http://www.diva-portal.org

This is the published version of a paper published in Global Health Action.

Citation for the original published paper (version of record):
Olofsson, J., Padyab, M., Malmberg, G. (2018)
Health disparities in Europe’s ageing population: the role of social network
Global Health Action, 11(1): 1445498
https://doi.org/10.1080/16549716.2018.1445498

Access to the published version may require subscription.
N.B. When citing this work, cite the original published paper.

Permanent link to this version:
http://urn.kb.se/resolve?urn=urn:nbn:se:umu:diva-145933

GLOBAL HEALTH ACTION, 2018
VOL. 11, 1445498
https://doi.org/10.1080/16549716.2018.1445498

ORIGINAL ARTICLE

Health disparities in Europe’s ageing population: the role of social network
Jenny Olofssona, Mojgan Padyab

a,b

and Gunnar Malmberga,c

a

Centre for Demography and Ageing Research (CEDAR), Umeå University, Umeå, Sweden; bDepartment of Social Work, Umeå University,
Umeå, Sweden; cDepartment of Geography and Economic History, Umeå University, Umeå, Sweden
ABSTRACT

Background: Previous research suggests that the social network may play very different roles
in relation to health in countries with differing welfare regimes.
Objective: The study aimed to assess the interplay between social network, socioeconomic
position, and self-rated health (SRH) in European countries.
Methods: The study used cross-sectional data on individuals aged 50+ from the fourth wave
of the Survey of Health, Ageing and Retirement in Europe (SHARE) and includes data from 16
countries. The outcome is poor SRH. All analyses are adjusted for age and stratified by gender.
Results: Low satisfaction with the social network was associated with poor SRH among
women in all country groups, but predicted poor SRH among males in West/Central and
Eastern Europe only. The results from the multivariable analysis showed an increased likelihood of poor SRH among those with relatively lower education, as well as among those with
low satisfaction with the social network (women from all country groups and men from
Western/Central and Eastern Europe). However, the results from interaction analysis show
that poor SRH for those with lower relative position in educational level was greater among
those with higher satisfaction with the social network among male and female participants
from Northern Europe. The health of individuals who are highly satisfied with their social
network is more associated with socioeconomic status in Northern Europe.
Conclusions: This study highlights the significance of social network and socioeconomic
gradients in health among the elderly in Europe.

