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Abstract

Previous studies identified the middle-aged andréldEuropeans aged 50 and older to be the
most decisive age-group when it comes to life-etquesy differences between women and
men. This study at hand aims to shed further lgghthe question why the age-group 50-80
does not only determine the magnitude, but alsalyimamic of the gender gap in mortality
and furthermore why the importance differs acroasopean countries. This paper utilized
data from the 2004 SHARE (Survey on Health, Ageand Retirement in Europe) baseline
wave. First descriptive findings on the impact ef/exal possible predictors of premature
mortality on the country-specific differences ofetlyender gap will be presented. The
preliminary results bring out the role of partiauteealth- and health behavior parameters and
identified those aspects where further researclhinike its point of departure.



Introduction

A well-known fact in demography is the variationtire gender gap of mortality across time.
In a generalized context of improved survival, fémide expectancy has surpassed that of
males by an increasing margin during the twentmghtury. This rather uniform picture
where the gender gap gradually grew apart was ttoised in all developed countries. A
large number of publications examined this cergtddject of differential mortality research
(see, for example, Stolnitz 1956, Retherford 19Z6pez 1983, United Nations 1988,
Waldron 2000, Vallin 2006, Trovato and Heyden 2006)wever, this tendentious growth
came to an end during the 1970s/1980s. géreder gap in life expectancy started decreasing
ever sinceand besides the common change towards a closing gapdifferent patterns

arose. Luy and Zielonke (208 %rovide a report on these patterns in their paper.

Despite a substantial mortality-decline at oldeesagvithin the last 50 years that is well
documented (see, for example, Olashansky and A86,1Kannisto 1996, Tuljapurkar et al.
2000), one phenomenon is omnipresent among alltdesrand calendar years that have
been observed by Luy and Zielonke (2007): Aparifrime very first year of life, the age
group 50 to 80 contributed the biggest share tmtlegall gender gap in mortality, i.e. this is
the age-period where the female superiority ishiggest.Table 1provides data on the cross-
country variations of the absolute gender diffeeesitlife expectancy for selected calendar
years and displaysn(bracketsthe changes in the relative contribution of the-ggpup 50-
80 to the absolute gender gap over the period 3EW-for the countries involved in study
at hand Generally speakinfpr the developed countries, mortality during thetf50 years of
life is not only low but shows merely moderate eliéintials by sex (Buettner 1995, United
Nations Secretariat 1988). In contrast, the dontimate of the middle-aged and elderly
adults becomes exemplarily apparent throughoutindestrialized world. From the mid
1950s onwards this age-group, 50-80, accounts forenthan half of the total gender
difference in life expectancy at birth. A rapid iease of the relative contribution of this age-
group is clear but highlights at the same timelyfasiear country-specific differences with
respect to the exact magnitude of the contribubbrthe age-group 50-80. In 1950, the
Netherlands for example, started with a share otibh2% of the total gender gap whereas in

France premature mortality of middle-aged and &jderen at the same time accounted

! The data for this study was obtained from the Hud@rtality Databasewiww.mortality.org. For 26 countries
they calculated sex-specific period life tables $orgle ages (0-99 and IQGor every calendar year between
1950 and 2002. The overall life expectancy diffeeenbetween women and men were decomposed into the
absolute and relative contributions of all singye @roups.
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already for 55%. The share in the Netherlands gnewo a maximum of almost 73% in 1976
and fell hereafter to reach 64% in 2002. The cbation of this age-group in France
remained rather constant at about 60% from they €k860s onwards(Table 3. In any
country other than Austria it is to see that the ggoup 50-80 is to be held responsible for
the extension as well as the reduction of the gegale in life expectancy. That means that as
long as the excess mortality of the older men gitw,gap increased and vice versa. That
adds to the importance of this age group, sindees not only determine the magnitude, but

also the dynamic of the gender gap in mortality.

