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Objectives. We estimate comparable prevalence estimates of “successful aging” for 14 European countries and Israel,
adding a new cross-nationally comparative perspective to recently published findings for the United States.

Methods. Measures for a variety of specific successful aging criteria were derived from baseline interviews of respon-
dents aged 65+ who participated in the Survey of Health, Ageing, and Retirement in Europe (n = 21,493). A multivariate
logistic model was run for our global successful aging measure.

Results. Our analysis revealed substantial cross-country variation around a mean value of 8.5%: Although as many as
21.1% of older Danes meet our successful aging criteria, the respective proportion in Poland is only 1.6%. Age, gender,
and socioeconomic status are shown to bear highly significant associations with individuals’ odds of successful aging.

Discussion. The observed cross-national variation in successful aging—which continues to exist if population
composition is controlled for—highlights the importance of taking into consideration structural factors at the societal
level. It also suggests a potential for policy interventions supporting individuals’ opportunities for successful aging.

Key Words: Cross-national research—Population aging—SHARE—Successful aging.

GAINST the background of a steady increase in life

expectancy, the question of how people will age has
become increasingly important. Issues of particular concern
are future trends in older adults’ health (e.g., Crimmins,
2004; Parker & Thorslund, 2007) and social integration
(e.g., Cornwell, Laumann, & Schumm, 2008; Kohli, Hank, &
Kiinemund, 2009), where adverse developments might
threaten individuals’ potential for “successful aging”.
Although this term has become very popular in the geronto-
logical literature, there is little consistency in definitions of
the concept, and many studies do not even attempt to define
it (Bowling, 2007, p. 264). Probably the most influential
conceptualization to date was introduced by Rowe and
Kahn (1997, p. 439), who defined successful aging as
“avoidance of disease and disability, maintenance of high
physical and cognitive function, and sustained engagement
in social and productive activities” (also see Rowe & Kahn,
1998).

Even if some authors are critical about this conceptuali-
zation of successful aging, one needs to acknowledge that it
has become a “calculable gold standard of aging” (Dillaway
& Byrnes, 2009, p. 706) applied in many empirical studies
today (see Bowling, 2007, p. 272). Recently, McLaughlin,
Connell, Heeringa, Li, and Roberts (2010), for example,
applied Rowe and Kahn’s concept to data from the Health
and Retirement Study (HRS), estimating the prevalence of
successfully aging older Americans to be no greater than
12%. Moreover, the authors found indication for a substan-
tial decline in the odds of successful aging over time and for
disparities across social groups, suggesting an important
role of structural factors in enabling successful aging.

The Survey of Health, Ageing, and Retirement in Europe
(SHARE) allows us to calculate comparable prevalence
estimates of successful aging for 14 European countries
and Israel, thereby complementing previous research in
several ways. First, McLaughlin and colleagues (2010,
p. 225) concluded that because only “[f]lew older adults
meet Rowe and Kahn’s definition of successful aging [ . . . ]
modification of [their] concept is necessary if it is to be
used as a benchmark by which to assess the health and
functioning of our older population.” To further substanti-
ate such a conclusion, it should be helpful to compare pro-
portions of successfully aging individuals across nations:
What extent of cross-country variation will we observe using
the same definition of successful aging? Europe, which is
similarly challenged by population aging as the United
States, appears as an ideal setting for such kind of analy-
sis. Second, previous studies highlighted the importance
of microlevel structural factors, such as age, education,
and income. By taking a cross-nationally comparative
perspective, we add another—macrolevel—dimension of
potentially relevant structural (e.g., welfare state) factors
affecting individuals’ opportunities for successful aging
to the analysis. Finally, previous research using SHARE
tended to address singular aspects of successful aging,
focusing on its social activity dimension (e.g., productive
aging) or its biomedical dimension (i.e., healthy aging),
suggesting considerable heterogeneity between European
countries (e.g., Hank, in press; Santos-Eggimann, Cuénoud,
Spagnoli, & Junod, 2009; Sirven & Debrand, 2008). Following
Rowe and Kahn, our study attempts to draw a more com-
plete and multidimensional picture of successful aging in
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Europe by accounting for its biomedical and social activity
dimensions.

