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Abstract

:

Research has shown that health status and self-rated health (SRH) are correlated not only with age and gender but also with socioeconomic determinants, such as income, education, and employment status, in the course of life and in late life. Much less investigated, however, are gender differences in the association between socioeconomic factors and SRH and how the connection differs among the European welfare state regimes. This study examines the association between SRH and socioeconomic status in later life and in relation to gender and welfare state regime characteristics. Using SHARE data, it builds an analytical sample of respondents aged 60–70 (1275 men, 1544 women) who participated in Wave 1 and, ten years later, in Wave 6. The analysis regresses SRH by gender on socioeconomic status, controlling for various sociodemographic, health, and socioeconomic variables, as well as welfare regime indicators, at two points in time. Past health variables are also controlled for in order to evaluate their effect on SRH at the time of the investigation. A significant gender gap in SRH is found from childhood to late life. The association of socioeconomic status with poorer SRH is significant over time and within welfare state regimes. Consequently, the relationship between gender and SRH, and the extent to which it varies by socioeconomic position, does appear to differ across welfare state regimes. In all regimes and all points in time, including retrospective childhood SRH, women report poorer health than men. The analysis underscores the association between SRH and socioeconomic status in relation to gender in late life and finds that it correlates differently for men and women. The odds of women experiencing poorer SRH are higher, although they become more moderate over time. Even under the most egalitarian welfare regimes, gender differences in the nexus of SRH and socioeconomic status do not favor women.
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1. Introduction


Population ageing is a global phenomenon caused mostly by improved medical care and lower infectious disease mortality [1]. As people live longer, the number of their diseases and physical functional limitations tends to increase, making health a major concern in later life. This is mirrored in self-rated health (SRH), a common measure of health status based on individuals’ reportage of their state of health [2,3]. SRH has usually been found to worsen with age [4,5,6,7], leaving people in need of more resources to provide for themselves with during the lengthy years ahead in good health or to cope with the diverse health and functional challenges that they may face [7,8].



Although women outlive men, they tend to suffer from more chronic illnesses that limit their Activities of Daily Living and often rate their health as poorer than men [2,9]. Research shows that health status and SRH are correlated not only with age and gender but also with socioeconomic determinants such as income, education, and employment status in the course of life and in late life [10,11,12,13]. Much less investigated, however, are gender differences in the association between socioeconomic factors and SRH, and differences in this association by welfare state regime have hardly been studied at all. Women are found to rate their health as poorer than men rate their own [6]. Such is found even though they outlive men [14] and even though the gender gaps in SRH have an even more complicated dimension once viewed within a comparative welfare state context. Hence, the study that follows focuses on gender differences.



This study examines the association between SRH and socioeconomic status in later life and in relation to gender and welfare state regime (hereinafter also: welfare regime). A welfare regime comprises a package of benefits allocated on the basis of more or less restrictive criteria [15]. Welfare regime is an important path to follow because it appears to account for approximately half of national-level variation in health inequalities among European countries [16].



Using a longitudinal database of older Europeans, the study tests this nexus under four different welfare state regimes at an initial point in time and ten years later, controlling for various confounders. It breaks new ground by asking whether the gender aspect of SRH is affected differently by economic determinants of the different welfare state regimes under which older men and women live. A long-term analysis of this kind, taking into account possible changes in SRH during older adults’ lifetime from the comparative perspective of the different welfare regimes under which they live, affords an in-depth, thoroughgoing, and exacting examination of global health and sustainable developments. Based on Sustainable Development Goals (SDGs), such an analysis offers a unique opportunity to promote public health debate by viewing good health and well-being (goal 3) and gender equality (goal 5) through an integrated approach. With its emphasis on an international comparison of long-term changes in selected health indicators among older adults, it makes a meaningful contribution to the existing scientific knowledge and literature.




2. Literature Review


Health is commonly measured in terms of objective parameters such as the number of chronic illnesses or physical limitations [4,17]. However, it can also be judged in subjective ways, such as individuals’ reportage of their state of health—SRH [2,3]. Subjective health perception, unlike objective parameters, combines physical and emotional factors and a sense of well-being and satisfaction of life [18]. Even so, SRH appears to be a reasonably realistic metric that conforms to doctors’ evaluations of patients’ state of health [6]. Even when adjusted for objective health indicators, this common measure of health status has been found to be a strong predictor of morbidity and mortality [3,19,20].



In the data analysis reported here, large disparities in SRH are found among socioeconomic groups differentiated by income or education [21]. On average, across OECD countries, 69% of people surveyed rated their health as “good” or “very good”, and only 62% of those with a lower income did so. The difference relative to people with a higher income, nearly 80% of whom reported “good health,” is significant. In some EU countries, the gap is much wider: up to 20% in Austria and 25% in Germany. Furthermore, in all EU countries that belong to the OECD, people’s SRH tended to decline with age and men were more likely to report being in “good health” than are women.



Self-rated health is affected by personal variables, of which one of the most significant is age. Given that most illnesses are more prevalent among the older population than among others, SRH is expected to worsen in advanced age [4,6]. Namely, as people age their perceptions of health decline and the prevalence of poor to moderate SRH increases [22], although it has been found that, while both health status and SRH deteriorate in old age, people over the age of eighty tend to underestimate the decline [23].



In addition to age, subjective health rating has a gender perspective. The gender gap in regard to aging is not only biological (e.g., life expectancy). Aging is very different for women and men in almost all aspects of life, particularly when the multiple personal, social, economic, and professional aspects that make the life courses of women and men differ significantly are borne in mind [24,25,26,27,28].



It is common to find in research that women rate their own state of health lower than men do, even though women on average live longer [6,14]. For example, [29] found that almost twice as many women as men judged their health as poor and that women reported more symptoms. Nevertheless, although the proportions of persons reporting their health as fair or poor for their age are higher among women in most age groups, it is the conventional wisdom in medical sociology and social epidemiology that men die earlier than women in industrialized societies [2].