Due to the fact that the relative contribution ofeatain part of a population to the absolute
gender gap is to a certain extend dependend oohtdnieges of the impact of other members
or groups, we add another measure to better adsessle of the age group 50-8tigure 1
displays the development of the absolute gendderdifice of the partial life expectaricy
over time. Here it gets clear that pretty much alluntries under consideration show a
narrowing of the gap since the late 1970s/early0$98Vith Austria, where we found an
ongoing growth of the share in the absolute gegderearlier, we see that the gender gap of
the partial life expectancy closes since the |[a88&0% as seen in other countries. The
Netherlands show a comparatively high partial éfgectancy gap with pronounced up-and-
down swings till the late 1960, before it startsriipid decrease to end up having one of the
lowest gender differences in partial life expectiametween the ages 50 and 80. Spain
confirms its exceptional position (withing the pait-scheme) by revealing a late closing of

the partial life expectancy difference.

Explanations for the gender gap in mortality uniéeal wide range of interacting factors from
the impact of behavioral risks and lifestyles tolbgical or socioeconomic differenéesn
studying the literature it became clear that tresatgr weight of explanations lay on the side
favoring non-biological approaches. Besides it da®m assumed that the biological
disadvantage of men that partly determine theiresscmortality should count for all
countries to the same extend and can thereforexbided from the array of possible

explanation of our research question. Behaviordlervironmental hypotheses say that men,

2 These results are based on the same calculatémusilbed above, but are not presented in suchisi@iahe
mentioned paper (Luy and Zielonke 2007)

® The partial life expectancy can be interpretedttes number of years that a person who reached @fe 5
birthday can expect to live until the 8dirthday. If mortality risk below age 80 would kero, this person
could expect to live 30 more years. Due to mostdlétween ages 50 and 80, the true values are [Bfloears.

* For more detailed reviews see, for example, L@®@8), Luy and Di Giulio (2005) and Vallin (2006).

® Rather recent literature suggests that the effetiological factors should not exceed 1-2 yearsavor of
women (Luy 2003).



as a consequence of cultural and social factoke fe@ more dangerous lifestyles (smoking,
heavy drinking, risky sports, and venturous drivatges to mention some) compared to that
of women. They are more exposed to certain ristofaassociated with their workplace. All
this has been implicated in men’s excess mortalityese behaviors have been more expected
and accepted for males, and cultural and socimlentes on sex differences in behavior have
contributed to men’s higher mortality for the exi@rcauses of death (Waldron 2003). On the
other hand, women take more advantage of progreslsei health system; they are more
regularly visiting the doctors etc. (Lang et al 4R9The delay of men to adopt this behavior
of the new health strategy can explain the increptife expectancy gap during the 1960s
and 1970s and the close thereafter. The healthvimrhaharacteristics described above
generally count for all women and men in indusized countries. But how come the total
gender gap in life expectancy in general and tlagesbf the age group 50-80 the gap in

particular differ so distinctly across Europe?

In order to get more insights into the explanattoxces behind it is necessary to refer
indirectly to underlying driving powers that coldd described gsredictors of mortality We
therefore want to connect gender gap differencéls imformation provided by a more in-
depth analysis of possible disease- and healthvibmhgpatterns within this doubtless
determining age-period 50 to 80 in Europe. Thisdgtaddresses gender-differences in
mortality caused by gender-differences in morbidityd health to form country-specific
health and morbidity pattern. For the purpose f situdy many different interacting factors
will be included in the analysis to review the issof cause and effect (Wingard 1984).
Hence we want to test known coherences, e.g. befadvisks like smoking and (lung)cancer
(as one of the main causes of male excess mojtagpects of physical health like physical
activity, blood pressure and ischemic heart disgase order to define country-specific
differences. We also address factors that indireeXplain country differences regarding
consultations at general practitioners, preventexical checkups as well as variables to

check for gender specific health care behaviotherpart of physicians.

The research reported here was prompted by theseeaaled issues described above. After
elaborating the leading causes of death being ateduor the general excess mortality of
males aged 50-80 and specifying gender differeimrcbgsalth-specific indicators and gender-
specific health behavior in the following two secs, the database and the measures used in

the analysis are described.



Causes of Death

“The general consensus is that the steady incieade sex differential between 1900 and
1970 can be attributed to decreasing mortalitysrébe diseases affecting only women (i.e.
maternal mortality and cancer of the uterus) anctemsing mortality rates for diseases
affecting principally men (i.e. cancer of the luagd cardiovascular disease). After 1968,
cardiovascular mortality decreased for both sekes, more rapidly for women, thereby
contributing to the widening sex differential.” (Wgard 1984, p. 440).

