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Empirical evidence strongly suggests that there is a positive relationship between economic status and
health, and that married persons are healthier than their single counterparts. There are, however,
a number of economic explanations for why economic status is related to health in the family context
that are often overlooked in empirical studies. This paper provides a comparative introduction to three
main economic approaches to the family in order to understand further why married persons are often
observed to be healthier than single persons. The models discussed are the unitary model, the collective
labour supply model, and the institutional economics approach. In discussing the different approaches to
health formation in a family context, issues pertaining to gender, intra-household inequality, and
resource transfers are also explored to highlight the advantages of considering various economic
perspectives. Each of these models, it is suggested, provides an alternative view of the mechanisms for
relating economic status to health, and may thus affect the interpretation of empirical results.

� 2010 Elsevier Ltd. All rights reserved.
Introduction

The social causation hypothesis – the notion that low economic
status causes poor health – is widely supported by empirical
research. Studies have shown that unemployment (Ahs & Westerling,
2006; Bartley, 1988), bad jobs (Broom et al., 2006; Dooley, Prause, &
Ham-Rowbottom, 2000), employment uncertainty (Ferrie, Shipley,
Stansfeld, Davey Smith, & Marmot, 2003), and income (Benzeval &
Judge, 2001; Contoyannis, Jones, & Rice, 2004; Ettner, 1996) are all
related to, or are causal factors for, poor self-assessed health.

Empirical assessments of the economic status–health relation-
ship have largely focused on the individual-level relationship
between these factors. The relationship between economic status
and health for an individual will, however, depend significantly on
the individual’s relationship with other members of their family.
This claim is supported by a number of notable empirical studies.
The importance of the economic situation of other family members
for an individuals’ health status can be traced back to the work of
Burgess (1945), who noted the diverse and damaging effects of
unemployment on families in Chicago. The most significant effect
the author and do not reflect
ained within this paper were
e University of Aberdeen.
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observed by Burgess was emotional disturbance, especially conflict
between spouses. More recently, Gardner and Oswald (2004)
observed striking results for the United Kingdom. They noted
both that marriage had a significant effect on reducing mortality,
and that that effect was greater than the effect of income. Marital
status likewise played a central role in Dooley et al.’s (2000) anal-
ysis of unemployment and depression in the National Longitudinal
Survey of Youth. Marriage, they observed, provided a strong
mediating factor in the empirical analysis that helped ‘buffer the
effects of adverse employment change’ (Dooley et al., 2000, p. 430).
Cai and Kalb (2006) also found that being married was influential in
determining self-assessed health for both men and women. The
effects of marriage on health and economic status, however,
differed for each gender. Significant effects of spousal labour force
participation on health were observed for men, but not for women.
Marriage reduced the probability of labour force participation for
women, but no significant effect was found for men. Research into
the health of lone parents has similarly shown how an absence of
strong familial/spousal relationships and the burden of caring for
children affect health. Wolfe and Hill (1995), for example, investi-
gated how health influenced single mothers’ work decisions.
Specific factors considered included the direct effects of health on
work effort, the mothers’ potential wage, and the impact of child
health on the time available for work. The study observed that the
extra time concerns of single mothers in poor health, or with
disabled children, were important factors in explaining the inef-
fectiveness of certain welfare schemes that aimed to increase
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labour force participation. Finally, in summarising the results of
earlier empirical studies – such as that undertaken by Wolfe and
Hill – Santerre and Neun (1999) stated that the generic health
production function (the key mechanism for relating socio-
economic status with health) was influenced by a profile of phys-
ical and mental health, medical care, lifestyle, socio-economic
status, and environmental factors. The effects of marital status on
health production, they observed, were attributable to a spouse
who either ‘augments the production of health within the home’
(Santerre & Neun, 1999, p. 73), or changes their partner’s prefer-
ences for risky behaviour.

While the above mentioned empirical analyses have shown the
beneficial impact of marriage on health, there are a range of
economic explanations which provide an essential context for
understanding the empirical observations. The theoretical basis is
often grounded in Grossman’s (1972) work on the demand for
health, and Becker’s theory of marriage (1973, 1974). Current
knowledge on economic status and health in a family setting is
founded upon papers by Basu and Meltzer (2005); Bolin, Jacobson,
and Lindgren (2001, 2002a, 2002b); Jacobson (2000); Parsons
(1977), and Siegel (2006). The link between theory and empirical
research, however, is often overlooked and this paper aims to show
that considering the underlying theory is essential in order to fully
understand empirical results.

