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Abstract

Purpose Many children now live in non-traditional fami-

lies—including one-parent, blended, and step families.

While a substantial body of international evidence indi-

cates that these children display poorer cognitive and

socio-emotional outcomes than children living in tradi-

tional families, research on childhood mental disorders is

scarce. This report provides new evidence of the relation-

ships between family structure and childhood mental dis-

orders in an under-researched context, Australia.

Methods We use recent, nationally representative data on

children aged 4–17 from Young Minds Matter, the second

Australian Child and Adolescent Survey of Mental Health

and Well-being (N = 6310). Mental disorders were asses-

sed using the Diagnostic Interview Schedule for Chil-

dren—Version IV and included social phobia, separation

anxiety disorder, generalised anxiety disorder, obsessive–

compulsive disorder, major depressive disorder, attention-

deficit/hyperactivity disorder, and conduct disorder.

Results Compared to children living in original families,

children in one-parent, blended, and step families experi-

enced a higher prevalence of mental disorders. Amongst

children whose parents separated, the time since separation

was not statistically significantly related to the prevalence

of mental disorders.

Conclusions Although we are unable to assess causality,

our findings highlight the strength of the association

between family structure and child and adolescent mental

health. They also stress the need for programs to support

children, parents, and families in non-traditional family

types to reduce mental health inequalities in childhood and

later life.

Keywords Family structure � Parental separation �
Childhood � Mental disorders � Australia

Background

Since the 1970s, cohabitation, divorce, and separation rates

have become and remained high in Western societies [1].

These social processes have given rise to increasing

heterogeneity in the types of families which children live in

while growing up, and to increasing instability in family

composition. Today, a large proportion of children expe-

rience stressful life events, such as divorce, separation, and

other forms of family breakdown, before they reach

adulthood. As a result, the social institution of a normative

family with two biological parents is being progressively

challenged, and many individuals spend some portion of

their childhood living in non-traditional family forms—

including one-parent families, blended families, and step

families [2, 3]. Shared residence arrangements, in which

children spend time in each parent’s home after separation,
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are also on the rise in countries such as Sweden, the US,

and Australia [4–7]. The rise in non-traditional family

forms, coupled with the fact that these families tend to have

fewer resources that can be allocated to benefit child

development, has led to scholastic and policy concerns

about the relative development of children brought up in

these family environments [8, 9].

Compared to children in the traditional families, chil-

dren in non-traditional families display lower levels of

cognitive ability, including more poorly developed reading,

verbal, and mathematical skills, and academic outcomes.

These associations have been reported for a number of

countries, including the US [10], the UK [11], Germany

[12], and Sweden [3]. Children’s non-cognitive abilities

have also been examined revealing similar links between

family type and children’s socio-emotional outcomes.

Children raised in non-traditional families experience

slower socio-emotional development and higher rates of

internalising and externalising problem behaviours than

children raised in traditional families. This finding has been

replicated across countries, particularly in multiple studies

in the US [10, 13, 14] and the UK [11, 15–18]. Poor socio-

emotional well-being amongst children has also been

linked with the length of time spent in lone-parent or

reconstituted families [18, 19] and with the number of

family transitions [10, 14, 18, 19] as well as types of

transition [18, 19]. There is also evidence that children

display different mental-health profiles depending on their

living arrangements after family breakdown. For example,

children who live with both parents in a shared residence

arrangement tend to have better mental-health outcomes

than children who live with only one of their biological

parents [6].

While there is a large body of empirical evidence on

how family structure and family breakdown are associated

with children’s mental-health and socio-emotional out-

comes, the mechanisms behind these associations are still

contested. Many studies, particularly the earlier body of

evidence, take the perspective that the experience of family

breakdown leads to comparatively poor child outcomes.