Trovato (2005) summarized that sex differences in life expectgmaycipally arise from sex
differences in mortality among older adults, arat tthronic and degenerative diseases would
account for most of the discrepancy in life expacyabetween women and men. He further
detected that heart disease, cancers as well @&snaktcauses of death (accidents and
violence) account for a large portion of the femalale differential in life expectancy at birth
since the early 1970s (United Nations Secreta888) Nevertheless, the narrowing of the
gender gap after the 1980s were mainly caused éoeffiects of reduced sex differences in
mortality with respect to heart disease, exteraalses of death and lung cancer, whereas the
impact of all cancers has been to widen the seximaprvival (Trovato 2005, Trovato and
Heyen 2006). They found that in general male cadeath rates (primarily prostate cancer)
continue to exceed those of females (breast) bip@easing margin. It was also indicated in
former studies that a significant part of the rditurs in the gender gap in mortality in recent

years arose from larger mortality improvements enmmompared to women (Trovato 2005).

The current female-male difference in life expectaat birth is to a large extent also a
function of sex differences in smoking becausehtelth effects of prolonged smoking are
usually felt decades after the onset of a smokpdegnic (Trovato and Heyen 2006, Preston
and Wang 2006). During the later decades of tfecé@tury lung cancer rates have tended to
level off and even decline for men but have beeaingi for women. Changes in sex

differences in lung cancer and other types of nligrtassociated with smoking (including

heart disease, other circulatory conditions ané@rotbrms of cancer), are indeed key factors

® The author analyzed the narrowing sex differeritidife expectancy for Canada and Austria by deposing
the gender gap into the relative contributions eaf tnajor cause-of-death components: heart diseiser
diseases of the circulatory system, lung cancedircancer, prostate cancer, all other cancerBpsis of the
liver, accidents and violence excluding suicidégisie, and all other causes of death.

" Tovato and Heyen (2006) decomposed the sex diffeein life expectancy with respect to four majanse-
of-death categories over roughly 3 decades for unties (Canada, France, Germany, Italy, Englandl an
Wales, and USA).



underlying observed shifts in the magnitude of Sex differential in longevifyy The
retrospective character of SHARE will help to idBnthe actual impact of smoking among

the elderly by assessing their smoking history laealth status.

Health Indicators

Causes of sex differentials in mortality and moitpidf the population 50are generally not
easy to detect or analyze because behavioral avidoemental determinants experienced
during the whole lifetime have to be factored itite consideration, not just those of old age
(Buettner 1995). Besides, morbidity is much mor#iailt to define and measure than
mortality. There is an omnipresent paradox andtheraconsistent finding saying that in
industrialized countries women’s survival advantagatinues, but they report more illness
than men (Wingard 1984, Maclintyre, Hunt and Swegeti®96). However, “women appear to
have higher rates of conditions that rarely causathd for example, rheumatoid arthritis;
whereas men tend to have more fatal condition, sischoronary heart disease” (Wingard
1984, p. 453). The choice of variables includedun analysis will allow for weighting such
discrepancies between very likely fatal and ratharmless (with regard to mortality)

ailments.

Self-rated health (hereafter: SRH) is one of thestmmidely used indicator of health/ ill
health in survey research and is well establisted atrong and independent predictor of
health outcomes including measures of morbidity modtality (Beardage et al. 2005). What
does SRH mean and is it a useful predictor of niiyrt2 Lubitz et.al (2003) confirms that
elderly persons in better health had a longer aadtler life expectancy than those in worse
healtH®. In contrast to that Sen (2002) argues that tiereygorted morbidity, the “internal”
view of health (i.e. the person’s own perceptioah sometimes fully run in the opposite
direction to life expectancy. Turra et al (2005neek the risk of inaccuracy of self-reports on
health that may derive from the respondent’s teagléa misconceive the own health, poor

recall of health information from the past, or aljen to reveal health problems to the

8 Mucha et al. (2006) found that the disease riskliding pulmonary and cardiovascular diseasesstde
among others) associated with smoking is highemayrfiemales compared to males.

® Cross-country differences in health and morbitiistory must be interpreted with caution, since parisons
of e.g. self-reported health need to take into aoteultural and linguistic differences. SRH-cateég® are
verbal representations of different health statdgch may not mean the same thing to all resporsdéritere
may also be differences in how people from differ@untries evaluate their health, i.e. how théetdifferent
issues into their global evaluation (Benyamini éofidr 1999, Sen 2002).