Before proceeding further, it is useful briefly to define the terms
‘family’ and ‘household’ (as they are used in this paper). The term
‘family’ emphasises a range of sociological factors, such as inter-
personal relationships, whereas ‘household’ invokes notions of
functional economic activity. As Jackson (1999) has summarised,
family members who live together may constitute a household as
well as a family, but not all households consist of families. The
conceptual distinction between ‘family’ and ‘household’ is clearly
important, because the use of each term implies different inter-
personal relationships. Families are households and include kin
(where kin refers to a blood-relationship between individuals), but
not all households are comprised of kin. As the notion of kinship
implies extra collective responsibility, the term ‘family’ is used here
to emphasise the collective actions, responsibilities, and decisions
of spouses/cohabiting partners. The term ‘household’, on the other
hand, is used to refer (more specifically) to economic allocations
between partners.

With these points in mind, this paper presents a comparative
introduction to three economic models of the family, which may
help explain why married persons are generally observed to be
healthier than single persons. It begins by considering the unitary
model in relation to three key variables: (1) the family; (2)
economic status; and (3) health. The collective labour supply
model is then discussed in relation to these three factors. Issues
pertaining to gender, intra-household inequality, and resource
transfers are also explored. It is suggested that these issues can
best be understood in a collective labour supply framework as this
approach explicitly acknowledges individuals’ preferences. During
this discussion, it is posited that the health production function is
the key mechanism for relating economic status to health in both
the unitary and collective labour supply models. The paper
proceeds to discuss the institutional economics approach, which
considers both the productive and non-productive features of the
family. An institutional perspective on the ability of the family
to insure members against the health effects of low economic
status – which highlights the second of the mechanisms Santerre
and Neun identified – is then considered. A discussion of the
institutional economics approach is also warranted as it empha-
sises many unobservable factors within a family, which may be
overlooked in empirical studies that focus on the observable
interactions between family members. Finally, it is concluded that
each of the models provides a different perspective on the health
production function, and that adopting a broader approach to the
family may offer useful insight into understanding the relation-
ship between economic status and health given the heterogeneity
of families.

The unitary model

The starting point for exploring the impact of economic status of
other household members on health outcomes is the standard neo-
classical model, commonly referred to as the ‘unitary’, ‘common
preference’, or ‘dictator’ model. Under this model, the ‘dictator’
maximises the household’s welfare (which is a function of
consumption, health, and leisure time) subject to the budget
constraint and a household (or, in this case, health) production
function that is dependent on time inputs. The preferences and
tastes of each member of a household are assumed to be the same:
thus, each member is assumed to have the same utility function. As
a consequence, the assumption that the members of the household
pool their income underlies this model. The outcome is to allocate
time and resources in a Pareto efficient manner.

Becker’s concept of the household as a ‘small economy’ (the
notion upon which the unitary model is based) is an invaluable
starting point for understanding the relationship between
economic status and health within the family. Time allocation
constraints were developed by Becker (1965), in the family context,
and by Grossman (1972) in relation to health. Jacobson (2000)
developed a model that combined these two time constraints. In
Becker’s formulation, total household time is allocated between
consumption (leisure), work, and home production. Grossman
includes sick time in the demand for health model. An individual’s
time is thus allocated between work, leisure, sick time, and adding
to health through home production. The ability to divide total
labour time between household members and specialise is one
potential explanation for why married persons are healthier than
single persons. The notion of economies of scale, arising from
specialisation, implies that ‘less income can go further’ for married
persons. Supposing that the social causation hypothesis holds,
married persons would be healthier for any given level of income.
There are, however, likely to be limits to the returns from house-
hold production, given that families are (usually) small in size and
that the relationship between income and health is concave
(Contoyannis et al., 2004).

Building on Grossman’s’ work, Jacobson (2000) constructs
a unitary life cycle utility maximisation model to show the alloca-
tion of health within a multi-person household. The typical
household is assumed to maximise a single household utility
function, which depends on both the health of each member and
consumption. There are a number of constraints on this optimisa-
tion problem. Time can be allocated between work, the production
of health (among other commodities), and sick time. Health and
wealth evolve over time due to depreciation and returns on former
investments. Initial conditions and minimum level constraints are
also specified for health and wealth. Jacobson finds that, in
a unitary setting, investment in health occurs until equality
between the rate of marginal consumption benefits and the rate of
marginal net effective cost of health capital is reached.