However, there are several plausible alternative explana-

tions which have received some degree of support in

empirical research. First, it is possible that selection effects

are at play. That is, families that break down are families in

which children were already struggling [13, 20–23]. Thus,

the comparatively poor outcomes of children living in

vulnerable families may not be the product of family

breakdown itself, but of its precursors (such as poverty,

material deprivation, low parental education, or poor par-

ental mental health). Of particular importance is the pos-

sibility that poor child outcomes after family breakdown

are, at least partially, due to the child witnessing marital

conflict and discord preceding parental separation

[9, 24–26]. Broadly, inter-parental conflict has been shown

to affect children’s mental health through parental emo-

tional unavailability and poor parenting self-control, as

well as through children’s maladaptive coping behaviours

and responses (e.g., fears, feelings of rejection, and stress)

[27]. In addition, recent evidence suggests that the devel-

opmental outcomes of children in the traditional and non-

traditional families are not different after adjusting for

contemporaneous family circumstances (e.g., poverty,

housing, area advantage, and parental mental health)

[23, 28]. Finally, it is also possible that reverse causation is

at play: coping with a child with poor mental health is a

strenuous process that may lead to parental stress and

conflict, and eventually to family breakdown [29, 30].

Disentangling which of these causal pathways underlie the

associations between family structure and child well-being

has been the focus of a few recent studies [13, 22, 31], but

is beyond the scope of this current paper.

Research on differences in socio-emotional outcomes

between children in traditional and non-traditional families

has concentrated on broad measures that are generally

available in population surveys, such as the Strengths and

Difficulties Questionnaire, SDQ [32, 33], and the Child

Behavioural Checklist, CBCL [34]. Fewer studies have

considered more specific and direct measures of childhood

mental disorders. This is an important oversight, as the

need for intervention is clearer when these disorders are

present, and treatments are available for specific disorders.

Regardless of what the causal association might be, if

mental disorders are more common in children living in

non-traditional families, this would identify groups of

families that require greater support for their children,

particularly as these families may have fewer resources to

allocate to their children’s development.

Recent studies have begun to systematically examine

how growing up in a non-traditional family compared to a

traditional family is associated with the prevalence of

childhood mental disorders, using diagnostic interviews.1

1 We undertook a systematic search for literature on the links

between family structure and childhood mental disorders in academic

repositories (e.g. Scopus, Web of Knowledge). The search terms we

used included permutations of the terms ‘anxiety’, ‘attention deficit’,

‘CBCL’, ‘depression’, ‘depressive symptoms’, ‘Diagnostic Interview

Schedule for Children’, ‘disorder’, ‘disruptive behaviour’, ‘distress’,

‘hyperactivity’ ‘mental health’, ‘social phobia’ in combination with

the terms ‘family structure’, ‘family breakdown’, ‘family instability’,

‘parental separation’, ‘divorce’, and ‘family type’. We searched

within the articles’ title, abstract and keywords. The systematic search

yielded 186 items. Upon closer inspection, a vast majority of these did

not meet the necessary criteria. In most cases, this was because the

studies examined broad measures of socio-emotional outcomes, such

as the SDQ and the CBCL. Only the 11 papers we cite here were

confirmed to assess the links between family structure and childhood

mental disorders using diagnostic interviews or equivalent clinical

assessments.
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While older studies, such as the Ontario Child Health Study

conducted in the 1980s, found single-parent status to be a

risk factor for mental disorders in childhood and adoles-

cence [35, 36], more recent international studies have

examined rates of mental disorders across different types of

non-traditional family forms. Findings from this smaller

literature generally mirror those of the literature on general

socio-emotional development: compared to children who

continuously live with both biological parents, children

who live in one-parent, blended, and step families, as well

as children who experience parental separation or divorce

are more likely to suffer mental disorders. This applies to

attention-deficit and hyperactivity disorders (ADHD)

[37–42], depressive disorders [39], conduct disorders

[37, 40, 42–44], emotional disorders [38, 40, 44], aggres-

sion and hostility disorders [41–43], and bipolar disorders

and schizophrenia [39, 45]. The limited available evidence,

however, relates to just a handful of North American

[37, 39, 43] and European [38, 40–42, 44–47] countries.

