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CHAPTER 1

1. Introduction
1.1. Research Problem and Background
Gender inequalities in health have been the topic of much research in the past decades (Rieker, 
Bird, and Lang 2010) and reducing them is one of the main objectives of active and healthy ageing 
research and policy (Foster and Walker 2013; Grundy 2006; Manandhar et al. 2018; OECD 2017; 
Östlin 2002). Several studies have shown that in virtually all societies women live longer than men, 
yet systematically report higher rates of morbidity, disability, and healthcare utilization (Case and 
Paxson 2005; Crimmins, Kim, and Solé-Auró 2011; Crimmins et al. 2011; Crimmins and Saito 
2001; Dahlin and Härkönen 2013; Read and Gorman 2010; Springer, Hankivsky, and Bates 2012; 
Verbrugge 1989). Aside from biological characteristics, several other factors may underpin gender 
inequalities in health. Gender-specific disparities in terms of social and employment-related (dis-)
advantages and economic resources may contribute to widening the gender gaps in physical and 
mental health throughout the life course (Bird and Rieker 1999, 2008; Delaruelle, Buffel, and 
Bracke 2018; Denton and Walters 1999; Oksuzyan, Gumà, and Doblhammer 2018; Read and 
Gorman 2010; Rieker et al. 2010; Roxo, Bambra, and Perelman 2020). Despite mounting evi-
dence regarding the role of various social and economic factors in explaining gender inequalities 
in health, important questions remain unanswered including how inequality in later life health 
is related to gender inequalities in the work and family spheres (Doblhammer and Gumà 2018; 
Hank and Steinbach 2018).

This dissertation builds on the idea that life course events interact with gender to determine 
health outcomes. The aim is to investigate whether, and to what extent, men and women are the 
subject of different health outcomes after experiencing a specific life course event or series of events. 
To achieve this goal, I adopted a multifaceted approach towards gender inequalities in health to shed 
more light on the mechanisms linking gender to health status in later life. In so doing, I examined 
several aspects of the phenomenon from different perspectives – and across different European 
countries – by looking at a very specific set of mechanisms that relate to gender inequalities in 
social and economic resources, family relationships, and care responsibilities.

1.2. Theoretical considerations

1.2.1. Gender inequalities in health: possible underlying mechanisms
Interdisciplinary health research highlights several explanations for health differences between 
men and women. Most earlier studies on this topic suggest that gender inequalities in health may 
stem from three main causes (Bird and Rieker 1999; Gordon and Hubbard 2019; Oksuzyan et al. 
2018; Read and Gorman 2010): (1) biological gender differences (e.g., hormone production, sex 
differences in the burden of chronic diseases, etc.) (Case and Paxson 2005; Gordon and Hubbard 
2019); (2) gender differences in health reporting (Benyamini, Leventhal, and Leventhal 2000; Idler 
2003; Oksuzyan et al. 2019); and (3) gender differences in social determinants of health. This last 
reason is the focus of this dissertation and it is explained in more detail below in this subsection.

Previous research has stressed how gender differences in health are influenced by inequalities in 
the distribution of social determinants of health (Dahlin and Härkönen 2013; Denton, Prus, and 
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Walters 2004; Zajacova, Huzurbazar, and Todd 2017). Social determinants of health are defined 
by the World Health Organization (WHO) as “the conditions in which people are born, grow, live, 
work, and age” (CSDH 2008:1), which include education, money, power, social connections, and 
other social factors (CSDH 2008). A wider set of social, political, and economic macro-level factors 
– which operates at global, national, and local levels – shapes these circumstances (CSDH 2008).

The most extensive research on gender inequalities in health focuses on the unequal allocation of 
social and economic resources between men and women. Much of it concerns how socioeconomic 
status (SES) may fundamentally cause unequal health outcomes for men and women (Denton and 
Walters 1999; Huisman, Kunst, and Mackenbach 2003; Lahelma et al. 2002; McDonough and 
Walters 2001; Östlin 2002). To explain women’s worse health status, researchers emphasize their 
overrepresentation in groups with lower SES and their lesser control over SES resources as compared 
to men. The underlying idea is that SES embodies an array of “flexible resources” (Phelan, Link, 
and Tehranifar 2010) – such as knowledge, money, power, prestige, or time – that can be used to 
cope with stressful life events or to avoid and deal with illnesses, minimizing their negative conse-
quences on health (Link and Phelan 1995). Therefore, women’s relative lower SES may expose them 
to conditions that can be detrimental to health, or impede their access to health-related resources 
(McDonough and Walters 2001; Östlin 2002; Read and Gorman 2010; Rieker and Bird 2000; 
Ross and Bird 1994). This scholarship provides valuable findings and clarifies how the unequal 
distribution of SES resources interacts with gender and physical or mental health.

