Lee et al., 2021), highlighting the important role of 
early-life factors in shaping people’s overall health over 
the life course.

The National Social Life, Health, and Aging Project 
(NSHAP) has collected information on respondents’ 
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childhood background since 2010, allowing researchers 
to address questions of how later outcomes are shaped by 
early-life circumstances. The childhood background meas-
ures in the NSHAP include questions about family life 
happiness, childhood socioeconomic status (SES), family 
structure, and exposure to violence during childhood, 
along with childhood health and place of birth. A major 
strength of the childhood measures in NSHAP is its unique 
coverage of happiness of family life during childhood. 
Although there has been theoretical interest in exploring 
the impact of early family life beyond childhood into the 
later stages of the life course (Carr & Springer, 2010; 
Ferraro & Shippee, 2009), existing surveys of older adults 
often lack information on childhood family life. While 
several major studies of older adults including the Health 
and Retirement Study (HRS), Midlife Development in the 
United States (MIDUS), and the Wisconsin Longitudinal 
Study (WLS) have collected measures of family structure, 
conflict, and abuse during childhood along with childhood 
SES and health, there has been limited effort to measure 
positive family memories, and no population survey has in-
cluded questions about how happy the respondent’s family 
life was during childhood. This paper discusses the notable 
implications of integrating the measure of childhood family 
social environment into the studies of older adults.

In the first section of this paper, we review a life course 
framework that guides the conceptualization and measures 
of childhood exposures in population surveys. We then out-
line each childhood measure available in the NSHAP and 
report preliminary population estimates for each measure 
by age and gender using the NSHAP 2015 round of data. 
We provide evidence for the validity of these measures by 
showing how they are related to later-life physical, mental, 
and social outcomes. We focus in this paper on providing 
information to researchers interested in using the measures 
of childhood available in NSHAP. We conclude with future 
directions and potential research ideas.

Background

Theoretical Roots and Conceptualization of 
Childhood Measures in Life Course Research

Understanding the short- and long-term consequences of 
childhood exposures has been a central topic in life course 
research (Smith et al., 2021). There has been an extensive 
theoretical literature of a life course perspective in multiple 
social science disciplines. Focusing on one’s socioeconomic 
origin, early sociological theories viewed childhood SES, 
often characterized by parental education and occupation, 
as key early-life exposures that can have a long-term im-
pact on offspring’s social status (Blau & Duncan, 1967; 
Dannefer, 2003; O’Rand, 1996). Recently, this literature 
has expanded to link early socioeconomic context to health 
in later life (Ferraro et  al., 2016; Hayward & Gorman, 
2004; Luo & Waite, 2005). Scholars in demography and 

epidemiology focused on traumatic life events such as war, 
famine, physical abuse, and family adversity (Barker, 1995; 
Elder, 1974; Felitti et  al., 1998), while others considered 
childhood illnesses and place of birth as critical markers 
for adult outcomes (Case et al., 2005; Glymour et al., 2011; 
Goodman et al., 2011; Topping et al., 2021).

Conceptually, there are three models in life course re-
search that explain the association between childhood ex-
posures and later outcomes (Ben-Shlomo & Kuh, 2002; 
Ferraro & Shippee, 2009; Lyu & Burr, 2016). First, the 
critical period model suggests that childhood experiences 
and exposures may directly influence later-life health as 
early childhood circumstances become “embodied” to af-
fect later health (Hertzman, 1999). The argument is that 
exposure to low SES may represent key sources of stress 
that can launch a lifelong pattern of physiological deteri-
oration that influences health over the life course. For ex-
ample, older adults who grew up with parents with low 
levels of education and low-skilled occupations on average 
show poorer health and shorter life expectancy than their 
more advantaged peers (Luo & Waite, 2005; Montez & 
Hayward, 2014). Research also finds that early experiences 
shape the progression of disease; those growing up in dis-
advantaged homes experience faster cognitive decline (Lyu 
& Burr, 2016) and functioning decline (Haas, 2008). While 
childhood health reflects a wide range of experiences (Elo 
& Preston, 1992), prior work finds that childhood SES 
and health independently predict adult health (Case et al., 
2005; Luo & Waite, 2005; Montez & Hayward, 2014). In 
addition, a growing body of research shows that place of 
birth is associated with adult health and mortality, even 
for individuals who did not remain in their state of birth 
(Gilsanz et al., 2017; Glymour et al., 2011; Topping et al., 
2021; Zhang et al., 2016). For example, these studies have 
found that a southern birth or early-life residence in the 
U.S. Stroke Belt is associated with higher risk for cognitive 
impairment and dementia mortality. Glymour and Manly 
(2008) posited that differences in the early-life social con-
ditions, educational experiences, and school quality in the 
South may play a role in explaining the health disadvantage 
over the life course. The effect of childhood SES and health 
and place of birth in previous studies (e.g., Zhang et  al., 
2016) remained significant independent of adult experi-
ences, suggesting that early-life experiences and exposures 
exert long-term influences on health in later adulthood.