METHODS

Data

We use baseline interviews from the first two rounds of
the SHARE (see Borsch-Supan, Hank, & Jiirges, 2005;
Borsch-Supan, Hank, Jiirges, & Schrdder, 2010), which was
modeled closely after the Health and Retirement Study.
SHARE is representative of the noninstitutionalized
population aged 50 years or older in all 15 participating
countries: Eleven countries—Austria, Belgium, Denmark,
France, Greece, Germany, Italy, The Netherlands, Spain,
Sweden, and Switzerland—contributed data to SHARE’s
first wave in 2004-2005. Further data were collected in
Israel during the years 2005-2006. Three more countries—
the Czech Republic, Ireland, and Poland—joined SHARE
for its second wave in 2006-2007, which also included
refresher samples in those countries that already participated
in Wave 1.

The weighted average household response rate at baseline
was 62%, ranging from 39% in Belgium and Switzerland to
81% in France. Sensitivity analyses for a set of core vari-
ables did not provide any indication for a significant bias
in distributions or item response behavior resulting from
below-average survey participation in countries, such as
Switzerland. To account for unit nonresponse, calibrated
design weights are applied in our descriptive analysis (see
Borsch-Supan & Jiirges, 2005, for methodological details).
Our analytic sample (n = 21,493) pools baseline interviews
of respondents aged 65 years or older from both waves,
excluding older adults who required proxy respondents (less
than 3% of the sample); see Table 1 for descriptive statistics.

Dependent Variable

Following Rowe and Kahn’s conceptualization—and in
order to obtain results comparable with those presented in
McLaughlin and colleagues (2010)—we defined successful
aging “as having (a) no major disease, (b) no activity of
daily living (ADL) disability, (c) no more than one difficulty
with seven measures of physical functioning, (d) obtaining
a median or higher score on tests of cognitive functioning,
and (e) being actively engaged.” (McLaughlin et al., 2010,
p. 217) Accordingly, our dependent variable equals 1 if
all the above conditions were fulfilled and O otherwise. The
single items on which this global measure of successful
aging is based were operationalized as follows:

(a) Respondents were considered to have no major dis-
ease if they neither reported that a doctor had ever told
them they had any of the following chronic diseases:
cancer, chronic lung disease, diabetes, heart disease,
or stroke nor obtained a score of 4 or more on the

Table 1. Pooled Sample Characteristics (unweighted)

Characteristics

Demographics
Age (years) 73.2 (6.7)
Female (%) 54.2

Socioeconomic status (%)
Low educational degree 56.2
Medium educational degree 23.7
High educational degree 12.0
Making ends meet (fairly) easily 40.0
Homeowner 46.3

Survey year (%)
Baseline interview in 2004 46.7
Baseline interview in 2005 13.1
Baseline interview in 2006 10.2
Baseline interview in 2007 30.0

Country (n [all] = 21,493, %)
Austria (n = 1,098) 5.0
Germany (n = 1,948) 9.0
Sweden (n = 1,897) 8.8
The Netherlands (n = 1,585) 7.4
Spain (n = 1,697) 8.1
Ttaly (n =1,916) 8.9
France (n =1,812) 8.5
Denmark (n = 1,308) 6.0
Greece (n = 1,663) 7.8
Switzerland (n = 800) 3.7
Belgium (n = 1,946) 9.0
Israel (n = 1,140) 5.3
Czech Republic (n = 1,163) 54
Poland (n = 1,046) 4.9
Ireland (n = 474) 2.2

Note: Pooled baseline interviews from SHARE Waves 1 and 2 (Release
2.3.0), 2004-2007.

EURO-D depression scale (see Castro-Costa et al.,
2008).

(b) Respondents were classified as having no disability if
they did not report difficulties performing any of the
following ADLs: walking across a room, dressing,
bathing or showering, eating, getting in or out of bed,
and using the toilet.

(c) Participants were considered to have high cognitive
functioning if they achieved a median or higher score
on a cognitive functioning index based on the following
items (see Dewey & Prince, 2005): naming correctly
the day of the week, day, month, and year (1 point for
each correct answer: maximum: 4); an immediate and
adelayed 10-word recall test (1 point for each correctly
recalled noun: maximum: 20); and a mathematical
performance test (1 point for each correct answer:
maximum: 5). For missing cognitive items, we
computed scores of 0. Participants could obtain a
maximum score of 29 (cf. Herzog & Wallace, 1997).