Next to socioeconomic resources, other specific aspects of the social organization of men’s and 
women’s lives and relations contribute to gender inequalities in health in later life. Social roles, 
role-related activities, and differences in social or economic burdens of family responsibilities are 
considered another central explanation (Bird and Rieker 1999; Read and Gorman 2010). For exam-
ple, the unequal allocation of unpaid family work (e.g., childrearing, caregiving, household work, 
etc.) or the double burden of paid work and unpaid family work can be regarded as fundamental 
social determinants of health (Link and Phelan 1995; Phelan et al. 2010). Contrary to SES, which 
arises because of gender-based inequalities in education and the labour market, this mechanism 
regards inequalities in the gender division of family responsibilities (Bird and Rieker 2008; Link 
and Phelan 1995). A consequence of these inequalities is the increased exposure to stress for women, 
as compared to men, which in turn has negative health effects (Pinquart and Sörensen 2003; M. 
Pinquart and Sörensen 2006; Schulz and Martire 2004; Zarit, Reever, and Bach-Peterson 1980).

1.2.2. Life course perspective and social stress theory
To investigate the above-mentioned mechanisms – i.e., the unequal allocation of socioeconomic 
resources and family responsibilities between men and women – this dissertation is guided by 
two general frameworks: the life course perspective (Pearlin 2010; Pearlin et al. 1981; Pearlin and 
Skaff 1996) and the theories of social stress (e.g. Pearlin et al. 1981). The life course perspective 
is a theoretical approach that can be used to understand the later years of life as the consequence 
of early-life choices, opportunities, and constraints (Elder 1994). “Life course” can be defined as 
the combination of “interlocking trajectories or pathways across the life span that are marked by 
sequences of events and social transitions” (Elder and O’Rand 1995:453) and, more specifically, “a 
sequence of socially defined events and roles that the individual enacts over time” (Giele and Elder 

1
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1998:22). According to this perspective, later-life health is influenced and determined by how life 
trajectories develop and intertwine with family responsibilities at a younger age. Therefore, a per-
son’s past work and family experiences become written into the physiology and pathology of their 
body by a literal “embodiment” of social inequalities in men’s and women’s bodies (Blane 2006; 
DiPrete and Eirich 2006; Willson, Shuey, and Elder 2007). In addition, the life course is typically 
gendered, as men and women have systematically different biographical paths and pacing, crucial 
life events, and linked lives that might shape health inequality (Moen 2001). For example, if women 
are intensively providing care to family members in need during particular life course stages and 
yielding fewer positive outcomes from caregiving (Lin, Fee, and Wu 2012), this may be a source of 
health disadvantage relative to men of similar ages.

Theories of social stress, such as the Pearlin’s stress-process model (Pearlin 2010; Pearlin et al. 
1981; Pearlin and Skaff 1996), conceptualize stress as the result of excessive life demands combined 
with insufficient resources capable of addressing such demands. Within this framework, work and 
family life can be understood to be domains that may bring individual rewards (e.g., more socio-
economic or health-related resources) but also stress and strain. These stressors may in turn result 
in negative well-being outcomes (Pearlin et al. 1981, 2005). Unpaid family caregiving, divorce, or 
involuntary job loss are typical examples of family- and work-related stressors which impact physical 
and mental health conditions later in life (Pearlin et al. 1990, 2005; Martin Pinquart and Sörensen 
2006). These processes are linked with detrimental consequences for health outcomes, including 
both physical and mental health (Shockley and Allen 2013), particularly for women (Lundberg 
and Frankenhaeuser 1999; Matud 2004).

Next to the conceptual integration of the life course perspective with the theories of social stress, 
this dissertation emphasizes the importance of the heuristic principle of “linked lives” – i.e., the 
recognition that individuals’ lives are embedded in social relationships with nearest others and 
influenced by them, especially across generations by bonds of kinship (Elder 1994, 1995; Settersten 
2005). This suggests that the life courses of one family member might influence the well-being of 
another family generation by reverberating through the ties of a family network (Elder 1994), and 
more so for women (Moen 2001).