Second, the accumulation model suggests that exposures 
to advantages or adversities at different life stages have a 
cumulative dose/response effect on adult health. In this 
model, childhood experiences are considered to set in mo-
tion adult experiences that in turn influence health status. 
The theory of cumulative advantage/disadvantage suggests 
that early disadvantage can lead to further adversity in 
adulthood (e.g., poor education, unemployment, lack of so-
cial support), whereas early advantage can foster the devel-
opment of skills or experiences that benefit health over time 
(Dannefer, 2003). Childhood and adulthood experiences 
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thus combine to yield lifelong profiles of social standing 
that can damage or protect health. The literature suggests 
that no one factor at any one life stage has a large impact 
on health, as poor adult health results from an accumula-
tion of risk. For example, studies have found that individ-
uals with higher SES advantage at various stages across the 
life course had better physical, mental, cognitive, and oral 
health in older ages relative to those who were less advan-
taged at each of these points (H. Lee, 2019; Luo & Waite, 
2005; Marden et al., 2017).

Third, an alternative approach for conceptualizing the 
accumulation of risk is the social mobility model. The social 
mobility model considers that the continuity and changes 
in adverse experiences between childhood and adulthood 
may affect adult health. In this model, those who remain 
in adverse conditions from childhood to adulthood are hy-
pothesized to be in worse health than those who rise in 
their social position because this later advantage could 
compensate for early risk and lead to better health. Each 
of the three life course models may make unique contribu-
tions to understanding life course pathways to adult health 
disparities.

Together with these theories, there has been an 
increasing effort to develop and integrate measures of 
childhood into population surveys. Childhood measures 
are often collected as self-administered questionnaires 
(e.g., leave-behind questionnaire [LBQ]) or included with 
in-person or telephone interviews. Respondents are asked 
to indicate if an event occurred to them in a specific period 
of time in childhood (e.g., from birth to age 16). They 
are also asked to describe a particular family situation 
during childhood (e.g., financial situation). Possible re-
sponses vary from the binary yes or no choice to Likert 
scale ratings that reflect severity or frequency of an event 
or experience.

Childhood Background Measures in NSHAP

Although childhood SES and health are important pre-
dictors of health in adulthood, other features of the 
childhood family such as family life happiness, family com-
position, and family trauma may play an important role. 
The family environment reflects not only material but also 
socioemotional resources of caregivers and the quality of 
one’s learning environment critical for healthy develop-
ment over the life course (H. Lee et al., 2021). Repetti and 
colleagues (2002) posit that growing up with aggression, 
conflict, and cold, unsupportive relationships can be partic-
ularly detrimental because such risky family environments 
“create deficits in children’s control of and expression of 
emotions and in social competence, and also lead to dis-
turbances in physiologic and neuroendocrine system reg-
ulation” (p. 330). Others suggested that changes in family 
composition such as parental death, divorce, or separation 
can compromise health if children growing up in these en-
vironments are more likely to experience parental stress, 

emotional insecurity, and inadequate resources (Carlson & 
Corcoran, 2001). Exposure to parental abuse in early life 
may also be an important source of stress for children, con-
sequential for physical, mental, and emotional well-being 
in adulthood (Felitti et al., 1998).

There is a small but growing body of research sup-
porting an association between family social environments 
in childhood and later-life health. For example, a study 
from the HRS shows that individuals who experienced 
high levels of parental warmth during childhood tend to 
have better physical and mental health in middle and later 
life (Chopik & Edelstein, 2019). In another study from 
the HRS, however, H.  Lee and colleagues (2021) found 
that individuals who were raised in a single-parent house-
hold tend to have poorer cognitive functioning relative to 
those from two-parent households. Using MIDUS and the 
WLS, others found that childhood abuse has also negative 
consequences for physical, mental, and biological health 
among older adults (Ferraro et  al., 2016; C.  Lee et  al., 
2017; Springer et  al., 2007). In addition to parent–child 
relationships and family structure, a recent study from the 
NSHAP reveals that growing up in a happy family during 
childhood is another important predictor of later-life 
health, especially for cognitive functioning among older 
adults (H. Lee & Schafer, 2021). These childhood family 
characteristics were often significantly associated with 
later-life health outcomes net of childhood SES and health, 
suggesting that the studies of the early origins of health 
may benefit from contextualizing individuals’ family social 
environments during childhood along with their socioeco-
nomic and health background.