Background
In these times of population ageing and trends of
decreasing family size, the density and functionality
of social networks is becoming a key issue for health
outcome and well-being. This applies to the ageing
cohorts throughout Europe, across gender, socioeconomic groups, and countries with different welfare
models. It is suggested that social networks may
influence health through various mechanisms,
including for instance social support, social influence
and access to resources [1]. Several studies have
revealed a significant influence of the density and
functionality of social networks and social isolation
on health [2,3], and confirm that well-being and
social support are related to the quality and social
density of relationships [4–6], perhaps particularly for
the older segment of the population [6].
Assuming that individuals’ degree of happiness
represents a certain state of emotional well-being,
and that interpersonal environment influences emotional well-being, the degree of subjective well-being
increases with the number of people constituting the
immediate social context [7]. This suggests that the
social network, concerning both its quantity and
quality, will affect an individual’s degree of subjective
well-being and self-rated health (SRH). However, it is
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obvious that the outcome depends on the character of
social contacts and that high frequency of contacts
may also have an adverse impact on health [1].
Therefore, we stress the importance of examining
the subjective social network satisfaction.
While research on social network and health tend
to focus on the meso- to micro-level, Berkman et al.,
already in a pivotal paper from 2000, stressed the
importance of looking also at the macro-level to see
how structural conditions shape the social network
[1]. They suggested that the structure and function of
social networks are shaped by macro-level conditions
including culture, socio-economic factors and politics. Thanks to data from the Survey of Health,
Ageing and Retirement in Europe (SHARE), we
have in this article been able to compare how subjective satisfaction with social networks is associated
with SRH in European countries with different socioeconomic structures and welfare models, thus linking
the macro-, meso- and micro-level in the same study.
A key issue is thus how social networks may have a
different function in countries characterised by a
family based welfare model as in Southern and
Eastern Europe as compared to other countries for
instance the Scandinavian with a more universal welfare regime and countries in Central and Western
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Europe with lower levels of public transfers. A crucial
question is to what extent social networks has become
less decisive for health outcome in countries where
the state has taken over most of the support
responsibilities.
Prior studies show that there are social class differences in patterns of social interaction and that such
patterns vary within cultures by socioeconomic position
and gender, and thus may have different effects on
health [8]. Cross-national comparisons reveal closer
intergenerational contacts in Southern and Eastern
Europe, with a family-based welfare model, compared
to the Scandinavian universal welfare regime [9]. Even
though intergenerational contacts are less frequent in
the Scandinavian countries and more old people live
alone, several studies report greater satisfaction with the
social network as compared to countries in Southern
and Eastern Europe [10,11]. Previous studies have also
shown that the impact of intergenerational contacts
varies across socioeconomic groups and that, for
instance, family ties are denser among the less educated
and partly compensate for a lack of other resources,
even in countries with strong public welfare institutions
[12]. Moreover, a great body of research has revealed
large gender differences in relation to both subjective
health and the importance of social networks [9,13,14].
Hence, we explore the extent to which social network
satisfaction – across genders, socioeconomic position
(level in the educational hierarchy), and countries with
different welfare models – is associated with the subjective well-being of people aged 50+ in the 16 countries
participating in SHARE. By conducting cross-country
analyses, we consider that the associations between
social network satisfaction and SRH may differ depending on different sociocultural contexts and welfare
regimes [15,16].
Subjective well-being is an important clinical and
societal outcome [17,18]. Measuring the subjective
well-being and identifying its determinants among
elderly has become a relevant research topic in
Europe, owing to an increased life expectancy and
growth in the elderly population. The increasing interest in subjective well-being and SRH is also related to
the gap between objective determinants of well-being
and the layman’s own evaluation of it [17]. However,
previous studies indicate that SRH may be a good predictor of health outcomes, considering culture-specific
differences [19–21]. Moreover, it has been known that a
consistent determinant of poor well-being is socioeconomic position, with those who live through socioeconomic disadvantage experiencing poorer well-being
[15,22]. Different dimensions of socioeconomic position – such as education, wealth, and occupational or
social class – have been considered in research on social
inequalities in health. However, using occupational or
social class as measurements of social inequality among
the elderly is controversial since not many elderly

women have worked. Moreover, the occupational gradient in health decreases over time for older people after
leaving the labour market, suggesting occupation as an
inappropriate indicator of social class among elderly
[23]. Education is a more stable indicator of social
class throughout the life-course and can be used as an
alternative indicator of social class [24].
Research on the social determinants of health
among older people has only recently started integrating different approaches that previously tended to
be studied separately: socioeconomic position, family
characteristics, and social support [25]. The study’s
overall aim is to assess the interplay between social
network satisfaction, socioeconomic position, and
SRH among elderly men and women in European
countries with different welfare regimes. Specific
research questions are: (1) the extent to which social
network satisfaction is associated with SRH; (2)
whether or not relative educational position is associated with SRH; and (3) whether social network
satisfaction may moderate the influence of socioeconomic position on poor SRH.