Beyond age and gender, older adults’ SRH is affected by other background variables, such as socioeconomic ones [4,13,16,30,31,32]. Men and women of low socioeconomic status are likely to be less healthy than those of high status; what is more, the lower their socioeconomic status is, the more prevalent lower SRH becomes [33]. Moreover, socioeconomic status in old age is found to be correlated with self-rating of health in terms of one or more different socioeconomic variables, including not just income or education but also employment or past occupation [10,22].



SRH is affected not only by personal variables but also by institutional and contextual variables, and gender differences in this metric become more complicated when viewed within a comparative welfare state context. As proposed by [34,35], welfare state regimes differ from each other in several distinct ways. While the historical typology of these regimes has been criticized and the classification of states within it has varied, it still serves as a foundation for comparative research [36,37,38]. For example, [39] found that women in Social Democratic welfare states (in which all citizens are enrolled in a single universal welfare system and are equally eligible) and in those with Southern (Mediterranean) regimes (in which citizens are assisted by the state only when personal resources are exhausted and where traditional values encourage family assistance) are more likely to report worse self-rated health than men. No gender differences in SRH are reported in Corporatist (Continental) states (where assistance is means-tested and modest social insurance plans typically target lower-income individuals) [40]. Moreover, once socioeconomic status is taken into consideration, the negative relationship between unemployment and self-rated health is found to be consistent across Europe; even so, it varies by welfare state regime [41].



Notably, health perception measurements that cross countries and welfare state regimes are difficult to interpret because studies on the topics are designed in different distinctive ways, economic variables (income, education, or occupation) are calculated or evaluated differently, and different parts of the socioeconomic gradient are compared [33]. Hence, it is important to devote further attention to the mechanisms of different welfare state regimes because they appear to account for approximately half of the national-level variation in health inequalities among European countries; in terms of SRH, some mechanisms yield better SRH outcomes than others [16]. Therefore, from the perspective of a country or a welfare state regime, the fact that women outlive men on average but show higher levels of morbidity, disability, and co-morbidities suggests the need to address gender-responsive policies and practices and further investigate the effect of welfare state regimes [42,43].



As noted, a wide range of determinants correlate with SRH. One accepted way of dealing with the broad set of factors that may correlate with the independent variable is the estimation of a multivariate step-by-step regression. In such a procedure, variables are inserted in a stepwise manner, each step adding another row of potential explanatory variables to the estimation framework. This method is recognized in the econometric literature as more efficient and accurate than alternatives because it allows the investigator to identify the marginal contribution of each stage to the total explanation of the model by including additional variables that were not part of the statistical model previously. Thus, the total specific statistical correlation originating in the insertion of each group of explanatory variables into the model is determined with accuracy and potential causality problems are averted (for elaboration, see [44,45]).



The importance of both longitudinal [46] and comparative research is increasingly understood in gerontological science [47]. Investigators realize that aging is both a life-long process and that a local cultural experience is best analyzed through the dynamic process of a longitudinal study [48,49]. Furthermore, gerontologists find the aged to be highly diverse in their psychological and physiological characteristics, material security, and lifestyle, and they presume that this is due to growing differentiation over the course of life [47]. This understanding serves as the basis for the current study, in which Big Data from longitudinal and international surveys facilitate comparative international global research and investigation of gender and healthcare policy perspectives by using and analyzing the same individuals over a specified period of time. Such a study, comparing long-term developments under different welfare regimes, enhances the analysis of global health and sustainable developments that adds depth and yields an accurate map of insights into long-term perceptions and processes among older adults. The outcome is a unique opportunity to promote public health debate through the lens of good health and well-being (goal 3) and gender equality (goal 5)—two of the Sustainable Development Goals (SDGs).




3. Research Objectives


In view of the complicated interrelations of SRH in older ages, personal variables of gender and socioeconomic status, and the institutional variable of the welfare state regime, the current study has four main objectives: to examine (a) gender differences in older persons’ self-rated health; (b) whether socioeconomic status affects SRH differently between men and women; (c) whether these differences change as people age; and (d) whether socioeconomic variables have different impacts on self-rated health under different welfare state regimes and over time.



To our knowledge, the association between health perception and socioeconomic status has not been adequately researched to date in terms of these objectives. With the literature review borne in mind, this study raises four hypotheses: (a) There is a difference in self-rated health between men and women; (b) there is a gender difference in the effect of socioeconomic status on SRH; (c) as people age over a ten-year period, the effect of socioeconomic status on SRH may weaken but will not disappear; and (d) the association between a socioeconomic variable and SRH may present differently in different welfare state regimes.




4. Materials and Methods


4.1. Sample


This study adopted a quantitative base methodology using various statistical analyses atop the SHARE survey data platform [48,50]. The SHARE database, the largest gerontological panel database currently available in Europe, contains information on a large number of respondents, facilitating the investigation of associations of different variables and relevant areas [51,52,53,54].



The target population of SHARE comprises persons aged 50+ and their spouses/partners. The SHARE sampling protocol follows a four-stage process where, in the ideal case, all participating countries would have a probability-based sample from an official register of individuals that covers the population of interest (see: [55]). The analytical sample in this study was limited to respondents aged 60–70 in Wave 1 of SHARE who also participated in Wave 6, held about ten years later (the average time interval between the interviews). The purpose here was to focus on the age group among which SRH is fairly realistic and to avoid the aforementioned tendency among those over eighty years of age to underestimate the deterioration of their health.



Wave 1 of SHARE (2004–2006) served as a baseline for the present inquiry. Wave 6 (2015) provided follow-up data on participants in both waves from ten countries: Austria, Belgium, Denmark, France, Germany, Israel, Italy, Spain, Sweden, and Switzerland. The research population—1275 men and 1544 women—allowed a comparison of the same interviewers in both waves, the gender differences, and the interviewees’ perception of their health as young–old in Wave 1 and, in greater part, as retirees ten years afterward.