Several pathways link childhood family social envir-
onments to late-life outcomes. Previous research suggests 
that supportive parenting and a nurturing family environ-
ment promote educational attainment (Melby et al., 2008; 
Robertson & Reynolds, 2010), and the well educated are 
more likely to have occupations that come with good health 
benefits, to do regular health screenings, and to adopt a 
healthy lifestyle, all of which are associated with good 
health in later life. Studies in psychology show that growing 
up in a nurturing, happy family environment may provide 
strong social attachments and foster emotional competen-
cies (Batcho et al., 2011; Kaufman, 2019), which can help 
develop social skills, become socially connected, and ob-
tain social support as people age. Indeed, recent evidence 
using the NSHAP supports the idea that childhood family 
environments can shape access to social support and social 
connectedness across the life course, with higher levels of 
family happiness in childhood associated with greater net-
work density and more kin-centric network composition 
among older adults (Goldman, 2020).

Given that child development is influenced by multiple 
social contexts, the NSHAP childhood measures will pro-
vide researchers an opportunity to explore the link between 
later outcomes and a broad set of measures of childhood 
family life experiences. Specifically, multiple dimensions of 
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childhood family functioning including family life happi-
ness available in the NSHAP will provide a unique oppor-
tunity to address the hypotheses and pathways suggested 
by those theories of the life course. To provide informa-
tion to researchers interested in using the childhood back-
ground measures in the NSHAP, in the following section, 
we describe how each childhood background measure was 
measured. Then we provide preliminary population esti-
mates of each measure by age and gender. NSHAP began 
to collect information on childhood background beginning 
in 2010—the childhood measures are fairly new to the life 
course literature relative to those in the HRS, MIDUS, and 
WLS. Therefore, we validate the NSHAP childhood meas-
ures by showing that the associations between the NSHAP 
childhood measures and later-life health outcomes are con-
sistent with previous findings in life course research using 
other aging surveys.

Method

Sample

We used data from the 2010 and 2015 rounds of the 
NSHAP, a nationally representative longitudinal study 
of community-dwelling older adults. The first round of 
NSHAP was collected in 2005 from a sample of 3,005 older 
adults born 1920–1947. In 2010, returning respondents as 
well as a sample of their coresident partners were surveyed 
in a second round of data collection. The third round of 
NSHAP was collected in 2015 and included returning re-
spondents and a new cohort of individuals born during the 
Baby Boom (1948–1965) as well as their coresident part-
ners. In-home interviews were conducted in each round. At 
the end of the in-home interview, respondents were asked 
to complete and return a LBQ, which included the ques-
tions on childhood background. The LBQ response rate is 
87% in Round 2 and 85% in Round 3.

NSHAP first asked respondents (original cohort) about 
their childhood background in 2010 (R2) and extended 
these measures to the new cohort, which entered the survey 
in 2015 (R3). We merged childhood background data 
obtained in R2 from the original cohort with childhood 
background data in R3 from the new cohort and later-life 
health outcomes reported in R3. Although each cohort 
was only asked the childhood background questions once, 
there are 20 respondents from the original cohort who an-
swered childhood questions in both Rounds 2 and 3. Some 
of these respondents reported different answers across the 
rounds. When this was the case, we used the answer re-
ported in Round 2. Restricting the data set to respondents 
aged 50 and older (born 1920–1965) who completed the 
LBQ yielded a sample of 3,858. Descriptive statistics of the 
childhood variables presented in Table 2 are based on this 
sample of 3,858. For our regression analyses, we used data 
from respondents aged 50 and older (born 1920–1965) 
with valid data on all childhood variables and covariates 

(N = 2,719). The missingness largely comes from respond-
ents who were missing on parent’s education (father’s edu-
cation: 22.2%; mother’s education: 20.9%) with all other 
childhood measures having less than 5% missingness. For 
the multivariate regression analyses, the sample size was 
further reduced to 2,703, 2,682, and 1,929 due to missing 
values in measures of self-rated health, depressive symp-
toms, and social support, respectively. 

Childhood Background Measures

Three types of childhood background were measured in 
NSHAP-LBQ: measures of birthplace; measures of family 
background (family happiness, parent education, finan-
cial status, family structure); and measures of childhood 
experience/adversity (health status, exposure to violence). 
First, NSHAP assessed the birthplace of respondents by 
asking respondents whether they were born in the United 
States and, if so, in what state they were born. States were 
grouped into four regions as defined by the U.S. Census 
Bureau (2010). Second, NSHAP assessed family happi-
ness by asking respondents how much they agree with the 
statement “When I  was growing up, my family life was 
always happy.” Response categories ranged from 1 (I dis-
agree very much) to 6 (I agree very much). Over half of 
the respondents agreed pretty much (42%) and very much 
(22%). Approximately one third of the sample agreed a 
little (10%), disagreed a little (10%), and disagreed pretty 
much (10%). A small percentage of respondents disagreed 
very much (6%). Following H. Lee and Schafer (2021), we 
compared respondents who reported that their family life 
was always “very much happy” and “pretty much happy” 
(=1) with those who agreed a little and those who disagreed 
with the statement.

