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individuals studied. The inclusion of gender as a social real-
ity in the broadest sense is therefore an absolute prerequi-
site for gaining valid information.  Conclusion:  Gender has 
played only a marginal role in the hitherto existing geriatric 
and gerontological research and practice. Therefore, a gen-
der-fair approach in research and practice is indicated, i.e. an 
approach that takes into account differences and common-
alities of women and men and considers their differing cir-
cumstances and specific problems (gender mainstream). 
Gender mainstreaming entails on the one hand horizontal 
justice (denoting equal treatment and benefits for equal 
needs of men and women) and on the other hand vertical 
justice (indicating differential treatment and benefits for dif-
ferential needs of the 2 sexes). 

 Copyright © 2009 S. Karger AG, Basel 

 Introduction 

 The demographic and societal changes of the past de-
cades, such as longevity and improvements in public 
health, have created new and often very dissimilar reali-
ties for men and women. However, these differences have 
only marginally and fragmentally been the topic of em-
pirical research endeavours. There is, for example, a gen-
erally growing awareness of the societal phenomenon 
‘feminization of old age’, yet the topic and its psychosocial 
and health-related consequences have not attracted the 
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 Abstract 
  Background:  The demographic and societal changes of the 
past decades, such as longevity and improvements in public 
health, have created new and often very distinct realities
for men and women. However, these diversities have on-
ly marginally and fragmentally been the topic of research 
endeavours. There is a growing awareness of the societal 
 phenomenon ‘feminization of old age’, yet the topic and its 
psychosocial and health-related consequences have not at-
tracted the scientific interest they deserve. Due to scientific 
neglects and limitations, state of the art research in the field 
of gender, health and ageing is still sketchy and often con-
tradictory.  Objective:  In the present article, the complex pat-
tern of roles and values that define what is thought of as 
‘masculine’ and ‘feminine’ and its significant impact on 
health-related lifestyles will be examined. Based on current 
research, we try to give answers to questions such as: ‘Do 
older women really have more physical and mental health 
problems than older men, or are these findings influenced 
by a gender bias, due to a different awareness and under-
standing of health and illness?’ It will be shown that it is 
 impossible to find satisfactory answers to such questions 
without considering the cultural and social contexts of the 
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scientific interest they deserve  [1] . It is noteworthy that 
even until a few decades ago, the majority of geriatric and 
gerontological studies were oriented towards male stan-
dards without taking into consideration gender effects
 [2, 3] . Even though subsequent studies increasingly began 
to focus on differences between women and men, they 
referred mainly to the biological sex of a person rather 
than to the gender. Due to these scientific neglects and 
limitations, state of the art research in the field of gender, 
health and ageing is sketchy and often enough contradic-
tory  [4, 5] . The reasons for the higher life expectancy of 
women are as yet unclear, as are the reasons for their 
higher rate of morbidity and health complaints. In the 
present article, the complex pattern of roles and values 
that define what is thought of as ‘masculine’ and ‘femi-
nine’ and its significant impact on health-related life-
styles will be examined. Evidence from empirical find-
ings of various longitudinal studies on ageing suggests 
that a well-balanced gender role identity such as androg-
yny could be a fundamental prerequisite for successful 
ageing of men and women. The conclusion strongly ad-
vocates a gender mainstreaming approach in research 
and practice.

  Differences in Life Expectancy, Health and
Well-Being in Men and Women 

 The universal phenomenon of a ‘feminization of soci-
ety’ with increasing age is mainly due to women’s longer 
life expectancy (in Switzerland, women’s life expectancy 
is 84.2 years, while for men it is 79.4 years). Even though 
there is – as of yet – no conclusive explanation for this 
difference, one can assume that it is a multicausal phe-
nomenon. A review of the current literature shows that 
the women’s advantaged mortality profile can be ex-
plained by biological, social structural and behavioural 
factors  [6] . From a biological perspective, there is evi-
dence that women benefit from some protection against 
mortality. Studies suggest that estrogen helps protect 
women against heart disease by reducing circulatory lev-
els of harmful cholesterol, whereas testosterone increas-
es low-density lipoprotein  [7] . In addition, women have 
stronger immune systems, in part because testosterone 
causes immunosuppression  [8] . Furthermore, from a ge-
netic perspective, women seem to have an advantage due 
to the presence of two X chromosomes  [9] . Despite this 
evidence, biological factors alone cannot explain gender 
differences in mortality, especially since this relationship 
differs significantly over time and across cultures  [6] . 

