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Objectives. This study assesses the impact of family instability during childhood on adult intentions
to seek healthcare when depressed or in pain, adding to research on the long-term consequences of
family instability and on care seeking. Methods. Logistic regression is used with survey data collected
from nearly 600 service workers in Sacramento, CA and Victoria, British Columbia. Results. Adults
who experienced high levels of familial disruption, defined as five or more changes, during childhood
are less likely to say that they would seek healthcare when experiencing mental and physical distress.
This pattern is independent of a number of demographic attributes, mediating mechanisms, mental
and physical health status, and health-care access. Conclusions. Family instability in childhood has
long-term consequences for health-care secking intentions. This instability within a primary social
institution, the family, may shake the very foundation upon which trust in other institutions is
formed.

Family structures today are in flux—delayed marriage and childbearing, divorce, adop-
tion, cohabitation, lone parenthood, remarriage are increasingly common—and many
children experience a number of household changes before they leave home to pursue
adult roles (Brown et al., 2015; Teachman et al., 2013). These changes in family structures
affect childhood and adolescent development and well-being (Bzostek and Beck, 2011;
Craigie et al., 2012; Fomby and Cherlin, 2007; Magnuson and Berger, 2009) and may
be detrimental to adolescent and adult physical and mental health outcomes (Amato and
Sobolewksi, 2001; Gihler and Garriga, 2013).

Research on life course consequences of changes in family structure has, however, mostly
ignored its implications for health-care seeking. According to the life course approach
(Elder et al., 2003; George, 1993) early conditions and events have long-term effects on
people’s later lives, including their health. As Link and Phelan (1995) note, theorizing
about health requires highlighting how distal factors put people “at risk of being at risk”
(also see Avison, 2010; Mayer, 2009). Extending this insight, we argue that the trajectories
that start in childhood have important implications for the utilization of health-care
services in adulthood (Braveman and Barclay, 2009). We focus on family instability and
examine its link with seeking healthcare for two health problems: prolonged symptoms of
depression and bodily pain. We examine these relationships with data from a sample of
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service workers and with logit models that incorporate variables from Andersen’s behavioral
model (Andersen, 1995) of health access and utilization (predisposing, enabling, and need
factors), along with measures of distress, economic difficulties, and later life consequences
associated with health and behavioral outcomes (Sun and Li, 2008). We find that high
levels of instability are linked to a disinclination to seek formal healthcare, suggesting that
multiple changes in family structure may shake the bedrock necessary for establishing trust
in health institutions and providers in adulthood (Blendon, Benson, and Hero, 2014; Hall
etal., 2001).

Background
Family Instability and Health

A substantial body of research finds that changes in family structure during childhood
have relatively proximate negative consequences for health, development, and behavioral
outcomes. Changes in family structure are, for example, associated with poorer health, cog-
nitive, and behavioral outcomes for five-year-olds (Bzostek and Beck, 2011; Craigie et al.,
2012); problem behavior in elementary school (Cavanagh and Houston, 2006); and nega-
tive cognitive and behavioral outcomes in adolescence (Fomby and Cherlin, 2007; Lee and
McLanahan, 2015; Magnuson and Berger, 2009). Longer-term consequences of parental
separation or divorce in childhood or adolescence have also been documented. Adults from
these families score higher on measures of depression (Amato, 1991; Gilman et al., 2003)
and lower on general psychological well-being scales (Amato and Sobolewski, 2001; Gihler
and Garriga, 2013) compared with people from stable two-parent families. Although not
all studies find enduring consequences of family instability, Amato (1991:551) concludes
that “[o]verall, in spite of some inconsistency, the available survey data suggest that expe-
riencing family disruption as a child is associated with lowered psychological well-being in
adulthood.”

Three approaches are generally invoked to account for this relationship (Sun and Li,
2008). One approach emphasizes the family’s role as the primary socializing institution
and its provision of stability and security. According to this perspective, the loss or addition
of a parental figure may create ambiguity in household rules, family relationships, and
parental expectations that negatively affect children’s emotional sense of security and in-
crease their anxieties about continuous adjustments; this distress may result in psychological
or emotional deficits that persist into adulthood (Beck et al., 2010). A second perspective
highlights parental resources. It notes that instability is often accompanied by changes
in economic resources, parenting time, and attention that negatively impact children
(Fairbrother et al., 2005). A third, less commonly invoked, perspective is the possibility
that parental divorce has a delayed pathway effect, triggering events or experiences later in
a child’s life, such as curtailed education or early parenthood in adolescence that, in turn,
have negative consequences in adulthood (Cherlin et al., 1998).