NSHAP measured parent’s education by asking re-
spondents about the highest level of education completed 
by their father and mother. The original scale ranged from 
1 (no formal education) to 6 (≥17 postcollege). About 22% 
and 21% of respondents had missing data on their father’s 
and mother’s education, respectively. Our sample excluded 
those missing cases but one option that researchers could 
consider is to add a category for missing parent’s educa-
tion. Preliminary analyses showed that both options yield 
similar results and the second option preserves the sample 
size. More than half of the respondents reported their fa-
thers had a high school degree (34%) or less (28%), with 
5% of respondents indicating their fathers had no formal 
education. One quarter of the respondents reported their 
fathers had some college education (15%) or completed 
college (10%). Eight percent of respondents reported their 
fathers had postcollege education. Turning to mother’s ed-
ucation, 4% of respondents reported their mothers had no 
formal education. More than two thirds of the respondents 
reported their mothers had a high school degree (45%) or 
less (29%). About one fifth of the respondents had mothers 
with some college education (11%) or a college degree 
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(7%), with 3% of respondents reporting their mother 
having postcollege education. Consistent with previous 
work (Goldman, 2020), we recoded the response categories 
into 1 = less than high school, 2 = high school, and 3 = some 
college or more.

Family financial status during childhood was captured 
by the question: “During the time from about age 6 to age 
16, would you say your family was very well off finan-
cially, fairly well off, about average, not so well off, or not 
well off at all?” About half of the respondents rated their 
family financial status during childhood as “about average” 
(45%). Those who rated their family financial status as 
“very well off” and “fairly well off” made up 3% and 11% 
of the sample, respectively. Approximately one third of the 
respondents reported their family financial status during 
childhood as “not well off at all” (13%) or “not so well off” 
(28%). Following previous work (H. Lee & Schafer, 2021; 
Luo & Waite, 2005), we dichotomized the answers into 
“very well off,” “fairly well off,” or “about average” (=1) 
and “not well off at all” or “not so well off” (=0). Family 
structure is coded as intact for who lived with both of their 
parents (=1) and not intact for those who did not (=0).

Lastly, NSHAP assessed childhood health using the 
question: “From age 6 to 16 years, would you say that your 
health during that time was excellent, very good, good, fair, 
or poor?” Respondents who rated their childhood health 
as “fair” or “poor” made up 5% and 1% of the sample, 
respectively. The majority of the respondents rated their 
childhood health as “good” (17%), “very good” (30%), or 
“excellent” (45%). Following previous work (H. Lee et al., 
2021; H. Lee & Schafer, 2021; Zhang et al., 2016), we di-
chotomized childhood health into “good,” “very good,” or 
“excellent” (=1) versus “fair” or “poor” (=0). Finally, we 
examined whether respondents ever witnessed or experi-
enced a violent event when they were 6–16 years of age. 
Detailed variable descriptions are provided in Table 1.

Later-Life Health Outcomes

Using the NSHAP 2015 round of data, we measured self-
rated health, depressive symptoms, and social support 
to assess physical, mental, and social health, which have 
been found to be strongly patterned by childhood back-
ground (Goldman, 2020; Springer et al., 2007). We com-
pared respondents who reported “excellent,” “very good,” 
or “good” health (=1) with those who reported “poor” or 
“fair” health (=0), categorizing each group as “good” and 
“poor” health groups, respectively. Depressive symptoms 
were measured by using the 11-item version of the Center 
for Epidemiological Studies—Depression Scale (Payne 
et  al., 2014). Respondents rated how often they experi-
enced each of 11 items over the past week on a 4-point 
Likert scale ranging from 0 (rarely or none of the time) 
to 3 (most of the time). Following Payne and colleagues 
(2014), we combined 2 (occasionally) and 3 (most of the 
time) into a single category so that the response categories 

are as follows: rarely or none of the time (=0), some of 
the time (=1), and much or most of the time (=2). A total 
score ranges from 0 to 22, with higher scores indicating 
more depressive symptoms. Cronbach’s alpha was .81. 
Social support from partner, family, and friends was as-
sessed by asking respondents “How often can you open 
up to [current partner/ members of your family/friends] 
if you need to talk about your worries?” and “How often 
can you rely on [current partner/ members of your family/ 
friends] for help if you have a problem?” Response for each 
item ranged from never (=0) to often (=3). We created a 
scale by averaging the responses to the six support items 
by treating older adults without partners as missing. This 
measure of social support has been validated in previous 
work (alpha = .67) (Cornwell & Waite, 2009).

Covariates

Demographic covariates include age (mean [SD]: 66.3 
[10.1]), gender (1  =  female; 55.2%), and race/ethnicity. 
Four race/ethnicity categories were measured: non-
Hispanic White (reference), non-Hispanic Black, Hispanic, 
and Other.

