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1. Introduction and policy questions

Many actions and decisions taken by welfare institutions and health care organizations in
modern societies are contingent on a medically defined condition of disease or disability.
Medical knowledge on the development and course of diseases and disabilities, their
diagnosis, treatment and prevention serves to legitimize access to scarce resources, such as
disability pension or some form of early retirement, use of hospitals or rehabilitation centres,
or allocation of specific benefits provided by health insurance organisations (e.g. disease
management programmes). While convincing reasons favour this approach, positive notions
of health and well being as phenomena that deserve an analysis on their own are rare,
perhaps with the exception of the International Classification of Function (1). Rather, health
and well being are defined as absence of signs of disease or disability. However, more
elaborate positive notions of health and well being might be instrumental in supporting
attempts of welfare and health care organizations to act pro-actively rather than to react to
needs, i.e. to develop incentives to maintain or promote good health and well being over the
life course. Developing incentives towards maintaining and promoting good health seems
particularly relevant in view of rapidly aging populations in modern societies, including most
European countries. Given the economic, social and health care burden of ageing societies,
attempts towards promoting ‘healthy ageing’ (2) must be considered a policy challenge of
high priority.

One attempt towards a more elaborate definition of health was made several decades ago
by René Dubos who maintained that health is best defined as one’s ability to achieve self-
defined or other-defined goals by own agency on the basis of relatively stable physiological
functions (3). In this definition, goal-oriented agency is given a key significance. Hence,
welfare institutions and, more general, societal opportunity structures that support and
strengthen people’s capability of achieving goals by means of autonomous activity might
contribute to healthy ageing at a population rather than individual level.

In this chapter, we consider the potential of societal opportunity structures, including welfare
institutions, to provide options of goal-oriented agency to early old age populations by
comparing different European countries. Furthermore, we analyse associations of different
types of goal-oriented agency of older people with their health status and their well being,
using most recent data from the Survey of Health, Aging and Retirement in Europe (SHARE)
(4) and comparable investigations, in addition to a review of currently available evidence
(section 2). Based on this analysis, gaps of knowledge are identified, and suggestions for

future research are developed (section 3). Finally, we discuss to what extent the currently
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available scientific evidence can provide answers to relevant policy questions and what will
be needed to reduce the gap between science and policy (section 4).

In this contribution, the following two sets of policy questions are addressed:

(1) What needs to be done to maintain as many older people as possible in employed or self-
employed working conditions? By what means is it possible to reduce the proportion of
employees with early exit from the labour market? How can health and well being of middle-
aged to early old-aged working men and women better be protected and improved?

(2) What needs to be done to enable retired people to continue or initiate socially productive
activities, such as volunteering, being engaged in informal help or caring for a sick or
disabled person? How can the proportion of socially productive early old people be
augmented? What are the costs and benefits of extending respective opportunities and
incentives?

As can be seen, we have delineated two types of goal-oriented agency with potentially
beneficial effects on health and well being: paid work and voluntary or informal work. In
either case, the conditions under which such potentially beneficial effects can actually occur
need to be analysed. Whereas this is the main task of the following section, we first need to
explain why early old age as a distinct phase in the life course deserves special attention
with regard to these two types of goal-oriented agency and to what extent well being in this

phase of the life course is socially patterned.

2. Understanding the links between socially productive activities and well being: a novel
approach and a review of evidence

2.1. Well being in early old age

While life expectancy has increased among most age groups in Europe during the past
decades this increase was particularly pronounced at middle age. In England, for instance,
life expectancy at middle age has increased since 1970 by more than during the period from
1900 to 1970 combined (5). As a result of demographic aging in combination with substantial
improvements of population health a new phase of the life course has evolved, called early
old age or ‘third age’ (6). Although this phase lacks precise age limits it typically includes
people with an age range from 50 or 55 years to about 75 or 80 years. In early old age, a
majority of people is still in good health, free from physical dependency, but also free from
earlier responsibilities for work and family, thus opening opportunities for individual freedom,
hobbies and other options of self-realization. At the same time, this phase lacks a clear
societal definition in terms of social roles and social status, legitimized expectations, norms
and values. While most people at middle age experience a secure sense of social identity by

maintaining core social roles, such as the work role, the family roles or civic roles, social
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identity during third age becomes more fragmented and insecure, often in combination with a
reduced intensity of contacts in social networks and with reduced income opportunities (7).
This is exactly the place to consider the role of goal-oriented agency in early old age. As
most men and women in this age group are able to continue to engage in some type of
activity the question arises to what extent they are offered options of paid (formal) or unpaid
(informal) work and under what conditions these options can be realized. Despite distinct
differences formal and informal work share some communalities as they represent two
manifestations of what can be termed a socially productive activity. Socially productive
activity has been defined as “any agreed-upon continued activity that generates goods or
services that are socially or economically valued by the recipient(s), whether or not based
upon a formal contract” (8, p. 4).

