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1.  Introduction  

1.1 Research problem and background 
Chronic illness and disability affect many older Europeans and they have important 

implications for individuals, families, and society. Future cohorts of older individuals 

will reach all-time record levels of longevity and these cohorts will be of greater size, in 

better health, and more diverse in their kinship structures. Personal relationships and 

kin have long been investigated in relation to health, with great focus on the marriage 

effects on health (Koball et al., 2010; Mirowsky, 2005; Schoenborn, 2004; Umberson et 

al., 2006; Wood et al., 2007), the relationship between number of children (parity) and 

health (Grundy & Read, 2012; Grundy & Tomassini, 2005) and intergenerational 

transfers and parental health among others (Dalgard et al., 2006; Grundy & Henretta 

2006; Panzarella, Alloy, & Whitehouse, 2006; Silverstein, Chen, & Heller, 1996; Wolff & 

Agree, 2004). 

In this book I explore several aspects of family status bounded by the life course, 

namely partnership and parenthood, including relationships with adult children to find 

out how each of them affects a different dimension of health. The aim is to connect 

current evidence on health inequality with life course theory and methodology to 

explain how closely related life course events such as marriage, divorce, widowhood, 

and parenthood influence the mental and physical health of older adults.  

1.1.1 Partnership and health 

Previous research that relates health to family processes in the sociological literature 

has contributed greatly to the understanding of how current transitions in and out of 

marriage are associated with health. There is a consistent evidence that married 

individuals report better overall health (Lindström, 2009; Zheng & Thomas, 2013), 

better cardiovascular health (Holt-Lunstad, Birmingham & Jones, 2008; Kriegbaum et al., 

2013; Loucks, Berkman, Gruenewald & Seeman, 2005; Schiller, Lucas, Ward & Peregoy, 

2012), and their rates of  mortality are lower compared to the non-married (Malyutina 

et al., 2004; Molloy, Stamatakis, Randall & Hamer, 2009; Zhu & Gu, 2010). Married 

individuals also were found to have fewer chronic conditions, fewer limitations with 

mobility, and they tend to be less depressed (Hughes & Waite, 2009). Recent studies 

linking marital status and health went beyond focusing on one-time transitions to 

marriage and divorce or widowhood. Instead, studies examined the relationship 

between marital trajectories and health from a life course perspective, and also found 

differences between the consistently married and the rest on a range of health 

measures, including incidence of chronic diseases cancer and self-rated health (Dupre, 

Beck, & Meadows, 2009; Dupre & Meadows, 2007; Green, Doherty, Fothergill & 

Ensminger, 2012; Sobal, & Hanson, 2011).  
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However, several limitations have been evident in previous research that focused 

on marriage and health. Firstly, most of the studies were not able to distinguish between 

different groups of non-married individuals (separated or never married, for example). 

Secondly, more due to limitations in survey design than to lack of interest, studies did 

not acknowledge cohabitation and its distinctive relationship with some aspects of 

health. Thirdly, research to date has not managed to bridge the theoretical concept of a 

marital trajectory with its measurement, thus resulting in an incomplete understanding 

of the relation between partnership over the life course and health. And lastly, although 

some studies investigated the health selection of individuals into marriage (Hope, 

Rodgers, & Power, 1999, Lamb, Lee & DeMaris, 2003; Mastekaasa, 1992), research that 

focused on marital trajectories so far has failed to take into account how health status in 

childhood and adolescence can influence both later-life health and partnership in mid 

and late-life.   

1.1.2 Parenthood and health 

Next to partnership, parenthood, per se, does not have a straightforward association 

with health. However, both the transition to parenthood, as well as the parenting of 

adult children influences health across diverse social contexts. Studies investigated the 

importance of the timing of becoming a parent for health outcomes such as perceived 

health, physical impairment, and chronic conditions among other measures for adults in 

mid-life (Mirowsky, 2002; Mirowsky & Ross, 2002), as well as various cancers in women 

in particular (Colditz et al., 1993; Kvåle, 1992; Merrill, Fugal, Novilla & Raphael, 2005; 

Whiteman, Siskind, Purdie & Green, 2003). Using a life course perspective demographic 

research on childbearing and the timing of first birth has revealed that early transition 

to parenthood (i.e. teen-age pregnancy) is associated with truncated educational and 

work opportunities, and increased marital instability (Hofferth, Reid & Mott, 2001). A 

few other studies found that early parenthood is associated with depressive symptoms, 

one following the changes from adolescence to early adulthood (Booth, Rustenback & 

McHale, 2008), and another that has analysed individuals age 18 to 95 (Mirowsky & 

Ross, 2002). Notwithstanding, research focusing on the transitions to parenthood and 

the importance of timing for later-life health has been limited in several ways. Firstly, 

with the exception of the study of Mirowsky and Ross (2002) and Spence (2008), other 

studies to date have focused on the health of young and mid-life individuals. Secondly, 

the effects of early parenthood have been emphasized and much less is known about the 

consequences of late parenthood. Thirdly, there is a lack of attention on the differential 

exposure to risks and resources around parenthood that might produce increasing 

disadvantages for the health of some, and increasing advantages for others.    