In Australia, recent research has established links

between family structure and children’s socio-emotional

outcomes. For example, Lucas et al. [28] used nationally

representative data from the Longitudinal Study of Aus-

tralian Children (LSAC) and found that 8–9-year-old

children in separated families exhibited poorer mental

health, as measured by the SDQ, than children in original

families. In addition, using LSAC data, Perales et al. [23]

found that children who spent some time outside an orig-

inal family before age 5 had comparatively worse socio-

emotional outcomes, as measured by the SDQ and its dif-

ferent subscales. Australian evidence on the impact of

family structure on childhood mental disorders is scarce.

Using data from the first Australian child and adolescent

survey of mental health and well-being, Sawyer et al. [48]

reported bivariate results showing a higher prevalence of

mental disorders (depressive disorder, conduct disorder,

and ADHD) in step, blended, and one-parent families than

in original families. A study by Hayatbakhsh et al. [49]

using the Mater-University of Queensland cohort study

found that young adults from Queensland whose parents

were separated by age 14 exhibited a greater prevalence of

problem behaviours and poorer mental health by age 21,

whereas Heckel and colleagues [50–52] found that in a

Sydney sample parental separation was associated with

increased severity of symptoms amongst children suffering

from ADHD.

In this paper, we examine the relationship between

family structure and childhood mental disorders in Aus-

tralia, using recent, high-quality, nationally representative

data on children aged 4–17 from the 2013/2014 Young

Minds Matter survey. The richness of the Young Minds

Matter data enables us to follow a finer-grained approach

when categorizing family structure, differentiating between

original, blended, step, and one-parent families—instead of

simply splitting families into ‘couple families’ and ‘one-

parent families’, as in most previous Australian studies.

This is important, as simple categorizations of family

structure may conceal important differences in child out-

comes. Based on the extant literature on the relationships

between family structure and children’s health and well-

being outcomes, our guiding hypothesis is that a lower

proportion of children living in the traditional families

experience mental disorders compared with children living

in other family types. For children whose parents separated,

the Young Minds Matter data also enable us to test whether

the time since separation was associated with the preva-

lence of mental disorders. As the associated empirical

evidence is scarcer and mixed (see ‘‘Discussion and con-

clusion’’ below), we make no specific hypothesis con-

cerning the direction of the association between time since

separation and the prevalence of child mental disorders.

Method

Data source

Young Minds Matter is the second Australian Child and

Adolescent Survey of Mental Health and Well-being. Full

details of the survey methodology have been published

elsewhere [53]. Briefly, a national survey of the parents and

carers of children and adolescents aged between 4 and

17 years was undertaken. Where a household had more

than one child in this age range, one child was randomly

selected to participate in the study. Survey data were col-

lected from the primary carer of the survey child by means

of face-to-face interviews conducted in the home. The

response rate to the household survey was 55%, with a final

responding sample of 6310 families with children aged

4–17 years. Data collection took place between May 2013

and April 2014.

Measures

Mental disorders

Mental disorders were assessed using the Diagnostic

Interview Schedule for Children—Version IV (DISC-IV)

[54, 55]. The DISC-IV applies full diagnostic criteria to

determine if the child or adolescent had a mental disorder

in the previous 12 months as specified in the Diagnostic

and Statistical Manual for Mental Disorders—Version IV

[56]. Seven disorder modules were used in the survey and

administered to primary carers. These included four anxi-

ety disorders—social phobia, separation anxiety disorder,

generalised anxiety disorder, and obsessive–compulsive
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disorder, as well as major depressive disorder, ADHD, and

conduct disorder. For the purpose of this paper, the four

anxiety disorders were combined into one category.

Family structure

Families were classified according to the Australian Bureau

of Statistics family blending classification variable, which

aims to broadly represent different stages of family change

and reformation:

One-parent families

• Original families in which all children are the natural,

adopted, or foster child of both partners in the couple

and there are no step children.