There is some empirical evidence to support the general
implications of the unitary model. Hallberg (2000) found evidence
in Sweden which suggested that the cross-wage effects were
symmetrical (i.e. income pooling was observed in the data). And
Lancaster and Ray (2002) presented empirical evidence from
Australia which also supported the income-pooling hypothesis.
Although not a direct test, these studies indicate that health
outcomes may not depend on the source of income.



1 In addition, collective models provide an alternative perspective for cost-
effectiveness analysis of health interventions. Cost-effectiveness analysis assesses
the costs and effects of an intervention to individuals only – if treatment choice
is affected by interactions within the family, then the true costs and effects are
not taken into account. As cost-effectiveness analysis is generally based on unitary
models, externalities between individuals are often ignored. In the unitary model,
one need only consider direct expected lifetime benefits from the treatment.
However, the existence of externalities present from household interactions implies
that treatment choice is, in practice, often more complicated. Both direct– and indi-
rect effects (where indirect effects refer to the fact that the patient is married) need
to be considered, because the patient takes into account the effect their health and
treatment decisions have on other family members. Basu and Meltzer (2005)
present a formal model which accounts for externalities between individuals, and
shows that treatment choice differs between single and multi-person households.
The theoretical model shows that each member derives utility from their spouse’s
consumption and health through a utility function, with the consumption and
health of each spouse entering into the partner’s utility function (along with their
own consumptions and health). The optimisation problem is to maximise the utility
of the household – when both partners are alive, and when one dies – subject to the
budget constraint. Basu and Meltzer find that the collective model performs well
empirically in a cost-effective analysis for prostate cancer.
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Criticisms of the unitary model

The unitary model has, however, been criticised on both theo-
retical and empirical grounds. The main criticism has been levied
on the assumption of a single welfare function for a number of
people, as this contradicts neo-classical theory (Bourguignon &
Chiappori, 1992). A consequence of common preferences is that
the source of income is irrelevant and that income can, therefore,
be pooled. Empirical analysis has, however, often rejected this
hypothesis and the assumption that the Slutsky matrix is
symmetric in households. Clark, Couprie, and Sofer (2002) were
unable to find evidence in the British Household Panel Survey to
support the unitary model; Cherchye, De Rock, and Vermeulen
(2005) found strong evidence for the collective model in Russian
data; and Dietrich (2008) showed that food consumption in
Chinese households was determined by multiple persons within
the household. Fernández-Val (2003) showed that the collective
model was an appropriate economic framework for understanding
household labour supply behaviour in Spain; and Fortin and Lacroix
(1997) found that the collective model performed well empirically
for those with no pre-school aged children, whereas the unitary
model did not. On the whole, empirical research has often rejected
the income-pooling hypothesis implied by the unitary model
(Bourguignon & Chiappori, 1992). In relation to health outcomes,
the income-pooling hypothesis implies that only total income
needs to be considered: the effect of income on health does not
depend on who provided the income, or how they earned it. The
empirical evidence therefore suggests that the source of income is
likely to be important for health status.

Bourguignon and Chiappori (1992) point out two problems
inherent in analysing intra-household inequality with a unitary
approach. First, unitary models cannot tell who consumes what
because consumption patterns for each member cannot be
assigned. Collective models, on the other hand, have been shown to
deduce individual consumptions from total household expendi-
tures. Second, modelling a single household welfare function
implies that we can only examine total household welfare, as there
is no available information on individual welfare. Furthermore, the
assumption of identical preferences can lead to different results
under alternative modelling frameworks. Bolin et al. (2001), for
example, develop a Nash-bargaining model of health production in
the household, and show that the intra-household allocation of
resources also depends on threat points. This finding contrasts with
that of the unitary model, even though household members are, in
both cases, assumed to have identical preferences.

Collective labour supply

The aforementioned criticisms of unitary models have led to the
development of ‘collective models’ of households that explicitly
model the preferences of each household member. These models,
which provide a number of analytical tools that can be applied to
the area of health, are amenable to theory. Issues persist, however,
in empirical analysis (e.g. the lack of appropriate instrumental
variables).

The basic collective model proposes a utility function for each
individual. A reservation utility constraint, often termed the threat
point, is also modelled. The threat point shows that the individual
will remain in the household provided they could do no better in
another arrangement (e.g. through divorce). Difficulties involved in
defining threat points imply, however, that caution should be
exercised when interpreting their effects and evaluating their
influence (Behrman, 1997). Because collective models argue that
household resource allocations are the result of a co-operative
process, household decisions are assumed to be Pareto efficient. It
is worth noting here that the collective approach enables a broader
perspective on decision making within the household than the
unitary model does: under certain conditions, it follows, the
unitary model is a subset of the collective model (Chiappori,
Haddad, Hoddinott, & Kanbur, 1993).