Analytic Plan

Descriptive analysis was first conducted to see the distri-
bution of each childhood item by gender and age group 
(50–59, 60–69, 70–79, and 80–95). We then examined 
whether childhood background measures could be used 
as potential predictors of various health outcomes. The 
application of regression analysis to validate predictive 
validity of childhood measures has been shown to be ap-
propriate and has been well discussed in previous studies 
(DeVellis, 2012; Vable et al., 2017). Multivariate regres-
sion analyses were carried out using logistic regression 
for self-rated health and ordinary least squares regres-
sion for depressive symptoms and social support. All 
models control for demographic covariates including age, 
gender, and race/ethnicity. In addition to demographic 
characteristics, we also adjusted for survey round (2010 
or 2015). Survey weights from the 2010 round were 
used for the original cohort and the 2015 round were 
used for the new cohort to account for the complex sam-
pling design of the NSHAP. Preliminary analyses found 
the regression models face multicollinearity issues when 
both nativity and regions are accounted for as part of 
childhood background measures, so we excluded regions 
from the final model.

Results

Descriptive Statistics

Table 2 presents the distribution of childhood measures by 
age group and gender. The majority of the sample reported 
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being born in the United States (89.8%). Among those 
born in the United States, most of them were born in the 
Midwest (34.7%), followed by the South (30%), Northeast 
(22%), and the West (13.3%). The share of respondents 
who reported having a happy family life while growing up 

shows different patterns for men and women across the age 
groups. Happy family life is equally prevalent among men 
in their 50s (63.2%) and 60s (63%). The share of men re-
porting happy family life rises to 70.1% in their 70s, and 
then falls to 66.8% among those aged 80 and older. In 

Table 1. Childhood Background Measures Included in NSHAP 2010 and 2015

NSHAP constructed 
variable

Question and response options Coding scheme

Born in the United 
States

Were you born in the United 
States?  
 0 No  
 1 Yes

Coded 1 if “Yes.”

State of birth In what state were you born? Coded “Northeast” if the respondent was born in the following states: 
Connecticut, Maine, Massachusetts, New Hampshire, New Jersey, New York, 
Pennsylvania, Rhode Island, and Vermont; reference category  
Coded “Midwest” if the respondent was born in the following states: Illinois, 
Indiana, Iowa, Kansas, Michigan, Minnesota, Missouri, Nebraska, North 
Dakota, Ohio, South Dakota, and Wisconsin  
Coded “South” if the respondent was born in the following states: Alabama, 
Arkansas, Delaware, District of Columbia, Florida, Georgia, Kentucky, 
Louisiana, Maryland, Mississippi, North Carolina, Oklahoma, South 
Carolina, Virginia, Tennessee, Texas, and West Virginia  
Coded “West” if the respondent was born in the following states: Alaska, 
Arizona, California, Colorado, Hawaii, Idaho, Montana, Nevada, Oregon, 
New Mexico, Utah, Washington, and Wyoming

Family life happy 
growing up

How much do you agree with the 
statement: “When I was growing 
up, my family life was always 
happy.”  
 1 I disagree very much  
 2 I disagree pretty much  
 3 I disagree a little  
 4 I agree a little  
 5 I agree pretty much  
 6 I agree very much

The responses are dichotomized so that “5 = I agree pretty much” and “6 = I 
agree very much” are coded as 1 and 0 otherwise.

Father’s education What is the highest grade of 
school your father completed?  
 1 No formal education  
 2 1–11 Grades  
 3 12 High school graduate  
 4 13–15 Some college  
 5 16 College graduate  
 6 ≥17 Postcollege  
 7 Other  
 8 Don’t know

The responses were recoded into three categories:  
 1 = father did not complete high school  
 2 = father completed high school  
 3 = father has some college or more  

Mother’s education What is the highest grade of 
school your mother completed?  
 1 No formal education  
 2 1–11 Grades  
 3 12 High school graduate  
 4 13–15 Some college  
 5 16 College graduate  
 6 ≥17 Postcollege  
 7 Other  
 8 Don’t know

The responses were recoded into three categories:  
 1 = mother did not complete high school  
 2 = mother completed high school  
 3 = mother has some college or more
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contrast, the share of women reporting a happy family life 
steadily increases from their 50s (60%) through ages 80 
and older (69.8%).

We examine the childhood SES of older adults by fo-
cusing on father’s education, mother’s education, and 
family’s financial situation. For both men and women, 
respondents in their 80s and older were more likely than 
those in their 50s to have parents with less than a high 
school degree. For instance, the share with a father with 
less than a high school degree shows a consistent rise with 
age, from about one-fifth of those in their 50s (23.2% for 
men, 21.9% for women) to about half of those aged 80 and 
older (52.1% for men, 51.7% for women). We see a similar 

pattern for mother’s education. About a quarter of respond-
ents in their 50s have a mother with less than a high school 
degree (22.5% for men, 25.6% for women), whereas a 
little over half of those 80 and older have a mother with 
less than a high school degree (53.9% for men, 51% for 
women). For both men and women, the percent of respond-
ents reporting their childhood financial situation as average 
or above average falls with age, from about two thirds of 
men and women in their 50s falling to less than half for 
those aged 80 and older.