1.2.3. Institutional context
Life course theory suggests that micro-level individual choices and behaviours are socially struc-

tured by the institutional context in which individuals are embedded (Bernardi, Huinink, and 
Settersten 2019, 2020; Kohli 2019; Mayer 2019). Institutions, such as the welfare state, play an 
important role in shaping public health (Bambra 2016; Beckfield et al. 2015) and in addressing the 
fundamental causes of health inequality (Freese and Lutfey 2011; Link and Phelan 2010; Phelan 
and Link 2013; Raphael and Bryant 2015). The social organization of the welfare state is a major 
force that influences the association between social conditions, life course events of social nature, 
and statuses – such as gender (Harder and Sumerau 2018; Link and Phelan 1995a) – on the one side, 
and health, illness, and healing on the other side (Beckfield et al. 2015; Freese and Lutfey 2011; Link 
and Phelan 2010; Phelan and Link 2013). Comparative health research has been largely interested 
in classifying welfare states into regime clusters (for a review, see Bambra 2007b). Esping-Andersen 
(1990) elaborated an empirical typology composed of three welfare regimes, each characterised 
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by a specific configuration between state, market and family in offering varying levels of welfare 
provision: the social-democratic regime (encompassing, universal, equalising, and comparatively 
generous benefits; for example, Denmark, Norway, and Sweden), the liberal regime (minimal pro-
vision of welfare, heavy reliance on the private sector, modest benefits, strict entitlement criteria, 
and usually means-tested and stigmatised recipient; for example, United Kingdom and the United 
States), and the conservative regime (a status differentiating welfare, with a high role for employers, 
and a marginal role of the market) (Esping-Andersen 1990).

Esping-Andersen’s three worlds’ typology is based on three dimensions: de-commodification, 
social stratification, and integration/interaction between the state, the market, and the family in 
the allocation, provision, and (re)distribution of social and economic resources vital to protect 
against social risks (e.g., unemployment, disability, sickness, and old age) (Esping-Andersen 1990, 
1999). The first dimension, de-commodification, refers to “the degree to which individuals, or fam-
ilies, can uphold a socially acceptable standard of living independently of market participation” 
(Esping-Andersen 1990:37). The second dimension, social stratification, refers to the role of the 
welfare state in shaping the class and social order. As suggested by Esping-Andersen, “[t]he welfare 
state is not just a mechanism that intervenes in, and possibly corrects, the structure of inequality; it 
is, in its own right, a system of stratification. It is an active force in the ordering of social relations” 
(Esping-Andersen 1990:23). The third dimension regards the integration/interaction of the three 
main inequality-shaping institutions: the state, the market, and the family (Esping-Andersen 1990, 
1999, 2005). These three risk-managing institutions constitute the “welfare triad” – i.e., the main 
sources of allocation, provision, and (re)distribution of welfare within societies – and they operate 
concurrently in managing social risks (Esping-Andersen 1999).

What characterizes distinct institutional contexts (i.e., welfare regimes) are (i) the different ways 
in which the risk is managed among the three institutions, and (ii) the interplay among them. This 
means that in each welfare regime one of the three institutions (state, market and family) plays a 
major role in the risk management and the allocation, provision, and (re)distribution of welfare. 
The state is the institution that exerts the main role in the social-democratic regime, the market 
represents the major force in the liberal regime, while the family is the chief institution in the con-
servative regime. Nonetheless, in each welfare regime, the three institutions operate simultaneously 
and the activity of one of them unavoidably affects also the others. What makes each welfare regime 
peculiar is the primary institution that plays the major role in these activities, and the way the three 
institutions are interconnected.

The role of the welfare state is important to population health and gender equality in health in 
terms of how the state interacts with the family (DiPrete 2002), and thereby reducing the specific 
welfare burden on women (Bambra 2007a; Esping-Andersen 1999; Korpi 2000). Esping-Anders-
en’s (1999) concept of de-familialization is particularly relevant for this dissertation. De-familial-
ization refers to the extent to which the welfare state permits individual entitlements to a socially 
acceptable standard of living independent of family relationships. While high levels of de-familial-
ization (and decommodification) are characteristic in Social Democratic welfare states, women in 
Conservative countries (especially Southern European countries) are strongly dependent on family. 
In this dissertation, I make use of gender stratification concepts, specifically de-familialization 

1
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(Bambra 2004, 2007a; Esping-Andersen 1999; Korpi 2000), in combination with others like the 
decommodification of labour and healthcare.