In addition, the focal point of the study of parenthood in old age has been the 

exchange of social support between older parents and their adult children.  The parental 

role changes significantly with age as the demands of childrearing reduce and the 

relationship between parents and children becomes one of social support, but at the 

same time also grows more ambivalent. Studies consistently showed that close and 
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supportive ties with adult children enhance parental well-being and health, whereas 

strained and conflicted relationships with children might undermine it (Lee, Netzer & 

Coward, 1995; Wilson et al., 2003; Pilemer & Suitor, 2002). A life course perspective has 

directed attention to continuity and change in health over the life course and suggests 

that parenthood and the “linked lives” of parents and children influence health over 

time, particularly the mental health of parents (Milkie, Bierman & Schieman, 2008). 

Nonetheless, previous research on parenthood and parent-child relations has neglected 

to take into account the inequality in parental experiences.  The interplay between 

physical, social, and economic resources of the parents has not been fully illuminated in 

researching the relationship between health on one side, and intergenerational relations 

that entail exchange of emotional, instrumental and financial support on the other side.   

1.1.3 Disciplinary boundaries 

Methodological shortcomings and narrow disciplinary focus have obfuscated the 

multidimensionality of the relationship between health and family relations. 

Epidemiological studies have also provided evidence of a correlation between marriage, 

parenthood and health in large samples (Knuiman, Divitini, Bartholomew & Welborn, 

1996; Trief et al., 2001). Nonetheless, despite the methodological rigour they have not 

been able to offer explanations for the causal mechanisms that underlie these 

relationships. Social context has also been neglected in the epidemiological literature, 

and the resulting evidence from different populations and nations is extremely difficult 

to compare.  Similarly to epidemiologal studies, in demographic research health has 

frequently been investigated as an index score that summarizes various features in one 

composite measure. For example, allostatic load has been used as a composite measure 

(Grundy & Read, 2012). Similarly, social support was used to capture both instrumental 

and emotional support (Ploubidis, Silverwood, De Stavola & Grundy, 2015). I argue that 

although this approach has established associations between different elements of 

family status and health, a holistic approach is needed to improve the understanding of 

how family processes impact health in a meaningful way that can be subject to personal 

and social intervention aimed at improving population health. In the empirical chapters 

that follow I focus on answering several questions relevant for the multidimensionality 

of family experiences and its far-reaching grasp for health.  

1.2 Questions addressed in this book 
In Chapter 2 I address the process of selection of individuals based on health into 

subsequent partnership patterns.  The ‘marriage selection effect’ hypothesis postulates 

that marriage is associated with better health because healthier individuals are more 

likely to get and stay married. However, previous research has been limited to studying 

this relationship in several ways, among which focusing only on a first transition to 

marriage and focusing on young individuals (Hope, Rodgers & Power, 1999; Lamb, Lee & 

DeMaris, 2003; Mastekaasa, 1992). I am interested to find out how health in early life, 

that is childhood health, impacts not only first-time transitions to marriage or divorce, 

but the entirety of partnership history between early adulthood and old age. Taking a 
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life course approach I first develop life course partnership trajectories to capture how 

older individuals in 13 European countries differ not only in the rates of marriage, 

divorce or widowhood, but to explore the heterogeneity in partnership in mid- and late-

life. Secondly, I am interested to find out how these partnership trajectories are 

determined by a previous potential selection factor — health in early life. Thus, Chapter 

2 answers the following research question: (1) How do partnership trajectories differ 

across countries? (2) How does childhood health influence the likelihood of following a 

different partnership trajectory over the life course?  (3) Is the relationship between 

childhood health and partnership trajectory similar for both older and younger cohorts?  