• Step families have at least one resident step child, but

no child who is the natural or adopted child of both

partners.

• Blended families have two or more children; at least

one child who is the natural or adopted child of both

parents, and at least one who is the step child of one of

them.

• Other families have no children who are the natural,

adopted, foster, or step child of either parent or carer.

These include families with children being raised by

their grandparents or other relatives.

Young Minds Matter did not collect information on the

residency arrangements of children whose parents sepa-

rated, which prevented us from testing whether these made

a difference to children’s mental disorders.

Where it was identified from the relationship grid that

the primary carer of the survey child was one of the child’s

original parents, but the other original parent was not in the

household, the parent was asked why they were no longer

living with the child’s other original parent. Possible

responses included parental separation, parental death, and

the other parent working away from home, being in cus-

tody, or being temporarily absent. In the majority of the

households where only one original parent was present, this

was due to the parents having separated. In these house-

holds, the primary carer was asked how long ago the sep-

aration occurred.

Control variables

In our multivariate analyses, we control for child’s age at

the time of the interview, child’s sex, and household

income. Concerning the latter, primary carers were asked

to report their pre-tax annual household income from all

sources, using income categories aligned with those in the

2011 Australian Census of Population and Housing.

Household income was grouped into three discrete cate-

gories: $130,000 or more per year (approximately the top

quartile of the income distribution), $52,000–$129,999 per

year (the middle 50%), and less than $52,000 per year (the

bottom quartile). Around 4% of primary carers either did

not know or refused to provide their household income.

These cases were retained within a ‘not stated’ category in

the analyses.

Statistical analysis

The survey data were weighted to represent the full Aus-

tralian population of 4–17 years old, and to adjust for non-

response patterns. In particular, families with children aged

7 years or under or with more than one child aged

4–17 years were found to be more likely to participate in

the survey. The weighting accounts for this. Survey esti-

mates of the prevalence of mental disorders and their

associated confidence intervals have been calculated using

the Taylor Series Linearisation method [57]. Logistic

regression was used to examine the multivariate relation-

ships between family structure, time since separation, and

the prevalence of mental disorder. This analysis was con-

ducted using the SAS SURVEYLOGISTIC procedure to

account for the clustered nature of the sample design and

the use of survey weights. All analyses were conducted

using the SAS software [58].

Results

Univariate statistics

The sample prevalence of any mental disorder, based on

parent report, was 13.9%, with 6.9% of children experi-

encing anxiety disorders or ADHD, 3.3% experiencing

major depressive disorder, and 1.8% experiencing conduct

disorders (Table 1). Weighted figures have been reported

previously [59].

Of all children in the sample, 68.6% lived in original

families with both original parents, 19.8% lived in one-

parent families, 6.2% lived in blended families, 4.5% lived

in step families, and the remaining 0.9% lived in house-

holds with other family structures (Table 1).

Bivariate analyses

The prevalence of mental disorders was significantly lower

in original families compared with other family types

(Table 2). The prevalence of any disorder was 10.4% in

original families (95% CI 9.4–11.5%), compared with

18.3% in step families (95% CI 12.9–23.7%), 20.2% in

blended families (95% CI 15.9–24.4%), and 22.4% in one-
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parent families (19.7–25.1%). Due to small numbers, the

prevalence of disorders was not separately estimated for

other family types.

A similar pattern was observed for each of the individual

mental disorders considered (Table 2). The prevalence of

each of the mental disorders was statistically significantly

higher among one-parent families compared with original

families but not exclusively so. A higher prevalence of

mental disorders was also observed amongst children in

step and in blended families compared with children in

original families, although the observed differences were

not always statistically significant.

In families where the original parents had separated,

there was no evidence of differences in the rate of child-

hood mental disorders by the time since separation

(Table 3). No pattern was observed in either younger or

older children.