Contemporary research has increasingly begun to focus 
on social, structural and behavioural factors in attempt-
ing to explain the gender gap in life expectancy. It has 
been estimated that the actual contribution of biological 
factors to the significantly higher life expectancy of wom-
en is approximately 1–2 years  [10] . Research has shown 
that gender-typical risk-avoidance behaviour plays a cen-
tral role in the explanation of women’s longer life expec-
tancy. It is in accordance with traditional role expecta-
tions for women to avoid high-risk behaviour. Men are 
more exposed to aggressive environments and also more 
actively seek them out than women (be it in regard to 
workplace or leisure). Additionally, men are also more 
inclined to revert to openly aggressive problem-solving 
strategies that may prove fatal (conflict, war or suicide). 
These behavioural patterns can already be observed in 
early childhood and continue into old age. Analogous-
ly, women tend to show pronounced illness-avoidance 
 behaviour. In general, women avoid hard drugs, heavy 
drinking and smoking, and risky sexual behaviour – not 
least due to their socialization. Men, in comparison, are 
independently of their age generally much less health 
conscious  [11] . They sleep on average less than 6 h per 
night, tend not to have breakfast, are more likely to be 
overweight, eat a less varied diet, and are less informed 
about the impact of nutrition on health. Women also dif-
fer from men with regard to a higher intake of vitamins 
and supplements, and they tend to have better compli-
ance with their doctor’s medical advice. All in all, it can 
be said that women invest more time, money and other 
resources in their health than their male counterparts  [5, 
12] . The question of whether this gendered behaviour ac-
tually arises from gender-specific socialization or if it 
arises from the biology of sex is a controversial topic  [3] . 
On the one hand, it has been argued that the behavioural 
differences between men and women are to a large extent 
laid down in their genome, e.g. since women give birth to 
children and also are responsible for their later upbring-
ing, their cautiousness would help to propagate their 
genes [e.g.  13 ]. On the other hand, from a social science 
perspective, the salience of social role and related social 
status characteristics has been stressed in accounting for 
variation in health- and illness-related behaviours  [2, 14] . 
In our view, and taking into account the interconnected-
ness of the biological and the social factors, it might prove 
pragmatic to consider that gender encompasses both sex 
differences and the social constructs that give rise to gen-
der differences  [3] .

  Paradoxically, women have – despite their higher in-
vestment in health – an increased rate of morbidity al-
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ready starting in their middle years. They also have high-
er rates of physical complaints, anxiety and depression. 
The lifetime probability of developing a depressive epi-
sode is more than twice as high in women than in men 
(about 26 vs. 12%). The higher rates of depression in 
women can first be observed in early adulthood and reach 
a peak in middle age, before dropping in the post-meno-
pausal phase  [15, 16] . Empirical evidence has shown that 
women have a two-fold risk in comparison to men to be 
in the group with the highest functional disability in ac-
tivities of daily living. Women suffer mainly from non-
terminal illnesses that have a negative impact on every-
day functioning  [17] . Not only do old women in compar-
ison with old men have a higher risk of accidents, falls and 
reduced functional autonomy, they also have a higher 
rate of dependency on psychotropic drugs, especially 
benzodiazepines  [12, 18] . Alcohol abuse is the only excep-
tion, with men being affected more often than women. In 
regard to the prevalence of Alzheimer’s disease, it is again 
women who suffer from higher rates (the question of 
whether they also have higher incidence rates is still a 
controversial issue). This results in women constituting 
the majority of elderly in need of care. For this need to be 
met, women depend more than men on institutionalized 
care. They live more often in nursing homes (8 out of 10 
inhabitants are female) and have a longer duration of hos-
pital stays. Men, however, can usually rely on informal 
help and care  [12] .

  Gendered Lives and Roles as Main Explanations for 
the Differences 

 The explanations for the different physical and mental 
health outcomes of men and women are as manifold as 
those for the differences in life expectancy. One explana-
tion for the higher rates in lifetime prevalence of different 
diseases in women is the fact that their longer life expec-
tancy is associated with an increased amount of risk fac-
tors, i.e. their increased multimorbidity is a direct conse-
quence of their higher age. The ‘supplementary’ years of 
women concern the age over 80 years, an age that is 
known to be the beginning of increased vulnerability 
(e.g. the incidence of dementia increases remarkably after 
age 80 years). According to this explanation, women are 
not more ill because of their sex per se, but to a significant 
degree also because of their higher life expectancy. Fur-
thermore, the higher life expectancy of women is also as-
sociated with a higher probability of negative life events, 
such as widowhood or the loss of loved ones  [2] .