In general, collective labour supply models differ to unitary
models in two key respects. First, each individual has a utility
function. The objective function for the household (as a whole) can
be written as a weighted function of all members’ utility, where the
weights are determined by the second distinct element of collective
labour supply models – the sharing rule. This rule shows that non-
labour income is shared between household members, rather than
pooled. Each member chooses consumption and labour supply
independently, subject to the budget constraint (reflecting the
shared income). The resultant labour supply functions depend both
on the wages of individual household members and on non-labour
income (Chiappori, 1992). As with unitary models, household
production can be incorporated into a model of collective labour
supply (Chiappori, 1997), but significant difficulties exist in
empirical estimations of non-marketable goods such as health.

Collective models may provide a number of other advantages in
understanding the structure of the health production function.1 The
following sections show that issues relating to gender, intra-
household inequality, and resource transfers – variables which
may be important confounders in the relationship between
economic status and health – may also be captured effectively in
a collective setting.
Gender

The role gender plays within a family is important, but its effects
are often neglected if one: (1) assumes a family to exist without
organisation and division of labour; or (2) ignores individual pref-
erences. On the whole, sex (the biological difference between men
and women) significantly affects the nature of the income-health
relationship, but it does so in a curious manner, as ‘men live
healthier, but women live longer’ (Arber & Cooper, 1999).

The interaction between gender, the division of labour, and
health can be understood through social role theory. This theory
claims that the gendered division of labour within society is the
main source of beliefs about appropriate roles for men and women,
and also reinforces their economic behaviour (Deaux & Lafrance,
1998). The crux of the theory is that current social arrangements
constitute and influence the source of gender differences. The
division of labour within home and work environments affects the
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expectations that people hold about the traits and behaviours
shown by men and women, the beliefs men and women hold about
their own capacities, and the skills that they could (or should)
develop. In the context of unemployment, social role theory implies
that a man will (generally) respond to his partner’s unemployment
by adjusting his labour supply, while the woman will look after her
unemployed partner through non-pecuniary means. If a woman
happens to be the breadwinner, however, this stereotypical rela-
tionship is inverted.

If gender roles are socially and culturally determined, then
sociological constructions of gender do not map neatly on to
biological differences of ‘male’ and ‘female’. This distinction is also
observable in relation to health. Petersen and Lupton (1996) have
shown how health shocks can affect an individual’s masculinity:
ill health, they suggest, can lead to men feeling as if their mas-
culinity (and stereotypical role as ‘the breadwinner’) has been
threatened. The extent to which studies of this type impose
socially-constructed gender stereotypes on their data is, however,
a moot point. As implied previously, it is not uncommon nowa-
days for women to assume the role of primary income earner, and
men the role of ‘house-husband’. Petersen and Lupton’s conclu-
sions ought perhaps to be qualified by the observation that
women, too, may suffer the psychological burden of ‘weakness’
due to ill-health – i.e. that they may feel that poor health impacts
upon their ability to fulfil their socially-prescribed roles as
mothers and caregivers (to the extent that they become the ones
requiring care). This, in turn, may impact upon their socially-
defined ‘femininity’.

The effects of gender (as opposed to sex differences) on health
can be modelled effectively in a collective labour supply frame-
work. Because a utility function is given to each individual,
collective models may be used to account for gender effects, with
separate functions for both ‘male’ and ‘female’. Such an approach
stands in stark contrast to the unitary model, which presupposes an
overarching household utility function that cannot separate the
preferences of individuals, let alone acknowledge that preferences
may differ by gender (Katz, 1997).

Intra-household inequality

Analysing intra-household inequality effectively is not some-
thing that can be done in every household model. Given that
income is pooled under the unitary model, targeting benefits on
specific individuals is problematic, because no specific utility
function exists for each individual (Haddad & Kanbur, 1992). The
allocation of resources in a family is not necessarily going to be
equal: thus, one should be concerned about the effects intra-
household allocations have on health. The allocation decision
may also interact with gender and the power distribution among
members of a household, as women are often left worse off from
the allocation decision (Behrman, 1997).