To allow for the possibility that there might be non-

linear associations between the prevalence of mental dis-

orders, child’s age, and time since separation, we used

generalised additive models to fit a non-linear regression

model. This is a non-parametric method that makes no

prior assumption about the shape of the relationship

between the variables. These analyses reveal that differ-

ences in the prevalence of mental disorders between orig-

inal families and families where the original parents had

separated were smallest for the youngest children (Figs. 1,

2, 3). However, there was no evidence of any association

between time since separation and the prevalence of

childhood mental disorders.

Multivariate analyses

Multivariate logistic regression modelling confirmed the

associations between family structure and the prevalence of

childhood mental disorders, adjusting for sex and age of

child, and household income (Table 4). Among children

living in families with both original parents in the house-

hold, the prevalence of disorders was higher in blended

families compared with original families (OR 2.56, 95% CI

1.58–4.14). Similar odds ratios were identified across cat-

egories of time since separation in separated families, again

finding no association between time since separation and

the prevalence of disorders. In families where neither

original parent was present in the household, the odds that

the child experienced a mental disorder were substantially

higher (OR 3.62, 95% CI 2.35–5.59).

Sensitivity analyses

Two sets of sensitivity analysis were conducted. First, we

found no significant difference in the rates of mental dis-

orders in the context of blended families according to

whether the child was a biological, adopted, or fostered

child of both parents (22.1%; 95% CI 14.0–30.2%) or just

one of the parents (19.3%; 95% CI 14.3–24.4%). Second,

including a measure of primary-carer mental-health status

(self-report of ever being diagnosed with a mental disorder)

in our multivariate models resulted in a modest reduction

of odds ratios on the likelihood of the child having a mental

disorder (any disorder or each type) by family type and

time since separation. However, all odds ratios that were

Table 1 Sample characteristics for analytical sample (N = 6310)

n %

Sex

Male 3254 51.6

Female 3056 48.4

Age group

4–11 years 3334 52.8

12–17 years 2976 47.4

Family structure

Original family 4331 68.6

Step family 283 4.5

Blended family 392 6.2

One-parent family 1250 19.8

Other family 54 0.9

Number of biological parents in household

0 132 2.1

1 1754 27.8

2 4424 70.1

Household income

Less than $52,000 per year 1479 23.4

$52,000–$129,999 per year 2833 44.9

$130,000 or more per year 1686 26.7

Not stated 312 4.9

Reason why not with child’s other biological parent

Separated 1308 20.7

Other 335 5.3

Not stated 111 1.8

Time since separation

0–2 years 232 3.7

2–5 years 328 5.2

5–10 years 420 6.7

More than 10 years 300 4.8

Not stated 28 0.4

Mental disordera

Anxiety disorder 438 6.9

Major depressive disorder 205 3.3

ADHD 434 6.9

Conduct disorder 116 1.8

Any disorder 870 13.8

a Children may meet diagnostic criteria for more than one disorder
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statistically significant remained so with adjustment for

primary-carer mental health. Because we are unable to

identify whether the diagnosed mental disorder occurred

before or after family breakdown, we prefer not to retain

this variable in our main models.

Discussion and conclusion

In this paper, we have examined whether and how family

structure is associated with the prevalence of childhood

mental disorders amongst children aged 4–17 years in

Australia. We contribute to the scarce Australian literature

using recent, nationally representative, high-quality data

from Young Minds Matter, the Second Australian Child

and Adolescent Survey of Mental Health and Wellbeing

(N = 6310), and by considering mental disorders instead

of broader socio-emotional outcomes. In addition, we add

to the emerging international literature by examining these

associations in a new country context, Australia.

Our results indicate that there are substantial and sta-

tistically significant differences in the prevalence of mental

disorders amongst Australian children who live in different

family types. As posed in our guiding hypothesis, children

in original families (also referred to as ‘traditional’, ‘nor-

mative’, ‘intact’ or ‘biological’ families in the literature)

are about half as likely as children in step, blended, or one-

parent families to experience any mental disorder. Differ-

ences in the prevalence of mental disorder between chil-

dren in original families and children in other families

remain in multivariate models that adjust for child’s sex,

child’s age, and household income. The prevalence of

mental disorders is not statistically different for children in

one-parent families, children in blended families, and

children in step families. Hence, our results do not support

the ‘‘traditional’’ social narratives arguing that children in

one-parent families carry the highest burden of morbidity.