After tackling the nature of the relationship between health in early life and 

subsequent partnership trajectories, it is essential to make an inquiry how life course 

partnership relates to health in later life. Building on previous research that has been 

looking into self-rated health, incidence of chronic disease and cancer, and mortality and 

marriage (Ask et al., 2012; Barban, 2013; Bardage et al., 2005; De Leon, Appels, Otten & 

Schouten, 1992), I use objective indicators of cardiovascular health in late life to expand 

on this knowledge. Previous studies have shown large marital status differences in 

mortality and cardiovascular disease, but they have not managed to go beyond 

investigating marriage and divorce (Eaker et al., 2007; Malyutina et al., 2004; Ikeda et 

al., 2007). In Chapter 3, I explore how life course partnership characteristics are associated 

with cardiovascular health of older men and women in Germany and England. The key 

partnership features that capture the timing, ordering, and quantum of life course 

partnership used in this chapter are timing of first partnership, number of partnerships 

over the life course, as well as the above-mentioned partnership trajectories.   

Parenthood frequently accompanies partnership as a pivotal event in family lives 

and previous research has established that it is a very important predictor of both 

mental and physical health. In Chapter 4, I am interested in the non-medical 

consequences of parenthood on health in old age. Parenthood, and more specifically the 

age when women become parents is closely related to educational attainment, thus in 

this chapter I examine the interplay between age at first birth and education. This 

chapter is answering the following questions: 1) Does age at first birth influence late-life 

self-rated health? and 2)  Is the association between age at first birth and health purely a 

product of individuals’ education?  In order to do that I first research the selection into 

parenthood based on individual characteristics that precede the age for mating, namely 

early-life socioeconomic status and health. Further, I discern if the relationship between 

age at first birth and education is different between countries that belong to different 

European welfare regimes.  

Lastly, in Chapter 5, I go in-depth into the experience of parenthood in later life. 

The pertinent question of the importance of intergenerational relations for parental 

health is how intergenerational relations between adult children and parents affect the 

mental health of older parents. Parents are not all the same, therefore I examine how 

different individual and structural characteristics known to be of great importance for 
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mental health in old age, such as gender, physical needs and resources of parents, as well 

as social context change the relationship between receiving instrumental support from 

children and depressive mood of parents. The main questions the chapter addresses are: 

(1) How are different intensities of instrumental support from adult children associated 

with parental depressive mood? (2) Is the relation between intensity of instrumental 

support and depressive mood different for mothers and fathers? (3) Do parents with 

different physical needs and social resources experience instrumental support differently 

with regards to depressive mood? (4) To what extent is the mechanism that links varying 

intensity of instrumental support to parental depression dependent on differences across 

welfare regimes in Europe?. 

1.3 Research design and contribution: A life course perspective on 

health and family 
A core premise of the life course paradigm asserts that developmental processes and 

outcomes are shaped by the trajectories that people follow (Elder, 1985). The life course 

approach highlights the importance of time and timing, noting that many health 

conditions have long latency periods and their associated biological, social and 

behavioural risk factors have their own natural histories that unfold over the life course 

(Lynch & Smith, 2005). Health itself has been identified as a type of life course capital – 

one that is depleted or protected over time on the basis of a number of individual and 

structural factors (O’Rand & Henretta, 1999). A life course perspective to study family 

processes and their relation to health is consistent with the growing evidence that both 

health and family relationships in later life are not independent of health experiences, 

exposures, and economic resources from earlier in the life course, as well as of 

partnership and fertility in early and mid-life.  

In light of these considerations, the work summarized in this thesis has a few 

distinctive features that give a better insight into the mechanisms, intermediary factors 

and resources that shape observed inequalities in late-life health.  

1. Health is used as a multidimensional concept that entails different measures 

which are valid in terms of subjective, clinical and epidemiological concepts of 

health. All aspects of health studied in this book are linked to the conceptual 

framework of the International Classification of Functioning, Disability and 

Health (ICF), which means that they are amenable to self-report, observation or 

measurements, they are comprehensive enough to capture all important aspects 

of health states that people value (physical and mental), and they have properties 

that make them comparable across populations (Chatterji et al., 2002). Because 

heath is related to different aspects of family life in various ways, I opted to use 

each health measure as a single outcome, a strategy that differs from much of the 

previous research that lumps health indicators in index scores and latent 

measures. By doing so, I explicitly show in what ways different health measures 

are relevant for each aspect of the family status studied in particular chapters. I 

argue that this provides a transparent interpretation of the empirical results and 
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contributes to better understanding of the causal link between family status and 

health. 

2. Theoretically and empirically I acknowledge that health is a product of a            

life-course development, which includes early-life health as well as 

socioeconomic (SES) position. In all of the empirical chapters I explicitly address 

the relationship between early-life heath and SES with late-life health, as well as 

the idea of selection into different partnership and fertility status over the life 

course based on early-life conditions (Ben-Shlomo & Kuh, 2002; Hertzman & 

Power, 2006).  