1 The authors classified the health status on tisés lmd responses to questions about activities asedeasures
of physical functioning (‘Nagi limitation’), instmaental activities of daily living and activities d&ily living. In
a separate analysis they also used SRH.



interviewer. When it comes to the pathways linkijgmder and SRH, most studies showed no
or weak relationship between these two after edutatace, employment and social network
were controlled for (Bardage et al. 2005, McDonoagld Walters 2001). Other researchers
already detected that sex differences in SRH becomadler at older ages (Case and Paxon
2005) or even that the female disadvantage inra&fd health status vanishes by age 65
(ibid). It is anyway confirmed that the sex diffeces in SRH can entirely be explained by
sex differences in the distribution of conditiom&laloes not rest on systematic differences in
how women and men report their health. Many papegdt with the research question of
how the relation between SHR and mortality diffeetween the sexes (Deeg and Kriegsman
2003, Idler 2003, Case and Paxon 2005). It is prdbat there is a clearer risk of mortality
for males than for females when reporting poorestlth, respectively (Benyamini and Idler
1999). Deeg and Kriegsman (2003) on the other stfelude in their study that SHR is a
predictor of mortality on men, not in women. In rmiple there are many different
manifestations of health. Turra et al. (2005) exdd a broad array of them (“biological
markers of chronic disease”), including body masdex (hereafter: BMI, a measure of
obesity as well as frailty), blood pressure, cheled, hemoglobin level and others, to
examine their association with mortality at oldges. Their results show that biomarkers

provide strong independent explanatory power.

It seems undoubted that there is a direct posgifect of education on health (Cutler, Deaton
and Llereas-Muney 2006). More educated people @emerglly less likely to smoke, whereas
this difference has increased over time. It is knotvat smoking is a driving force in
differences in lung cancer and cardiovascular diseaortality across educational groups and
between women and men. The same logic holds fokidig, eating habits, use of preventive

care, and other health behavior characteristics.

In summary it can be ascertained that given an lesjusre of biological factors in each
country under observation the country-specificatghces of the remaining life expectancy

differences needs to be explainable by behaviowlesmvironmental factors.

Research Question

The purpose of this study is to examine if the stosuntry discrepancies described above

regarding differences in the relative impact of #ge-group 50-80 on the absolute gender

1 This set of biological markers reflects severaleirelated physiological processes — cardiovascular
metabolic, nervous system among others — in thd t@eebtain objective measures of health status
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gap and the partial life expectancy (50-80) isdadflected in gender specific forms of health
behavior and morbidity in our data of the middiedgnd elderly Europeans. The aim is to
compare morbidity structures that are known to keapgrematurely mortality and to reveal to
which extend they differ across the countries undemsideration. By checking certain
variables we want to spot their concrete input inittind shed light on to the factors to be

hold responsible for the gender gap differencesadntality across Europe.

Data and Method

After detecting the country-patterns of the gerghgy in mortality we aim to understand what
might be hidden behind. SHARE (Survey on HealthgiAg and Retirement in Europe)
provides data on the individual life circumstanoés total of 22,777 (non-institutionalized)
individuals aged 50 and old@rin 15,537 households in 10 European countries:triss
Denmark, France, Germany, Gre¥cdtaly, Netherlands, Spain, Sweden, and Switzelrlan
Its general aim is to understand ageing and haffécts individuals in the diverse cultural
setting of Europe and it has made great effortddlver truly comparable data. SHARE
provides modules on health, health behavior, mdshicand basic demographic items.
SHARE features information on the causes of motpidnd ill health at rather early stages
due to the age-distribution of the sample. SHARE weeated to follow the model of the
American Health and Retirement Survey (HRS) as aglhe English Longitudinal Study on
Ageing (ELSA). Such a survey presents the singf@dpnity to assess the underlying cross-
national differences in health and morbidity. Measy health along with economic and
social circumstances is one of the big strengtBHARE.

After excluding persons below age 50 and aboveB@gend Greece a total number of 17,919
cases remain. S@able 2for details on the age distribution of the SHAR&adbroken down

by gender and smaller age-groups.