Family Instability and Health-Care Use

Most research studying the impact of early experiences on health-care utilization or
intended use assesses static family structure differences rather than instability across time.
Heck and Parker (2002) find, for example, that children of single mothers are less likely to
have a regular source of healthcare and have more unmet needs than children who live in
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two-parent households. Gorman and Braverman (2008) move beyond a two-parent/single-
parent comparison and report that children in other family structures (e.g., cohabiting
parents, stepparents) are also less likely to have a usual source of routine care and more likely
to have delays in secking healthcare. Although only a few studies have examined multiple
family changes, there is evidence of an inverse association between family turbulence
(moving in with other adults) and parents’ confidence in their ability to obtain healthcare
or meet their children’s health-care needs (Fairbrother et al., 2005).

Notwithstanding the contributions of studies such as these, the research suffers from
several limitations. Expanded assessment, both in terms of quantity and type of family
transitions applied to the impact of family change on specific health and developmental
outcomes, has not yet been applied to investigation of health-care utilization. Yet, changes
in contemporary marriage and family patterns mean that many children live in families in
which one or more parents or guardians will exit and that a significant minority of these
children will experience multiple transitions and considerable instability (Parke, 2013). It is
therefore imperative to examine the consequences of the level of family stability. A further
limitation is that researchers rarely test the influence of family structure on healthcare
beyond childhood or adolescence, a time when the patient’s care seeking is typically not
self-determined. As noted above, a life course perspective suggests that adult experiences,
such as the inclination to seek formal healthcare, are influenced by an array of childhood
experiences, including the level of family instability.

Our approach to the determinants of health-care use goes beyond the two dominant
perspectives on health-care seeking. Both approaches assume patient agency in seeking care.
Human agency theory distinguishes between goals, intentions, and plans to fulfill these
goals (for a review of human agency theory, see Bandura, 1989). In terms of health-care
seeking, scholars find that intention and actual behavior are influenced by personal and
social attitudes, severity of needs, perceptions, external barriers, and/or extraneous costs.
One orientation coming out of the theory of planned behavior (for a review of TPB, see
Armitage and Connor, 2001) focuses on proximate factors, such as perceptions about the
severity of the health problem and the benefits of and barriers to obtaining care (Ajzen,
1991). A second approach focuses on a broader set of predisposing, enabling, and need
conditions (Andersen, 1995). These include social structural attributes (e.g., socioeconomic
status and education), beliefs (e.g., about health, illness, and health services), resources (e.g.,
health insurance coverage, social networks, access to clinics/hospitals), and the extent of an
illness and the prior use of services (Berkanovic et al., 1981). Both approaches acknowledge
the importance of intention in the exercise of human agency and the contributions of
proximate structural factors and experiences. We hypothesize that more distal factors also
impact intentions and health-seeking behavior—that family instability and changes in
childhood establish the conditions under which long-term trajectories of care seeking
are formed. Trajectories influenced by instability may predispose delay or neglect in care
seeking, factors shown to lead to poor health outcomes (Dickinson and O’Flynn, 2016).

Seeking Healthcare for Depression and Chronic Body Pain

We assess our hypothesis with data on service/care workers’ intention to seek heathcare
if faced with two health problems: depression and chronic back/body pain. The choice of
these two problems reflects three main concerns. First, depression and chronic pain repre-
sent two common mental and physical health ailments. The World Health Organization
(2004) estimates that depression affects the lives of millions of adults, yet less than half
receive treatment. Vasiliadis and colleagues (2007) report no difference in the prevalence
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of depression (8.2 percent and 8.7 percent) and mental health service use between Canada
and the United States. According to the Agency for Healthcare Policy and Research (1994),
50 percent of working-age adults experience back problems, but only 15-20 percent seek
healthcare. Second, each of these ailments is especially relevant to service/care work oc-
cupations, a growing sector of the North American economy. Service/care work is often
physically demanding and may require intense and stressful emotional labor (Hochschild,
1983). Third, using more than one ailment increases the potential of finding patterns that
apply to the treatment of a range of health concerns and may provide more insights into
the mechanisms through which family instability operates.

Many fields of inquiry that study intentions document an “intention-behavior gap.”
In the health field, researchers have documented a gap in the intention to practice safe
sex (Fontdevila, 2006), change one’s diet (Allan et al., 2011), use sunscreen (Allom et al.,
2013), and exercise (Rhodes and de Bruijn, 2013). A meta-analysis of exercise finds, for
example, that although a majority of respondents behaved in ways consistent with their
intentions (i.e., intenders exercised more, nonintenders did not), a sizable proportion of
respondents acted in ways that did not match their stated intentions (Rhodes and de Bruijn,
2013). Meanwhile, research on following through on diet plans suggests that the size of the
gap between intentions and behaviors is not homogenous but can vary considerably across
people (Allan et al., 2011). We did not find any prior research on intentions about health-
care use and subsequent use, but we address this issue with an analysis of respondents’
subsequent use of formal healthcare.