Methods
Data
The current cross-sectional study is based on individual level data from release 1.1.1 of the fourth wave
of SHARE, collected in 2010–2011 [26]. SHARE is a
bi-annual longitudinal survey, focusing on economic
and social issues in the ageing population in Europe.
The fourth wave consists of 40,129 households
(58,489 individuals) surveyed in 16 countries
(Austria, Germany, Sweden, the Netherlands, Spain,
Italy, France, Denmark, Switzerland, Belgium, the
Czech Republic, Poland, Hungary, Portugal,
Slovenia, and Estonia). These countries were collapsed into four sub-categories, each representing a
welfare state regime (see e.g. [27,28]. Northern
Europe (Sweden, Denmark) is characterized by state
aid dependence with universal social rights. Western
and Central Europe (Germany, Austria, France,
Belgium, the Netherlands, Switzerland) belongs to a
model with rather low public transfers. Eastern
Europe (the Czech Republic, Poland, Hungary,
Slovenia, Estonia) formerly belonged to the socialist
block and the care system relies to a great extent on
family members. Lastly, Southern Europe (Spain,
Italy, Portugal) follows a more family based care
system.
The sample encompasses 54,751 individuals aged
50 and older.
Measures
The outcome variable is SRH, which is a common
measure of health in empirical research [29,30],
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especially when the focus is on assessing the effect of
social capital and social network on health [31,32]. A
binary variable is created from the original five items
(from bad to very good health), whereby 0 is given to
individuals reporting good or very good health, and 1
if worse health status is reported.
Education is used as the socioeconomic indicator
and is measured on the International Standard
Classification of Education Scale (ISCED-97), ensuring
that it is internationally comparable between different
European countries. It ranges from 0 (low) to 6 (high).
ISCED-97 code 6 has not been used in all countries;
e.g. in Sweden only five categories are available, with
code 5 representing the highest education level.
In order to measure social networks, the fourth
wave of the SHARE survey introduced a new
social network module employing a direct
approach for social network derivation [33]. This
social network module uses a name generator for
network identification, and compiles a list of
important people in the respondent’s life. This
list is subjective, and is based on interpersonal
ties that are considered to be of the most importance to the respondents and hence reflective of
their personal ties. The interviewer asks a direct
probing question ‘Over the last 12 months, who
are the people with whom you most often discussed important things?’ The respondent is
asked to name up to seven persons as their network members. These network members are
meaningful people that they trust and share things
of relative importance. The respondents’ social
network was measured in terms of their satisfaction with it. The satisfaction variable is derived
from two questions distinguishing between
respondents with and without cited social network
members. Respondents with cited social networks
members answered the question: ‘Overall, how
satisfied are you with the relationship that you
have with the person(s) we have just talked
about? Please answer on a scale from 0 to 10
where 0 means completely dissatisfied and 10
means completely satisfied?’ and respondents
without confidants answered the question: ‘You
indicated that there is no one with whom you
discuss matters, and no one who is important to
you for some other reason. How satisfied are you
with this on a scale of 0–10, where 0 means
completely dissatisfied and 10 means completely
satisfied?’ The derived network satisfaction variable collapses two variables into one overall measure of the respondent’s social network
satisfaction ranging from 0 to 10. Satisfaction
with social network was dichotomized by the median scores within each gender and country group.
The dichotomized variables was then used in the
exploration of interactions.
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Statistical analysis
The proportion of poor SRH within the categories of
sociodemographic characteristics and social network
was compared by means of chi-square test.
The socioeconomic status of an educational group
is conceptualized as the group’s relative position in
the social hierarchy. The relative educational position
indicator is a value between 0 (most disadvantaged)
and 1 (most advantaged), quantified using the relative
position in the cumulative population distribution of
the midpoint in each category within the educational
hierarchy [34] and used to calculate the relative index
of inequality (RII). This measure makes use of the
information on the health outcome in every socioeconomic status category, rather than simply comparing the extreme groups at the top and bottom. It also
seemed crucial to focus not only on the absolute
socioeconomic status but also on the relative position,
since education has different proportions in the
population in each country group and the ratios
could not be directly compared. The RII is used in
order to make valid comparisons [34]. The relative
educational position indicator is calculated as the
proportion of the population that has a higher position in the social hierarchy. For example, the highest
educational group comprises 1.1% of the male population in Southern Europe. The relative position of its
members would be between 0 and 0.011, the average
being 0.0055. The next most favourable category
represented 12.6% of the population and for the
mid-point person a proportion of 6.3% of the population in this category would be above them. All 1.1%
with the higher educational level were taken to be in
more favourable circumstances than this group, and
the RII score for this group would thus be 1.1 plus
0.063. This procedure is then continued for the rest of
the educational categories, separately for each country group and gender. The educational position indicator was considered as an independent variable in
our analyses, and was related to poor SRH in multivariable logistic regressions. The regression coefficients of the relative educational position indicator
and the standard error were used to calculate the
probability of poor SRH, and can be interpreted as
the probability of poor SRH moving from the top (0)
to the bottom (1) of the educational hierarchy. The
larger the probability, the greater the degree of
inequality of poor health across the socioeconomic
(education) hierarchy. In other words, higher probability indicates an increased likelihood of reporting
poor SRH when the lowest educational category is
compared with the highest. Two models were used,
one adjusted for age (Model 1) and one adjusted for
age and social network satisfaction (Model 2).
Further, we examined the interaction effect between
educational position indicator and social network
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satisfaction using the factorial interaction in the
regression model. If the interaction was significant,
a marginal effect of relative educational position and
an incremental effect of social network satisfaction on
poor SRH were estimated in the predicted probability
metric, taking into account the interaction term. All
analyses are conducted in each country group and
stratified by gender. Statistical analyses were done
with Stata version 13.1 (StataCorp, College Station,
TX). Statistical significance was defined as p < 0.05.