3. Family status is conceptualized in three different ways:  a) as partnership 

trajectories from adolescence to old age — examples of such trajectories are 

stably married trajectory with one transition to marriage, or complex trajectories 

that include multiple marriages with divorce and widowhood as interrupting 

events (Chapter 2 and Chapter 3) (Barban & Billari, 2012; Barban, 2013); b) as 

measures that capture the timing of first-time events of partnership and fertility 

(Chapter 3 and Chapter 4), such as age at first partnership transition and age at 

first birth; and c) as intergenerational relations between adult children and 

parents (Chapter 5).  On top of giving merit to the theoretical relevance of the 

heterogeneity in life courses, I go beyond to use this heterogeneity as an 

empirically valid measurement. Instead of focusing on the duration (how long) 

individuals spent in certain states (for example marriage), I focus on the 

multiplicity and accumulation of family events over the life course.  

4. The empirical chapters explore how individual and structural characteristics 

impact the various dimensions of family status to produce differences in 

individuals’ health.  Gender (all chapters), cohort (Chapter 2), education (Chapter 

4), physical needs (Chapter 5) as well as social context (all chapters) are the main 

characteristics I pay attention to in order to elaborate how partnership and 

children affect late-life health.   

5. This thesis illuminates health differences and variations in family processes over 

European countries (all chapters), adopting a welfare-regime perspective to 

investigate how country context influences the relationship between health and 

family (Esping-Andersen, 1990). 

 
Crucial to the interpretation and meaningful comparison of the explanations offered by 

life course theory is a better understanding of the pathways through which family 

events and processes are linked to health. Within the social causation framework 

theories that attempt to explain the relation between personal relationships and health 

in old age there are essentially three mechanisms which guide the conclusions made in 

the book.  
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1.4 Theoretical approaches and mechanisms 

1.4.1 Cumulative advantage/disadvantage theory (Life course mechanism) 

Lifetime cumulative adversity (LCA), or differently named cumulative 

advantage/disadvantage theory (CAD) describes a “process where initial relative 

advantage (or disadvantage) associated with structural location and resources results in 

systematic divergence in life course processes across individuals or groups over time” 

(see Corna, 2013). The theory denotes the accumulated exposure to a wide spectrum of 

potential traumatic events or stressors. Frequently CAD has been used to investigate 

early-life exposure to stressful events (including poor health and SES in childhood) and 

late-life health (Brandt, Deindl & Hank, 2012; Brandt & Hank, 2014; Mazzonna, 2014; 

Shrira, 2012). Support for CAD can also be found in analyses of educational inequalities 

in health, particularly when self-rated health is considered (Mirowsky & Ross, 2003; 

Willson, Shuey & Elder, 2007).  

In Chapter 2 and Chapter 3 I argue that unexpected sequences in the partnership 

trajectory such as divorce and widowhood, as well as their multiplicity, can be regarded 

as an adversity with the potential to affect health in a negative way. In addition, events 

out of time, such as early or late first transitions to partnership and fertility can also be 

regarded as stressful events, and the accumulation of partnership and fertility related 

events that are perceived as unexpected, unwanted or non-normative is hypothesized to 

be a stressor that leads to poor health outcomes. In all chapters I acknowledge early-life 

factors as potential stressors that influence health and the family aspect of interest.  

1.4.2 Stress response theory (Physiological mechanism)  

Psychoneuroimmunology is the study of the interrelations between the central nervous 

system, the endocrine system, and the immune system (Cohen & Herbert, 1996). 

Psychological stress related to stressful life events and social support, among other 

things, affects the ability of bodies to resist infection, autoimmune diseases and cancers. 

There are biological pathways through which physiological characteristics and states 

yield physical changes. When stressful events create demands that exceed individuals’ 

abilities to cope they elicit psychological distress though a response of negative 

cognitive and emotional states (Glaser & Kiecolt-Glaser, 2005).  

Psychological distress goes hand in hand with physiological stress. Chronic 

inflammation confers an increased risk for development and severity of a range of 

diseases, including atherosclerosis and cardiovascular disease, certain cancers, 

osteoporosis, and rheumatoid arthritis (Harris et al., 1999; Pradhan et al., 

2001; Ridker et al., 2000). Compared to young adults, middle aged and particularly older 

individuals typically have higher levels of cytokines with proinflammatory functions 

circulating in their blood, such as interleukin-6 (IL-6) and tumor necrosis factor-a           

(TNF-a) (Krabbe, Pedersen & Bruunsgaard, 2004). Peripheral blood mononuclear 

lymphocyte cells from aged people also produce more IL-6 than those from younger 

subjects when stimulated in vitro (Krabbe et al., 2004). All of these specific changes put 
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older individuals at an increased risk for the diseases mentioned above, including but 

not limited to cardiovascular disease.  