Data, Variables, and Methods

Our analysis uses data collected between 2003 and 2007 as part of a study that focused
on low-prestige service/care work, health, and well-being. The study used a comparative,
panel design, and a combination of random and nonrandom sampling, to locate 597
participants who were interviewed four times over two years in one of two locations: the
greater metropolitan region of Sacramento, California, and the census metropolitan area
of Victoria, British Columbia (Benoit et al., 2015a, 2015b; McCarthy et al., 2014). Paid
service/care work contributes to the well-being or development of other people, is often
face to face, and requires skills in interaction and communication (England, 1992). It
represents a sizable sector of the U.S. and Canadian economies that employs between 15
and 25 percent of the workforce (Budig and Misra, 2010; Dwyer, 2013).

All of the people we interviewed worked in one of three personal service/care jobs:
hairstyling, food and beverage serving, and sex work. The sample is limited to jobs that
involve face-to-face contact with clients and the exchange of services for money (e.g., for
sex work this includes street-based sexual commerce, escorting, and erotic massage, but
excludes Internet or phone sex). Although it may seem unusual to include sex work in a
study of styling and serving, sex work shares many features with these low-tier care jobs
(e.g., emotional attention/intimacy toward clients, physical labor, importance of tips to
supplement low wages) and the workers in these occupations share a number of attributes
(e.g., disproportionately female, low levels of educational attainment) (see McCarthy et al.
2014; Benoit et al., 2017). Moreover, while the sex work we studied during data collection
was a criminal offense in California (and most of the United States), it was not illegal in
Canada (McCarthy et al., 2012).

Briefly, the study collected data on the following: demographic and background in-
formation; family history; current physical and mental health status; work conditions;
occurrence and time of onset of stigmatizing health conditions; occupational health and
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safety issues; and frequency and type of health service use, as well as hypothetical health
scenarios. Our analysis focuses on the first of the four waves because this is the only wave
that included measures of our key dependent variables; however, we also use data from the
second wave in a supplementary analysis of association between instability and respondents’
actual utilization of health services.

Dependent Variables

We measure our key variable, intention to seek health-care services, with responses to two
hypothetical scenarios. Using scenarios allows researchers to collect information beyond
respondents’ current personal situation (Finch, 1987). In our case, hypothetical scenarios
bypass idiosyncrasies or specific circumstances related to respondents’ past or current health
situation (Schoenberg and Ravdal, 2000); therefore, scenarios equalize need, an influential
factor in the decision to seek care (Berkanovic et al., 1981). The first scenario asked
respondents the following: “If you were suffering from feelings of prolonged depression
and those feelings did not seem to go away, what would you do, or who would you turn t0?”
The interviewer read a list of 17 options (including one for “other”) and asked respondents
to indicate up to three choices, in their order of preference. We focus on respondents’
first choice and coded the following as indicators of the inclination to seek formal medical
care/health services: family, drop-in, or hospital emergency room physician; psychiatrist;
or clinical counselor or psychologist (see Table 1 for descriptive statistics). In each scenario,
respondents could also indicate “other”; we coded these responses as formal care only if
the respondents specified additional information that indicated formal medical attention,
such as “emergency room” or “specialist.”

Our second scenario focused on chronic body aches and pains, asking: “If you were
suffering from prolonged muscle aches/strains, such as back, neck or shoulders, what
would you do, or who would you turn t0?” We coded the following as demonstrating an
inclination to seck formal healthcare: family, drop-in clinic, or hospital emergency room
physician, and registered or drop-in physical therapist, chiropractor, or therapeutic massage
specialist.

We also examine the relationships between intention and behavior with an analysis of the
use of formal healthcare. This measure is a binary variable that indicates if the respondents
visited a family or regular physician after their first-wave interview and in the four months
preceding their second-wave interview.