The relationship between intra-household allocations and
health outcomes may be worth investigating for three key reasons.
First, it is useful to know whether intra-household allocations are
socially optimal: if not, then transfers within the household (dis-
cussed further below) will be Pareto improvements. Second,
because human capital (e.g. education) affects the health produc-
tion function, the nature of human capital allocations has signifi-
cant implications for health outcomes. Third, examining
intra-household allocations allows one to assess whether policy
will be effective. Uncovering resource allocations within the
household through the collective approach will affect the norma-
tive recommendations implied by the unitary model (Chiappori,
1992), which may also affect our understanding of intra-
household allocations of health.
Resource transfers

Intra-household inequalities in health may exist temporarily,
but they may also be corrected through appropriate resource
transfers between household members. Although health itself
cannot be transferred, households are able to transfer the inputs to
health between members. Resources in a household can be shifted
between individuals (in a Pareto efficient manner) to avoid
conflicts, and to ensure the survivability of the group. This may
have implications for health, and may also explain how correlations
in health status may be observed between partners (Wilson, 2002).

A model of transfers between partners requires the utility
functions for each individual in a partnership to be composed of
two parts; where the first part is weighted by the good to be
transferred, and the second part is independent of the transferable
good. When the marginal utility of the transferable good is inde-
pendent of the amount consumed, then transfers of the good do not
affect the Pareto efficient allocation of resources (Weiss, 1997). The
transferable good is chosen in such a way that the marginal utilities
of the goods are equated.

Income is one good that can be used to transfer utility. Because
income is correlated with health (Benzeval & Judge, 2001;
Contoyannis et al., 2004), it may also be used as a mechanism to
transfer health. The common goal for the family may be good
health, but knowledge about how to produce health – usually held
by the primary carer (generally the woman), who specializes in
household production – demands that the transfer of money, from
the breadwinner to the primary carer, is necessary for this goal to
be achieved. Alternatively, the outputs of household production
could be transferred between family members.

Thus, although health itself cannot be purchased, it can be
traded within a multi-person family. Understanding the impacts of
such transfers, however, requires each individual in the family to be
modelled explicitly. The specialisation and division of labour –
further advantages of multi-person families – are, therefore, not the
only criteria required for health improvements from marriage. For
example, if the home production of health by the primary carer is
not somehow exchanged when the breadwinner is unemployed,
then health inequalities within the family may widen. Conflicts,
where the health of a member is low, can also be resolved with
appropriate adjustments. This scenario also has the advantage of
keeping the family intact, which may also give other non-
consumable, ‘psychic’ benefits to utility and health.

Institutional economics

The unitary and collective models (discussed above) focus on
the health production function as the key mechanism for relating
economic status to health. The institutional economics approach,
by way of contrast, focuses on both the productive and (more
importantly) the non-productive capabilities of the family. In so
doing, the institutional economics approach extends neo-classical
theory by questioning a number of its premises; such as full
information, the existence of well-defined property rights, and no
transaction costs in exchange. According to Williamson (2000), the
family would traditionally fit into a standard neo-classical category
of social analysis; as an institution that evolves continuously,
responds immediately to alterations in the economic system, and is
most frequently (but not necessarily appropriately) analysed by
marginal analysis. Alternatively, the family may be seen as an
institution that is subject to evolution, threats from divorce, and
changes in moral climates (Jackson, 1999).

The relative importance of the various functions of the family
that contribute to health outcomes has changed over time. From
the later Middle Ages (c.1500) until the time of the Industrial
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Revolution (c.1800), the family served as an important economic
unit, where the benefits of home production were perceived as the
primary advantage of forming a family (Stone, 1977). The economic
impacts of marriage were, however, seen as costs rather than
benefits. In addition, the organisational structure of families during
this period more often represented a patriarchal or dictatorial (as
opposed to a matriarchal or egalitarian) model. From the early-
nineteenth century onwards, however, the non-pecuniary advan-
tages of family-formation came to be seen as more important
determinants of the marriage decision. Evolutionary biologist
Charles Darwin, for example, based his decision to marry on
a rudimentary cost-benefit analysis, where the benefits of marriage
included children and companionship which would deter loneli-
ness (Macfarlane, 1986). Industrial development – and associated
changes in social and cultural values – clearly changed the impor-
tance of home production by making alternative goods and services
more readily available and relatively cheaper. The factors that
chiefly influence family-formation decisions in the post-industrial
West may, therefore, reflect the greater weight people have come
to place upon the psychological and emotional benefits of being
part of a family. These non-pecuniary benefits may lead to
improved health outcomes, in addition to the economic advantages
the family historically provided through the mechanism of house-
hold production.