This definition includes paid work as well as volunteering and other types of informal work. It
has two relevant implications. First, it underlines the voluntary nature of a continued
transaction irrespective of its degree of formalization. Second, it emphasizes the expression
and transmission of value, either monetary or non-monetary, from recipients to providers as
part of a reciprocal exchange. Thus, socially productive activities are based on a
fundamental principle of interpersonal exchange, the norm of reciprocity. According to this
norm, any action or service provided by person A to person B that has some utility to B is
expected to be returned by person B to A (9). Exchange expectancy does not implicate full
identity of the service in return, but is assumed to meet some agreed-upon standard of
equivalence.

Thus, the norm of reciprocity is considered a general principle governing voluntary social
exchange that includes productive activity. Valuing productive activities through rewards
occurs both in formal and informal transactions.

Research has demonstrated that the experience of appropriate rewards that match
prolonged efforts spent (‘recurrent reciprocity’) elicits a pronounced activation of the brain
reward circuits and that this activation is associated with strong positive emotions (10). It is
likely that the experience of reward evolving from reciprocal exchange reinforces the
provider’s positive sense of self-esteem and, by doing so, acts as a powerful motivation to
continue goal-oriented agency. A theoretical model, effort-reward imbalance, claims that the
continued experience of reciprocity between efforts spent and rewards received promotes
health and well being whereas violations of this principle under circumstances where efforts
outmatch rewards (‘recurrent non-reciprocity’) elicit sustained stressful experience with
adverse long-term effects on health and well being (11) (see below 2.3 and 2.4).
Experiencing reciprocity in a goal-oriented productive activity has been emphasized as a

potentially health-protective psychosocial resource. Experiencing autonomy and control over
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one’s productive activity must be considered an additional health-protective psychosocial
resource. Control over one’s agency reinforces feelings of self-efficacy and mastery and,
thus, reduces uncertainty, threat and anxiety (12). Theoretical concepts of objective and
subjective control have been successfully tested with respect to a variety of health outcomes
(13, 14, 15; see below 2.3 and 2.4).

Based on these assumptions we propose the following hypotheses to elucidate the links
between socially productive activity and well being:

First, people who are engaged in a socially productive activity in general experience better
health and well being compared to those who are not engaged. This effect is attributed to the
experience of positive emotions of agency and meaningfulness.

Second, people engaged in a productive activity whose efforts are compensated by
appropriate rewards (‘recurrent reciprocity’) in general experience better health and well
being compared to those whose efforts are not adequately rewarded (‘recurrent non-
reciprocity’). This effect is attributed to the experience of strong positive emotions of
esteem/recognition/compensation in relation to their commitment.

Third, people engaged in a productive activity that provides control and autonomy in general
experience better health and well being compared to those whose activity limits or excludes
control and autonomy. This effect is attributed to the experience of strong positive emotions
of self-efficacy and mastery.

The socio-emotional consequences of socially productive activities may be particularly
relevant in early old age where options of agency, control and reward resulting from core
social roles are becoming less frequent and less pronounced. Therefore, being socially
productive in a formal (e.g. continued paid work) or informal (e.g. volunteering) activity that
provides recurrent reciprocity and autonomy is assumed to exert beneficial effects on health
and well being in early old age. Conversely, experiencing recurrent non-reciprocity and lack
of autonomy in such an activity reduces the probability of healthy ageing, other things being
equal (8).

Below (see sections 2.3 - 2.5) we review the evidence that supports or contradicts these
assumptions. In case of robust support, a policy implication would point to the need of
maintaining or creating opportunities of socially productive activities in early old age that
provide adequate opportunities of reward and control. In this framework, rewards are not
confined to the material dimension, but include the socio-emotional dimension of esteem and
recognition, given its significant role in triggering positive self-experience, personal need

fulfilment and its beneficial health effects.