Explanatory Variables

Respondents used a life-history calendar (Freedman et al., 1988) to report monthly
changes in household composition (e.g., movement of parents, partners, aunts, grandpar-
ents, family friends, or other adults in/out of the home) from birth through the age of
25. We focus on the period from the respondents’ birth to their 13th birthday because it
includes the cumulative influence of changes through both early (birth to about five years
old) and middle childhood (approximately ages six through twelve) and because of findings
that family changes throughout childhood significantly impact various development and
well-being outcomes in adulthood (Magnuson and Berger, 2009; McLanahan, 1985; cf.
Cavanagh and Huston, 2008). We initially create a continuous measure with each year-to-
year change as one. However, only a small proportion of the sample (2 percent) reported
more than five changes and so we truncated our measure at five. We treat family instability
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TABLE 1
Descriptive Statistics (n = 566)

Variable Names Mean Std. Dev.  Min Max

Depression: Would formal healthcare be your first 0.364 0.482 0 1
choice when seeking care? (1 = yes)

Pain: Would formal healthcare be your first choice 0.371 0.483 0 1
when seeking care? (1 = yes)

Use of formal health-care services in the four 0.463 0.499 0 1

months prior to second wave (1 = yes)
Changes in family structure before age 13 (1 = yes)

0 changes 0.503 0.500 0 1
1 change 0.108 0.310 0 1
2 changes 0.182 0.386 0 1
3 changes 0.083 0.276 0 1
4 changes 0.071 0.257 0 1
5 or more changes 0.053 0.224 0 1
Age 37.245 12.163 19 83
Gender (1 = female) 0.784 0.412 0 1
Racial minority (1 = yes) 0.279 0.449 0 1
Childhood unhappiness 2.482 1.059 1 5
Childhood poverty 1.592 0.859 1 5
Education 11.438 1.156 6 14
Parent before 21 (1 = yes) 0.074 0.262 0 1
Occupation
Sex work (1 = yes) 0.345 0.476 0 1
Serving (1 = yes) 0.348 0.478 0 1
Hairstyling (1 = yes) 0.307 0.460 0 1
Monthly income 2,069.141  2,049.717 0 10,000
Mental health 2.635 0.990 1 5
Physical health 2.705 0.911 1 5
Recent health visit (1 = yes) 0.793 0.405 0 1
Health insurance (1 = yes) 0.794 0.405 0 1

as a categorical variable and estimate an effect for each level. This allows comparisons
between family backgrounds characterized by high, low, and no volatility or instability.

Mechanisms

We include a number of measures to assess potential mediators of any association
between family instability in childhood and intention to seek healthcare. One item focuses
on childhood and asked respondents about their general happiness while growing up
(1 = very happy; 2 = mostly happy; 3 = somewhat happy/somewhat unhappy; 4 = mostly
unhappy; 5 = very unhappy). We include four measures that reflect later life experiences
that may be influenced by family instability and could impact a respondent’s access to or
perceptions of health-care services, and thus the decision to seek care: education (last grade
completed); becoming a parent before the age of 21 (1 = yes); current monthly income
(constructed from two items that asked about income from service/care work and from
any other employment); and occupation (a dummy variable for whether the respondent
was employed in sex work or one of the other two service/care occupations).

Our final set of mechanisms measures factors highlighted in Andersen’s behavioral model
of health-care use that may impact the decision to seek care: self-reported mental and



Early Trouble, Long-Term Consequences 7

physical health (need); having recently sought formal healthcare (predisposing condition);
and having health insurance (enabling condition). Our general mental health scale (r =
0.587) is based on two questions commonly used in self-report measures (DeSalvo et al.,
2006): how often respondents felt unwell mentally or emotionally (1 = never; 2 = not
often; 3 = sometimes; 4 = very often; 5 = always, chronically) and their mental health
in the four months prior to their interview (1 = excellent; 2 = very good; 3 = good;
4 = fair; 5 = poor). Our physical health scale (o« = 0.644) uses three items about physical
health in the four months prior to their interview: overall physical health (1 = excellent;
2 = very good; 3 = good; 4 = fair; 5 = poor) and the frequency of feeling unwell physically
and of experiencing bodily pain (1 = never; 2 = not often; 3 = sometimes; 4 = very often;
5 = always, chronically). We use dichotomous measures to indicate recent use of formal
healthcare (visits to formal health providers in the past four months) and health insurance
(Canadian residents have free access to primary health and hospital care, whereas U.S.
respondents vary in their access).

Control Variables

Following Lieberson’s (1985) admonition, we only use a small set of controls to reduce
the possibility of including “pseudo” controls. We use a three-item scale of childhood
poverty (o = 0.783) to assess the thesis that family instability’s negative consequences for
healthcare operate through the economic difficulties it creates. The items asked respondents
to use a five-item scale (1 = always, almost always; 2 = most of the time; 3 = half of the
time; 4 = some of the time; 5 = rarely, never) to assess how frequently their parents were
able pay for basic necessities, school supplies, and recreational activities.