The death of a spouse, parent, or a child is also associated with dysregulation of 

several measures of immune functioning (see reviews of Graham, Christian & Kiecolt-

Glaser, 2006, 2007). For example, healthy individuals who recently experienced 

unexpected bereavement show lower natural killer cell and lymphocyte activity 

compared to non-bereaved matched controls (Gerra et al., 2003). Bereavement 

following the death of a spouse is also associated with functional measures of immunity 

(Hall & Irwin, 2001). Another form of chronic stress consistently associated with 

immune dysregulation is caregiving, such as providing care for a spouse with dementia. 

Several studies indicate that spousal caregivers are more likely to have elevated levels of 

inflammatory markers in their blood (Kiecolt-Glaser et al., 2003; Lutgendorf et al., 

1999; von Känel et al., 2005), putting them at greater risk for cardiovascular and other 

age-related diseases (Harris et al., 1999; Pradhan et al., 2001).  Accordingly, stress-

related immune dysregulation is a core mechanism behind a diverse set of health risks 

(Graham et al., 2006). I argue that multiple partnership transitions, as well as non-

normative or transitions out of time create chronic stress that can be observed in 

cardiovascular health, as well as self-reported accounts of health (Chapter 3 and Chapter 

4). 

1.4.3 Psychosocial factors (Psychological mechanism) 

 Marriage and having children are of crucial interest for the study of health because they 

provide structure in people’s lives. Marriage is thought to mark a transition to 

adulthood, especially among older cohorts (George, 2009). Authors argue that marriage 

has protective effects for longevity and late-life health through pathways of social 

integration, social support, social control, and social role attainment, as well as the 

material pathways of financial resources and economies of scale (see review by Kiecolt-

Glaser & Newton, 2001; Musick & Bumpass, 2006).  

Marriage steers social integration, and related to other forms of integration into 

the community, school and religious institutions, it is supposed to provide individuals 

with a purpose in life (Lillard & Waite, 1995). Spouses exchange social support that 

promotes well-being irrespective of level of stress, and it is thought that the negative 

consequences of stress are diminished by social support in marriage (also known as the 

social buffer hypothesis) (see Waldron, Hughes & Brooks, 1996). The aspect of social 

control (linked to marriage) emphasises behavioural or "lifestyle" factors, such as 

smoking, diet, alcohol consumption and appropriate use of health care. Thus, a 

regulatory function is ascribed to marriage making it a conduit of health-promoting 

behaviours (Koball et al., 2010).  Some authors conferred very similar benefits to the 

role of parenting, named as benefits to childrearing. Increased social networks, attaining 

a positive social role and a potential source for social support, especially in the long 

term, are the main health promoting aspects of parenthood (Grundy & Tomassini, 2005). 
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The psychosocial perspective is used to investigate the effects of support for older 

adults’ health in Chapter 3 and Chapter 5.  

The main research problem the book addresses is how family status over the life 

course contributes to diversity in health outcomes in old age. In summary, Figure 1.1 

shows an overview of how family status features are related to mental and physical 

health. 

 

Figure 1.1: Conceptual framework 

 

 
 

1.5 Data and analytic strategy 

1.5.1 Data 

In order to investigate how family processes are related to these health outcomes in a 

life course perspective, I make use of two main data profiles: The Survey of Health, 

Ageing and Retirement in Europe (SHARE) and the English Longitudinal Study of Ageing 

(ELSA). SHARE and ELSA are multidisciplinary and cross-national panel databases of 

micro data on health, socioeconomic status and social and family networks of Europeans 

aged 50 and more. Figure 1.2 shows a map of the countries that appear in data sets used 

in the empirical chapters. A major advantage of these data sets is the coverage of 

multiple countries (Austria, Germany, Sweden, The Netherlands, Spain, Italy, France, 

Denmark, Greece, Switzerland, Belgium, Czech Republic, Poland and England) which 

facilitates cross-national comparisons. In addition, SHARE has been harmonized with 

ELSA to enable comparisons between English respondents to their continental European 

counterparts.  The best feature of these data profiles is that to date they are the most 

comprehensive data sources that combine measures on early-, mid-, and late-life on both 
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health and family of the older European population. SHARE and ELSA combine 

information on subjective and objective measures of health, as well as a life history of 

partnership and fertility.  