2.2. The social distribution of well being in early old age
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Having outlined a conceptual framework for the analysis of social productivity and well being
among older people we must consider the social distribution of well being in early old age.
Previous research conducted in middle-aged populations in a variety of Western countries
has demonstrated a social gradient of morbidity and mortality across the whole of a society.
Results indicate that with each step one moves up on the social ladder, the better one’s
health. Mean differences in life expectancy between those at the top and at the bottom of a
society’s social structure are substantial, ranging from four to ten years (16, 17, 18). Yet, it is
less well known whether this social gradient persists into older age. Given a high inter-
individual variability of healthy ageing and in view of selective mortality it is likely that social
inequalities in health and well being will be diminished or even absent in older populations.
What is the evidence of a social gradient of health and well being in early old age?

Answers to this question are not easy because the traditional measures of social inequality,
i.e. social status as defined by occupational position, income and education, are much more
appropriate indicators of one’s social standing in midlife than in older age. While it was
suggested that material resources, such as housing tenure and wealth, or non-material
factors, such as prestige and access to sources of tangible support, may represent more
accurate indicators of social inequality in older age few studies have used these indicators so
far (19). Moreover, the association of social status with health is more likely to be bi-
directional in older age, where ill health leads to income loss and deterioration in some other
measures of social standing, restricting the evidence to longitudinal investigations.

Several studies so far explored the associations of socioeconomic position with health and
well being in the elderly. Their results can be summarized as follows.

First, concerning mortality a social gradient is still observed, if measures of previous
occupational position or education are used, but the steepness of the gradient clearly
declines with advanced age (20, 21). Although the relative inequalities between social
groups decrease, it is likely that the absolute differences remain substantial, given the
general increase of mortality in older age (14). For example, taking the period 1997-1999 in
the United Kingdom, life expectancy at age 65 was 30 percent longer for men in the highest
one of five social strata (17.5 years) compared to men in the lowest social group (12,3 years)
(18). In addition to total mortality, a social gradient was documented for several leading
causes of death, including cardiovascular diseases, certain cancers, respiratory diseases,
liver diseases, and neurodegenerative diseases (20).

Second, a recent review documents robust evidence of an association of educational degree
with risk of disability at older age, leaving those with lower degrees at higher risk (22). This
association was found to be less consistent if occupational position, income or wealth were

used as indicators of social standing (22). Yet, a study in Great Britain has shown that
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occupational grade assessed at midlife strongly predicted level of functioning some 29 years
later (23). Moreover, the risk of experiencing a longstanding illness or incident mobility
problems increases with lower income or wealth (22).

Third, several studies investigated social inequalities of well being among older people. Two
types of measures are used in this regard, self-assessed health and quality of life. Self-
reported health was found to be related to educational degree and, independent of
education, to financial wealth in a dose-response relationship in several reports (22). Quality
of life may represent a more adequate indicator of well being as it captures different
dimensions of everyday experience. One such measure, the CASP-questionnaire (24), has
proved to be particularly useful in ageing studies. This measure is a summative index
consisting of 19 (or in the short version 12) Likert scale items assessing the four domains of
Control, Autonomy, Self-realization and Pleasure; hence CASP-19 (25). These domains are
thought to describe aspects of well being that are typical for third age populations, while not
being confounded by potential determinants such as health status or financial circumstances.
In two large-scale investigations the association of socioeconomic position with CASP was
tested.

The first one examined this association with multiple social indicators among some 15,000
men and women aged 50 or more in 10 European countries (19). Main findings indicate that
education, income and assets are related to quality of life although associations vary by
country. Moreover, no indication was found that the socioeconomic differences in quality of
life diminished after retirement. The second investigation used data from the English
Longitudinal Study of Ageing and applied the newly developed National Statistics Socio-
Economic Classification that defines seven different social strata mainly based on
occupational characteristics (25). Results show that social position explains quality of life at
older ages in a hierarchical manner, with a gradient similar to the one observed in previous
morbidity and mortality studies. Interestingly, the predictive power of occupational standing
was particularly strong for those who were outside the labour force, suggesting that
differences within the world of work become exaggerated after labour market exit (25).

In summary, substantial social inequalities in health and well being are present in third age
populations in modern societies. These inequalities were most consistently reported for a
variety of Western European countries as well as for the United States of America. Given this
evidence, the next challenge consists in exploring the role of socially productive activities in

the context of unequal health and well being.

2.3 Social productivity and well being in early old age: the role of work and employment
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Early retirement from regular employment provides a major challenge to social and health
policy in all European countries as a shrinking proportion of economically active people will
have to support a growing number of economically dependent older people. Across
European countries, large variations in workforce participation rates among those aged 50
and beyond are observed (26). At least three types of determinants of early retirement have
been identified: financial incentives, poor health, and low socioeconomic status in
association with poor quality of work.