These results are consistent with prior Australian evi-

dence indicating that children in traditional families

experience better socio-emotional outcomes than children

in other family types, as measured by ‘broad’ instruments,

such as the SDQ [23, 28]. While short measures of social

and emotional problems such as the SDQ are associated

with mental-health problems, they lack the specificity of

diagnostic interviews. Our focus on specific mental disor-

ders, captured by the Diagnostic Interview Schedule for

Children—Version IV, reveals that family structure is not

just associated with markers of childhood problem beha-

viours. Both internalising disorders, such as anxiety dis-

orders and major depressive disorder, and externalising

disorders, such as ADHD and conduct disorder, were more

common in children living in step, blended, or one-parent

families. Our results are also consistent with international

evidence reporting links between family structure and

childhood mental disorders [37–47]. While the few avail-

able studies have focused on countries such as Canada, the

US, or the Nordic countries, our research confirms that the

patterns of association found in those national contexts also

operate in contemporary Australia. Hence, our findings add

to cumulative evidence indicating that, while national

contexts may moderate its influence; living outside an

Table 2 Prevalence of mental disorder by family structure

Mental disordera Original family (n = 4331) Step family (n = 283) Blended family (n = 392) One-parent family (n = 1250)

Anxiety disorder

% 4.7 9.3* 9.0* 12.9*

95% CI (4.0–5.4) (5.4–13.2) (5.9–12.1) (10.7–15.1)

Major depressive disorder

% 1.7 4.7* 3.5 5.5*

95% CI (1.3–2.1) (2.0–7.4) (1.6–5.5) (4.2–6.8)

ADHD

% 5.7 7.9 13.4* 11.1*

95% CI (4.9–6.5) (4.3–11.6) (9.6–17.3) (9.1–13.1)

Conduct disorder

% 1.0 4.4* 3.4* 4.8*

95% CI (0.7–1.3) (1.2–7.7) (1.4–5.5) (3.4–6.3)

Any disorder

% 10.4 18.3* 20.2* 22.4*

95% CI (9.4–11.5) (12.9–23.7) (15.9–24.4) (19.7–25.1)

* Significantly higher than the prevalence amongst children living in original families at p = 0.05
a Children may meet diagnostic criteria for more than one disorder
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original family is related to children’s mental health

problems.