 

Figure 1.2: Countries in SHARE and ELSA 

 

In SHARELIFE the accuracy of the retrospective 

early-life information was assessed and results 

showed an overall strong consistency across 

waves (with less than 10% recall errors over all 

events) (Garrouste & Paccagnella, 2010; Havari & 

Mazzonna, 2015). Both data profiles share the 

weakness with many other general purpose panel 

studies that the level of detail on any particular 

health outcome or psychosocial process is not as 

great as in focused investigations. Attrition is an 

ongoing issue compared to the lack of attrition in 

register data, for example, and refresher samples 

are added over time to redress this problem. Since 

the study started when participants were aged 50, information about earlier life was 

collected retrospectively, which presents both an advantage, but also a limitation as 

ideally prospective data is preferred when investigating health. All datasets are listed in 

Table 1.1. 

      

Table 1.1: Datasets used in the empirical chapters 

Data set Reference Year of data 
collection 

The Survey of Health, Ageing and 
Retirement in Europe (SHARE) Wave 1 Börsch-Supan  (2013a) 2004/05 

The Survey of Health, Ageing and 
Retirement in Europe (SHARE) Wave 2 Börsch-Supan  (2013b) 2006/07 

The Survey of Health, Ageing and 
Retirement in Europe (SHARELIFE) Wave 3 Börsch-Supan  (2010) 2008/09 

The Survey of Health, Ageing and 

Retirement in Europe (SHARE) Wave 4 Börsch-Supan  (2013c) 2010/11 

English Longitudinal Study of Ageing (ELSA) 
Wave 3 Scholes et al. (2009) 2006/07 

English Longitudinal Study of Ageing (ELSA) 
Wave 4 Cheshire et al. (2012) 2008/09 
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1.5.2 Analytic strategy 

In Chapter 2 I use the first two waves of SHARE and the third retrospective wave 

SHARELIFE which contains life histories from retrospective reports of a life calendar to 

investigate how early life impacts partnership over the life course. The chapter utilizes 

all countries that have been surveyed in all three waves, thus the data contain 13 

European countries. Partnership trajectories are constructed using the information from 

the life calendar in the third wave for up to 16 partnership events in the life course. 

Sequence analysis is used to derive different trajectories and later they are grouped in 

categories based on the number and the ordering of partnership events, thus leading to 

standard and non-standard trajectories. This facilitates country comparison of 

partnership trajectories, but first descriptive differences are explored with regards to 

childhood SES and birth cohort. Last, partnership trajectories are used as an outcome in 

a multinomial logistic fixed-effects regression model to estimate how health in 

childhood is related to the probability of following a standard (one marriage for a 

lifetime) or one of the non-standard trajectories. Due to the fact that men and women 

differ significantly when it comes to fertility and partnership, all analyses are stratified 

by gender. 

In Chapter 3 I use the third, retrospective wave SHARELIFE, and the fourth wave of 

SHARE for Germany, and the third retrospective wave and the fourth wave of ELSA for 

England to investigate how life course partnership characteristics relate to objective 

measures of cardiovascular health. The reason for limiting the investigation to these two 

countries lies in the fact that SHARE collected biomarker and anthropomorphic 

measures only in Germany due to the high costs for collection and analyses of the 

biological samples. Partnership trajectories are constructed in an identical way as in 

Chapter 2 for both countries apart using the retrospective reports provided in the third 

wave. Measures on early-life factors are also used from the third wave in both profiles. 

Data on biomarkers (CRP, HbA1c, blood pressure and total cholesterol) and lifestyle 

measures such as smoking and exercise is used from the fourth wave in SHARE and 

ELSA.  Although the data are harmonized, due to methodological issues (different coding 

of education in SHARE and ELSA; different survey year), as well as differences in 

cardiovascular health in men and women, the analysis is stratified by country and 

gender. Each biomarker is used as a single outcome in an OLS (CRP), logistic (HbA1c, 

blood pressure) or multinomial (total cholesterol) regression analysis using a stepwise 

approach to model building.  

In Chapter 4 I use SHARELIFE and the fourth wave from SHARE for all the 

countries that have collected data in both waves landing at a sample of 13 countries. The 

health outcome of interest is self-rated health collected at the fourth wave of SHARE. 

This chapter focuses on women to investigate the relationship between age at first birth 

and education to self-rated health. The retrospective life histories in the third wave are 

used to provide information on events in early life and the start of the fertility history for 

women. Each country is analysed separately in a three-step structural equation model 
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with a Heckman correction for selection to account for selection into parenthood by 

early-life childhood SES and health. Further, two hypotheses are tested against each 

other using a mediation analysis whether age at first birth mediates the relationship 

between education and self-rated health. The first one is that age at first birth mediates 

the effect of education on health, but also has an independent effect on health; the 

second one is that age at first birth only mediates the effect of education on health, and 

does not have an independent effect on health. 