Both men and women in older age groups were also 
more likely to have lived with both parents during child-
hood compared to younger age groups. For instance, 

Table 1. Continued

NSHAP constructed 
variable

Question and response options Coding scheme

 Family’s financial 
situation from age 
6 to 16

During the time from about age 6 
to 16, would you say your family 
was very well off financially, fairly 
well off, about average, not so 
well off, or not well off at all?  
 1 Not well off at all  
 2 Not so well off  
 3 About average  
 4 Fairly well off  
 5 Very well off

The responses are dichotomized so that “3 = About average,” “4 = Fairly well 
off,” and “5 = Very well off” are coded as 1 and 0 otherwise.

 Lived with both 
parents from age 6 
to 16

During this time, did you live with 
both of your parents?  
 0 No  
 1 Yes

Coded 1 if “Yes.”

 Health status from 
age 6 to 16

Consider your health while you 
were growing up, from around 
age 6 to 16. Would you say that 
your health during that time was 
excellent, very good, good, fair, 
or poor?  
 1 Poor  
 2 Fair  
 3 Good  
 4 Very good  
 5 Excellent

The responses are dichotomized so that “3 = Good,” “4 = Very good,” and 
“5 = Excellent” are coded as 1 and 0 otherwise.

Experienced violent 
event from age 6 
to 16

From about age 6 to 16, were you 
beaten, assaulted, shot, raped, 
or did you experience any other 
violent event?  
 0 No  
 1 Yes

Coded 1 if “Yes.”

Witnessed violent 
event from age 6 
to 16

From about age 6 to 16, did you 
witness any violent events, such 
as a beating, assault, shooting, 
murder, or rape?  
 0 No  
 1 Yes

Coded 1 if “Yes.”

Note: NSHAP = National Social Life, Health, and Aging Project.
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88.9% of men among 80 and older lived with both parents 
between ages 6 and 16, while 80.3% of those from their 
50s lived with their parents. The increase with age is less 
steep for women—the share of older women who lived 
with both parents increases from 81.5% of those in their 
50s to 85.6% of those among 80 and older. Health status 
between ages 6 and 16 shows a skewed distribution such 
that over 90% of respondents reported having good, very 
good, or excellent health during childhood, which could 
be due at least in part to selection of healthier people into 
old age. The share of those with good, very good, or excel-
lent health is fairly stable across the age groups for both 
men and women. However, men tend to have slightly better 
childhood health than women at all ages.

Lastly, both men and women in younger age groups 
were more likely than those in older age groups to have ex-
perienced or witnessed a violent event as a child. About one 
fifth of those in their 50s experienced a violent event during 
childhood (17.4% for men, 20.3% for women) compared 
to approximately 6% of those aged 80 and older (5.9% for 
men, 6.6% for women). We see a similar pattern for those 
who witnessed a violent event, from approximately one 
fifth of older adults in their 50s having witnessed a violent 
event to about 10% of those 80 and older. The percent of 
women who experienced a violent event (14.6%) and who 
witnessed a violent event (14%) was about equal, whereas 
a higher share of men witnessed a violent event (16%) than 
experienced a violent event (12.5%), which may reflect 
gendered patterns of victimization.

Multivariate Regression Models

Next, we validate the measure of life circumstances during 
childhood by showing that the associations between the 
NSHAP childhood measures and later-life health outcomes 
are consistent with previous findings in life course research 
(shown in Table 3). Model 1 in Table 3 presents the odds 
of “good” self-rated health. Respondents who had a happy 
family life during childhood have higher odds of reporting 
good, very good, or excellent health than those who did 
not. Those with fathers who have some college education or 
more have higher odds of reporting good health than those 
with fathers who did not complete high school. Similarly, 
those who have mothers with some college education or 
more and those who have mothers with a high school de-
gree are more likely to report good health than those with 
mothers who did not complete high school. Reporting 
“good,” “very good,” or “excellent” childhood health was 
associated with better self-rated health at older ages com-
pared to reporting “poor” or “fair” childhood health.

Model 2 of Table 3 presents the association between 
depressive symptoms and childhood measures. A  happy 
family life during childhood is linked to fewer depres-
sive symptoms. Having a mother or father with at least 
some college education is associated with fewer depressive 
symptoms. Respondents who reported having good health 

between ages 6 and 16 show fewer depressive symptoms, 
on average, than those who report having fair or poor 
health. On the other hand, respondents who experienced 
a violent event during childhood report more frequent de-
pressive symptoms than older adults who did not experi-
ence a violence event.