In a first step descriptive analysis will be apgli®m gain a fine grasp on the determining
variables in the data. Hence relative frequenciisbe calculated for each sex and country
under consideration.

12 SHARE has an open access policy and data arey faeeilable on the project's website: http://wwvash

project.org. It is a longitudinal study. We usedadfiom the first baseline wave which was colledvedwveen
April and October 2004.

13 Since spouses of persons aged 50 and older wewdraérviewed, some persons in the dataset aneggou
than 50

4 Greece was excluded from this study since it watspart of the analysis previously carried out wddta

from the Human Mortality Database.



Results

The relative frequencies of several variables #ratknow to be predictors of mortality as
mentioned above (following Turra et al. 2005) arespnted inTable 3for all 9 countries

under consideration aridr women and men, repectively.

Reports on high cholesterol and blood pressure dynbwjor risk factors for cardiovascular
disease (hereafter: CVD) and CVD-related mortasywell as the risk for stroke, and total
mortality (Turra et al. 2005) for the person comest. It is expected that the data is clear cut
in terms of gender disparity regarding these véeglas mortality of CVD-related causes is
known to lead the list of reasons for male excesstatity in the industrialized world
(Trovato and Heyen 2005). However, the results shmalable 3confirm that clearly only
for the case of heart attack. Men report approxéhgativice as often as women to have ever
had a heart attack. The values are closer to gaeh im Spain though. Values for high blood
cholesterol and high blood pressure indicate somefarrower percentage values and even
reverse results. Spain is an exception once atf@rSpanish data is implying that - contrary
to the assumption - women report more often to hagk blood pressure (37.8% vs. 28.1%)
as well as high blood cholesterol (25.4% vs. 23.886pared to men. A similar relationship
is also displayed for France and lItaly.

In all considered countries men have higher peaggntvalues when it comes to diabetes.
This variable holds on (European) average two peage points more for men compared to
women. Obesity is considered as one of the majassesathat lead to diabetes at old ages.

As mentioned earlier male cancer death rates (pitynarostate cancer) continue to exceed
those of females (breast) by an increasing mariavato 2005, Trovato and Heyen 2006).
Our results confirm the contrary: Women reportetévas often to have (or have had) breast
cancer as men reported to have (of have had) peostancer allover the countries
investigated.

The BMI is the most widely used biomarker in sosgience research and its extreme values
are associated with acute and chronic diseasesubyg®quent mortality (Turra et al. 2005).
Our results show that the percentage of women agal Inelonging to the obesity-category
are pretty much the same with the exception of igpainere 6% more women are defined as
obese. Within the overweight-category (BMI betw@&nand 30), men clearly have the lead.

The overall mean of the SHARE-data shows an alh®%i difference in favor of men.
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Discussion

The intention of this paper was to see if crossatgudiscrepancies regarding differences in
the relative impact of the age-group 50-80 on theolute gender gap and the partial life
expectancy (50-80) are to be detected in gendecifspédorms of health behavior and
morbidity in our data of the middle-aged and elgdtlropeans. The aim was to compare
morbidity structures that are known to lead to mtmely mortality and to reveal to which
extend they differ across the countries under cemation. By checking certain variables we
wanted to spot their concrete input within and shigtlt on to the factors to be hold
responsible for the gender gap differences in rhityrtacross Europe. By linking data on
health behavior, physical health and behaviorddsri® data on life expectancy differences
between European women and men, we tried to geshifisights into their relationship to
each other. We know from previous research thagémeler gap of life expectancy is mainly
determined by the age group 50 to 80, what meaatsainr analysis focussed on that age
range. Our findings on several health variablewvigea first overview of their impact on

gender specific mortality differences.

The rather exceptional role of Spain within theegatization of patterns according to the
absolute gender gap as well as the gender differanthe partial life expectancy (50-80)
could mainly be attributable to the unexpectedrgpsize findings inTable 3.The question is
why women with the conditions mentioned in the pras chapter still outlive men to such
an extent and with such a dynamic as describe&pain. A possible answer could be that
Spanish women simply tend to overreport and med terunderreport medical conditions,
respectively or that men report them only when they more severe or at more advanced-

stages of these conditions (Case and Paxon 2005).