Concerning financial incentives to retire early, national policies vary quite substantially with
respect to regulations. The same holds true for pension schemes with extended eligibility
and alternative income options (27). In combination with economic pressure from employers
these national variations may largely account for substantial differences in workforce
participation rates, e. g. in the age group 55-59, which were recently as low as about 20% in
Belgium, ltaly and France, about 35 to 40% in Germany and Spain, and much higher in
Switzerland and Scandinavian countries (26).

The two remaining determinants, poor health and low socioeconomic status in association
with poor quality of work are closely intertwined. Obviously, workforce participation beyond
age 50 is socially patterned in all modern societies from which respective data are available:
working people with low level of skill or low socio-economic position leave the labour market
earlier than higher skilled and higher status people (28). Part of this effect is due to a higher
proportion of people working in physically demanding or even precarious jobs. The
association of employment duration and well being is bi-directional (29). Poor health and
disability are powerful predictors of early exit from labour market, and leaving the job
prematurely contributes to reduced well being.

The English Longitudinal Study of Ageing (ELSA) provides direct evidence of this bi-
directionality (30). Men and women in paid employment reported better health than those
who left their job, with the exception of a privileged, wealthy high status group that could
afford early retirement. During follow-up, both men and women who reported that their health
was fair or poor at study onset were more likely to be retired prematurely two years later
compared to those reporting good health. Among men, relatively largest differences were
observed in the age group 50 to 54 years. The same holds true for those who reported some
mobility limitations in the beginning. Conversely, those reporting excellent health during the
first wave while not being employed had a higher probability of returning to work two years
later.

The social patterning of disability pension further supports the argument that health and well
being are powerful determinants of early labour market exit. Several large-scale studies from

Scandinavian countries found that low occupational status (31), low income (28), or low level
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of education (32) were associated with elevated risk of disability pension. A recent study
from Germany observed that, among men, low income was a stronger predictor of disability
pension than low educational degree, piece work or physically demanding work, whereas,
among women, low educational level was the strongest predictor (33).

However, poor quality of work is not only more prevalent among working men and women
with low socioeconomic status, but exerts direct effects on health and well being as well.
Different dimensions of poor quality of work with direct relevance for health have been
identified. First, exposure to noxious physical or chemical stressors, noise and physically
strenuous job tasks are still widespread across Europe (34). All these conditions were shown
to increase the risk of early retirement, and in particular of receiving disability pension (31,
33). Second, shift work in combination with night shift and extended overtime work adversely
affects health, and the same holds true for monotonous, repetitive work such as piecework or
work in low status service jobs (28, 31, 32, 33).

A third dimension of poor quality of work concerns the psychosocial features that elicit
chronically stressful experience among exposed people. It is important to define poor
psychosocial quality of work in terms of a theoretical model that allows for an identification of
stressful aspects at a general level, and, thus, can be applied to a wide range of different
occupations. Several theoretical concepts of stressful work have been developed (35, 36),
but two models have received special attention in recent international research: the demand-
control model (14) and the effort-reward imbalance model (11).

The former model identifies stressful work by job task profiles that are characterized by high
demand in combination with low control (in particular lack of decision authority over one’s
tasks). The combination of either component, but also the presence of low level of control or
decision latitude alone is critical for health (37). The latter model builds on the notion of
social reciprocity that lies at the core of the employment (or work) contract. It claims that an
imbalance between high efforts spent and low rewards received in turn (money, esteem,
career prospects including job security) adversely affect health. ‘High cost/low gain’
conditions at work are frequent among those who have no alternative choice in the labour
market, or those who work in highly competitive jobs. Moreover, motivational patterns such
as work-related overcommitment increase their probability.

Based on psychometrically validated questionnaires (38, 39) both models were tested in a
broad range of epidemiological investigations. Recent reviews summarized the current state
of research with respect to increased risk of cardiovascular disease (40), mental health (in
particular depression) (41), and other types of stress-related diseases, including the analysis
of psychobiological mechanisms and behavioural outcomes (42, 43). Overall, working in a

high demand/low control job or suffering from high effort in combination with low reward at
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work is associated with a twofold elevated relative risk of incident cardiovascular (and
especially coronary heart) disease and a similar increase in risk of incident depression. In
addition, psychosocial stress at work was found to be associated with an increased risk of
metabolic syndrome and type2 diabetes, alcohol dependence, musculoskeletal pain, and
reduced physical and mental functioning (42, 43).