Another central aspect of welfare state regime theory is devoted to countries’ approaches to the 
care of dependent individuals (Esping-Andersen 1990; Kaschowitz and Brandt 2017). On the one 
hand, state and family might complement each other in the provision of care to dependent indi-
viduals (e.g., children, frail adults, etc.). On the other hand, there might be an inverse relationship 
between formal service provision and informal family care (state and family can substitute for each 
other) (Kohli 1999; Künemund and Rein 1999). The complementarity between family and state 
can be seen as a specific form of division of labour in terms of “specialization” (Brandt 2013:46; 
Kaschowitz and Brandt 2017) and it is expected to be more prevalent in social democratic welfare 
states, where “family members are […] enabled to give additional support to their relatives if, when 
and in which form they like to” (Brandt 2013:30). This pattern is expected to be inverted in less 
generous welfare states (e.g., liberal or conservative), in which women are compelled to supply 
more intense forms of informal care and support (Bonsang 2007; Brandt 2013; Kaschowitz and 
Brandt 2017). Therefore, different levels of welfare provisions and different combinations of social 
risk management among the state, the market, and the family might influence the extent to which 
women can participate in the labour market. In turn, this influences the need to rely on (female) 
family members for caregiving, with consequences for women’s health conditions.

1.3. Research questions addressed in this book
The main aim of this dissertation is to provide a more in-depth picture of the complex relationships 
between gender and health in later life. To achieve this goal, this dissertation elaborates on four 
specific sets of research questions.

First, this dissertation focuses on gender differences based on the social determinants of health 
that are of a socioeconomic nature. In doing so, I adopt a multidimensional approach towards 
socioeconomic status (SES) to examine to what extent the differential impact of three measures of 
SES (namely education, income, and wealth) on the health of women and men varies across different 
macro-level contexts. The main research question is:

• How does the impact of SES on health after midlife vary among women and men depend-
ing on the socioeconomic context in which individuals are embedded (i.e., welfare cluster)? 
(Chapter 2)

Second, to better understand how family responsibilities have an impact on later life health, I adopt 
a life course perspective. In doing so, I analyse how whole early-life family and work trajectories are 
associated with health in later life. I address the following research questions:

• To what extent are specific work-family life courses associated with different levels of objective 
physical health in later life? (Chapter 3)

• Which work-family life course is the most important predictor of objective physical health 
for men? And which one for women? (Chapter 3)
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• To what extent do the associations between work-family life courses and objective physical 
health in later life vary across institutional contexts? (Chapter 3)

Third, another important aspect of the link between gender and health is related to stressful demo-
graphic transitions experienced during adulthood. To investigate the role of these events, I examined 
the intergenerational consequences of marital disruptions, which are relatively rarely explored. 
Extending the life course perspective to other family generations (Elder 1994, cf. “linked lives” 
1995; Settersten 2005), I assessed the influence that adult children’s union dissolution can have on 
the health of their older parents. The research question arises of how fathers and mothers respond 
to the divorce of adult sons or daughters in terms of health.

• How does adult children’s union dissolution affect the health conditions of an older parent? 
(Chapter 4)

• Does the impact of adult children’s divorce on parental health differ between fathers and 
mothers? (Chapter 4)

• Does the gender of the child play a role? (Chapter 4)

Fourth, it is important to better understand whether and how family responsibilities in later life 
might play a role in unravelling the nexus gender-health. Spousal caregiving offers a unique oppor-
tunity for investigating how gender shapes the impact of care responsibilities on health in later life. 
Therefore, I investigate the following research questions:

• Do the transitions into the role of spousal caregiving have the same effect on individual health 
as the transitions out of the role of spousal caregiving (in the opposite direction)? (Chapter 5)

• Does the impact of the transition into and out of caregiving on health in later life differ be-
tween women and men? (Chapter 5)

• If so, does the specific welfare state arrangement play a role? (Chapter 5)

Overall, answering these questions is important because it helps to shed more light on whether 
the gendered impact of family responsibilities on health is static or dynamic along the caregiving 
trajectory.

1.4. Data and analytic strategy

1.4.1. Data sources
In this dissertation, I make use of individual-level panel data from both survey and administra-
tive sources. First, I analyse data from the Survey of Health, Ageing and Retirement in Europe 
(SHARE) (Börsch-Supan et al. 2013). Second, I exploit a data linkage between the Dutch com-
ponent of SHARE with unique administrative longitudinal data hosted by Statistics Netherlands 
(CBS), that is the System of Social-statistical Datasets (SSD) (Bakker, van Rooijen, and van Toor 
2014).