The family’s changing role over time highlights its contingency
upon contemporary social, cultural, political, and economic
circumstances. Understanding the contextual influences of the
economic gradient in health likewise relies on broader sociological
and psychological issues. For example, multilevel analysis has
illustrated the influence of local neighbourhood factors (Propper
et al., 2005) and levels of unemployment (Beland, Birch, &
Stoddart, 2002) on health.

In essence, the institutional economics approach considers the
family as an institution – a structured organisation that variously
shapes, and is shaped by, its evolving social-cultural context. The
individual members of a family, it holds, are still self-interested, but
have bounded rationality. The bounded rationality assumption, it is
pertinent to note, contrasts distinctly with the models noted above,
where household members were assumed to have full information
about economic status and health. While it is reasonable to assume
that individuals are concerned about improving their health, it is
important to acknowledge that individuals do not necessarily
possess detailed medical knowledge or a grasp of basic epidemi-
ology which allow them to ‘optimise health status’.

To illustrate the virtues of applying institutional economics to
the role of the family in influencing the relationship between
economic status and health, the following section explores the
effect of uncertainty over economic status (and thus considers
Santerre and Neun’s second likely explanation for the mediating
role of the family in the economic status–health relationship). The
uncertain nature of economic status has recently been shown to be
detrimental to health (Ferrie et al., 2003). Historically, Engels
(1958) also observed that employed Mancunian factory workers
were subjected to extremes of hope and fear, which may have
affected their mental condition.

Employment uncertainty, self-insurance and health

In Ehrlich and Becker’s (1972) expected utility framework, self-
insurance is defined by activities that reduce the size of the loss
following a negative shock. Intra-household resource allocation is
one such activity. Families, however, have a multitude of functions
above that of shifting resources (although the mechanisms through
which families achieve these adjustments under uncertainty may
not be those posited under an expected utility model). If
transaction costs, evolution, hierarchies, and bounded rationality
are likely to affect the behaviour of families, then the effectiveness
of the family’s role as a health insurer following an economic shock
is debatable. In determining whether families can insure their
members from the (negative) health effects of economic shocks, the
risk behaviour of the participants (given their proximity to their
insurer), ‘price’, coverage, quality, and the interaction with other
insurance systems all need to be clarified. In view of these obser-
vations, the following discussion considers these ‘factors of insur-
ance’, and shows how they are often complicated within families.

Families often provide benefits in kind ‘according to an implicit
rather than an explicit schedule’ (Pollak, 1985); a reality owing to
the reciprocal nature of family agreements, and the cumulative
efforts of joint decision making and reputation. Similarly, such
insurance contracts are not necessarily formal – i.e. contracts do not
have to be written between members. Being able to agree on
a process that leads to Pareto outcomes signals to the partners an
understanding of what is best for the family (as a group). As these
positive outcomes are repeated over time, the partners gain repu-
tations with each other as caring and responsible individuals. In the
anticipation of an economic shock, it follows, members of a family
generally trust that they will be supported financially and
emotionally by one another.

Formal insurance contracts customarily specify an amount of
coverage the insured person receives if a named loss or event
occurs. Income coverage under a family system can only be partial.
As income three months after an unemployment event is estimated
at only fifty nine per cent of the family’s previous full-time income
(Heady & Smyth, 1989), there is little scope for the income shortfall
following unemployment to be completely offset by intra-
household transfers that leave the unemployed partner just as
well off as when they were employed. Other family members can,
however, provide a ‘set’ of domains to cover insofar as they can
provide psychological and social support (i.e. families have multiple
functions). The partners may agree to improve each others’ health
through a number of mechanisms. First, they can attempt to
improve health per se. Like employment, family membership gives
meaning to an individual’s life, and makes them feel as though they
have a useful role in society. Labour adjustments by the spouse may
also have direct and observable effects on the health of the
unemployed member. Second, other family members may help an
individual member cope with unemployment by acting as a buffer.
This mode of action may, however, be influenced by material
factors. Finally, the family may help the individual to adapt. By
providing someone to talk to and/or helping the unemployed
individual find constructive ways of coping, the moral and social
support network offered by the family may help the individual
significantly in adapting to their new economic state. In compar-
ison to single person households, larger households/families allow
individual members the freedom to pursue good health, because
negative health events are prevented (through various pre-emptive
and/or compensatory actions).