An adverse psychosocial work environment in terms of these two models exerts negative
effects on health among older workers by increasing their probability of long sickness
absence, of reduced performance and productivity, and of forced early retirement due to
illness or disability. In fact, robust evidence indicates that low control at work is an
independent risk factor of disability pension (28, 31, 44), and at least one large-scale study
demonstrates a similar effect of high effort in combination with low reward at work (33).
Moreover, the intention to leave one’s job prematurely was found to be much more prevalent
among older employees suffering from poor quality of work. In an analysis of baseline results
from the Survey of Health, Aging and Retirement (SHARE) study based on data obtained
from 3523 men and 3318 women in 10 European countries, significantly elevated odds ratios
(OR) of effort-reward imbalance (OR 1.72 (1.43-2.08) and of low control at work (OR 1.51
(1.27-1.80) were independently associated with the intention to retire from work, after
adjustment for well-being (45). This consistent association across all European countries
under study calls for improved investments into better quality of work, in particular increased
control and an appropriate balance between efforts spent and rewards received at work (see

below section 4).

2.4 Prospective evidence from the SHARE study

Most recent data from the second wave of the SHARE study (46) offer an opportunity to
replicate earlier findings and to test the hypothesis that low quality of work (in terms of failed
reciprocity between efforts spent and rewards received and in terms of low control) predict
reduced health and well being two years later.

Results not shown in detail reveal substantial variations in quality of work between countries.
First, for both models we observe an overall lower quality of work in Southern and Eastern
European countries, compared to Northern and Western European countries. For each
country, low quality of work was defined as the percentage of people scoring in the upper
tertile on respective scales (46). Western countries were Netherlands, Germany, Belgium,
France, Switzerland and Austria, Northern countries were Sweden and Denmark, Southern
countries were ltaly, Spain and Greece, and Eastern countries were Poland and Czech
Republic.
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Second, in all countries the prevalence of low quality of work is highest in the group of men
and women who are located in the lowest tertile of income distribution, and similarly in the
lowest tertile of educational attainment. All figures demonstrate a clear social gradient with
decreasing prevalence of stressful work according to increasing income and increasing
educational attainment. Social gradients are steeper for education than for income, and they
are much steeper in Eastern and Southern as compared to Western and Northern countries.
For instance, 43% of older employees with low education in Eastern Europe experience lack
of reciprocity between efforts and rewards, but only 8% of those with highest level of
educational attainment.
Third, to test the main hypothesis, two indicators of well being were introduced, depressive
symptoms, as measured by the EURO-D scale of depression (47), and ‘decreased self-rated
health’, as assessed by a single question comparing one’s current health status to previous
health. The sample restricted to people who were still in regular employment or self-
employed at wave 2 and those with complete data from both waves was composed by 5403
participants. Figure 1 demonstrates the prevalence of depressive symptoms (at wave 2) for
three groups of European countries (Eastern Europe being excluded as only one wave was
completed so far) according to whether low quality of work assessed at wave 1 (scores in
upper tertiles) was present or not. Despite variations in the prevalence of depressive
symptoms clear-cut differences are obvious in all three country groups for effort-reward
imbalance and for low control at work. In Figure 2, the same analysis was performed with
decreased self-rated health as an indicator of well being. Again, a similar pattern of results
became obvious (46).

[insert Figures 1 and 2 about here]
These findings were further analysed in multivariate logistic regression models that were
adjusted for country affiliation, level of well being at wave 1, age and gender. A remarkable
outcome of these latter analyses indicates that the association of education and income with
well being is considerably attenuated if measures of quality of work are introduced into the
models. For instance, a significant odds ratio (OR) of low education (OR 1.28) for depression
was diminished (OR 1.03) after introducing the two work stress summary measures, the
effort-reward ratio and low control (respective significant ORs were 1.37 and 1.29
respectively). In analyses with decreased self-rated health as indicator of well being similar
findings were observed (unpublished results).
In conclusion, a brief review of recent research testing hypotheses 2 and 3 stated above in
general supports these assumptions. Experienced reciprocity between efforts and rewards
and control at work are beneficial for health and well being. Conversely, continued exposure

to effortful work that is not reciprocated by appropriate rewards as well as exposure to job
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tasks with little freedom and decision latitude in the long run undermine the well-being and
health of older employees by eliciting recurrent stressful experience and by reducing positive
emotions and motivations in daily working life. As these conditions are more prevalent
among less educated and less wealthy workers they may account for a part of the elevated
burden of ill-health and poor well being that has been documented in these population

groups.