4.2. Variables


4.2.1. Dependent Variable


Self-rated health (SRH) was elicited by asking the respondents to rate their overall health on a scale of (1) excellent to (5) poor (“Would you say your health is: (1) excellent… (5) poor?”) (see: [56,57]). This frequently asked question has proved to be a good indicator of general physical health [58]. The study relies on SRH for its analysis of health because SRH is found to be a better predictor of mortality than objective measurements of health status and because it reflects individuals’ integrated perception of their health in its biological, psychosocial, and social dimensions [3,57,59,60].




4.2.2. Independent Variables


The independent variables reflect three groups of control variables: socioeconomic, sociodemographic background, and health. The socioeconomic variables included the respondent’s education and employment status and the household’s ability to make ends meet, and household net income. Education status was divided into groups in order to better compare levels of education, based on the coding of the International Standard Classification of Education—ISCED-97 [61,62]. Employment status comprised (1) employed or self-employed, (2) retired, (3) homemaker, and (4) unemployed (including respondents who reported being ill). The “makes ends meet” variable was arrayed on a scale from (1) easily to (4) with great difficulty. Total household net income was the annual sum of the household members’ monthly net income from all sources, reported in euros and modeled as a continuous variable (log).



The sociodemographic background variables included living with a spouse, which was scored (1) yes if the respondent lived with a spouse and (2) no otherwise; and both the number of children and of grandchildren was included in the analysis as a continuous variable. The most widely used scheme for classifying countries on the basis of welfare provision is that developed by [34,35]. Based on this classification, a variable denoting the welfare state regime was created: (1) Social Democratic—Denmark, Sweden; (2) Continental—Austria, Belgium, Germany, France, Switzerland; (3) Mediterranean—Italy, Spain; and (4) Mixed—Israel [34,35,37,38,39].



The health status variables that were controlled for comprised three other health variables reported by respondents: chronic diseases, ADL, and depression. Chronic diseases were scored as a counting variable (0–13) reflecting the number of physician-diagnosed chronic health conditions that the respondents reported. ADL denotes limitations in basic Activities of Daily Living (dressing, bathing, eating, getting in or out of bed, walking, and toileting). Depression was measured on the Euro-D scale, which is based on self-reportage of twelve depressive symptoms [63].



In addition, past health variables were controlled for to evaluate their effect on SRH at the time of investigation. SRH in childhood was elicited by asking the respondents to describe their health during childhood on a scale that ranged from (1), excellent, to (5), poor. In Wave 6, SRH in Wave 1 was used as a control variable regressed on Wave 6 SRH. The macrovariable “health expenditure”, representing per-capita health expenditure in the respondent’s country, was generated from the OECD data [21]; it was implemented in order to investigate its effect on the correlation between the individual’s socioeconomic variable and the welfare state regime under which he or she lived.





4.3. Data Analysis


The analysis proceeded in stages and was conducted separately for men and women in order to gauge the strength of the association within each gender [22,64]. First, a univariate description of the dependent and independent variables was performed in Wave 1, followed by Anova or Chi2 tests to calculate the gender gap significance of each variable. Self-rated health from childhood to Wave 1 and Wave 6 was analyzed to address the first research question, the one relating to the self-rated health gender gap, along with a broader analysis of all variables.



Second, a multivariate step-by-step ordered logit model regression was carried out to produce predicted odds ratios (ORs) (see: [65]) for men and for women separately. This was performed in order to answer the second research question: whether socioeconomic status had a different impact on the SRH of men than on women, controlling step by step for sociodemographic variables, health variables, and country percentage of expenditure on health. Econometric investigators recognize multivariate step-by-step regression as more efficient and accurate than alternatives because it allows them to identify the marginal contribution of each stage to the total explanation of the model by including additional variables that had not been incorporated into the statistical model before. The outcome is an accurate determination of the total specific statistical correlation that originates in the insertion of each group of explanatory variables into the model; it averts accuracy and potential causality problems (for elaboration, see [44,45]). The first multivariate analysis regressed the self-rated-health dependent variable in baseline Wave 1 with the socioeconomic variables (Model 1) to examine the research question of whether gender differences exist in the association between socioeconomic status and SRH. Background variables were added in subsequent steps, including demographic variables in Step 2 (in order to evaluate the influence on the socioeconomic variables—Model 2); this was followed by a regression in the same manner in Step 3 with the addition of health variables.



Third, a multivariate ordered logit model regression was employed to produce predicted odds ratios (ORs) within each welfare state regime for men and women together in order to test for differences in the association of the variables with SRH. The first analysis examined the association between socioeconomic variables and the dependent variable. The next step controlled for sociodemographic variables, health variables, and the country percentage of expenditure on health. In each step, the gender variable was added in order to examine its influence on SRH.



Finally, the same analysis was made in Wave 6 following the same steps: a univariate description of the dependent and independent variables followed by Anova or Chi2 tests and a multivariate ordered logit model regression as described for Wave 1. An additional variable was added to control for past health (SRH in Wave 1—Model 3). The results for baseline (Wave 1) and follow-up (Wave 6) were then compared in order to answer the fourth research question, concerning the association of socioeconomic variables and SRH as people age. The statistics presented in the multivariate analyses are expressed in odds ratios (ORs) that show the likelihood of respondents who have a given characteristic experiencing a specific outcome.





5. Results


5.1. Descriptive Statistics


The univariate descriptive statistics of the study population are presented in Table 1. The sample had a majority of women (54.78%) and a mean age of 65.2 for men and 65.03 for women. “Excellent” to “good” SRH was 79.3% for men as against 71.57% for women in Wave 1 and 92.08% for men and 89.05% for women in childhood.