Our analysis also includes three demographic characteristics: age, gender, and racial mi-
nority status (we do not include a measure for country because in our data it is highly
correlated with having health-care coverage). The behavioral model described above recog-
nizes the role of demographic characteristics in the intention to seek formal health services.
In general, people have more health problems and more interactions with the health-care
system as they age (Anderson, 1973). Likewise, compared to men, women have higher
rates of reported illness symptoms and are more likely to seek healthcare (Green and Pope,
1999), including to treat depression (Vasiliadis et al., 2007), although it is less clear if
they are substantially more likely to seek care for prolonged back pains and headaches
(Hunt et al., 2011).

The association between race and ethnicity and health-care utilization is less clear-cut.
Some research finds that African Americans endorse less positive attitudes toward seeking
mental health treatment than whites (Conner et al., 2010), whereas other investigations
find that African Americans with depression are more likely to “definitely go” and seek
care (Diala et al., 2001). In terms of pain, Carey et al. (1996) report that nonwhites
were less likely to experience severe low back pain, but more likely to seek care when
they do.

We lose approximately 5 percent of the sample (7 = 31) because of missing information.
ttests indicate that the means for our variables for the analytic and original sample are not
statistically different (results available on request). Our dependent variables are dichotomies
and we estimate a series of logistic regression models that begins with demographic controls
and number of family structure changes before age 13, and then adds mediating variables.
The variance inflation factor (VIF) mean for the independent variables is 1.3 and the largest
VIF is 1.7, suggesting that multicollinearity did not adversely influence the analysis.
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Results
Descriptive Statistics

Table 1 shows the means and standard deviations for each variable considered in the
analysis. The average age of survey respondents is 37 years old. A majority of respondents
are nonminorities (72 percent) and female (78 percent). The average number of years of
primary education completed is just over 11 years. Seven percent of respondents became a
parent before their 21st birthday. The average monthly income of respondents is $2,069
per month. A majority of U.S. respondents, 58 percent, had some type of health insurance
(all Canadian respondents have government-provided healthcare) and most respondents
had used formal health services at least once in the past four months. Most respondents, 75
percent on our averaged scale, reported that their mental health was good or better or that
they were unwell mentally or emotionally only sometimes or less in the four months prior
to their interview. Eighteen percent described their mental health as fair or that they felt
unwell very often, and 7 percent said their mental health was poor and that they always felt
unwell. Seventy-one percent of respondents reported that their physical health was good
or better or that they felt unwell or experienced pain sometimes or less, whereas 22 percent
indicated they were in fair physical health or very often ill. Seven percent said their physical
health was poor or they were chronically unwell and in pain.

Few respondents reported that they had to go without necessities, school supplies,
and recreational activities during childhood due to their parents’ inability to pay. The
parents of 79 percent of respondents were able to pay for such items most of the time
or always, while just under 4 percent could pay only some of the time or rarely or never.
Just over half of respondents, 53 percent, reported being generally very happy or mostly
happy during childhood, whereas 32 percent indicated being somewhat happy/somewhat
unhappy. Eleven percent said they were mostly unhappy and 4 percent described their
childhood as very unhappy.

Most respondents (98 percent) said they would seek formal care for depression if they
experienced prolonged symptoms, but only 36 percent said they would do so as their first
choice. Approximately 27 percent reported they would talk with their family physician
or a physician at a drop-in clinic, whereas 11 percent said they would consult a psychi-
atrist or counselor. The most popular alternatives to formal healthcare involved personal
relationships. Approximately 19 percent reported that they would seek help from a family
member, 16 percent said they would talk with friends, and 1 percent said they would turn
to a co-worker.

In the case of prolonged muscle aches and strains, 37 percent of respondents indicated
that they would seek formal care as their first choice. Twenty-one percent said they would
seek care from their family physician or a physician at a drop-in clinic, whereas 18 percent
would see a registered physical therapist, chiropractor, or massager. In lieu of seeking
formal care, the most common alternatives when faced with pain were individual efforts;
18 percent of respondents said they would take nonprescription medication and 15 percent
would use home remedies.