1
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SHARE is a multidisciplinary, cross-national, and longitudinal panel dataset containing de-
tailed individual-level information on objective and subjective health, socioeconomic status, and 
family structure of European adults aged 50 or older. SHARE covers the 27 European Union 
(EU) member states plus Switzerland and Israel. The data collection is based on computer-assisted 
personal interviewing and the sampling strategies varied by country. Detailed information about 
the entire SHARE project is available at www.share-project.org. To date, SHARE has collected 
five prospective panel waves of current circumstances (waves 1, 2, 4, 5, and 6) and two retrospective 
life histories surveys as part of the “SHARELIFE” project (waves 3 and 7).

The second data source I use is the System of Social-statistical Datasets (SSD) (Bakker et al. 
2014). The SSD is a combination of various administrative micro datasets, among which are the 
population, housing, and tax registers. The SSD covers the entire population of the Netherlands 
and contains detailed and complete individual-level data on family histories (e.g., the occurrence 
and timing of cohabitations and separations, leaving and returning to the parental home, etc.), 
education, work histories, and healthcare use. In addition, using data from the SSD, it will be 
possible to identify the place of residence of both parents and children and calculate different 
measures of intergenerational geographic distance. Dutch SHARE respondents, who gave consent, 
are then linked to their children’s registry data from the SSD. Table 1 contains the datasets used 
in the empirical chapters.

Table 1. Dataset used in the empirical chapters

Dataset Reference Years of data collection Chapters

SHARE, Wave 1 Börsch-Supan et al. (2013) 2004-2005 Chapters 2, 3, 4, and 5

SHARE, Wave 2 Börsch-Supan et al. (2013) 2006-2007 Chapters 2, 3, 4, and 5

SHARE, Wave 3 
(SHARELIFE)

Brugiavini et al. (2019)
2008-2009 (2010 for 
Ireland)

Chapter 3

SHARE, Wave 4 Börsch-Supan et al. (2013) 2011-2012 Chapters 2, 3, 4, 5

SHARE, Wave 5 Börsch-Supan et al. (2013) 2013 Chapters 2, 3, 4, 5

SHARE, Wave 6 Börsch-Supan et al. (2013) 2015 Chapters 2, 3, 5

SHARE, Wave 7 
(SHARELIFE)

Brugiavini et al. (2019) 2017 Chapter 3

SSD Bakker et al., (2014) 1995-2018 Chapter 4

Note: SHARE: Survey of Health, Ageing and Retirement in Europe; SSD: System of Social-statistical 
Datasets.

SHARE and the SSD have three major advantages. First, they contain repeated information on the 
same unit of analysis (i.e., the individual) in several points over time. This hierarchical structure of 
the data – where multiple observations over time are nested within the same unit of analysis (i.e., a 
prospective panel design) – makes it possible to assess changes over time, related to the same indi-
vidual, as well as to provide precise information on the sequence of events. This has considerable ad-
vantages for causal analysis, especially when dealing with unobserved time-constant heterogeneity.
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Second, the two sources of data are exceptionally well suited for life course research. On the one 
hand, SHARE has been enriched through a long retrospective (waves 3 and 7), aimed at giving an 
account of the entire life history of fertility, employment, and partnership of the respondents until 
the time of the interview. On the other hand, the SSD is longitudinal and contains micro-level 
information on the family histories of each SHARE respondents’ child. For this reason, it opens the 
possibility to extend the life course perspective to other family generations. In Europe, there are no 
surveys that collect complete and detailed information on the life course histories of all the children 
of a given respondent. What was still missing in the literature, was a data linkage between different 
sources of data that can enable the incorporation of detailed life-course histories of children (that 
are never recorded in surveys) with detailed information on the subjective and objective measures 
of physical and mental health of their parents (that are often not recorded in administrative data).

Third, SHARE was purposefully designed to provide comparable multidisciplinary data from 
representative samples of European populations living in 29 countries. Considering the vast 
cross-national differences in social stratification and welfare state institutions of European coun-
tries, SHARE allows extending the analysis of gender and health beyond a single-country to a 
cross-national comparative perspective. This is essential to advance the understanding of how lat-
er-life health inequalities emerge, and under which institutional conditions they can be expected 
to change. Table 2 shows the countries under analysis in each chapter of the dissertation.

Table 2. Countries under analysis in each chapter.