(d) Participants were classified as having high physical
functioning if they reported difficulties with at most
one of the six following activities: climbing one flight
of stairs; climbing several flights of stairs; lifting or
carrying items weighing more than 10 1bs.; stooping,
kneeling, or crouching; pulling or pushing large
objects; and walking 100 m.
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Table 2. Percentages Meeting Specific “Successful Aging” Criteria By Country

AT DE SE NL ES IT FR DK GR CH BE IL CzZ PL IE2 All usP
No major disease 59.0 475 452 498 403 390 393 51.0 481 59.6 464 315 412 255 550 426 370
No disability 880 842 868 888 8.3 838 8.5 89 8.7 908 81.7 830 82 670 835 837 821
High cognitive functioning® 684 67.5 648 634 209 363 453 672 532 709 525 442 602 305 608 485 578
High physical functioning? 646 614 685 694 514 542 606 694 495 790 626 423 590 31.1 647 573 490
Actively engaged® 223 274 397 407 228 242 295 426 270 314 375 351 180 171 406 27.1 49.7
Successful aging - (global) 102 116 174 170 3.1 53 84 21.1 7.7 161  11.8 10.2 6.4 1.6 157 85 109

Notes: Pooled baseline interviews from SHARE Waves 1 and 2 (Release 2.3.0), 2004-2007; cross-sectional weights applied. AT = Austria; DE = Germany; SE =
Sweden; ES = Spain; IT = Italy; FR = France; DK = Denmark; GR = Greece; CH = Switzerland; BE = Belgium; IL = Israel; CZ = Czech Republic; PL = Poland;

IE = Ireland.
2No weights available yet.

b Calculations by McLaughlin and colleagues (2010) (Table 2) based on the 2004 Health and Retirement Study.

¢This is somewhat different from McLaughlin and colleagues’s measure whose maximum is 33.

dThe sum of activities used here is one less than in McLaughlin and colleagues’s study, who treated “walking one block™ and “walking several blocks” as two
separate activities, whereas SHARE provides information about difficulties “walking 100 meters” only.

¢This is slightly less inclusive than McLaughlin and colleagues’s operationalization, which is based on volunteering in the previous year, grandparenting (at least
100 hours) during a 2-year period, and having or regularly getting together with friends or neighbors, irrespective of whether help is provided.

(e) Respondents were defined as being actively engaged
if they reported, first, having done “any paid work™ or
“voluntary or charity work™ in the month preceding
the interview or having provided any grandchild care
during the past twelve months and, second, living
with a partner; having “provided help to family,
friends, or neighbors;” or having “gone to a sport,
social, or other kind of club” in the month preceding
the interview.

Note that all items were translated into national lan-
guages from the same English-language “generic” SHARE
questionnaire, whose translation was carefully checked in
order to ensure cross-national comparability (Borsch-Supan
etal., 2010, p. 509).

Independent Variables

We control for two demographic variables, namely sex
and age. Moreover, we employ three measures of the
individual’s socioeconomic status (SES): First, the highest
educational degree ever achieved (“low” = lower secondary
level of education or less, “medium” = upper secondary or
postsecondary nontertiary level of education, and “high”
first stage of tertiary education or higher); second, a binary
indicator of perceived income adequacy, which equals 1, if
the respondent reports that it is (fairly) easy to make ends
meet (this has been shown to be a robust indicator of finan-
cial capacity in older age; see Litwin & Sapir, 2009); and,
third, a dummy variable for homeownership serving as a
wealth indicator. Finally, we control for the individual’s
country of residence and for the year in which the baseline
interview was conducted.

Methods

In addition to simple cross-tabulation of the outcome
measures by country, we estimated a logistic model (using
STATA 11.1), controlling for the sociodemographic variables

described earlier as well as for country and year of the
survey. The results of the multivariate model are presented
as odds ratios (ORs). We applied effect coding to highlight
each country’s deviation from the grand mean of all coun-
tries in the sample (e.g., Wendorf, 2004). Effect coding uses
contrast weights that result in tests of deviations of group
means from the intercept coefficient, which inherits the
value of the grand mean. That is, different from dummy
coding, where coefficients indicate deviations from the
omitted reference group, the coefficients of the k country
indicators in our model specify each country’s deviation
from the grand mean of all observations. In effect coding,
the reference group receives a value of —1 on all between-
group vectors; the regression coefficient of this group is
eventually calculated as the sum of all k-1 regression coef-
ficients with their signs reversed.