One shortcoming of this study is the fact thasittilizing longitudinal data that is offering
only one wave so far. Further waves of SHARE wifiditely deepen the insights we can
gain, since also cases of death will be registédraticould be directly implicated with health
behavior and morbidity structures. The questiorsem@i above regarding Spain could be
answered by looking at samples of individuals wheddrom specific causes and examining
whether these individiduals reported conditionst tvare associated with those causes of
death. SHARE, among other health surveys, has tpiescethe reproach to carry a
recruitment bias, i.e. that rather healthy perstersd to answer the questions and to

participate in a survey. It is possible that trisexemplary obvious in the case of Spain,
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where men seem to be much healthier than theyupeosed to compared to their female
counterparts.

The preliminary results bring out the role of pautar health- and health behavior parameters
and identified those aspects where further reseaaight take its point of departure. Further

research will broaden the array of explanatory aldes like SRH, alcohol consumption,

smoking among others and will use regression aisalidependend variable = gender

differences in mortality) tailored to the coheremgaresumed given the first discriptive

results. Further investigation is also needed tm gamore thorough review on possible

causalities to reveal direction of impact and caudecountry-specific differences.
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Table 1: Female-Male Difference in the Life-Expectancy at Birth, and the Relative
Contribution of the Age-Group 50-80, selected Calendar Years

Calendar years
1950 1955 1960 1965 1970 1975 1980 1985 1990 192600
Pattern 1:
Austria 507 579 651 638 691 704 709 7.00 6.68 6.70 6.06
(50.1) (54.2) (59.3) (62.5) (59.7) (59.3) (60.7) (61.8) (65.1) (64.1) (66.6)
Denmark 242 306 356 445 505 573 601 594 571 511 468
(40.0) (54.2) (58.9) (65.2) (64.1) (66.5) (68.7) (65.4) (61.7) (60.7) (56.9)
Germany West 392 464 537 583 632 659 675 657 636 6.28 5.80
(40.4) (53.4) (60.7) (64.1) (62.8) (63.7) (65.6) (68.3) (66.7) (65.9) (66.0)
Netherlands 227 314 386 502 569 6.26 670 659 6.30 578 509
(42.1) (56.0) (62.5) (67.6) (71.0) (72.8) (71.4) (70.9) (69.3) (67.6) (65.9)
Sweden 261 309 364 435 497 577 6.07 591 558 527 464
(46.0) (54.0) (68.6) (63.2) (63.1) (63.5) (64.8) (66.4) (64.0) (61.7) (58.6)
Pattern 2:
France 575 630 659 725 743 785 825 821 824 805 751
(54.9) (58.8) (63.2) (64.0) (62.7) (63.6) (63.1) (63.4) (60.1) (59.9) (61.0)
Italy 342 427 501 560 584 636 6.75 653 6.64 656 591
(48.4) (53.6) (58.6) (60.5) (62.8) (66.3) (67.6) (68.6) (64.4) (62.2) (63.5)
Switzerland 444 464 546 560 6.13 651 6.62 667 678 6.41 567
(54.6) (57.2) (58.7) (62.8) (62.3) (64.1) (64.1) (65.2) (60.6) (59.7) (60.2)
Pattern 3:
Spain 487 457 498 539 555 585 621 660 7.18 7.34 6.90
(51.7) (54.6) (56.3) (57.6) (59.4) (63.4) (63.6) (64.3) (60.5) (60.6) (63.8)

Note: The fourth pattern is missing here sincéétracterizes the countries of the former Soviebbnwhich are not part of
the analyzed regions within the SHARE survey.

Sources: Own calculations with data from the Hurlvtortality Database. Exception: West Germany for years 1950-
1955. Own calculations with data from the Fedetati§ical Office (Statistisches Bundesamt 2006)
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Table 2: Age Distribution of the SHARE-Data, by Sex

Country All 50-54 55-59 60-64 64-69 70-74 75-79

women men| women men women men women men women meomemw men
Austria 1,738 179 163 195 140 179 152 178 141 162 112 84 53
Denmark 1,428 198 204 166 146 101 97 95 93 116 87 68 57
France 1,516 212 214 174 126 92 95 123 96 138 110 76 60
Germany 2,733 375 296 239 233 239 222 275 279 184 185 109 97
Netherlands 2,610 388 295 331 296 193 186 186 202 189 171 90 83
ltaly 2,316 257 178 284 225 227 192 223 191 197 180 75 77
Spain 2,058 275 176 207 152 151 123 188 161 226 186 120 93
Sweden 2,682 334 250 334 291 207 184 233 216 119 1p9 119 122
Switzerland| 838 112 97 94 87 58 60 66 59 64 71 42 28
Total 17,919 | 2,330 1873 | 2,024 169 | 1447 1311 | 1567 1438| 1469 1311| 783 676