In terms of respondents’ economic status, men were better off in all variables. For example, 24.71% of male respondents had academic education as against 17.94% of women. In Wave 1, 19.14% of men were still employed or self-employed and 76.47% defined themselves as retired, as against 11.14% of women who reported being employed or self-employed and 24.22% as homemakers. A higher percentage of men in Wave 1 than of women reported that they could easily make ends meet: 68.31% and 61.79%, respectively.



Turning to health status variables in Wave 1, men were slightly less limited in their Activities of Daily Living, with 94.43% reporting no ADL limitations. Women had on average more chronic diseases (1.73, SD 1.48) than men did (1.39, SD 1.25). Women also reported more depressive symptoms (2.62, SD 2.22) than men (1.58, SD 1.72). All the differences between men and women were tested and found to be significant.



In Wave 6 SRH (Table 1), the most conspicuous change was in socioeconomic status. As expected, “working” as the respondent’s self-defined current job situation fell dramatically, to 2.43% among men and 1.3% among women. The main gender difference was in declaring “retired” or “homemaker” as the employment status. Thus, 19.17% of women still reported “homemaker” and 76.06% reported “retired”; added together, the proportion resembled that of men, 95.53% of whom reported being retired.




5.2. Analyzing Gender Differences in SRH


With regard to the first research question, the findings show that in Wave 1 the mean SRH of men was 2.728 and that 20.7% rated their health as less than good. The mean SRH of women was higher, at 2.927 and 28.43%, respectively, and the gap was found to be significant. The gender gap was again significant in Wave 6, with 37.41% of men and 43.33% of women rating their health as less than good. This gender difference was also valid in the respondents’ retrospective reportage of their SRH in childhood (Figure 1).



These findings clearly support previous findings that stress the gender aspect of SRH in general and in old age specifically [41,59,64] and contradict others that claim that gender differences in SRH disappear in late adulthood [66].




5.3. Analyzing the Association between Socioeconomic Status and SRH


Turning to the second research question, inquiring about the existence of an association between socioeconomic status and SRH, the findings were as follows: The multivariate analysis first regressed the dependent variable, SRH, on the study variables (Table 2). A multivariate step-by-step ordered logit model regression was conducted. The first step of the multivariate analysis (Model 1) examined the association between socioeconomic variables and SRH. The next step (Model 2) controlled for background variables. The third step (Model 3) controlled for objective health variables reported by the respondents, including longitudinal analysis using past SRH (in childhood for both waves and SRH in Wave 1 for Wave 6), and the last step controlled for each respondent’s country health expenditure.



As shown in Table 2, men’s SRH in Wave 1 (Model 1) was significantly associated with all sociodemographic variables except for net household income. Adding sociodemographic variables in Model 2 (including welfare state regime) led to a slight change in the OR of the socioeconomic variable. In Models 3 and 4, only education remained significant. Having a high school education in Wave 1 yielded an OR of 1.363 (Model 1), and having an elementary school education more than doubled the risk of poorer SRH, to OR 2.024. In Model 4, controlling for all study variables, men’s OR was 1.420 for high school education and 1.963 for elementary school.



The strong association found in the multivariate analysis on women was similar although more intense in some variables. Education was as significant among women as among men but the OR of having a high school education was higher for women in all models, the same as “elementary school” in Models 1 and 2, but a bit lower than men in Models 3 and 4. The current job situation in Wave 1 had a significant effect on women in all categories and in all models. Being retired yielded a higher OR for women in all models of Wave 1 (from OR 2.548 in Model 1 to OR 1.765 in Model 4). Being a homemaker tripled the risk of poorer health in Model 1 and doubled the risk in Model 4, and being unemployed ranged in Wave 1 from OR 4.753 in Model 1 to OR 2.364 in Model 4. Making ends meet was higher for women, as great difficulty in making ends meet was noted in all models (from OR 4.035 in Model 1 to OR 1.776 in Model 4).



Overall, then, for both men and women, socioeconomic variables were associated with poorer SRH when respondents were less educated, not employed, or having difficulty in making ends meet. The intensity of the risk was higher among women than among men in comparison with a better-off group in the same categories within the gender. Again, these findings support previous findings in this field [22,64].




5.4. SRH and Socioeconomic Status over Time


At this stage of the analysis, after the findings about gender differences and the effect of socioeconomic variables were reviewed, a further analysis was made to better understand the effect of time on all these interactions. For this purpose, a multivariate analysis regressed Wave 6 in the same manner in order to examine the last research question: whether the association found in Wave 1 remained valid, weakened, or disappeared ten years later (age 70–80) (Table 3).



The associations among socioeconomic variables (e.g., education and current job situation) remained significant as the respondents aged, and the likelihood of poorer SRH remained higher for women in almost all categories, although it weakened for both genders when health background variables were entered (Models 3 and 4). This finding may support other research, in which it was found that the SRH differentials observed in old age can be explained only partly by current social conditions [64]. What is more, it contradicts another claim: that the gender gap in SRH, if any, disappears in old age [59,66].




5.5. SRH and Socioeconomic Status within a Welfare State Regime


Finally, the last research question moved beyond examining microlevel personal traits and investigated the broader macro- and sociocontextual sphere of the association between welfare state regime and gender differences in SRH. The findings of this stage show that the SRH of men and women is differently affected by economic factors within welfare state regimes (Figure 2).



In Wave 1, 7.62% of men in Social Democratic regime countries reported less-than-good SRH, as did 19.12% of men in Continental regime states, 31.18% of those living under a Mediterranean regime, and 30.48% of male respondents in the Mixed regime. Less-than-good SRH among women was higher under all regimes: 12.28% under the Social Democratic regime, 23.79% under the Continental regime, 45.27% under the Mediterranean regime, and 34.55% under the Mixed regime. The percentage of those with less-than-good SRH was higher in Wave 6 among both genders and, although the percentage gap narrowed, the SRH ratings remained in women’s disfavor.