RESULTS

Bivariate Analysis

The results of our bivariate descriptive analysis (see
Table 2) show a wide variation in the proportions of older
people meeting specific successful aging criteria across
countries. The percentage of elders reporting ‘“no major
disease” (mean: 42.6%) is about twice as high in Austria
and Switzerland (~60%) than in Israel and Poland (~30%).
Although this range is smaller for the “no disability” crite-
rion (90.8% in Switzerland vs. 67.0% in Poland, with a
mean of 83.7%), it is even wider if “high cognitive
functioning” (mean: 48.5%) is considered, where Spain
(20.9%) marks the low end of the distribution, whereas
Austria and Switzerland (~70%)—again—score best.
Switzerland (79.0%) also has the highest proportion of older
people with “high physical functioning,” followed by
The Netherlands (69.4%), whereas Israel (42.3%) and
Poland (31.1%) clearly lie below the mean of 57.3%. Turning,
finally, to “active engagement” (mean: 27.1%), we once
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more observe cross-country differences by a factor of
more than two, with the highest shares in Denmark and The
Netherlands (slightly more than 40%) and the lowest ones
in Poland and the Czech Republic (somewhat >20%).

Accordingly, our global measure of successful aging
ranges from 21.1% in Denmark (closely followed by Sweden
and The Netherlands: ~17%) to 3.1% in Spain and 1.6%
in Poland. On average, the prevalence of successful aging
among older Europeans is 8.5%—which is even lower than
the 10.9% reported by McLaughlin and colleagues (2010)
(Table 2) for the United States in 2004. However, comparing
the American results with each of the 15 countries consid-
ered here (see Table 2) shows that they almost always lie
within the range of values observed in Europe. Even if some
of the cross-country differences might be confounded by
differential population composition, it seems worth noting
that the United States (together with Poland and Israel) ap-
pears at the lower end of the distribution if the proportions
of elders with no major disease or high physical functioning
are considered. This looks very different, though, if we turn
to active engagement. Even those European countries with
the highest proportions of “active” older people—Denmark
and The Netherlands—exhibit lower prevalence rates than
the ones estimated by McLaughlin and colleagues (whose
operationalization of active engagement is somewhat less
restrictive than ours, though).

Because Rowe and Kahn’s concept of successful aging
has both a biomedical and a social activity dimension, it
seems interesting to look at the correlation between the
two across countries (see Supplementary Figure 1). We
barely find any correlation between the proportion of
socially active (productive, respectively) elders and the pro-
portions of older people without major diseases (R* = .05)
or disabilities (R? = .04). Aggregate levels of cognitive and
physical functioning, however, bear stronger associations
with the extent to which a country’s older population is
actively engaged (R? = .18 and .12, respectively). Obviously,
significant proportions of healthy people are not actively
engaged, which is particularly apparent in Switzerland,
which ranks first on all biomedical indicators considered
here but takes a median position only if active engagement
is considered. Thus, although “healthy” and ‘“active”
aging are not fully independent of each other, they should
clearly be treated as distinct components of successful
aging (see the concluding section for a further discussion
of this issue).

Multivariate Analysis

To account for the role of demographic and socioeco-
nomic characteristics in individuals’ opportunities for suc-
cessful aging as well as for potential effects of differences
in population composition in determining the cross-country
pattern described earlier, we estimated a multivariate logistic
model for our global successful aging measure (see Table 3).

Table 3. Results of Multivariate Logistic Regression for Global
“Successful Aging” Measure (n =21,493)

Characteristics ORs (95% Cls)
Demographics
Age 0.86%* (0.848-0.865)
Female 0.75%* (0.682-0.816)

Socioeconomic status (ref.: low education)
Medium level of education
High level of education
Making ends meet (fairly) easily
Homeowner

Survey year (ref.: baseline in 2004)
Baseline interview in 2005
Baseline interview in 2006
Baseline interview in 2007

Country (effect coding)

1.56%%* (1.396-1.741)
2.35%%* (2.078-2.661)
1.27%% (1.144-1.414)

1.09 (0.979-1.206)