The family is, however, not an isolated unit, and the behaviour of
employers and Government impinge on the extent to which
families can internalise the externalities of an economic status
shock on health. On the positive side, family members do possess
high levels of information about the characteristics and behavioural
patterns of other members, which may improve the efficiency of
the bargaining process. The ease of communication between indi-
vidual family members may also improve the efficacy of resource
allocations following income shocks. On the negative side, the
quality and level of insurance provided by the family may be less
than that offered by private- or state insurance. Indeed, the extent
of family insurance will depend on the availability, cost, and quality
of formal insurance. It is debatable, however, whether the formal



Table 1
Overview of the key features of the unitary, collective and institutional models in relation to the health production function.

Unitary model Collective labour supply model Institutional economics approach

Marriage Marriage is economically advantageous:
cost-benefit approach

Marriage is economically
advantageous

Non-pecuniary factors influence the decision to
marry as well as economic effects

Preferences Preferences governed by a dictator Each individual has their own
preferences

Each individual has their own preferences

Gender Gender neutral as preferences do not
relate to the individual

Gender differences expressed
in preferences

Gender may reinforce hierarchies within families

Intra-household inequality
and transfers

Inequality may result but is
problematic to explore

Inequality and subsequent
transfers are an area of significance

Hierarchies within families of utmost importance,
transfers may avoid transaction costs

Formulation of the health
production function

Overarching function determined
by the dictator. Time, money and
household production as inputs.

Time, money, household production.
Each individual has their own function.

Time, money, household production and higher
level factors. Each individual has their own function,
determinants of which may focus on relativities
between members. Health production functions not
the only key mechanism.
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and informal systems should be viewed as substitutes or comple-
ments. To be substitutes, the family needs to be efficient in
providing support given the informational constraints and trans-
action costs that it may face. Given bounded rationality, threats
from alternative family structures, and hierarchical decision
making, Ehrlich and Becker’s (1972) finding that market insurance
and self-insurance are substitutes may be compromised.

Different family structures also influence the degree of insur-
ance provided by the family. The outside option, modelled in
collective labour supply models, suggests that family structure may
influence the nature of economic adjustments in order to preserve
health. Even if the cause of unemployment is completely exoge-
nous, resources may not be reallocated if the duration of unem-
ployment extends beyond a reasonable time. Because the financial
(and psychological) situation worsens as the length of unemploy-
ment increases (for both members), the utility of marriage will
decrease, such that the economically productive partner’s utility is
below that of their reservation utility. Reneging on this contract
may thus explain why the probability of divorce rises with unem-
ployment duration: however, this may also be affected by the
duration of marriage (Jalovaara, 2002). Moreover, gender and
power distributions may lead to unequal expected returns from
exiting the current family structure (Katz, 1997).
Conclusion

This paper has presented three main economic models of the
family, and discussed how the insights provided by these models
may enhance our understanding of the empirical relationship
between economic status and health in the family context. As it has
sought to illustrate, there are multiple interactions within a family
that may significantly affect the economic status–health relation-
ship and these interactions can be usefully analysed in unitary,
collective, or institutional settings. Table 1 presents a summary of
how the health production function may be formulated under each
of the models.

Under the unitary and collective models, the health production
function is the key mechanism for relating intra-household
resource allocations to health. Time and money are allocated
between persons in a household, and the organisation of time and
money accrue benefits to health through the health production
function. As the institutional approach emphasises, however, there
are reasons to suspect that being part of a family confers benefits to
health in addition to those working through the health production
function. Many of these factors may be unobservable and, there-
fore, unaccounted for in empirical analyses of the determinants of
health. The choice of adopting a particular framework will, of
course, depend on the issues the empirical researcher wishes to
explore. For instance, a collective model would be most appropriate
if the researcher intends to explore the role of resource transfers as
a determinant of health.

The advantage of considering various approaches (as this
comparative introduction has endeavoured to do) is that empirical
analysis of family economic behaviour indicates the existence of
substantial heterogeneity across families. Crespo (2005), for
example, finds that neither unitary, nor collective models explain
household labour supply behaviour in Spain. Others have suggested
that no single economic model of the household is applicable to all
family situations (Munro, Kebede, Iversen, Jackson, & Verschoor,
2006). Indeed, families are heterogeneous, not only in terms of
their composition and functions, but also in relation to individual
members’ behaviour and interactions. As Chiappori et al. (1993, p.
30) state, families contain individuals who are ‘motivated at times
by altruism, at times by self-interest, and often by both’, and who
‘cajole, cooperate, threaten, help, argue, support, and, indeed,
occasionally walk out on each other.’ This heterogeneity calls into
question the modelling of ‘the family’ as a singular entity, and
suggests that it is better to discuss ‘families’, in the plural sense
(Jackson, 1999). By consequence, each of the economic models
discussed here are likely to display varying degrees of relevance
(and yield variable degrees of insight) in different empirical situa-
tions. There are likewise a number of possible explanations for why
married persons are healthier than single persons.
Acknowledgement