Results
There were 54,751 individuals aged 50 and older
included in the analysis of whom 56% (n = 30,808)
were women and 44% (n = 23,943) were men (Table 1).
The mean age for the total population was
66,2 ± 9,9 years (66 ± 10 in Western & Central,
67 ± 10 in Northern, 66 ± 10 in Southern, and
66 ± 10 in Eastern). The population was distributed
equally across gender regarding age.
Table 2 shows summary statistics over the distribution characteristics of the sample. The results show that
the proportion of those reporting poor SRH was lower

in the younger age groups, and this applies to both men
and women across all country groups. In total, there
was a significantly higher proportion of poor SRH
among those with low satisfaction with their social network compared to individuals with high social network
satisfaction (Table 2). For men, a higher proportion of
individuals reported poor SRH among those with a
smaller size of network than did those with an extended
network (42.0% vs. 38.0%, p < 0.001). This association
was confirmed only among male participants from
West and Central Europe. However, the proportion of
poor SRH was not significantly different among women
with a small social network compared to those with an
extended social network (44.2% vs. 43.7%, Table 2).
That is why in further analysis and multivariable models, only satisfaction with social network is included.
The proportion of poor SRH was highest among
those in the lowest educational category compared
to the highly educated individuals across all country
groups (Table 2). This finding was more pronounced among women, with 69% in the lowest
educational category reporting poor SRH compared
to 59% among men (Table 2). The results of the
multivariable logistic regressions including relative

Table 1. Distribution (%) of characteristics of the participants by country and sex.
Men (n = 23,943)
Age in years
50–59
60–69
70–79
80–89
90 and more
Education (ISCED)
0 (Low)
1
2
3
4
5
6 (High)
Self-rated health
Good or very good
Poor
Social network
Size in scale 0–7 (Mean±sd)
Satisfaction in scale 0–10 (Mean±sd)
Women (n = 30,808)
Age in years
50–59
60–69
70–79
80–89
90 and more
Education (ISCED)
0 (Low)
1
2
3
4
5
6 (High)
Self-rated health
Good or very good
Poor
Social network
Size in scale 0–7 (Mean±sd)
Satisfaction in scale 0–10 (Mean±sd)