Country Chapter 2 Chapter 3 Chapter 4 Chapter 5

Austria √ √ √

Belgium √ √ √

Bulgaria √

Croatia √

Cyprus √

Czech Republic √ √

Denmark √ √ √

Estonia √ √

Finland √

France √ √ √

Germany √ √ √

Greece √ √

Hungary √

Ireland √

Italy √ √ √

Latvia √

Lithuania √

Luxembourg √ √
(continued)

1
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Table 2. Continued.

Country Chapter 2 Chapter 3 Chapter 4 Chapter 5

Malta √

Netherlands √ √ √

Poland √ √

Portugal √ √

Romania √

Slovakia √

Slovenia √ √

Spain √ √ √

Sweden √ √ √

Switzerland √ √ √

Note: Chapters 2, 3, 4, and 5 use data from the Survey of Health, Ageing and Retirement in Europe (SHARE) 
project; Chapter 4 is based on a data linkage between the Dutch component of SHARE with administrative 
data from the System of Social-statistical Datasets (SSD).

1.4.2. Outcome variables
The main measure used in this dissertation is the Frailty Index (Romero-Ortuno and Kenny 2012), 
which is an accessible and sensitive age-independent indicator of accumulation of health deficits in 
multidimensional health domains (Kulminski et al. 2006, 2007; Mitnitski et al. 2002; Rockwood 
and Mitnitski 2007). Frailty is a broad concept increasingly used to describe the condition of older 
people being vulnerable to adverse health outcomes (De Witte et al. 2017). This condition involves 
a progression from robustness to general health decline in a dynamic (i.e., preventable or delayable) 
and relatively reversible process (De Witte et al. 2017). The interest in the concept of frailty lies 
in postponing the decline in health, quality of life, and psychological well-being of older adults 
to improve their chances of living a long and healthy life (Romero-Ortuno et al. 2010). For this 
reason, it might be possible to conceptualize frailty as an antonym for successful ageing, or at least 
as a transition phase between successful ageing and disability (Cesari et al. 2016; Clegg et al. 2013). 
While commonly associated with advanced age, frailty can be measured across the entire life course 
(Markle-Reid and Browne 2003; Rockwood and Song 2011) and it can be clearly distinguished 
from disability and comorbidity (Fried et al. 2001; Gobbens et al. 2010).

The Frailty Index adopted in this dissertation combines physical frailty markers such as weight 
loss (body mass index deficit, diminution in the desire for food, etc.) and grip strength, with other 
factors such as cognition (impaired orientation to date), mood (sadness or depression, lack of en-
joyment, etc.), and limitations in (instrumental) activities of daily living (Romero-Ortuno and 
Kenny 2012).

Frailty is also subject of a fast-growing research area, especially in gerontology and geriatric 
medicine, focusing on its causes, risk factors and outcomes (Fried, Walston, and Ferrucci 2009; 
Gobbens et al. 2010), but it is more of a newcomer to social research (Ahmed, Mandel, and Fain 
2007). Frailty among older adults is recognised as a major challenge for European countries (Euro-
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pean Commission 2014) and the sustainability of health and social care systems in general (Cesari 
et al. 2016). However, the majority of studies on frailty have been conducted outside Europe and 
there is a relative lack of studies in the European context (Romero-Ortuno and Kenny 2012). 
Theou and colleagues (2015) estimated that the frailty prevalence in Europe ranged from 12.7 to 
28.2% among people 75 and older. Unlike merely subjective health measures commonly used in 
the literature on gender inequalities in health, the Frailty Index is an important concept for all 
those who plan and provide care for older adults, since it is appropriate to identify those who need 
geriatric interventions (Schuurmans et al. 2004) and for improving sex-sensitive forecasts of risks of 
adverse health outcomes among older adults (Kulminski et al. 2006, 2007; Mitnitski et al. 2002).