1.22 (0.976-1.522)
1.49%% (1.236-1.809)
1.43%% (1.275-1.594)

Austria 0.90 (0.740-1.104)
Germany 1.16* (1.007-1.341)
Sweden 2.68%* (2.355-3.059)
The Netherlands 2.47%% (2.139-2.844)
Spain 0.42%%* (0.329-0.548)
Italy 0.70%* (0.583-0.840)
France 0.96 (0.805-1.151)
Denmark 2.60%* (2.242-3.015)
Greece 0.82%* (0.677-0.987)
Switzerland 2.13%% (1.757-2.585)
Belgium 1.18 (0.96-1.46)
Israel 0.76%* (0.600-0.962)
Czech Republic 0.59%* (0.472-0.748)
Poland 0.15%%* (0.098-0.238)
Ireland 1.36% (1.050-1.765)
Pseudo-R? 0.165

Note: Pooled baseline interviews from SHARE Waves 1 and 2 (Release
2.3.0), 2004-2007. Significance: **p < .01; *p < .05. CI = confidence interval;
OR = odds ratio.

To begin with, its results highlight the importance of
structural factors, such as age, gender, education, and eco-
nomic capacity. The odds of aging successfully decreases
significantly as individuals age and is lower for women than
for men, whereas those who obtained higher levels of edu-
cation or make ends meet easily are more likely than their
counterparts in the respective reference group to meet our

successful aging criteria. Moreover, we observe a positive
association between a later baseline interview (in 2006 or
2007) and successful aging, but—different from the study
by McLaughlin and colleagues—our period of observa-
tion clearly is too short to derive any substantive conclu-
sion from this finding. Even after having controlled for
these microlevel characteristics, considerable differences
between the countries represented in our study remain.
Although Austria, Belgium, and France do not deviate in
statistically significant ways from the grand mean, elders
in the Mediterranean countries as well as in the formerly
socialist countries Poland and the Czech Republic ex-
hibit significantly below-average odds of aging success-
fully (ORs ranging from 0.15 to 0.82). The reverse is true
for the Scandinavian countries as well as for Germany,
Ireland, The Netherlands, and Switzerland (ORs ranging
from 1.16 to 2.68).
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DiscussIoN

Exploiting data from the SHARE, we calculated com-
parable prevalence estimates of successful aging among
Europeans aged 65 years or older from 14 European countries
and Israel. Our analysis revealed substantial cross-national
variation around a mean value of 8.5%. Although one in
five older Danes meets our successful aging criteria, the re-
spective proportion in Poland is less 1 in 50. Relating these
findings to results of a recent study by McLaughlin and
colleagues (2010) based on data from the Health and Re-
tirement Study suggests that the proportion of successfully
aging Americans (10.9% in 2004) falls pretty well into the
broad range observed in Europe

The observed cross-country differences in Europe con-
tinue to be statistically significant even after controlling for
population composition, suggesting that, next to structural
factors at the individual level (such as demographics and
SES), structural factors at the societal level are closely re-
lated to successful aging opportunities. Thus, although we
tend to agree with McLaughlin and colleagues (p. 224) that
Rowe and Kahn’s concept of successful aging might be too
narrow for specific public health purposes, we still believe
that our study’s findings do have policy implications for
aging societies.

Twice as many Danes than Austrians manage to age
successfully, and holding other factors constant, the odds of
aging well in the Czech Republic or Spain, for example, are
only about half the European average. Relating these find-
ings to measures of income inequality in the countries con-
sidered here (e.g., the Gini coefficient; see Supplementary
Figure 2) provides some support to the notion that in more
egalitarian societies, greater proportions of elders succeed
in aging well (see Wilkinson & Pickett, 2006, for a related
discussion). Along the same lines, but more specifically, the
regional variations observed in our study also correspond
quite well with variations in welfare state policies affecting,
for example, elders’ health care and preventive services uti-
lization (e.g., Santos-Eggimann, Junod, & Cornaz, 2005) or
participation in socially productive activities (e.g., Hank, in
press)—and thus their capacity to age successfully. If poli-
cies have the power to improve this capacity, though, low or
even declining levels of successful aging need not—and
must not—be accepted by policy makers and practitioners.
Even if Denmark had already achieved the maximum level
of successful aging possible in an advanced society at the
beginning of the 21st century, this would still mean that
there is considerable, yet unused potential for improve-
ments elsewhere: Germany, Belgium, and many other
countries (including the United States) might double their
proportion of successfully aging older people if they would
follow the Danish “best practice.” Understanding better,
which particular welfare state policies are most important in
this regard and how they can be translated into concrete
measures enabling successful aging is an important task for
future research.