Lastly, Model 3 assesses the link between childhood 
measures and social health, as assessed by social support. 
Having a happy family life growing up was the only sta-
tistically significant childhood measure, with happy family 
life associated with greater levels of social support in adult-
hood. Given that people who have no spouse do not an-
swer social support items for spousal support, respondents 
without partners were omitted from Model 3.  As a ro-
bustness check, we estimated a model that includes those 
without partners by assigning them a value of 0 to partner 
social support items, and the results were largely the same.

Discussion
The purpose of this paper was to facilitate life course re-
search using NSHAP. We described the childhood measures 
available in NSHAP and reported preliminary population 
estimates for each measure by age and gender. We also ex-
plored how older adult physical, mental, and social health 
are associated with childhood background characteristics.

Descriptive statistics show that childhood experiences 
vary by age groups. Older age groups were more likely to 
report poorer financial situations during childhood and 
lower parental education than younger age groups. These 
patterns reflect increases in the educational attainment of 
successive cohorts over the twentieth century. It is also 
possible that those in their 70s and 80s lived some parts 
of their childhoods during the Great Depression (1929–
1939), which would affect reports of family financial status 
for those individuals. In addition, younger age groups were 
more likely to grow up in nonintact families (i.e., single-
parent households) and more likely to experience or wit-
ness a violent event during childhood compared to older 
age groups. These differences may be attributable to dem-
ographic changes in marriage and cultural and societal up-
heaval in the 1960s. Some of the younger age groups are 
members of the Baby Boom cohort, who approached mar-
riage differently and went through divorce or separation 
more than their parents and siblings. These demographic 
experiences of Baby Boomers affected their family life and 
living arrangement in adulthood. It is also possible that 
those in their 50s and 60s spent their early life during civil 
rights movements, the Vietnam War, and antiwar protests, 
which would increase their exposure to and witness of vio-
lent events during childhood. However, self-rated health in 
childhood did not differ across age.

Consistent with previous findings from the literature 
(Chopik & Edelstein, 2019; Ferraro et  al., 2016; H.  Lee 
et  al., 2021; Springer et  al., 2007), our exploratory ana-
lyses point to the social environment of one’s family during 
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childhood being a fundamental context that influences 
adult health over the life course. We found that growing 
up in a happy family is a particularly important predictor 
of the amount of social support older adults receive from 
spouse, family, and friends. Interestingly, we found that 
other childhood measures, especially parent’s education, 
are only relevant for physical and mental health. One pos-
sibility is that parental education as proxies for childhood 
SES may have direct associations with the physical and 
mental health outcomes through its impact on offspring’s 
education. Education correlates with socioeconomic posi-
tion, and individuals with high SES tend to have better phys-
ical and mental health. The well educated are also likely to 
have good health benefits and insurance coverage through 
their occupations, which allow regular health check-ups 
and screening. On the other hand, the family environment 
may reflect emotional and psychosocial resources of care-
givers and the quality of one’s rearing environment, which 
may foster the development of strong social attachments 
and emotional competencies over the life course. This re-
sult may be surprising but there is evidence in support of 
our finding in the literature of life course research. Using 
the NSHAP childhood measures, recent evidence finds that 
childhood family happiness is associated with greater social 

connectedness and self-mastery in later life net of child-
hood SES and health, the common childhood variables that 
have been considered key early-life determinants in the life 
course literature (Goldman, 2020; H. Lee & Schafer, 2021). 
This is yet another reminder that family is one of the most 
important social contexts affecting lifelong health and so-
cial well-being.

Although there has been theoretical interest in exploring 
the impact of early family life over the life course, most 
prior studies in life course research have focused on pa-
rental SES to assess early-life circumstances, and lim-
ited empirical work has examined the long-term impact 
of childhood family social environment on adult health. 
A  major reason for this is that existing surveys of older 
adults often lack information on childhood family life, and 
studies with measures of childhood family life have prima-
rily focused on outcomes for young adults. By leveraging 
the unique measure of childhood family life happiness in 
NSHAP, researchers may be able to explore the pathways 
through which family emotional functioning, family SES, 
place of birth, and exposure to violence affect physical, 
psychological, cognitive, and social health in later life. This 
is a critical yet largely underexplored area in life course 
research.