2.5. Social productivity and well being in early old age: the role of informal work

The definition of social productivity given above includes informal, unpaid work (e.g. in terms
of volunteering, informal help, caring) as well as paid work. These activities become more
relevant in third age populations past retirement, given a lack of established societal roles.
According to the hypotheses stated above people engaged in socially productive activities
benefit from these actions in terms of their well being, specifically if they provide experiences
of reward and control. In this section, we explore respective evidence in a comparative
European perspective. First, variations in the prevalence of productive activities across
countries are described, and age and gender differences are considered. Next, the social
gradient of productive activities is demonstrated. Finally, associations of socially productive
activity with well being are analysed, using voluntary work as a prominent example. This
latter analysis considers differences in well being between active versus non-active groups
as well as differences within active groups, according to their experience of reciprocity or
control.

Concerning variations across countries, baseline data from SHARE demonstrate a North-
South European gradient of socially productive activities, with more activities in Northern and
North-Western countries and less activities in the Southern region. Taken together, about 10
percent of participants are engaged in voluntary work, about 17 percent in informal help, and
about 5 percent in care for a sick person. Every tenth participant of this study is involved in
more than one socially productive activity (48). The North-South difference is most
pronounced in voluntary work with 20 percent active elderly in the Netherlands, in Sweden
and in Denmark, but only 3 percent active elderly in Greece and Spain. Possible
explanations of these differences have been discussed elsewhere (15, 48).

Within each country, age, gender and socioeconomic status are relevant determinants of
activities. For instance, informal help and caring is more frequent at younger age (50 to 64
and 65 to 74), and the same holds true for the prevalence of voluntary work. The frequency
of this latter activity sharply declines in the oldest age group (75 and beyond). In most
countries, women are more active in caring and men are more active in volunteering, but in

general gender differences are not very pronounced (49).
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A significant and consistent finding concerns social inequalities in the frequency of
productive activities. For instance, those in the highest tertile of educational attainment are
three times more likely to volunteer and twice as likely to provide informal help and care
compared to those in the lowest educational tertile. These differences are consistent across
all countries and most pronounced in case of voluntary work (49). Taken together, they
illustrate lower options of potentially beneficial effects of goal-directed agency on well being
among lower socioeconomic third age populations.
The next question to be addressed points to the association of socially productive activity
with well being. In the SHARE study, two indicators of well being were introduced: quality of
life and depressive symptoms. Quality of life was assessed by the CASP 12 questionnaire
where means of the sum score (range 12-48; with higher scores indicating better quality of
life) were calculated (24). Depressive symptoms were measured by the EURO-D scale.
According to authors (47) the manifestation of 3 or more symptoms on this scale is
considered indicating a mild-to-moderate depression. Below we give the percentage of
depressive people according to this definition. Figures 3 and 4 summarize results from
bivariate analyses on the association of a main socially productive activity, volunteering
(assessed at wave 1) on quality of life (assessed at wave 2), again stratified according to the
three groups of European countries. In this case, participants are categorised into one of the
following conditions: (1) participants who did not volunteer; (2) participants who volunteered
and who experienced reciprocity of exchange; (3) participants who volunteered, but did not
experience reciprocal exchange.
Two striking findings are obvious from Figure 3. First, we observe again a North-South
gradient in quality of life, irrespective of the participants’ activity status. Second, in each
group of countries those who experience their voluntary work as rewarding enjoy significantly
better quality of life than those without experienced reciprocity, and inactive participants have
the lowest mean quality of life.
A similar structure of results is apparent from Figure 4 where the prevalence of mild-to-
moderate depression is given according to activity status. Again, a gradient in the prevalence
of depression is observed, and those who experience reciprocal exchange in volunteering
demonstrate lowest levels of depressive symptoms. In this case, the group of participants
with lack of reward in volunteering work has even a higher level of depression than the
inactive group.

[insert Figures 3 and 4 about here]
Given the multilevel structure of the data we used a multilevel model with individuals (level 1)
nested within countries (level 2). This procedure offers the opportunity of studying variations

of well being at each level of analysis (between and within countries). Results not
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demonstrated in detail indicate that variations of well being within countries are substantially
larger than variations between countries. Individual characteristics (most importantly
socioeconomic position and participation in a socially productive activity) contribute most
towards explaining variability of well being within countries. Importantly, the effect of
participation in social activity is contingent on the experience of reciprocity in exchange (50).
Taken together, results suggest that higher socioeconomic status and participation in
rewarding voluntary work exert beneficial effects on well being, and that this association
varies according too the larger socio-cultural context of European countries. Additional
findings obtained from a French study on an elderly population indicate that well being in
terms of low level of depressive symptoms was relatively highest among those participants
who were active in a socially productive activity where a high level of control and autonomy
was perceived (51).