North EU

West and Central EU

East EU

South EU

Total

24.7
36.7
25.7
11.5
1.5

30.8
35.3
23.4
9.7
0.8

30.4
36.4
23.9
8.9
0.4

25.7
34.3
28.2
10.7
1.1

29.4
35.6
24.5
9.7
0.8

0.05
18.6
9.7
35.1
3.7
32.9
0

2.3
12.8
12.5
39.8
4.4
26.5
1.7

0.58
7.5
24.8
42.7
6.4
17.4
0.5

6.9
42.4
20.8
15.2
1.0
12.6
1.1

2.3
16.2
17.8
36.5
4.5
21.7
1.1

76
24

71
29

46
54

57
43

60
40

2.3 ± 1.5
9.1 ± 1.3

2.5 ± 1.6
8.6 ± 1.4

2.0 ± 1.3
8.7 ± 1.6

2.3 ± 1.5
8.8 ± 1.5

2.3 ± 1.5
8.8 ± 1.5

25.7
36.2
23.3
12.4
2.3

32.1
32.8
22.1
11.5
1.6

29.7
34.1
24.6
10.7
0.9

29.6
33.5
24.4
11.1
1.5

30.4
33.6
23.4
11.2
1.4

0.09
20
13.1
26.2
4.4
36.3
0

3.2
17.7
19.3
35.8
2.8
20.2
1.0

0.9
13.6
24.6
37.5
8.4
14.7
0.3

9.9
47.9
18.0
11.5
1.4
10.9
0.4

3.2
21.0
20.6
32.1
4.7
17.9
0.6

72
28

68
32

42
58

49
51

56
44

2.9 ± 1.6
9.2 ± 1.3

2.9 ± 1.7
8.8 ± 1.3

2.4 ± 1.5
8.8 ± 1.6

2.5 ± 1.5
8.9 ± 1.4

2.6 ± 1.6
8.8 ± 1.4
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Table 2. Percentage (%) of poor SRH within categories of sociodemographic characteristics and social network, by country and
gender.
Men
Age in years
50–59
60–69
70–79
80–89
90 and more
Education (ISCED)
0 (Low)
1
2
3
4
5
6 (High)
Social network: size
Small
Extended
Social network: Satisfaction
Low
High
Women
Age in years
50–59
60–69
70–79
80–89
90 and more
Education (ISCED)
0 (Low)
1
2
3
4
5
6 (High)
Social network: size b
Small
Extended
Social network: satisfaction b
Low
High

West and Central EU

North EU

South EU

East EU

Total

23***
25
34
48
59

16***
19
29
42
48

26***
41
50
64
71

43***
51
66
75
76

30***
36
47
59
64

54***
46
34
29
14
19
25

39***
31
22
19
16
-

62***
52
35
26
28
35
25

66***
66
64
50
61
43
45

59***
52
48
36
38
27
28

32.5***
27.5

24.0
24.0

43.0
42

53.1
55.7

42.0***
38.0

30.9***
27.8

25.1
23.1

44.9
41.6

57.6***
52.7

40.8**
38.7

23***
26
39
51
52

19***
23
33
47
52

35***
46
64
76
69

44***
52
72
80
82

32***
38
55
64
62

61***
47
34
27
15
22
19

41***
38
28
32
17
-

77***
59
40
29
36
38
26

67***
69
69
52
61
41
44

69***
56
50
38
46
28
25

35.5***
28.4

31.2*
25.8

55.4***
49.8

56.9
58.3

44.2
43.7

32.9**
30.7

31.0*
26.3

54*
50

60.4***
56.6

44.8*
43.5

Note: b Size and satisfaction of the social network are dichotomized by median within each country subgroup
*p < 0.05 ** p < 0.01 *** p < 0.001

satisfaction with the social network, the probability
of poor SRH decreased by 0.04 percentage point
(0.2598 to 0.2594) among men (Table 3).
Among female respondents, a protective effect of
high social network satisfaction was found (Figure 2),
and those who were highly satisfied were 1.5 percentage points less likely to report poor SRH (Table 3).
The protective effect of high social network

educational position showed that, when adjusted for
age, the predicted probability of poor SRH is 0.26
greater among those in the lowest educational category compared to the highest (predicted probability = 0.2598, p < 0.001, Table 3). In other words,
one unit shift from higher to lower education results
in a 26-percentage-point increase in the probability
of reporting poor SRH. After controlling for
Table 3. Predicted probability of poor SRH, by country group.
Men
Model 1
Relative Educational position
Model 2
Relative Educational position
Social network satisfaction
Women
Model 1
Relative Educational position
Model 2
Relative Educational position
Social network satisfaction

West and central EU

North EU

South

0.2835***

0.2245***

0.2629***

0.2349***

0.2598***

0.2818***
−0.026**

0.2252***
−0.031

0.2648***
−0.0323

0.2332***
−0.0500***

0.2594***
−0.020***

0.2614***

0.2323***

0.3364***

0.2125***

0.2497***

0.2612***
−0.025**

0.2365***
−0.052**

0.3411***
−0.038**

0.2135***
−0.035***

0.2504***
−0.0146**

*p < 0.05; ** p < 0.01; *** p < 0.001
Model 1. Adjusted for age.
Model 2. Adjusted for age+ social network satisfaction.