We also contributed to the scarce literature on the

associations between family structure and childhood men-

tal disorders by examining whether time since parental

separation is associated with the prevalence of mental

disorders. Our results provide little evidence that this is the

case. There is currently no scholarly consensus on whether

children’s socio-emotional and mental-health outcomes are

affected by the time lapse since parental separation: some

Table 3 Prevalence of mental

disorders in children living in

families where the original

parents have separated, by time

since separation and child’s age

Time since separation 4–11 years 12–17 years 4–17 years

% 95% CI % 95% CI % 95% CI

Anxiety disorders

Less than 2 years 9.6 4.5–14.7 14.1 6.1–22.0 11.0 6.7–15.3

2–5 years 9.8 5.1–14.5 14.6 6.7–22.5 11.7 7.0–16.3

5–10 years 15.1 9.1–21.1 10.8 6.6–15.1 12.9 9.1–16.7

10 years or more 11.3 7.1–15.4 10.7 6.7–14.6

Major depressive disorders

Less than 2 years 3.0 0.0–5.9 13.7 5.7–21.7 6.4 3.0–9.8

2–5 years a 8.6 2.9–14.4 3.5 1.2–5.8

5–10 years 4.4 1.0–7.7 7.6 3.9–11.2 6.0 3.5–8.5

10 years or more 9.3 5.8–12.8 8.8 5.5–12.2

ADHD

Less than 2 years 9.3 4.8–13.7 a 7.8 4.4–11.3

2–5 years 10.6 5.8–15.4 14.3 7.2–21.4 12.0 7.4–16.6

5–10 years 14.9 9.8–20.0 9.3 4.8–13.8 12.0 8.4–15.5

10 years or more 10.1 6.4–13.7 10.0 6.4–13.5

Conduct disorders

Less than 2 years a a 3.5 0.9–6.0

2–5 years 7.6 3.4–11.7 a 5.7 3.0–8.4

5–10 years 3.9 0.8–6.9 3.5 0.5–6.5 3.7 1.5–5.8

10 years or more 5.2 1.9–8.5 5.0 1.8–8.1

Any disorderb

Less than 2 years 18.3 11.7–24.9 22.7 13.1–32.2 19.7 14.3–25.1

2–5 years 18.0 12.0–23.9 24.6 15.5–33.8 20.5 14.8–26.3

5–10 years 24.9 18.0–31.8 21.6 15.6–27.6 23.2 18.6–27.8

10 years or more 21.3 16.2–26.4 20.7 15.7–25.6

a Too few to report
b Children may meet diagnostic criteria for more than one disorder
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Fig. 1 Predicted probability that the child has a mental disorder, by

child’s age and time since parents separated
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Fig. 2 Predicted probability that the child has an anxiety or major

depressive disorder, by child’s age and time since parents separated
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studies find that children recover to some extent, others find

that children’s outcomes get progressively worse, while

others find no association (see Størksen et al. [60] and

references therein). We did, however, find that differences

in the prevalence of mental disorders between children in

original families compared to those in different family

types were smallest amongst the youngest children, espe-

cially in respect to anxiety and depressive disorders. This

could be due to lower parental recognition of symptoms or

mild symptoms with lower impact on functioning. There-

fore, differences in the prevalence of mental disorders by

family type may be less evident at this young age. We can

speculate that, as children commence school, teachers are

able to identify symptoms not previously identified by

parents. Pearce et al. did not find a sensitive period in

which exposure to reconstituted or lone-parent families had

particularly pernicious effects on children’s socio-emo-

tional outcomes. Although they found that cumulative

exposure to reconstituted or lone-parent families (com-

bined) was associated with more behavioural problems,

this was largely explained by confounders and the experi-

ence of poverty after family breakdown [18]. Our study

modestly contributes to shifting the weight of the evidence

towards no association. However, our data are ‘truncated’

at age 17, and so our analyses do not consider whether and

how the association between family breakdown and mental

disorders evolves as individuals move into young

adulthood.

While our findings are important, our results need to be

interpreted with caution. The data that we leverage, despite

being unique in many ways, are cross sectional. This means

that our results cannot be taken as evidence that family

structure produces children’s mental disorders, or vice

versa [22]. Other factors not assessed in the survey may

also account for some of the observed associations. For

instance, children in families which split up may be

exposed to more or more intense (unmeasured) negative

circumstances prior to the family breakdown, such as

parental mental health problems, family dysfunction, con-

flict, and abuse, as well as poorer socio-economic condi-

tions [22, 23, 28]. These findings suggest that the

consequences that family breakdown has on different life

domains (such as household income or parental mental
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Fig. 3 Predicted probability that the child has ADHD or a conduct

disorder, by child’s age and time since parents separated

Table 4 Likelihood of child having a mental disorder, by selected characteristics of the family (N = 6310)

Anxiety disorders Major depressive disorders ADHD Conduct disorders Any disordera

OR 95% CI OR 95% CI OR 95% CI OR 95% CI OR 95% CI

Number of biological parents living in household

Two biological parents

Original family 1 1 1 1 1 1 1 1 1 1

Blended family 2.32 1.22–4.41 1.81 0.57–5.67 2.84 1.57–5.13 2.97 0.85–10.38 2.56 1.58–4.14