In Chapter 5 I use the first wave of SHARE to investigate the relationship between 

receiving instrumental support from adult children and parental mental health 

measured as depressive mood. All measures are used from the first wave of SHARE, and 

multivariate logistic regression models are estimated to a sample limited to parents 

older than 65 who are in an age span to have adult children above 18 years old. 

Moderation analyses is used to test whether the association between support and 

depression varies by gender, physical need of the parent (measured with limitations of 

daily living), social support (measured with interaction with adult children) and welfare 

regimes (differentiation is made between familistic, social-democratic, conservative and 

hybrid countries). 

1.6 Overview of chapters 
In the empirical chapters health is conceptualized and operationalized through several 

dimensions of physical health, next to mental health. In this section I point out the main 

characteristics of the outcomes of interest and I briefly summarize the hypotheses, data, 

and methods to provide an overview of each chapter.  



 

    

Table 1.2: Overview of chapters 

Chapter 2: A life course approach to the relationship between childhood health and partnership trajectories 

Research Questions Hypotheses Data  Outcomes and Predictors Method 

In what ways are 

partnership trajectories of 

adults over 50 related to 

education, childhood 

socioeconomic status and 

childhood health in 

different European 

countries? 

 

Does childhood health 

influence the partnership 

trajectories of individuals 

in their adult life and old 

age (over the life course)? 

 

Is the relationship between 

childhood health and 

partnership trajectory over 

the life course similar for 

older and younger cohorts? 

 

H1: In countries which have 

late de jure adoption of 

unilateral and no-fault 

divorce laws there will be 

greater partnership 

stability over the life 

course.  

 

H2: Individuals with poorer 

childhood health will have 

a higher likelihood to 

experience a non-standard 

partnership trajectory. 

 

H3: A greater proportion in 

younger cohorts, 

particularly those born 

after World War II, 

experiences non-standard 

partnership trajectories 

compared to the proportion 

in the cohorts born before 

WWII. 

Retrospective life course 

histories from non-

institutionalized adults 

over 50 from the 3rd wave 

of the Survey of Health, 

Ageing and Retirement in 

Europe (SHARELIFE) from 

13 European countries: 

Austria, Belgium, the Czech 

Republic, Denmark, France, 

Germany, Greece, Italy and 

the Netherlands, Poland, 

Spain, Sweden and 

Switzerland.  

 

Outcomes: Partnership 

trajectory – derived via 

sequence analyses and 

grouped into trajectories: 

stably married, stably 

widowed, divorced, never 

married, cohabiting and 

complex trajectories. 

 

Predictors: Childhood 

health, childhood SES, 

education, birth cohort, 

fertility history, country, 

cohort.  

 

 

Sequence analyses and 

grouping based on the 

ordering of partnership 

events; six response 

multinomial logistic 

regressions (with country 

fixed effects and individual-

level predictors); split 

sample analyses per cohort; 

all analyses stratified per 

gender. 



 

    

Table 1.2: Overview of chapters (con’t) 

 

Chapter 3: Partnership trajectories and cardiovascular health in late-life 

Research Questions Hypotheses Data Outcomes and Predictors Method 

Is early age of entering 

partnership associated with 

worse cardiovascular 

health in later life? 

 

Is greater number of 

partnership transitions 

over the life course related 

to worse cardiovascular 

health in later life? 

 

Is life course partnership 

trajectory associated with 

cardiovascular health in 

later life? 

H1: Early age of entering 

partnership is associated 

with worse cardiovascular 

health. 

 

H2: Greater number of 

partnership transitions is 

related to worse 

cardiovascular health. 

 

H3: Life course partnership 

trajectory is associated 

with cardiovascular health. 

Non-institutionalized 

adults over 50 surveyed in 

the 3rd and 4th wave of the 

Survey of Health, Ageing 

and Retirement in Europe 

(SHARELIFE and SHARE) 

from Germany, and non-

institutionalized adults 

over 50 surveyed in the 3rd 

and 4th wave of the English 

Longitudinal Study of 

Ageing in England (ELSA). 

 

 

Outcomes: Biomarkers and 

physiological measures of 

CVH: C-reactive protein 

(CRP), HbA1c (glycated 

haemoglobin), systolic and 

diastolic blood pressure, 

total cholesterol (TC; high-

density lipoprotein HDL + 

low-density lipoprotein 

LDL + 20% triglyceride 

level or fats carried in the 

blood). 