East

Total
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Probabilities of poor self-rated health

satisfaction was highest among female respondents
from Northern Europe (5.2 percentage points less
likely to report poor SRH, Table 3).
A stratified analysis by country group shows a null
effect of social network satisfaction on poor SRH
among men in Northern and Southern Europe
(Table 3). However, a protective effect of high satisfaction with the social network was found among male
respondents from Eastern Europe, whereby highly satisfied individuals were approximately 5 percentage points
less likely to report poor SRH (Table 3).
A similar pattern with slightly lower likelihood was
found among male respondents from Western and
Central Europe, revealing a 2.6-percentage-point lower
probability of reporting poor SRH among those with
lower satisfaction with their social network compared
to those with higher satisfaction (Table 3). A significant
interaction between relative educational position and
social network satisfaction was found among male
respondents from Northern Europe (Figure 1), where
the probability of reporting poor SRH corresponding to
one unit shift from higher to lower educational level was
approximately double among those with high social network satisfaction than those with low satisfaction (28 vs.
14 percentage points, respectively).
A significant interaction effect between relative
educational position and satisfaction with the social

West and Central Europe
0.8
0.7
0.6
0.5
0.4
0.3
0.2
0.1
0
0

0.1

0.2

0.3

0.4

0.5

0.6

0.7

0.8

0.9

1

network among female respondents in Northern
Europe (Figure 2) suggests a higher probability of
poor SRH for lower-educated individuals among
those who are highly satisfied with their network
compared to less satisfied respondents (29 vs. 14
percentage points, respectively).

Discussion
The aim of this study was to describe the social network among men and women in old age from 16
European countries and its moderating role regarding
the socioeconomic differential in poor SRH. By analysing impact of social network satisfaction (mesolevel) on SRH (micro-level) in 16 European countries
with different welfare regimes (macro-level) we follow the framework suggested by Berkman et al [1],
suggesting that the influence from social networks on
health should be analysed in relation to socio-economic and political conditions at macro-level.
In summary, the study suggests three key findings
responding to the research questions. First, this study
provides evidence on the association between satisfaction with the social network and SRH among the
elderly. The protective effect of social network was
considerable among females in general, and more specifically among females in Northern Europe. This
Probabilities of poor self-rated health
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Figure 1. Probabilities of poor SRH by satisfaction with the social network among males in different country groups. **p < 0.01
for the interaction effect.
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East Europe
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Figure 2. Probabilities of poor SRH by satisfaction with the social network among females in different country groups.
**p < 0.01 for the interaction effect.

indicates that social networks are more important for
the well-being of women, and is in line with findings
showing that women are more active in maintaining
social contacts, especially within the family [35]. The
results indicate that satisfaction with the social network
is more correlated with good SRH in countries in the
North. One possible explanation for this could be that
social networks become more important for people’s
well-being in countries where family-based support is
less common and is not taken for granted. Moreover, a
higher satisfaction with social networks in Northern
European countries could be because they do not have
to rely much on their network confidents owing to the
greater role of the state in their welfare as compared to
countries with more family based welfare models.
Previous studies based on SHARE have also shown
that elderly old people in the Scandinavian countries
are more satisfied with their social network despite
less frequent contact [9,10], and report less loneliness
despite a higher prevalence of living alone and other
indicators of assumed social community [11]. One
explanation could be that in the universal welfare
regime the family may have a complementary and
more positive role in addition to the more dailybased support from public providers.
Second, socioeconomic inequalities in the poor
SRH of individuals in old age were found on country