The data on family structure change reveal considerable variation in respondents’ back-
grounds. Approximately half of them reported that there were no changes in their family
before their 13th birthday, whereas the other half experienced change during one or more
years. At one end of the change continuum, 11 percent of the sample experienced change
in only one year; at the other end, 7 percent of respondents said they experienced change
in four years, while 5 percent reported changes in five or more years.
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TABLE 2
Logit Regression, Intending to Seek Care for Depression (n = 566).2
Variables Model 1 Model 2 Model 3 Model 4
Family structure
1 change in family structure before age 13 0.391 0.382 0.340 0.246
(0.294) (0.295) (0.307) (0.314)
2 changes in family structure before age 13 —0.201 —0.228 —0.233 —0.231
(0.253) (0.257) (0.266) (0.270)
3 changes in family structure before age 13 0.135 0.095 —0.165 —0.232
(0.332) (0.338) (0.358) (0.362)
4 changes in family structure before age 13 —0.349 —0.362 —0.362 —0.266
(0.378) (0.378) (0.389) (0.402)
5 or more changes in family structure before  —1.648* —1.701* —2.005* —1.953**
age 13 (0.628) (0.634) (0.663) (0.671)
Childhood poverty —0.017 —0.034 —0.070 —0.079
(0.110) (0.113) (0.117) (0.121)
Age 0.012 0.012 0.005 0.005
(0.007) (0.007) (0.009) (0.009)
Gender (female = 1) 0.624* 0.604* 0.501* 0.347
(0.232) (0.234) (0.242) (0.253)
Racial minority (minority = 1) —0.648* —0.645* —0.891* —0.806**
(0.214) (0.214) (0.227) (0.232)
Childhood unhappiness 0.060 0.000 —0.024
(0.093) (0.097) (0.102)
Sex work 0.561* 0.527*
(0.249) (0.264)
Serving —-0.719*  —0.691*
(0.262) (0.269)
Education —0.016 —0.015
(0.090) (0.092)
Parent before age 21 —0.141 -0.112
(0.364) (0.373)
Monthly income —-0.139 —0.160
(0.086) (0.091)
Mental health 0.011
(0.121)
Physical health 0.039
(0.123)
Recent health visit 0.874**
(0.290)
Health insurance 0.484
(0.275)
Constant —1.255 —1.347 0.647 -0.277

aStandard errors in parentheses.
**p <0.01, *p < 0.05.

Logistic Regression Models

The results presented in Tables 2 and 3 reveal several patterns for reported health-
seeking intentions. Among those who have experienced changes in their family structure
before age 13, the odds of secking formal medical care for depression and for chronic pain
generally decrease with each increase in family instability. The odds ratio differences are
most notable for respondents who had an unusually high level of instability; in the case of
depression and pain, the odds ratio for those with five or more changes are negative and
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TABLE 3
Logit Regression, Intending to Seek Care for Chronic Pain (n = 566).2
Variables Model 5 Model 6 Model 7 Model 8
Family structure

1 change in family structure 0.728* 0.755* 0.740* 0.703*
before age 13 (0.292) (0.293) (0.297) (0.300)

2 changes in family structure 0.259 0.325 0.347 0.345
before age 13 (0.244) (0.249) (0.253) (0.255)

3 changes in family structure 0.025 0.122 —0.007 —0.036
before age 13 (0.337) (0.343) (0.355) (0.355)

4 changes in family structure —0.148 —-0.117 —0.090 —0.031
before age 13 (0.369) (0.370) (0.375) (0.380)
5 or more changes in family —1.245* —1.137* —1.230* —1.169*
structure before age 13 (0.557) (0.562) (0.573) (0.576)

Childhood poverty 0.067 0.107 0.080 0.086
(0.108) (0.111) (0.113) (0.115)

Age 0.010 0.010 0.004 0.004
(0.007) (0.007) (0.008) (0.009)

Gender (female = 1) 0.547* 0.595* 0.518* 0.459
(0.229) (0.231) (0.236) (0.242)

Racial minority (minority = 1) —0.350 —-0.362 —0.450* —-0.394
(0.206) (0.206) (0.213) (0.217)

Childhood unhappiness —0.142 —0.168 —0.168
(0.093) (0.095) (0.099)

Sex work 0.028 0.032
(0.243) (0.253)
Serving —0.581* —0.557*
(0.250) (0.254)

Education —0.046 —0.046
(0.088) (0.089)

Parent before age 21 0.164 0.174
(0.348) (0.351)

Monthly income —0.001 —0.010
(0.084) (0.086)

Mental health —-0.022
(0.117)

Physical health —0.004
(0.120)

Recent health visit 0.339
(0.259)

Health insurance 0.259
(0.255)

Constant —1.411 —1.199 —0.074 —0.388

aCoefficients, standard errors in parentheses.