Next to the Frailty Index, this dissertation employs a measure of objective physical health (Chap-
ters 3 and 4) and a measure of mental health (Chapter 4). As a measure of physical health, Chap-
ters 3 and 4 adopt an objective measure of muscle strength and overall physical health assessed 
by a dynamometer (i.e., grip strength) (Andersen-Ranberg et al. 2009; Wahrendorf et al. 2020). 
Grip strength has become a widely accepted objective measure of general physical health with an 
independent explanatory power (Hank et al. 2009; Rijk et al. 2016) and it is a strong predictor 
of physical vulnerability and mortality at older ages (Andersen-Ranberg et al. 2009; Hank et al. 
2009; Jürges 2007; Rijk et al. 2016). As a measure of mental health, Chapter 4 uses depressive 
feelings, measured through the EURO-D depression scale. This measure is based on 12 items – i.e., 
depression, pessimism, suicidality, guilt, sleep, interest, irritability, appetite, fatigue, concentration, 
enjoyment and tearfulness – and ranges from 0 to 12 (Ploubidis and Grundy 2009; Prince et al. 
1999). By employing these measures of health as an outcome, this dissertation aims at reaching a 
wider agreement about the impact of social factors on different dimension of men’s and women’s 
health in later life.

1.4.3. Analytic strategy
The analytical strategy of this dissertation is based on longitudinal data1, mainly from the Survey of 
Health, Ageing and Retirement in Europe (SHARE). The strategy consisted of two broad approach-
es. First, I adopt a transition-centred approach based on (fixed-effects) panel regression models to 
focus on each individual (or family) critical life course event. Chapter 2 investigates the impact of 
education and changes in income or wealth on changes in subsequent health conditions. It does so 
by applying hybrid (between-within) regression models as a specific way of addressing the issue of 
unobserved heterogeneity (i.e., variables omitted from the models) (Allison 2009; Bell, Fairbroth-
er, and Jones 2019; Bell and Jones 2015; Schunck and Perales 2017). In Chapter 4 I analysed the 
data at the level of parent-child dyads and employed a panel fixed-effects framework as well. The 
parent-child dyad is statistically the most powerful unit because both children can experience life 
course transitions and these will then count as separate (although nested) events. Similarly, Chapter 

1 I use the term “longitudinal” exclusively with reference to repeated observations on the same units of 
analysis (i.e., the individual). In Chapter   the information is enriched through a long retrospective of the 
events, aimed at documenting the entire life course taken by the SHARE respondents up to the moment 
of the survey.

1
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5 examines the asymmetric associations between caregiving transitions and health using a novel 
approach based on fixed-effects regression models (Allison 2019).

Second, I employ a holistic approach to examine life course trajectories as a whole. Chapter 3 
considers men’s and women’s entire trajectories and combinations of both family and employment 
domains by using a refined sequence analysis technique. More specifically, I identify life course 
types of women and men born between 1908-1967 using Lesnard’s dynamic Hamming algorithm 
(Lesnard 2010). This approach allows to more precisely focus on the process (timing) and the inter-
action/interdependence of the two life domains over a key phase of men’s and women’s adulthood 
(Aisenbrey and Fasang 2010; Lesnard 2010).

1.5. Overview of the four empirical chapters
The four empirical contributions in this dissertation were written as standalone journal articles, 
having their own introduction, statistical technique, results, discussion, and conclusion. For this 
reason, they can be read independently. Since all studies are based on SHARE data, there is some 
overlap in the methodological sections. Chapters 2 and 5 have already been published in the Eu-
ropean Sociological Review and Social Science & Medicine respectively. Chapters 3 and 4 are under 
peer-review in other international scientific journals.

Chapter 2 examines the interrelationships between SES, gender, and frailty. Chapter 3 focuses on 
the links between work-family life courses and physical health in later life. Chapter 4 investigates 
how a child’s divorce influences parents’ health in later life. Chapter 5 analyses the influence of the 
transitions into and out of the spousal caregiving role on individual frailty. Chapter 6 concludes 
this dissertation with a discussion of the main findings and some suggestions for future research.

Table 3 provides an overview of the empirical studies in this dissertation. For each empirical 
contribution, the table shows the authors, the dependent and independent variables, the data, and 
the number of countries under analysis, the methods adopted, and a summary of the conclusions.
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Table 3. Overview of the four empirical chapters.

Chapter Co-authors Dependent 
variables

Independent 
variables

Data Countries Methods Conclusion

Ch. 2 Damiano Uccheddu, 
Anne H. Gauthier, Nardi 
Steverink, and Tom Emery

Frailty Index Socioeconomic 
status (education, 
income, and 
wealth)

SHARE 
(2004–2015)

9 European 
countries

Hybrid (between-
within) regression

Considering between-effects estimates, our results show that the positive impact 
of education and wealth on health is stronger for women living in countries where 
the welfare arrangements are less decommodifying and de-familializing. No such 
interaction is found for income and fixed-effects estimates.