To examine the fourth research question, an additional multivariate analysis was performed within each welfare state regime (Table 4). As the results reflect, the association between SRH and socioeconomic variables differs from one welfare state regime to the other and from the results of the entire sample. Specifically, education was significant in Wave 1 under the Social Democratic and the Continental regimes but not under the Mediterranean and the Mixed regimes. Current job situation appeared to be significant in Social Democratic regime countries in Wave 1 and 6 (retired and unemployed) but not under other regimes. Having great difficulty in making ends meet was significant for both the Continental regime and the Mixed regime, especially as people grew older in Wave 6. Gender was significant only under the Mediterranean regime in Model 1 (OR 1.724 in Wave 1 and OR 1.763 in Wave 6).



In sum, the analyses show that although differences in SRH between men and women are demonstrated, they weaken when the gender effect is analyzed together with other background variables. The regimes do differ in the association between some socioeconomic variables, as shown. These findings support those of [43], who found no consistent pattern of socioeconomic position in relation to the gender gap in men’s and women’s SRH. In other words, as this study suggests, the gap between men and women in SRH can be partly explained by the welfare state regime under which they live.





6. Discussion


The aim of this study was to investigate whether a gender difference exists in self-rated health in late life, considering the association between SRH and socioeconomic status and in different welfare state regimes. A long-term analysis of this kind, comparing the state of affairs under different welfare regimes, is useful in investigating global health and sustainable developments in a way that adds depth and yields an accurate map of insights into long-term perceptions and processes among older adults. Based on the Sustainable Development Goals (SDGs), it offers a unique opportunity to promote public health debate by taking an integrated approach to the study of good health and well-being (goal 3) and gender equality (goal 5).



The study was based on data from two waves of the SHARE project. As described presently, the analyses underscored previous findings in the literature that demonstrate a connection between socioeconomic status and health and people’s rating of their own health [4,16,33]. However, examination of the interaction between gender perspective in later life and specific aspects of socioeconomic status in four welfare state regimes revealed a unique and, perhaps, a more elucidative association with health in view of health perception.



The results suggest that the relationship between gender and SRH, and the extent to which it varies by position on the socioeconomic ladder, do in fact differ across European welfare state regimes [67,68]. In all regimes and at all points in time, including retrospective reportage of childhood SRH, women reported poorer health than men. Some of the results (e.g., those pertaining to Social Democratic and Mediterranean regimes) may be addressed by drawing on welfare state regime theory. Findings relating to other regimes (e.g., Continental and Mixed) are more challenging to the classic classification that this theory establishes.



The results of the analysis of the SRH gap among the different regimes emphatically confirm the typology of welfare states. The gap is relatively moderate under the Social Democratic and the Continental regimes, whereas women under Mediterranean and Mixed regimes are more likely than men to report poorer SRH. These gap differences in SRH may be explained by the different welfare policies and the way they address unique feminine roles. For example, women who live under a Social Democratic regime experience progressive public policies that help them cope with their dual tasks as caregivers and providers [69]. Conversely, under the Mediterranean regime the fairly restrictive traditional gender roles for women and their economic dependency are less mediated by welfare policies, and their poorer SRH may reflect the lack of state support for women and their low economic status and political participation.



Furthermore, by delving into the findings about the association between socioeconomic status and self-rated health, it is found perceptibly that men and women are affected similarly within each welfare state regime, although the intensity of the effect is to women’s disadvantage in most socioeconomic determinants. Under the Social Democratic and Continental regimes, education and current job situation are more significant for both genders. As these welfare states are widely considered the most progressive in terms of gender equality—in terms of encouraging women to participate in the labor force and attain higher education—scanty education and unemployment affect their SRH in the same way that they affect men [4,10,12,13]. Under the Mediterranean welfare state regime, people’s perception of their economic status influences their SRH, reflecting the lower generosity of state policy in allocating social benefits, especially in late life, and weaker emphasis on gender equality.



This study is unique not only in the way it explores the differences in gender SRH under various welfare state regimes but also in its longitudinal point of view. As life expectancy rises and people spend more and more years in retirement, research needs to address the way SRH is affected by socioeconomic status and its change over time. Although it was claimed in previous research that people tend to underestimate the decline in their health as they age [23], this study offers another view on the different influence of socioeconomic status with age and within a given welfare state regime in Wave 6. Thus, with the lapse of ten years, the way people perceived their financial security contributed to their SRH, except among those who lived under the Social Democratic regime. These findings may be easily supported by the welfare state regime policy, on the assumption that the better the welfare state and its laws enhance financial security via adequate retirement and pension plans, the weaker the impact of personal financial security on SRH [18]. It is noteworthy that under the Mediterranean welfare state regime, which assures less financial security in old age and has yet to establish gender equality, self-rated financial security is the most influential determinant of SRH, especially among women.




7. Conclusions


The study suggests that the nature of gender differences in SRH can be explained to some extent by the welfare state typology. Therefore, achieving gender equality in health perception in later life will require an additional policy response in various domains of health and economics, taking into account the tension between traditional and modern roles that are differently experienced by men and women in the course of their lives. Even under the most progressive regimes (e.g., Social Democratic), the interventions of income redistribution and extensive public service provision alone cannot yet overcome the mechanisms at play in terms of gender and health. Such is the case a fortiori under other regimes, in which women need to overcome more acute gender discrimination and a wider gender pay gap at work without the mediation of a welfare policy that would support change in their traditional role in society.