In conclusion, these results lend some support in favour of the three hypotheses stated
above: Being socially productive in informal work where reward and control are experienced
is associated with better well being in terms of quality of life and lack of depression (Figures
3 and 4). The findings on informal work to some extent parallel those obtained from working
populations where a high quality of work in terms of reward and control was associated with
lower level of depression and better self-rated health. Although we are not able to
disentangle the pathways between socioeconomic position, productive activity and well being

the prospective study design offers an opportunity to further test their interaction.

3. Future directions of research

In policy terms the results presented and discussed in section 2 are mainly directed towards
the meso- and micro-level of sociological analysis as their focus was put on the study of
associations between older people’s activity in core social roles (formal and informal work
roles) and their well being. Yet, the larger socio-political contexts that are to be addressed at
the policy level in order to develop significant and sustainable changes were not included in
this analysis. As countries differ according to their social policy and welfare systems, these
differences need to be addressed in a more comprehensive analytical approach.

The most influential typology of European (or Western) welfare systems developed by
Esping-Andersen (52) distinguishes between three worlds of welfare state capitalism: the
liberal, the conservative, and the social democratic. These three types differ with regard to
the ways of how two main components of welfare and social policy are handled at national
levels: the degree of welfare transfer to people who are not working, and the degree of
welfare service provided to the public (health care and social care). This typology is more

strongly based on the first than on the second component, and as such it has evoked critical
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discussions (53). Nevertheless, empirical evidence indicates that differences between the
three welfare regimes are most pronounced with respect to the transfers provided to
population groups outside of the labour market (in particular retired, unemployed,
permanently sick persons). In this regard, the social democratic welfare regimen ranks
highest, the liberal regime ranks lowest, and the conservative regime lies between these two
(54).
It is of interest to know whether and to what extent the associations observed between
quality of work and well being vary between the three types of welfare regimes. For instance
one can expect that in social democratic systems more resources are invested into an
improvement of quality of work and into the social protection of those who are excluded from
the labour market, whereas less emphasis is put on these aspects in liberal regimes. Again,
countries with a conservative regime may be placed between these two extremes. Along
these lines we started preliminary analyses where we categorized the countries of the
SHARE study together with England (based on respective data from the English Longitudinal
Study of Ageing (ELSA) (7)) into three groups: social democratic (Denmark, Sweden), liberal
(England, Switzerland) and conservative (the remaining countries of SHARE). Multivariate
logistic regressions were run for each of the three categories where odds ratios of
depressive symptoms were estimated according to quality of work. As discussed in Figures 1
and 2, low quality of work was defined in terms of scoring high on the summary measure of
imbalance between effort and reward and in terms of scoring high on the measure of low
control at work (upper tertiles).
Figure 5 indicates that in each type of welfare systems, low quality of work is associated with
a higher relative risk of experiencing depressive symptoms. However, odds ratios in both
regards (effort-reward imbalance and low control) were lowest in the social democratic
countries, intermediate in conservative countries and highest in the country with a liberal
welfare state regime. The odds ratios in Figure 5 are adjusted for socioeconomic status, age
and gender.

[insert Figure 5 about here]
As stated, these are preliminary results which need to be elaborated more systematically in
future research in order to elucidate the impact of larger socio-political contexts, such as
welfare regimes, on the well being of socially productive older people across Europe. It may
be more difficult to study these associations in case of informal work than in case of paid
work and employment. The main reason of this difficulty is given by the fact that the welfare
typology is more explicitly based on labour marked-related transfer characteristics than on
characteristics of welfare services, such as social services and health care services provided

to the elderly. For instance, a recent study demonstrated that the welfare regimes vary very
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little with regard to health care expenditures and that the correlation between the two
components (transfers and welfare services) is generally weak (54). Thus, it seems unlikely
to find variations in the strength of association between quality of informal work (e.g.
volunteering) and well being according to type of welfare regime similar to those reported
above (Figure 5). Yet, in further analyses this assumption will be tested, using available data
from the SHARE and ELSA studies.

4. Policy implications of current evidence

In this contribution we set out to analyse socioeconomic and psychosocial determinants of
well being in early old age in European countries. Our aim was to emphasize the importance
of the social opportunity structure in supporting and strengthening people’s health and well
being through their agency in rewarding and control-enhancing productive activities. Two
such opportunity structures were considered, the formal labour market offering varying
degrees of quality of work and employment, and the informal market of unpaid work
(volunteering, informal help, caring) provided to elderly people. In either case, the theoretical
notions of autonomy and reward resulting from reciprocal exchange were applied to explore
variations in well being.