Limitations

This study has several limitations. First, one’s choice of a
specific successful aging measure obviously affects both
prevalence estimates and observed relationships. Despite a
focus on the biomedical dimension of successful aging,
Rowe and Kahn’s concept, which we employed here, also
accounts for active engagement, that is, having and main-
taining interpersonal relationships and productive activities.
If, for instance, we had restricted our analysis of successful
aging to health indicators alone (i.e., having no major
disease or disability and high cognitive and physical
functioning), the proportion of successfully aging older
Europeans would have increased by a factor of almost 2.5
to an average of 20.5% (ranging from 6.8% in Poland to
38.9% in Switzerland)—and might have changed yet again
if a different or expanded set of chronic conditions, for ex-
ample, had been used. The potential advantage of choosing
such a measurement of successful (i.e., healthy) aging is its
relative unambiguousness: Disease is unlikely to be per-
ceived as desirable by anybody, whereas an emphasis on
active engagement as an indicator of success discriminates
against elders who are unable or unwilling to engage in pro-
ductive activities, for example, but who might find meaning
in old age in other ways (e.g., Holstein & Minkler, 2003).
An exclusively biomedical conceptualization of successful
aging, however, clearly misses the undisputable fact “that
successful aging includes a broad set of circumstances that
include, but transcend, health” (Bowling, 2007, p. 272; also
see Dillaway & Byrnes, 2009) and is therefore not a prefer-
able alternative to Rowe and Kahn’s conception.

Even the latter has been criticized for being too narrowly
defined, and research exploring self-ratings and lay views of
successful aging, for example, regularly documents greater
diversity and more domains than those accounted for in
academic conceptualizations (e.g., Hung, Kempen, & De
Vries, 2010; Strawbridge, Wallhagen, & Cohen, 2002). Studies
also suggest that specific domains of successful aging may
be valued differently by older people across cultures (e.g.,
Fernandez-Ballesteros et al., 2008; Hung et al., 2010). This
is a second limitation of the present study because we
assume that Rowe and Kahn’s concept measures successful
aging in a comparable way across a variety of social and
cultural contexts—which might not always be fully ac-
complished. Particularly in case of the active engagement
criterion, the items that are most relevant to constitute an
individual’s classification as being “successful” might be
contextually bound (think, e.g., of the differential role of
kin and nonkin social networks in Scandinavia and the
Mediterranean and their association with well-being out-
comes; see Litwin, 2010). Moreover, self-reported health
measures might suggest cross-national differences in healthy
aging simply due to reporting or diagnostic differences
across countries. It is therefore highly desirable that surveys
such as SHARE or the HRS will collect even more bio-
marker information from their respondents in future waves
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(cf. Hank, Jiirges, & Schaan, 2009). These issues, however,
should not corrupt our overall conclusion of a substantial
North—South gradient of successful aging in Europe.

A third limitation (which also bears in it the potential for
future research, though) refers to our measures of micro
level characteristics, such as SES. Consistent with other
U.S. and European researches providing evidence for SES
differentials in elders’ health (e.g., Jiirges, 2010), social par-
ticipation (e.g., Hank & Stuck, 2008), or—more generally—
successful aging (e.g., McLaughlin et al., 2010), we find a
strong positive correlation of individuals’ level of education
and perceived income adequacy with the odds of aging suc-
cessfully. Evidently, these simple indicators of individuals’
SES do not fully capture the complex economic situation of
European elders and cross-national variations therein (see
Christelis, Japelli, Paccagnella, & Weber, 2009, for a detailed
discussion). More importantly, though, these characteristics
mainly reflect the respondents’ current SES. Clearly, it
would be desirable to account more properly for early-life
and midlife SES as well as other earlier life risk factors
potentially threatening the individual’s potential for success-
ful aging (e.g., Britton, Shipley, Singh-Mannoux, & Marmot,
2008; Pruchno, Wilson-Genderson, Rose, & Cartwright,
in press). Fortunately, SHARE’s third wave—conducted in
2008-2009—was designed as a retrospective life-history
survey (see Borsch-Supan et al., 2010). Once these data will
have become available for analysis, researchers will be
able to close further gaps in our knowledge, studying the
determinants of successful aging from a cross-national and
life-course perspective.