Table 3. Regression Predicting Physical, Mental, and Social Health by Childhood Background Variables, National Social Life, 
Health, and Aging Project, 2015

Self-rated health (1 = good) Depressive symptoms (range: 0–22) Social supporta (range: 0–3)

 Logit (odds ratio) OLS OLS

Childhood happiness    
 Happy family life 1.35 (0.16)* −1.00 (0.22)*** 0.10 (0.03)***
Father’s education    
 Less than HS (ref.)    
 HS 1.02 (0.14) −0.00 (0.25) 0.01 (0.03)
 More than HS 1.39 (0.21)* −0.75 (0.27)** 0.03 (0.03)
Mother’s education    
 Less than HS (ref.)    
 HS 1.37 (0.19)* −0.16 (0.28) 0.03 (0.03)
 More than HS 1.73 (0.30)** −0.66 (0.28)* 0.04 (0.04)
Family’s financial situation    
 Family was well off 1.02 (0.11) 0.21 (0.19) 0.01 (0.03)
Intact family    
 Lived with parents 1.11 (0.17) 0.34 (0.24) −0.04 (0.03)
Childhood health    
 Good/very good/excellent 2.45 (0.46)*** −1.23 (0.50)* 0.04 (0.05)
Childhood trauma    
 Witness of violence 0.79 (0.13) 0.32 (0.37) −0.04 (0.04)
 Experience of violence 0.89 (0.17) 1.04 (0.32)** 0.00 (0.04)
U.S. born 0.86 (0.16) −0.03 (0.34) −0.02 (0.05)
Constant 6.03 (4.89)* 4.39 (1.30)* 2.74 (0.04)***
Number of observationsb 2,703 2,682 1,929

Notes: HS = high school; ref. = reference. Regressions control for age, gender, race/ethnicity, and survey round.
aThis measure is only relevant to those who answered all six social support items (e.g., social support from partner, family, and friends). 
bOur analytic sample varies across the three models due to missing cases in each health outcome.
*p < .05. **p < .01. ***p < .001 (two-tailed tests).
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There are several issues that merit attention for future 
research. First, retrospective measures of childhood back-
ground may be subject to recall bias, but Smith (2009) 
found that older adults in a population-based survey seem 
to recall childhood circumstances quite well and early-life 
autobiographical memories may not be susceptible to de-
clines in recall (Leyhe et al., 2009). Yet, the possibility of 
recall bias and loss of precision in retrospective reports of 
childhood measures due to missing cases suggests caution in 
interpreting results. In addition, the generalizability of our 
findings may be limited to those healthy populations who 
still live independently in their communities. NSHAP did 
not assess health outcomes for those who are institution-
alized at the time of survey and for whom short interviews 
were completed by a knowledgeable proxy. This selection 
bias might have resulted in a relative underrepresentation 
of respondents who developed poor health outcomes, and 
careful interpretation of results is warranted.

Second, childhood happiness measured in NSHAP fo-
cuses primarily on whether respondents had a happy family 
life and may not identify all key characteristics of a happy 
childhood. Positive childhood memories can occur across 
multiple contexts in which individuals are reared including 
home, extended family, school, and community. Future 
studies measuring relationships with grandparents, peers, 
teachers, and community members may improve our un-
derstanding of early-life positive memories on later out-
comes. In addition, the 1940 Census has been recently 
linked to several major studies of older adults in the United 
States including NSHAP. By leveraging recent linkages be-
tween the NSHAP and the 1940 Census (more information 
available in the special issue on this linkage), future work 
could investigate how later-life outcomes are influenced 
by early-life environmental conditions above and beyond 
childhood SES, health, and family conditions to expand 
our understanding of the Critical Period Model. Future re-
search could also benefit from investigating racial/ethnic 
differences in the effect of childhood conditions on health 
outcomes as Black older adults are thought to have expe-
rienced different trajectories of social, economic, and resi-
dential experiences than others.

Lastly, early-life experiences and exposures can indi-
rectly impact older adult health through adult resource and 
opportunity pathways (Ferraro et al., 2016). Ferraro and 
colleagues (2016) argue that “early disadvantage increases 
the likelihood of exposure to later risks—but resources 
help individuals respond to those negative exposures” 
(p. 110). While much of the research on this topic exam-
ines adult SES (i.e., education, income, occupation, wealth), 
only a few studies have examined psychosocial resources 
as a mediating pathway through which early-life experi-
ences shape later-life outcomes (Ferraro et al., 2016; H. Lee 
& Schafer, 2021; Morton et al., 2014). Growing up with 
adverse childhood experiences may be a source of chronic 
stress, which may lead to physiological deterioration and 
poor health in later life. One could test this accumulation 

model using the NSHAP biomarker data to see if adverse 
childhood experiences impact later-life outcomes through 
the biological risk pathway. Combined with the explora-
tory analyses presented in the current study, future research 
investigating potential life course pathways through which 
childhood background contributes to later-life health could 
investigate the role of adult achievements in compensating 
for early-life risk to test the social mobility model.

This study highlights the importance of accounting for 
childhood family life and social environment in examina-
tion of later-life physical, mental, and social health. This 
study describes childhood background measures in the 
NSHAP and provides preliminary evidence that growing 
up in a happy and well-educated family environment is as-
sociated with better physical, mental, and social health even 
decades later. Examination of not only childhood socioec-
onomic context but also family life experiences in survey 
data may inform our understanding of the early origins of 
healthy aging.
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