level across all welfare regimes, but with different
magnitudes. The greatest educational inequality in
SRH was found among women in Southern Europe
whereas the narrowest inequality was found among
women in Eastern Europe, followed by men in
Northern Europe. Similar studies with a specific
focus on quality of life have been conducted using
SHARE data [16,36], in which the observed differences in quality of life between those with and without a limited illness, as well as between the least and
most educated individuals, are reported. Using RII is
appropriate, as it measures the total impact of education inequalities on poor SRH of the total population.
The main difference between the effect of low education on poor SRH and the total impact of educational
inequality on poor SRH is that the measure of total
impact accounts for both the effect of decreased education on the health outcome, as well as educational
inequalities in a certain population by taking into
account the number of individuals in each educational category. The greater the extent of inequalities
in education, the higher the measures of total impact
will be. In other words, this approach assumes that
the effect of one year of education on mental health is
greater if the differences in education level between
the upper and lower levels are larger. Similar to our
findings, poor quality of life is explained to a greater
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extent by lower education than having limited illness
in Greece, Italy and Spain [16].
Third, while our research on the interaction
between socioeconomic position and type of welfare
regime revealed few significant results, we found an
association between poor SRH and high satisfaction
with the social network among lower-educated individuals in Northern Europe, which was more pronounced among men. While prior research has
provided empirical evidence on the effect of social
network on health among older Europeans [37], our
unique contribution lies in the role of education and
gender on such an association. We speculate that this
could be explained by reverse causality [13,37,38],
suggesting that people with lower health status are
more likely than their healthier counterparts to need
and seek help from their social networks. This effect is
more highlighted among the lower-educated elderly in
Northern Europe in the current analysis because they
demand more resources than do higher-educated individuals, and also because they have the resources to do
so thanks to the welfare regimes there. Another argument could be the fact that not all social contacts
support and foster well-being. Social networks can
sometimes be perceived as emotionally demanding
and thus become stressful, unwanted and unpleasant
and may, potentially, result in worse health [13].
Noteworthy to mention that the data used in this
analysis are cross-sectional and therefore we cannot
identify the causal mechanism underlying the association between poor SRH and higher social network
satisfaction among lower-educated individuals in
Northern Europe. Another limitation is utilizing
self-reported questionnaires. Even though, selfreported instruments are rather subjected to reflects
one’s general perception of health, they are useful
tools to screen and monitor health condition at the
population level. The issue of self-reported questionnaires may arise another source of limitation regarding
cross-national
comparability
and
that
interpretation and understanding of questions can
vary in different socio-cultural contexts. However,
SHARE is strictly harmonized and is implemented
in the same way across all countries.
Chemaitelly et al. [39] highlight the importance
of gender in analysing the significance of social
support and networks in women’s and men’s SRH.
That gender plays an important role is also shown in
this study, as the gap in poor SRH between high and
low social network satisfaction was larger among
men than women in Northern Europe. A genderstratified study on the association between social
network, group belonging, and collective self-esteem
shows that males had more likelihood for reporting
negative collective self-esteem that females, whereas
females were more likely to report high positive

collective self-esteem and were therefore more satisfied with their social network and thus had better
general health [40].
Other key findings in this study are the crosscountry differentials observed. This shows show the
importance of linking the meso- and micro-level to
conditions at the macro-level. Berkman et al. have
suggested that the causal connection and the social
network structure is influenced by conditions at the
macro-level, including culture, socioeconomic conditions and politics and mediated by factors such as
social support and material resources [1]. In this
study we have compared countries with different
welfare regimes and found significant differences.
However, the country-specific results may due to
other socio-economic, cultural and socio-economic
country differentials. Hence a key topic for future
research would to analyse how the patterns observed
are associated with various country-specific policies
and socio-economic conditions.

Conclusion
In conclusion, socioeconomic differentials in health
and the effect of network satisfaction on poor SRH
vary across European countries with different welfare
regimes and differ by gender, which parallels other
findings on health and social support [39]. Our
results allow us to add valuable knowledge regarding
the importance of the association between social relations and SRH in different cultural contexts.
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