Although the results of this study are somewhat in line with the welfare state typology, the typology does not yield a full understanding of the gender gap in SRH. Although the current welfare state regime theory clearly offers some explanatory insights, it may not be totally useful in examining gender and health unless it refers to gender inequalities in public health policy and other policy domains. Moreover, the change in gender roles during the past decades and the demands on women to provide for their families while remaining responsible for caregiving, all without sufficient welfare policy support, may contribute to a future decline in SRH. Further research in this area of inquiry is, thus, clearly warranted.



Women face specific challenges that are hardly reflected in practical policies [70]. Therefore, gender-responsive policies, programs, and practices that address the rights, strengths, and needs of women in stages of aging and throughout the life course need to be rephrased [71,72]. Policymakers under the various welfare regimes should consider gender, age, and equity in their future planning in order to mitigate health inequality across societies.
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Figure 1. SRH differences between men and women in childhood, Wave 1 and Wave 6. 
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Figure 2. SRH differences between men and women in childhood, Wave 1 and Wave 6 by welfare regime. 
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Table 1. Descriptive statistics of study variables and bivariate analyses in Wave 1 and Wave 6, by gender of respondents aged 60–70 in Wave 1.
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Variable

	
Categories

	
Wave 1

	

	
Wave 6

	
F/X2




	
Men

	
Women

	
Men

	
Women






	

	

	
45.22

	
54.78

	

	
45.22

	
54.78

	




	
Self-rated health—%

	
Excellent

	
13.57

	
10.56

	
27.80 ***

	
6.12

	
4.21

	
16.89 **




	

	
Very good

	
24.63

	
20.47

	

	
18.12

	
14.9

	




	

	
Good

	
41.10

	
40.54

	

	
38.35

	
37.56

	




	

	
Fair

	
16.78

	
22.54

	

	
29.02

	
32.32

	




	

	
Poor

	
3.92

	
5.89

	

	
8.39

	
11.01

	




	
Age—mean (SD)

	

	
65.2 (2.83)

	
65.03 (2.77)

	
2.66

	
75.87 (2.88)

	
75.66 (2.81)

	
3.58




	
Living with spouse—%

	
Yes

	
85.2

	
71.7

	
109.70 ***

	
78.3

	
57.9

	
205.90 ***




	

	
No

	
14.80

	
28.3

	

	
28.70

	
42.1

	




	
Children—mean (SD)

	

	
2.41 (1.46)

	
2.42 (1.54)

	
0.05

	
2.39 (1.53)

	
2.42 (1.54)

	
0.29




	
Grandchildren—mean (SD)

	

	
2.75 (3.13)

	
3.41 (3.42)

	
27.66 ***

	
3.88 (3.50)

	
4.16 (3.54)

	
4.65 *




	
Welfare regime—%

	
Social Democratic

	
21.10

	
19.11

	
1.99

	

	

	




	

	
Continental

	
45.25

	
46.76

	

	

	

	




	

	
Mediterranean

	
25.41

	
25.32

	

	

	

	




	

	
Mixed

	
8.24

	
8.81

	

	

	

	




	
Education—%

	
University

	
24.71

	
17.94

	
20.14 ***

	
24.86

	
17.94

	
20.89 ***




	

	
High school

	
42.27

	
44.43

	

	
42.27

	
44.62

	




	

	
Elementary school

	
33.02

	
37.63

	

	
32.86

	
37.44

	




	
Employment status—%

	
Employed/self-emp.

	
19.14

	
11.14

	
364.66 ***

	
2.43

	
1.3

	
296.32 ***




	

	
Retired

	
76.47

	
61.20

	

	
95.53

	
75.06

	




	

	
Homemaker

	

	
24.22

	

	

	
19.17

	




	

	
Unemployed

	
4.39

	
3.43

	

	
2.04

	
4.47

	




	
Make ends meet—%

	
Easily

	
32.78

	
29.08

	
14.07 **

	
47.37

	
40.09

	
24.37 **




	

	
Fairly easily

	
35.53

	
32.71

	

	
29.49

	
29.21

	




	

	
Some difficulty

	
24.31

	
28.3

	

	
17.49

	
22.09

	




	

	
Great difficulty

	
7.37

	
9.91

	

	
5.65

	
8.61

	




	
Net household income (ln)

	

	
9.51 (2.52)

	
9.19 (2.69)

	
10.3 **

	
10.14 (1.04)

	
9.89 (1.12)

	
37.88 ***




	
ADL—%

	
No ADL

	
94.43

	
92.64

	
6.53 *

	
86.40

	
84.37

	
1.62




	

	
1 ADL or more

	
5.57

	
7.36

	

	
13.60

	
15.63

	




	
Chronic diseases—mean (SD)

	

	
1.39 (1.25)

	
1.73 (1.48)

	
41.58 ***

	
1.96 (1.55)

	
2.30 (1.67)

	
31.01 ***




	
Depression—mean (SD)

	

	
1.58 (1.72)

	
2.62 (2.22)

	
186.5 ***

	
1.96 (1.93)

	
2.89 (2.31)

	
132.31 ***




	
Childhood health status—%

	
Excellent

	
41.25

	
33.03

	
24.40 ***

	

	

	




	

	
Very good

	
29.73

	
31.09

	

	

	

	




	

	
Good

	
21.10

	
24.94

	

	

	

	




	

	
Fair

	
6.12

	
8.55

	

	

	

	




	

	
Poor

	
1.80

	
2.40

	

	

	

	








Note: ADL—limitations in Activities of Daily Living. Significance levels: * p < 0.05, ** p < 0.01, *** p < 0.001.
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Table 2. Ordered logistic regression analysis with self-rated health in Wave 1 as dependent variable (N = 2819) (odds ratio).
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Variables

	
Men

	
Women




	
Model 1

	
Model 2

	
Model 3

	
Model 4

	
Model 1

	
Model 2

	
Model 3

	
Model 4






	
Education (Ref. university)

	

	

	

	

	

	

	

	