Ch. 3 Damiano Uccheddu, Anne 
H. Gauthier, Tom Emery, 
and Nardi Steverink

Grip Strength Early-life work 
and family life 
courses

SHARE 
(2004–2017), 
SHARELIFE 
(retrospective)

28 European 
countries

Sequence analysis, 
cluster analysis, 
multivariable 
linear regression

For men, weak labour market attachment and very late age at entry to fatherhood are 
associated with weaker grip strength. For women, life courses characterized by either 
weak labour market attachment in combination with having many children (i.e., three 
or more) or experiences of employment drop-out after childrearing are detrimental for 
health at older ages. In addition, the study highlights how later-life health is framed by 
the welfare context in which gendered work and family responsibilities unfold across 
individual life courses from early adulthood to midlife. 

Ch. 4 Damiano Uccheddu, 
Ruben van Gaalen

Depression, 
Frailty Index, 
Grip Strength

Children’s marital 
union dissolution

SHARE 
(2004–2013)

The 
Netherlands

Time distributed 
fixed-effects 
regression

Parents’ health conditions worsen as one of their children experienced marital 
dissolution. In addition, we found anticipation effects of children’s separation 
on parental health. Among parents, no striking gender differences emerged from 
this study. The marital dissolution of a son exerts a stronger burden on parental 
psychological distress than that of a daughter.

Ch. 5 Damiano Uccheddu, 
Anne H. Gauthier, Nardi 
Steverink, and Tom Emery

Frailty Index Spousal 
Caregiving

SHARE 
(2004–2015)

17 European 
countries

Asymmetric fixed-
effects regression

The transitions into caregiving have a detrimental effect on health. On the contrary, 
the transitions out of caregiving have in most cases no beneficial consequences on 
health. Most importantly, we found evidence supporting differential effects of 
caregiving transitions by gender and welfare arrangement: the transitions out of 
caregiving are associated with better health conditions only for Southern and Eastern 
European women.
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Table 3. Overview of the four empirical chapters.

Chapter Co-authors Dependent 
variables

Independent 
variables

Data Countries Methods Conclusion

Ch. 2 Damiano Uccheddu, 
Anne H. Gauthier, Nardi 
Steverink, and Tom Emery

Frailty Index Socioeconomic 
status (education, 
income, and 
wealth)

SHARE 
(2004–2015)

9 European 
countries

Hybrid (between-
within) regression

Considering between-effects estimates, our results show that the positive impact 
of education and wealth on health is stronger for women living in countries where 
the welfare arrangements are less decommodifying and de-familializing. No such 
interaction is found for income and fixed-effects estimates.

Ch. 3 Damiano Uccheddu, Anne 
H. Gauthier, Tom Emery, 
and Nardi Steverink

Grip Strength Early-life work 
and family life 
courses

SHARE 
(2004–2017), 
SHARELIFE 
(retrospective)

28 European 
countries

Sequence analysis, 
cluster analysis, 
multivariable 
linear regression

For men, weak labour market attachment and very late age at entry to fatherhood are 
associated with weaker grip strength. For women, life courses characterized by either 
weak labour market attachment in combination with having many children (i.e., three 
or more) or experiences of employment drop-out after childrearing are detrimental for 
health at older ages. In addition, the study highlights how later-life health is framed by 
the welfare context in which gendered work and family responsibilities unfold across 
individual life courses from early adulthood to midlife. 

Ch. 4 Damiano Uccheddu, 
Ruben van Gaalen

Depression, 
Frailty Index, 
Grip Strength

Children’s marital 
union dissolution

SHARE 
(2004–2013)

The 
Netherlands

Time distributed 
fixed-effects 
regression

Parents’ health conditions worsen as one of their children experienced marital 
dissolution. In addition, we found anticipation effects of children’s separation 
on parental health. Among parents, no striking gender differences emerged from 
this study. The marital dissolution of a son exerts a stronger burden on parental 
psychological distress than that of a daughter.

Ch. 5 Damiano Uccheddu, 
Anne H. Gauthier, Nardi 
Steverink, and Tom Emery

Frailty Index Spousal 
Caregiving

SHARE 
(2004–2015)

17 European 
countries

Asymmetric fixed-
effects regression

The transitions into caregiving have a detrimental effect on health. On the contrary, 
the transitions out of caregiving have in most cases no beneficial consequences on 
health. Most importantly, we found evidence supporting differential effects of 
caregiving transitions by gender and welfare arrangement: the transitions out of 
caregiving are associated with better health conditions only for Southern and Eastern 
European women.
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