Source: Share Data, release 1
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Table 3. Country-Specific Relative Frequencies (per centage) of Selected Predictors of Mortality among Eur opeans aged 50-80

Country Heart High blood pressure High blood Diabetes Lungcancer | Breast | Prostate BMI BMI

problems cholesterol cancer cancer Men Women

Q 5) ? 3 ? 3 ? 3 ? 3 ? 5] 1 | 2 | 3 1 ‘ 2 ‘ 3
Austria 6.3 11.6 33.9 27.5 16.8 18.1 72 104 02 03 2.2 0.3 29.3 52.3 183 433 356 21.1
Denmark 6.2 8.9 28.9 30.0 14.2 17.7 6.2 8.2 0.4 0447 0.9 38.7 471 144 533 326 141
France 7.9 15.4 32.4 24.7 25.5 23.8 77 110 01 0.0 3.8 21 37.1 47.7 151 53.7 30.0 16.3
Germany 7.3 14.2 35.2 35.1 17.6 18.7 101 110 023 2.8 1.8 29.8 529 173 428 394 17.9
Netherlands 7.2 14.4 26.2 23.3 13.7 17.7 7.6 8.2 01 07 25 11 37.1 49.3 136 459 37.1 17.0
ltaly 7.2 11.8 37.3 35.1 23.4 18.8 104 128 00 3 0. 3.0 0.9 31.1 524 165 423 379 198
Spain 9.0 125 37.8 28.1 25.4 23.3 13.8 162 00 03 1.2 1.2 26.4 526 209 316 415 26.9
Sweden 9.8 17.7 28.3 28.7 16.5 18.2 6.7 100 010 0. 36 24 386 47.7 137 498 357 145
Switzerland 4.6 8.9 27.8 30.1 10.1 16.2 4.1 7.5 0.0 0.2 21 3.0 39.6 46.9 135 57.3 29.2 134
Total 7.6 134 32.0 29.4 18.6 19.2 86 107 01 0.3 29 15 338 502 159 454 364 182

Note: Breast cancer for men is not displayed intdiide due to very little case numbers. Prostatearais only displayed for men. BMI (Body Mass Irplhas the following categories: 1 =
underweight and normal (below 25), 2 = overweight{28), 3 = obese (30 and above). See the appardiurther information about the variables. All ués refer to N (females) = 9,620 and N

(males) = 8,299, respectively

Source: Share Data, release 1
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Figure 1: Female-M ale Differencein the Partial Life Expectancy between age 50 and 80,
1950-2002
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Sources: Own calculations with data from the Humantdlity Database. Exception: West Germany for tharyel950-
1955.: own calculations with data from the Federati§ical Office (Statistisches Bundesamt 2006)
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Appendix : Definition of the Variables
The study at hand factors different behavior patamend socio-demographic characteristics

into the analysis. They will shortly be describedeh

Biomarkers mentioned above included in the modekaecified as dummy variables

(displayed in Table3 if selected):

Heart Attack/other problems: “Has a doctor eved §gu that you had heart attack (including
myocardial infarction, coronary thrombosis or arlges heart problem including congestive
heart failure)?”

High Blood Pressure: “Has a doctor ever told yoat thou had high blood pressure (or
hypertension)?”

High Blood Cholesterol: “Has a doctor ever told ybat you had high blood Cholesterol?”

Diabetes: “Has a doctor ever told you that you babetes?”

Cancer

(“In which organ or parts of the body have you avéyou had cancer?”, dummy variable)

Lung Cancer
Breast Cancer

Prostate Cancer

BMI
Variable of Body Mass Index (BMI) generated frore tjuestions regarding weight
(“Approximately how much do you weigh?”) and hei@htow tall are you?”) of each

respondent. Results were categorized as follows:
BMI = 1" (underweight, normal) if below 25

BMI = 2" (overweight) if between 25 and 29.9
BMI = “3” (obese) if 30 and above
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