	
High school

	
1.363 *

	
1.417 **

	
1.455 **

	
1.420 **

	
1.753 ***

	
1.716 ***

	
1.694 ***

	
1.656 ***




	
Elementary school and less

	
2.024 ***

	
2.117 ***

	
1.942 ***

	
1.963 ***

	
2.262 ***

	
1.980 ***

	
1.759 ***

	
1.735 ***




	
Current job situation

(Ref. employed/self-employed)

	

	

	

	

	

	

	

	




	
Retired

	
1.644 ***

	
1.512 **

	
1.223

	
1.238

	
2.548 ***

	
2.147 ***

	
1.773 **

	
1.765 **




	
Homemaker

	

	

	

	

	
3.133 ***

	
2.128 ***

	
1.858 **

	
1.901 **




	
Unemployed

	
1.885 *

	
1.898 *

	
1.417

	
1.491

	
4.753 ***

	
4.006 ***

	
2.345 **

	
2.364 **




	
Make ends meet (Ref. easily)

	

	

	

	

	

	

	

	




	
Fairly easily

	
1.286 *

	
1.221

	
1.198

	
1.199

	
1.350 *

	
1.219

	
1.147

	
1.144




	
Some difficulty

	
2.200 ***

	
1.874 ***

	
1.491 **

	
1.506 **

	
2.780 ***

	
2.280 ***

	
1.748 **

	
1.736 ***




	
Great difficulty

	
1.953 **

	
1.642 *

	
1.095

	
1.057

	
4.035 ***

	
3.234 ***

	
1.798 **

	
1.776 **




	
Net household income

	
0.965

	
0.986

	
0.979

	
0.979

	
0.981

	
0.962

	
0.968

	
0.967




	
Living with spouse

	

	
0.772

	
0.876

	
0.871

	

	
0.959

	
1.058

	
1.056




	
No. of children

	

	
1.016

	
1.015

	
1.011

	

	
1.025

	
1.057

	
1.057




	
No. of grandchildren

	

	
0.972

	
0.971

	
0.974

	

	
1.001

	
0.975

	
0.975




	
Welfare regime (Ref. Social Democratic)

	

	

	

	

	

	

	

	




	
Continental

	

	
2.362 ***

	
2.623 ***

	
1.922 **

	

	
2.149 ***

	
2.079 ***

	
1.749 **




	
Mediterranean

	

	
2.624 ***

	
3.112 ***

	
3.655 ***

	

	
2.903 ***

	
2.491 ***

	
2.689 ***




	
Mixed

	

	
2.630 **

	
2.285 **

	
3.710 ***

	

	
1.445

	
1.455

	
1.827




	
ADL

	

	

	
5.677 ***

	
5.595 ***

	

	

	
4.629 ***

	
4.668 ***




	
Chronic diseases

	

	

	
1.857 ***

	
1.864 ***

	

	

	
1.662 ***

	
1.670 ***




	
Depression

	

	

	
1.222 ***

	
1.223 ***

	

	

	
1.235 ***

	
1.235 ***




	
Childhood health status

	

	

	
1.285 ***

	
1.276 ***

	

	

	
1.203 ***

	
1.201 ***




	
Health expenditure

	

	

	

	
1.318 *

	

	

	

	
1.159








Notes: N = 1275 men, 1544 women, OR: odds ratio, Ref.: reference category. ADL: limitations in Activities of Daily Living. Significance levels: * p < 0.05, ** p < 0.01, *** p < 0.001.
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Table 3. Ordered logistic regression analysis with self-rated health in Wave 6 as dependent variable (N = 2819) (odds ratio).






Table 3. Ordered logistic regression analysis with self-rated health in Wave 6 as dependent variable (N = 2819) (odds ratio).





	
Variables

	
Men

	
Women




	
Model 1

	
Model 2

	
Model 3

	
Model 4

	
Model 1

	
Model 2

	
Model 3

	
Model 4






	
Education (Ref. university)

	

	

	

	

	

	

	

	




	
High school

	
1.349 *

	
1.342 *

	
1.234

	
1.162

	
1.435 **

	
1.395 *

	
1.074

	
1.036




	
Elementary school and less

	
1.666 ***

	
1.734 ***

	
1.417 *

	
1.343

	
2.068 ***

	
1.738 ***

	
1.175

	
1.153




	
Current job situation

(Ref. employed/self-employed)

	

	

	

	

	

	

	

	




	
Retired

	
2.756 **

	
2.618 **

	
3.278 **

	
3.405 ***

	
2.563 *

	
2.563 **

	
1.969

	
2.114




	
Homemaker

	

	

	

	

	
2.822 *

	
2.385 *

	
1.907

	
2.144




	
Unemployed

	
5.674 ***

	
5.543 **

	
2.553

	
2.512 *

	
9.677 ***

	
8.816 ***

	
3.275 *

	
3.619 *




	
Make ends meet (Ref. easily)

	

	

	

	

	

	

	

	




	
Fairly easily

	
1.321 *

	
1.240

	
1.222

	
1.248

	
1.258 *

	
1.255

	
1.139

	
1.133




	
Some difficulty

	
1.662 ***

	
1.541 **

	
1.148

	
1.177

	
2.275 ***

	
2.242 ***

	
1.363 *

	
1.364 *




	
Great difficulty

	
1.886 **

	
1.693 *

	
1.087

	
1.101

	
3.801 ***

	
3.577 ***

	
1.861 **

	
1.829 *




	
Net household income

	
0.948

	
0.960

	
1.055

	
1.045

	
0.925

	
0.917

	
0.954

	
0.948




	
Living with spouse

	

	
0.897

	
1.031

	
1.020

	

	
1.127

	
1.220

	
1.216




	
No. of children

	

	
0.991

	
0.948

	
0.949

	

	
0.998

	
0.983

	
0.982




	
No. of grandchildren

	

	
0.987

	
0.989

	
0.993

	