The author is grateful to comments provided by Shelley Farrar,
Paula Lorgelly, Matt Sutton, Anne Ludbrook and two anonymous
referees. The author is grateful to the Medical Research Council
(Doctoral Training Grant – G0501378) for financial support during
the author’s time at the University of Aberdeen.
References

Ahs, A. M. H., & Westerling, R. (2006). Health care utilization among persons who
are unemployed or outside the labour force. Health Policy, 78(2–3), 178–193.

Arber, S., & Cooper, H. (1999). Gender differences in health in later life: the new
paradox? Social Science & Medicine, 48(1), 61–76.

Bartley, M. (1988). Unemployment and health: selection or causation – a false
antithesis? Sociology of Health and Illness, 10(1), 41–67.

Basu, A., & Meltzer, D. (2005). Implications of spillover effects within the family for
medical cost-effectiveness analysis. Journal of Health Economics, 24(4), 751–773.

Becker, G. S. (1965). A theory of the allocation of time. Economic Journal, 75(299),
493–517.

Becker, G. S. (1973). A theory of marriage: part I. Journal of Political Economy, 81(4),
813–846.

Becker, G. S. (1974). A theory of marriage: part II. Journal of Political Economy, 82(2),
11–26.



A. Tipper / Social Science & Medicine 70 (2010) 1567–1573 1573
Behrman, J. R. (1997). Intrahousehold distribution and the family. In
M. R. Rosenzweig, & O. Stark (Eds.), Handbook of population and family
economics (pp. 125–187). Amsterdam: Elsevier.

Beland, F., Birch, S., & Stoddart, G. (2002). Unemployment and health: contextual-
level influences on the production of health in populations. Social Science &
Medicine, 55(11), 2033–2052.

Benzeval, M., & Judge, K. (2001). Income and health: the time dimension. Social
Science & Medicine, 52(9), 1371–1390.

Bolin, K., Jacobson, L., & Lindgren, B. (2001). The family as the health producer –
when spouses are Nash-bargainers. Journal of Health Economics, 20(3), 349–362.

Bolin, K., Jacobson, L., & Lindgren, B. (2002a). The family as the health producer –
when spouses act strategically. Journal of Health Economics, 21(3), 475–495.

Bolin, K., Jacobson, L., & Lindgren, B. (2002b). Employer investments in employee
health: implications for the family as health producer. Journal of Health
Economics, 21(4), 563–583.

Bourguignon, F., & Chiappori, P. (1992). Collective models of household behaviour:
an introduction. European Economic Review, 36, 355–364.

Broom, D. H., D’Souza, R. M., Strazdins, L., Butterworth, P., Parslow, R., & Rodgers, B.
(2006). The lesser evil: bad jobs or unemployment? A survey of mid-aged
Australians. Social Science & Medicine, 63(3), 575–586.

Burgess, E. W. (1945). Unemployment and the family. Marriage and Family Living,
7(4), 87–95.

Cai, L., & Kalb, G. (2006). Health status and labour force participation: evidence from
Australia. Health Economics, 15(3), 241–261.

Cherchye, L., De Rock, B., & Vermeulen, F. (2005). Opening the black box of intra-
household decision-making: Theory and non-parametric empirical tests of
general collective consumption models. IZA. Discussion Papers, 1603.

Chiappori, P. (1992). Collective labor supply and welfare. Journal of Political
Economy, 100(3), 437–467.

Chiappori, P. (1997). Introducing household production in collective models of labor
supply. Journal of Political Economy, 105(1), 191–209.

Chiappori, P. A., Haddad, L., Hoddinott, J., & Kanbur, R. (1993). Unitary versus
collective models of the household: Time to shift the burden of proof? World Bank
Policy Research. Working Paper, WPS 1217.

Clark, A. E., Couprie, H., & Sofer, C. (2002). Household negotiation and labor supply:
Evidence from the BHPS. IDEP. Working Papers, 0201.

Contoyannis, P., Jones, A. M., & Rice, N. (2004). The dynamics of health in the British
household panel survey. Journal of Applied Econometrics, 19, 473–503.

Crespo, L. (2005). Estimation and testing of household labour supply models: Evidence
from Spain. Instituto Valenciano De Investigaciones Económicas. Working
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