FunbpING

SHARE data collection in 2004-2007 was primarily funded by the
European Commission through its fifth and sixth framework programs
(project numbers QLK6-CT-2001-00360, RII-CT-2006-062193, and CITS5-
CT-2005-028857). Additional funding by the U.S. National Institute
on Aging (grant numbers U0l AG09740-13S2, PO1 AG005842, POl
AGO08291, P30 AG12815, Y1-AG-4553-01, OGHA 04-064, and R21
AG025169) as well as by various national sources is gratefully acknowledged
(see http://www.share-project.org for a full list of funding institutions).

SUPPLEMENTARY MATERIAL

Supplementary material can be found at: http://psychsocgerontology.
oxfordjournals.org/

ACKNOWLEDGMENTS

I would like to thank three anonymous reviewers and the Journal’s editor
for constructive comments on earlier versions of this article. This study
uses data from SHARE release 2.3.0, as of November 13, 2009.

CORRESPONDENCE

Correspondence should be addressed to Karsten Hank, PhD, University
of Cologne, Institute of Sociology, Greinstr. 2, 50939 Cologne, Germany.
E-mail: hank @wiso.uni-koeln.de.

REFERENCES

Borsch-Supan, A., Hank, K., & Jiirges, H. (2005). A new comprehensive
and international view on ageing: Introducing the Survey of Health,
Ageing and Retirement in Europe. European Journal of Ageing, 2,
245-253.

Borsch-Supan, A., Hank, K., Jiirges, H., Schroder, M. (2010). Longitudinal
data collection in continental Europe: Experiences from the Survey
of Health, Ageing and Retirement in Europe. In J.A. Harkness,
M. Braun, B. Edwards, T.P. Johnson, L. Lyberg, P.P. Mohler,...T.W.
Smith. (Eds.), Survey methods in multicultural, multinational, and
multiregional contexts (pp. 507-514). Hoboken, NJ: John Wiley &
Sons.

Borsch-Supan, A. & Jiirges, H. (Eds.), (2005). The Survey of Health,
Ageing and Retirement in Europe—Methodology. Mannheim,
Germany: MEA.

Bowling, A. (2007). Aspirations for older age in the 21% century: What is
successful aging? International Journal of Aging and Human Devel-
opment, 64, 263-297.

Britton, A., Shipley, M., Singh-Mannoux, A., & Marmot, M. G. (2008).
Successful aging: The contribution of early-life and midlife risk fac-
tors. Journal of the American Geriatrics Society, 56, 1098—1105.

Castro-Costa, E., Dewey, M., Stewart, R., Banerjee, S., Huppert, F.,
Medonca-Lima, C., & Prince, M. (2008). Ascertaining late-life depres-
sive symptoms in Europe: An evaluation of the survey version of
the EURO-D scale in 10 nations. The SHARE project. Interna-
tional Journal of Methods in Psychiatric Research, 17, 12-29.

Christelis, D., Japelli, T., Paccagnella, O., & Weber, G. (2009). Income,
wealth, and financial fragility in Europe. Journal of European Social
Policy, 19, 359-376.

Cornwell, B., Laumann, E. O., & Schumm, L.-P. (2008). The social con-
nectedness of older adults: A national profile. American Sociological
Review, 73, 185-203.

Crimmins, E. M. (2004). Trends in the health of the elderly. Annual Review
of Public Health, 25, 79-98.

Dewey, M., & Prince, M. (2005). Cognitive function. In A. Borsch-Supan,
A. Brugiavini, H. Jiirges, J. Mackenbach, J. Siegrist, G. Weber.
(Eds.), Health, ageing and retirement in Europe—First results from
SHARE (pp. 118-125). Mannheim, Germany: MEA.

Dillaway, H. E., & Byrnes, M. (2009). Reconsidering successful aging. A
call for renewed and expanded academic critiques and conceptualiza-
tions. Journal of Applied Gerontology, 28, 702-722.