	
1.038

	
1.045 *

	
1.044 *




	
Welfare regime (Ref. Social Democratic)

	

	

	

	

	

	

	

	




	
Continental

	

	
1.950 ***

	
1.259

	
1.418 *

	

	
1.504 **

	
0.861

	
0.942




	
Mediterranean

	

	
1.840 ***

	
1.336

	
5.243 ***

	

	
1.961 ***

	
1.245

	
3.054 **




	
Mixed

	

	
1.750 **

	
1.291

	
16.565 ***

	

	
0.959

	
0.661

	
3.728 *




	
ADL

	

	

	
3.875 ***

	
4.035 ***

	

	

	
2.615 ***

	
2.653 ***




	
Chronic diseases

	

	

	
1.368 ***

	
1.383 ***

	

	

	
1.405 ***

	
1.418 ***




	
Depression

	

	

	
1.298 ***

	
1.300 ***

	

	

	
1.269 ***

	
1.268 ***




	
Childhood health status

	

	

	
1.091

	
1.071

	

	

	
1.107 *

	
1.102 *




	
Self-rated health in Wave 1

	

	

	
2.071 ***

	
2.065 ***

	

	

	
2.002 ***

	
2.003 ***




	
Health expenditure

	

	

	

	
2.076 ***

	

	

	

	
1.626 **








Notes: N = 1275 men, 1544 women, OR: odds ratio, Ref.: reference category. ADL: limitations in Activities of Daily Living. Significance levels: * p < 0.05, ** p < 0.01, *** p < 0.001.
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Table 4. Ordered logistic regression analysis with self-rated health as dependent variable in Wave 1 and Wave 6 by welfare regime (odds ratio).






Table 4. Ordered logistic regression analysis with self-rated health as dependent variable in Wave 1 and Wave 6 by welfare regime (odds ratio).





	
Variables

	
Social Democratic

	
Continental

	
Mediterranean

	
Mixed




	
Model 1

	
Model 2

	
Model 1

	
Model 2

	
Model 1

	
Model 2

	
Model 1

	
Model 2






	
Wave 1




	
Gender

	
1.218

	
0.988

	
1.236 *

	
0.898

	
1.724 ***

	
0.956

	
0.863

	
0.539




	
Education (Ref University)




	
High school

	
1.876 **

	
1.648 *

	
1.611 ***

	
1.743 ***

	
1.320

	
1.354

	
1.102

	
1.236




	
Elementary school and less

	
2.049 **

	
1.965 **

	
1.953 ***

	
1.921 ***

	
2.581 **

	
2.139 *

	
0.862

	
0.921




	
Current job situation

(Ref. employed/self-employed)




	
Retired

	
1.826 **

	
1.690 **

	
1.843 ***

	
1.530 *

	
1.242

	
0.944

	
1.443

	
1.009




	
Homemaker

	
1.803

	
1.500

	
1.959 **

	
1.456

	
1.096

	
1.112

	
1.894

	
1.405




	
Unemployed

	
6.800 ***

	
6.737 ***

	
2.183 *

	
1.294

	
2.060

	
0.999

	
1.477

	
0.758




	
Make ends meet (Ref. easily)




	
Fairly easily

	
1.524 *

	
1.359

	
1.117

	
1.061

	
1.180

	
1.246

	
1.762

	
1.591




	
Some difficulty

	
4.354 ***

	
3.206 ***

	
1.407 *

	
1.064

	
2.841 ***

	
2.363 **

	
2.681 **

	
2.334 *




	
Great difficulty

	
2.405

	
1.219

	
1.589

	
1.074

	
3.226 ***

	
2.038 *

	
3.523 **

	
1.895




	
Net household income

	
0.970

	
0.923

	
0.917 *

	
0.928

	
1.060

	
1.050

	
0.970

	
0.960




	
Wave 6




	
Gender

	
1.282

	
1.024

	
0.940

	
0.686

	
1.763 ***

	
1.173

	
0.788

	
0.650




	
Education (Ref. university)




	
High school

	
1.181

	
1.030

	
1.487 ***

	
1.503 **

	
1.692

	
1.326

	
0.952

	
0.865




	
Elementary school and less

	
1.783 **

	
1.925 **

	
1.657 ***

	
1.478 **

	
2.687 **

	
2.361 *

	
0.609

	
0.276 **




	
Current job situation

(Ref. employed/self-employed)




	
Retired

	
4.256 *

	
5.588 **

	
1.256

	
1.176

	
3.897

	
3.633

	
2.552 *

	
3.797 **




	
Homemaker

	
4.490

	
0.892

	
1.117

	
1.124

	
3.310

	
3.354

	
6.908 **

	
6.902 **




	
Unemployed

	
120.9 ***

	
35.39 ***

	
2.734

	
1.449

	
9.941 **

	
5.161

	
6.218 **

	
1.708




	
Make ends meet (Ref. easily)




	
Fairly easily

	
1.116

	
1.027

	
1.209

	
1.060

	
1.043

	
1.082

	
1.920 *

	
2.888 **




	
Some difficulty

	
1.576

	
1.295

	
1.806 ***

	
1.314

	
1.547 *

	
1.203

	
4.460 ***

	
3.536 **




	
Great difficulty

	
1.269

	
0.940

	
3.649 ***

	
1.788 *

	
1.997 **

	
1.403

	
5.855 ***

	
4.439 **




	
Net household income

	
0.891

	
0.829

	
0.809 ***

	
0.815 **

	
1.075

	
1.136 *

	
1.090

	
1.154








Notes: N = 564 Social Democratic, 1299 Continental, 715 Mediterranean, 241 Mixed. Odds Ratio, Ref.: Reference Category. Self-rated health. ADL: limitations in Activities of Daily Living. Significance levels: * p < 0.05, ** p < 0.01, *** p < 0.001.
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