**p <0.01, *p < 0.05.

significant (Model 1, depression: & = —1.648, SE = 0.628; Model 5, pain: 6 = —1.245,
SE = 0.557; compared to no change); these effects indicate that, compared to respondents
from intact families, those who experienced an extremely high number of family changes
were less likely to say that they would seek formal medical care for either problem (for pain,
people who experienced one change were more likely to seek medical care). Sensitivity
analyses indicate that collapsing the level of family change in other ways (e.g., a dichotomy
or trichotomy) does not provide evidence of a family instability effect; instead, it is the
isolation of high levels of instability that reveals its consequences. Chi-square tests for
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TABLE 4

Predicted Probabilities: Intention to Seek Care

Predicted 95% Confidence

Depression Probability Interval

0 changes in family structure before age 13 0.373 0.315 0.432
1 change in family structure before age 13 0.468 0.340 0.597
2 changes in family structure before age 13 0.328 0.234 0.421
3 changes in family structure before age 13 0.405 0.262 0.549
4 changes in family structure before age 13 0.296 0.152 0.440
5 or more changes in family structure before age 13 0.103 —0.008 0.214
Chronic pain

0 changes in family structure before age 13 0.351 0.294 0.408
1 change in family structure before age 13 0.529 0.401 0.656
2 changes in family structure before age 13 0.412 0.315 0.510
3 changes in family structure before age 13 0.357 0.218 0.496
4 changes in family structure before age 13 0.318 0.172 0.464
5 or more changes in family structure before age 13 0.135 0.011 0.259

Note: Base models (1, 5) with covariates at their means.

the equivalency of coefficients indicate that for both depression and chronic pain the
coefficients for respondents who experienced five or more changes also differ significantly
from the coefficients for each of the other levels of family instability included in our analysis.

We use predicted probabilities to describe the magnitude of these effects (see Table 4) and
compare respondents with five or more changes to all others (control variables are set to their
means). In both equations, the predicted probability of seeking care for respondents whose
families experienced the most disruptions is lower than those for respondents who lived in
families with varying, but lower levels of instability, or for respondents who experienced
no change in composition. For example, the predicted probability of the intention to seek
formal health-care treatment for depression is 0.103 for people whose families had five
or more changes prior to their 13th birthday, compared to 0.373 for respondents whose
family members did not change. The same pattern is evident in the chronic pain model:
the predicted probability of seeking formal health-care treatment is 0.135 for respondents
who experienced five or more family transitions before they turned 13, whereas it is 0.351
for people whose family did not change.

Test of mean differences between respondents who experienced five or more family
transitions and the rest of our sample indicate that as a group, people with the most
instability were significantly younger, and had higher scores on childhood poverty and
unhappiness than other respondents (results available on requests). They had less education
on average, worse physical and mental health, and a greater proportion of them worked
in the sex industry. These two groups did not differ significantly in their current income,
race, or gender.

Our results also shed light on the relationship between the likelihood of seeking formal
healthcare and demographic variables, measures of potential mechanisms (i.e., distress,
economic resources, and later consequences), and health-care variables. We find that racial
minority respondents compared to nonminority respondents say that they are less likely to
seek care if they were to experience depression (see Models 1 through 4), whereas compared
to men, women are more likely to seek care for depression and chronic pain.

We do not find compelling evidence of the mechanisms proposed by the three approaches
to understanding the negative consequences of family structure and instability. Childhood
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TABLE 5

Logit Regression, Use of Formal Healthcare (n = 477)

Variables b SE
Would seek healthcare if depressed 0.586* (0.232)
Would seek healthcare if in pain 0.647* (0.236)
Family structure
1 change in family structure before age 13 0.566 (0.388)
2 changes in family structure before age 13 0.375 (0.294)
3 changes in family structure before age 13 -0.387 (0.426)
4 changes in family structure before age 13 —-0.563 (0.493)
5 or more changes in family structure before age 13 —0.262 (0.526)
Childhood poverty 0.002 (0.142)
Age 0.010 (0.010)
Gender (female = 1) —0.050 (0.281)
Racial minority (minority = 1) —-0.013 (0.261)
Childhood unhappiness 0.065 (0.121)
Sex work 0.461 (0.304)
Serving 0.195 (0.284)
Education —0.141 (0.114)
Parent before age 21 —-0.025 (0.423)
Monthly income 0.076 (0.100)
Mental health —-0.204 (0.140)
Physical health 0.691** (0.153)
Recent health visit 0.357 (0.304)
Health insurance 1.710* (0.334)
Constant —3.401

*p < 0.01,*p < 0.05.

unhappiness (Models 2 and 6), as well as limited educational attainment, early parenting,
and monthly income (Models 3 and 7) do not have statistically significant effects on
the likelihood of seeking care. They also do not mediate, to any significant extent, the
relationship between profound family instability and care seeking. People in sex work
are more likely than hairstylists (comparison group) to seek care for depression, but not
for pain, whereas people who work as servers are less likely than stylists to seek formal
healthcare for either malady. In terms of need, predisposing and enabling factors (Models
4 and 8), the relationships between respondents’ self-reported mental and physical health
and intention to seek formal healthcare for depression or body pain are all nonsignificant.
The likelihood of seeking care if depression occurred is significantly higher for people who
had used formal health-care services within the previous four months and for those who
have health insurance (Model 4), but neither variable is significantly associated with the
intent to seek care for body pain (Model 8).