One biological parent (step, blended or one-parent family)

Reason not with other biological parent

Separated

Time since separation

Less than 2 years 2.21 1.36–3.62 4.36 2.35–8.07 1.16 0.67–2.02 2.94 1.22–7.07 1.89 1.29–2.77

2–5 years 2.30 1.42–3.73 2.05 0.96–4.38 1.77 1.09–2.86 4.57 2.44–8.53 1.87 1.27–2.73

5–10 years 2.46 1.68–3.60 2.81 1.67–4.73 1.84 1.27–2.65 3.19 1.53–6.66 2.09 1.57 –2.77

More than 10 years 2.16 1.38–3.39 2.59 1.61–4.16 2.19 1.39–3.43 5.21 2.32–11.66 2.00 1.43–2.79

Other/Not stated 2.01 1.40–2.87 1.48 0.79–2.76 1.88 1.33–2.64 4.07 2.19–7.58 1.85 1.42 –2.40

None 3.85 2.17–6.81 3.36 1.74–6.48 2.42 1.30–4.53 9.16 4.31–19.49 3.62 2.35–5.59

Controlsb

a Children may meet diagnostic criteria for more than one disorder
b Models also adjust for household income, child’s sex, and child’s age in single year
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health) are more likely to lie behind the comparatively poor

mental health observed amongst children in vulnerable

families. Although we included a measure of primary carer

mental health in sensitivity analysis, the greater risk of

mental disorders in families having experiencing break-

down was still significant. It is likely that this variable was

not specific enough in terms of the timing of the diagnosis

vis-a-vis the family breakdown, the severity of the disor-

der, and its impact on family relationships. Disentangling

these mechanisms would require panel data on family

structure and childhood mental disorders, which are

unfortunately unavailable.

Bearing in mind these methodological caveats, our

finding that family breakdown is related to a higher

prevalence of childhood mental disorders and that this

association does not diminish over time has significant

implications for policy and practice. Mental disorders in

childhood and adolescence can be persistent and disabling,

and impact on children’s development, including adversely

impacting educational attainment [61, 62]. In addition, the

majority of adult mental disorders have first onset in

childhood or adolescence, and mental disorders have been

identified as a factor contributing to the intergenerational

transmission of adversity [63]. Hence, our findings high-

light the importance of putting in place both preventive and

remedial policies aimed at closing the gaps in mental

health across different family forms. Interventions that may

help children living in non-traditional families include

parenting programs or direct support for young people

through programs and services. For instance, the Positive

Parenting Program (Triple P) [64] has been shown to

reduce the incidence of behavioural disorders, such as

ADHD and conduct disorder. Headspace has been

designed to provide support to young people aged

12–15 years experiencing a range of mental health prob-

lems and challenging life circumstances including family

breakup and family conflict [65, 66].

Future studies in the field may refine our findings in

several ways. First, by leveraging panel data to investigate

the longitudinal associations between family structure and

childhood mental disorders, new studies could yield esti-

mates that are closer to causal effects. Second, further

research may benefit from measuring childhood mental

disorders through direct clinical assessments, as parental

reports such as those used here may be prone to mea-

surement error and report bias [67]. Third, a promising

avenue for future research is to more systematically

investigate the protective factors that promote resilience to

mental health issues amongst children raised in non-tradi-

tional family types [68]. Such analyses would benefit from

incorporating contextual factors, such as those pertaining to

the school or neighbourhood environment at the meso

level, and the national context at the macro level. Finally,

as new data become available, future research should

examine the impact on childhood mental disorders of

emerging living arrangements for children in non-tradi-

tional families, such as shared residence [4–7].

To conclude, our research provides robust evidence of

links between the type of family in which children grow up

and the prevalence of mental disorder amongst children.

While our findings constitute an important step forwards in

the Australian context and complement the available inter-

national evidence, more research on these issues is required

to fully understand these processes and inform evidence-

based policies aimed at redressing their effects on children.
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