Predictors: Age at first 

partnership transition, 

number of partnership 

events, partnership 

trajectory, childhood 

health, childhood SES, 

education, age, current 

smoking, current exercise, 

parity, region.  

Sequence analyses and 

grouping based on the 

ordering of partnership 

events; OLS regressions 

(CRP), logistic regressions 

(HbA1c, systolic and 

diastolic blood pressure), 

response multinomial 

logistic regressions (TC); all 

analyses stratified by 

gender and country. 



 

    

Table 1.2: Overview of chapters (con’t) 

 

Chapter 4: Age at first birth and late-life self-rated health 

Research Questions Hypotheses Data   Outcomes and Predictors  Method 

How is age at first birth 

associated with self-rated 

health of old women? 

 

Does age at first birth have 

direct effects on self-rated 

health or the effects of age 

at first birth are due to 

indirect effects of 

education? 

 

Do welfare regime 

differences exist in the way 

education mediates the 

effect of age at first birth on 

health? 

 

 

 

 

H1: Age at first birth has a 

direct effect on late-life 

health. 

H2: Age at first birth 

mediates the effect of 

education on health, with 

two alternative scenarios:  

H2a: Age at first birth 

mediates the effect of 

education on health, but 

also has an independent 

effect on health; or that 

there is both a direct and 

indirect effect of AFB on 

health. 

H2b: Age at first birth only 

mediates the effect of 

education on health, and 

does not have an 

independent (direct) effect 

on late-life health.  

Non-institutionalized 

adults over 50 surveyed in 

the 3rd and 4th wave of the 

Survey of Health, Ageing 

and Retirement in Europe 

(SHARELIFE and SHARE) 

from 13 European 

countries: Austria, Belgium, 

the Czech Republic, 

Denmark, France, Germany, 

Greece, Italy and the 

Netherlands, Poland, Spain, 

Sweden and Switzerland.   

Outcomes: Self-rated 

health measured on a         

5-point scale 

 

Predictors: Age at first 

birth, age at first birth 

quadratic term, education, 

latent variable L, childhood 

health, childhood SES, age, 

parity, depression, marital 

status, employment, 

drinking status, current 

exercise, current smoking 

 

A three-part structural 

equation model. Part 1: 

Heckman selection 

correction equation with 

latent variable L 

constrained to 1 with 

variance 1 in selection 

equation; part 2: 

continuous outcome age at 

first birth predicted by age 

(education mediational 

path added later); and part 

3: self-rated health 

predicted by variables in 

the former 2 steps and 

additional predictors. All 

analyses stratified by 

country. 



 

    

Table 1.2: Overview of chapters (con’t) 

 

Chapter 5: Receiving instrumental support in late parent-child relationships and parental depression 

Research Questions Hypotheses Data Outcomes and Predictors Method 

How is instrumental 

support from adult children 

associated with parental 

depression? 

Is the relation between 

intensity of instrumental 

support and depression 

different for mothers and 

fathers?  

Do parents with different 

physical needs and social 

resources experience 

instrumental support 

differently with regards to 

depression?  

To what extent is the 

mechanism that links 

varying intensity of 

instrumental support to 

parental depression 

dependent on the different 

family contexts in Europe? 

H1: Parents who receive 

frequent instrumental 

support are more 

depressed than parents 

who do not receive 

instrumental support. 

H2: The relationship 

between receiving frequent 

instrumental support and 

depression does not 

depend on the differences 

in the European contexts. 

H3: Instrumental support is 

less strongly associated 

with depression for parents 

with worse physical health. 

H4: Receiving instrumental 

support is less strongly 

associated with depressive 

mood for men than for 

women. 

Non-institutionalized 

adults over 50 surveyed in 

the 1st wave of the Survey of 

Health, Ageing and 

Retirement in Europe 

(SHARE) from 11 European 

countries: Austria, Belgium, 

Denmark, France, Germany, 

Greece, Italy, The 

Netherlands, Spain and 

Sweden. 

 

Outcomes: Depressive 

mood measured with 

EURO-D 12-item scale 

including depression, 

pessimism, suicidality, 

guilt, sleep, interest, 

irritability, appetite, 

fatigue, concentration, 

enjoyment, and tearfulness. 

 

Predictors: Receipt of 

instrumental support, 

physical needs, social 

interaction with children, 

welfare regime, age, living 

situation, education, 

employment, economic 

status, previous stressful 

events, parity, volunteering 

activity, and previous 

history of depressive mood. 

 Logistic regression, and 

moderation analyses using 

country welfare regimes, 

physical needs, gender, and 

social interaction with 

children as moderators 

between instrumental 

support and depression. 