Fernandez-Ballesteros, R., Garcid, L. E., Abarca, A., Blanc, L., Efklide, A.,
Kornfeld, R., & Patricia, S. (2008). Lay concept of ageing well:
Cross-cultural comparisons. Journal of the American Geriatrics So-
ciety, 56, 950-952.

Hank, K. (in press). Societal determinants of productive aging: A multilevel
analysis across 11 European countries. European Sociological Review.

Hank, K., Jiirges, H., & Schaan, B. (2009). Die Erhebung biometrischer
Daten im Survey of Health, Ageing and Retirement in Europe: Be-
funde und Perspektiven [The collection of biomarkers in SHARE:
Findings and perspectives]. Methoden—Daten—Analysen, 3,
97-108.

Hank, K., & Stuck, S. (2008). Volunteer work, informal help, and care
among the 50+ in Europe: Further evidence for ‘linked’ productive
activities at older ages. Social Science Research, 38, 1280-1291.

Herzog, A. R., & Wallace, R. B. (1997). Measures of cognitive functioning in
the AHEAD study. Journal of Gerontology, 52B(Special Issue), 38—48.

Holstein, M. B., & Minkler, M. (2003). Self, society, and the “new geron-
tology”. The Gerontologist, 43, 787-796.

Hung, L.-W., Kempen, G. I. J. M., & De Vries, N. K. (2010). Cross-
cultural comparisons between academic and lay views of healthy
ageing: A literature review. Ageing & Society, 30, 1373-1391.

Jiirges, H. (2010). Health inequalities by education, income, and wealth: A
comparison of 11 European countries and the US. Applied Econom-
ics Letters, 17, 87-92.

Kohli, M., Hank, K., & Kiinemund, H. (2009). The social connectedness of
older Europeans: Patterns, dynamics and contexts. Journal of Euro-
pean Social Policy, 19, 327-340.

Litwin, H. (2010). Social networks and well-being: A comparison of older
people in Mediterranean and non-Mediterranean countries. Journal
of Gerontology: Social Sciences, 65B, 599-608.



236 HANK

Litwin, H., & Sapir, E. V. (2009). Perceived income adequacy among older
adults in 12 countries: Findings from the Survey of Health, Ageing,
and Retirement in Europe. The Gerontologist, 49, 397-406.

McLaughlin, S. J., Connell, C. M., Heeringa, S. G., Li, L. W., & Roberts,
J. S. (2010). Successful aging in the United States: Prevalence estimates
from a national sample of older adults. Journal of Gerontology:
Social Sciences, 65B, 216-226.

Parker, M. G., & Thorslund, M. (2007). Health trends in the elderly:
Getting better and getting worse. The Gerontologist, 47, 150-158.

Pruchno, R. A., Wilson-Genderson, M., Rose, M., & Cartwright, E (in press).
Successful aging: Early influences and contemporary characteristics.
The Gerontologist.

Rowe, J. W., & Kahn, R. L. (1997). Successful aging. The Gerontologist,
37, 433-440.

Rowe, J. W., & Kahn, R. L. (1998). Successful aging. New York: Pantheon
Books.

Santos-Eggimann, B., Cuénoud, P., Spagnoli, J., & Junod, J. (2009).
Prevalence of frailty in middle-aged and older community-dwelling

Europeans living in 10 countries. Journal of Gerontology: Medical
Sciences, 64A, 675-681.

Santos-Eggimann, B., Junod, J., & Cornaz, S. (2005). Health services utiliza-
tion in older Europeans. In A. Borsch-Supan, et al. (Eds.), Health,
ageing and retirement in Europe—First results from SHARE
(pp- 133-139). Mannheim, Germany: MEA.

Sirven, N., & Debrand, T. (2008). Social participation and healthy ageing:
An international comparison using SHARE data. Social Science &
Medicine, 67, 2017-2026.

Strawbridge, W. J., Wallhagen, M. 1., & Cohen, R. D. (2002). Successful
aging and well-being. Self-rated compared with Rowe and Kahn. The
Gerontologist, 42, 727-733.

Wendorf, C. A. (2004). Primer on multiple regression coding: Common
forms and the additional case of repeated contrasts. Understanding
Statistics, 3, 47-57.

Wilkinson, R. G., & Pickett, K. E. (2006). Income inequality and popula-
tion health: A review and explanation of the evidence. Social Science &
Medicine, 62, 1768-1784.