We found that belonging to a higher socioeconomic status group and being socially
productive in a rewarding and control-enhancing formal (paid work) or informal (volunteering)
social role is associated with better well being. This holds true for different indicators of well
being (depressive symptoms, self-rated health, quality of life), and associations are
consistent in cross-sectional and longitudinal analyses. An additional finding points to
relevant variations according to type of country under study (e.g. a North-South European
gradient) or according to type of welfare state regime (social democratic, conservative,
liberal).

Despite the fact that some of these results (mainly based on data from the first two waves of
the SHARE study) deserve further analysis several policy implications become obvious at
this stage of available evidence. These implications differ between formal and informal social
roles and are more explicit in the former case. In the introductory remarks three related
policy questions were raised: What needs to be done to maintain as many older people as
possible in employed working conditions? By what means is it possible to reduce the
proportion of employees with early exit from the labour market? How can health and well
being of middle-aged to early-old-age working men and women better be protected and
improved?

Answers to these questions are obviously complex and involve different levels of activity of

shareholders, organizations and policy-making bodies. Yet, a common feature of such
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activities concerns measures that aim at improving the quality of work. In the context of our
research the following recommendations are examples of theory- and evidence-based policy
implications:

-Improving monitoring activities of health-adverse working conditions (including traditional
physical and chemical hazards and more recent psychosocial hazards) at national and
regional level as well as at the level of branches, occupations and firms or organizations;
-Implementing more comprehensive occupational health and safety measures that include
the promotion of healthy work;

-Monitoring occupational high risk groups, in particular those employed in precarious work,
temporary and irregular work, as well as those working in risky jobs (e.g. transport workers,
construction workers, employees in emergency services);

-Increasing the flexibility of work time arrangements including broader opportunities of part-
time work and continued training as well as ‘flexicurity’ models of occupational careers;
-Securing fair pension and retirement arrangements both in relation to lifetime contributions
to the labour market and in relation to major shocks (long-term unemployment, forced early
retirement, disability pension);

-Designing and implementing measures of organizational and personnel development that
are instrumental in increasing control at work and in providing fair rewards in return to efforts
spent; these measures concern single organizations as well as larger bodies of branches,
stakeholder associations, trade unions or even national and transnational legislation.

This latter recommendation can be further specified by pointing to models of good practice
that are already available in the context of European-wide initiatives (55). Measures include
the reorganisation of division of work with the aim of developing more complete job task
profiles (e.g. job enlargement, job enrichment), more adequate promotion prospects
including job security, more flexible forms of remuneration and non-monetary gratifications,
enhanced leadership training and the development of a culture of trust, fairness, and
transparency at organizational level. These measures can be further tailored towards specific
age groups, in particular middle-aged and early-old-age groups, in order to maintain their
health and well being and to enhance their motivation towards staying at work.

Less elaborated policy measures concern the realm of informal work. The following policy
guestions were addressed in the introductory section: What needs to be done to enable
retired people to continue or initiate socially productive activities, such as volunteering, being
engaged in informal help or caring for a sick or disabled person? How can the proportion of
socially productive early old people be augmented? What are the costs and benefits of

extending respective opportunities and incentives?
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Two broad answers are obvious. First, the opportunity structure of informal work for third age
population groups needs to be developed in a pro-active manner. This includes the creation
of new social roles in the context of an emerging civil society, the liberalization of legal
restrictions including tax allowance, and a change of societal attitudes and views of the role
of ageing in the life course (56). In all these instances lower socioeconomic status groups
are a primary target group as they are largely excluded from opportunities of socially
productive activities past retirement. The second answer points to the need of developing
quality measures of informal work, in particular of providing informal work roles with options
of reward that entail the experience of recognition and esteem, and with options of control
that entail the experience of autonomy and self-efficacy. Our results have demonstrated that
the beneficial effects of being socially productive in an informal role to a large extent are
contingent on the presence of these characteristics.

In conclusion, the socio-emotional consequences of participating in rewarding and control-
enhancing formal and informal productive activities for healthy ageing are far-reaching.
Strengthening these conditions through targeted policy measures is considered a promising
approach towards tackling the economic, social and health-related challenges of ageing
societies.
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Figure 1: Prevalence of depressive symptoms in wave |l (EURO-D) according to low quality

of work in wave | (yes= highest tertile effort-reward ratio or low control; no= lower tertiles)
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Figure 2: Prevalence of decreased self-rated health in wave Il according to low quality of

work in wave | (yes= highest tertile effort-reward ratio or low control; no= lower tertiles)
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