We estimated several additional models to see if the patterns described above were coun-
try specific or unique to one of the occupational groups we studied (results available on
request); however, only one interaction effect was significant. Although moderation ef-
fects are often difficult to demonstrate in individual-level data with small samples, their
absence suggests that the association between extreme levels of family instability in child-
hood and intention to seck healthcare is not specific to one occupation or country of
residence.

Our final analysis (see Table 5) examines the intention-behavior relationship with an
analysis of the association between our wave-one measure of intention to use formal
healthcare and its actual use in the four months prior to the second-wave survey. We have
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second-wave data on formal health-care use from 416 respondents (73 percent of first-wave
respondents). We estimate a logit model of the use of formal healthcare that includes all
of the independent variables described above, as well as our indicators of respondents’
intention to use formal healthcare should they experience depression or chronic pain. In
these models, both measures of intentions at wave one are significantly related to subsequent
use of formal healthcare (depression: & = 0.586, SE = 0.234; pain: 4 = 0.647, SE =
0.236). These effects are net of controls for physical and mental health, prior health-care
use, insurance coverage, and several demographic variables.

Discussion

People’s relationships with health-care institutions and health providers are outcomes
of the long arm of childhood. Indeed, our results show that these relationships are influ-
enced by events and experiences that begin in early life (Hayward and Gorman, 2004;
Maggi et al., 2010). We find that high levels of change in family structure, rather than
simply experiences of change, affect adult intention to seek healthcare, and that intention
to use formal healthcare is associated with its subsequent use. As suggested by a social
psychological perspective, frequent changes in caregivers in childhood may contribute to
expectations that others will provide little support in times of need and to a discomfort
about disclosing problems to others (Sarason et al., 1990). Vogel and Wei (2005) find
that insecure attachment discourages seeking assistance. From a sociological perspective,
instability within a primary social institution, the family, may shake the very foundation
upon which trust in other institutions is formed (Hall et al., 2001). As incorporated in
Bourdieu’s (1977) notion of habitus, a person comes to a certain way of understanding and
navigating his or her social world through the person’s placement and experiences within
and in relation to primary social institutions. We propose that disruption experienced by
children’s familial networks informs their habitus, specifically the way in which they operate
toward formal healthcare. Further, one’s relationship to authority begins within the family
and may transfer to interactions in other authority settings, such as providers in the formal
health-care system. Childhood context may compromise people’s confidence and interest
in interacting and establishing relationships with people in positions of formal authority,
such as health practitioners in the health-care system.

Subsequent research can build on our findings in several ways. Our study uses data
from a sample drawn from three low-status, service/care work occupations. It is important
to ascertain if the consequences we find for high levels of family instability occur in the
general population or in the same manner for other vulnerable populations. Our measure
of family instability relies on adults’ recall of the timing of family changes in childhood;
although people are better at remembering major events relative to minor ones, long-term
panel studies that begin in childhood may provide better measures (Dohrenwend, 2006).
We find no effects for several mediators or mechanisms specified by other explanations
of health-care outcomes. However, we use single items to measure a number of these
variables. Future research should employ more robust measures of distress, resources, and
negative consequences, as well as measures of other potential mechanisms, such as trust
in health-care institutions. As well, it should extend our analysis of health-care use in the
short term and assess whether family instability has difference consequences for health
and health service use over the long term. We did not find any effects for having health
insurance; however, differences in national policy means that Canadian residents have free
access to primary health and hospital care, whereas U.S. respondents vary in their access.
Future research should measure the specifics of health-care coverage to further assess the
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role of national health-care programs and private insurance on life course trajectories and
health-care utilization.

We know that people exposed to instability during childhood are at greater risk of poor
health and well-being across the life course. Further, we know that family structure in
North America is in flux—delayed marriage and delayed childbearing, divorce, adoption,
cohabitation, lone parenthood—and that many children are experiencing an increasing
number of household changes (Teachman et al., 2013). Our findings suggest that those
exposed to high levels of family instability are less likely to seek formal healthcare, and
are thus less likely to realize advantages of expanded health coverage and/or improvements
in diagnostics and treatment. Exploring the patterns of formal service use of adults im-
pacted by intense childhood instability is part of an effort to improve equitable access
to health services and enhance the health of those most vulnerable in North American
society.
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