  A further explanation is the differential reporting of 
health and well-being in men and women  [1] . As research 
on women’s health has been able to show over the past 
years, the gender-associated rates of morbidity and com-
plaints described here do not reflect ‘true’ prevalences. A 
closer look reveals that most of these ‘facts’ actually turn 
out to be artefacts. For example, it has been shown that a 
reporting bias can distort data on health and gender, as 
women tend to have a more holistic understanding of 
health, while men define health through performance 
and efficiency and tend to deny and underreport negative 
feelings  [19] . This difference between men and women 
has a direct impact on medical treatment, and an indirect 
one on health costs. Somatic illnesses are more frequent-
ly diagnosed in men than in women, whereas for psycho-
somatic illnesses the pattern is reversed. This, of course, 
has an influence on the prescription of drugs – there is an 
overmedication of women (especially older women) re-
garding psychotropic drugs and especially tranquilizers; 
70% of all tranquilizers are prescribed to women  [20] .

  The reporting bias described here mirrors the very 
specific gender role identities men and women still ex-
hibit. Gender role identity is socially construed. Tradi-
tionally, instrumental or agentic behaviour (i.e. the abil-
ity to actively shape one’s life, be assertive, and pursue 
one’s goals) has been associated with being male, and ex-
pressive or communal behaviour has been associated 
with being female  [21] . In our society, the socialization of 
men still emphasizes instrumental abilities such as goal 
orientation, assertiveness, action orientation and domi-
nance – incidentally the criteria by which psychiatry and 
psychology define positive mental health. Women’s so-
cialization, however, stresses expressive traits like empa-
thy, emotionality, helpfulness and sensitivity – attributes 
which are associated with higher vulnerability in psy-
chology and psychiatry. As we know from research, ex-
pressivity has been associated with higher rates of mor-
bidity in men and women  [22] . However, expressivity can 
also been interpreted as an asset. In general, women tend 
to have better social networks than men, and can there-
fore rely on more social support in difficult times. Wom-
en are more likely to confide in others, are more empa-
thetic, and they are more receptive to offers of help. For 
men, the opposite is often the case. High instrumentality 
(‘masculinity’) may result in men choosing radical and 
dysfunctional coping strategies (such as excessive drink-
ing or even actual suicide) in case of a severe loss or health 
problem  [23] . This comes especially to bear in old age, 
when in addition to the increased general vulnerability 
there are no more moderating roles like the role as em-
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ployee and there is a widespread lack of social networks. 
The exponentially rising suicide rates of men older than 
70 serve to illustrate this point. While the suicide rates of 
women (deaths by suicide per 100,000 inhabitants in 
Switzerland in 2007) show only a slight increase from 23 
suicides at age 65–84 years to 41 at age 85 and over, the 
suicide rates of men rise from 53 at age 65–84 years to 140 
at age 85 and over  [24] .

  Such observations have led some researchers to con-
sider whether masculinity could actually be hazardous 
for one’s health, a hypothesis that was tested by Lippa et 
al.  [25] . They examined how masculinity – as assessed in 
a sample of 654 men and 210 women from the famous 
Terman’s longitudinal study at age 30 years (1940) – was 
related to mortality 60 years later (2000). Masculinity 
measures included gender diagnosticity scores, measur-
ing the male or female typicality of occupational prefer-
ences and masculinity-femininity scores from the Strong 
Vocational Interest Blank. The results suggest that higher 
rates of masculinity, in males and females, were associ-
ated with higher mortality rates at any given age. This 
effect remained significant even when health behaviour 
and personality factors were controlled for  [25] . Taken 
together, we can conclude that an inflexible and tena-
cious commitment to either female or male roles is detri-
mental to health and well-being.

  Androgyny – A Fundamental Prerequisite for 
Successful Ageing? 

 Evidence points to the possibility that a substantial 
amount of the observed socialization-based gender dif-
ferences may reflect cohort effects. Results from the Basel 
Longitudinal Study of Ageing  [26]  can be interpreted in 
this direction. In this prospective study, an initial sample 
of 6,000 persons (workers and employees of chemical in-
dustries in Basel) was followed over 40 years. Of the 3,768 
persons who were still alive, 848 persons were randomly 
selected and invited to participate in the study (this re-
striction was made due to the complex and expensive de-
sign of the study). A total of 442 persons aged 65–94 years 
(312 males, 132 females, mean age: 75 years) agreed to 
participate and were tested in 1993. This study is interest-
ing insofar as the women of this sample differ from tra-
ditional women samples in ageing studies. All of them 
were previously employed, holding multiple roles for 
many years. According to the results, in old age these 
women did not differ significantly from their male coun-
terparts with regard to objective and subjective health, 

psychological well-being and functional autonomy. They 
also did not differ from the men with regard to health-
related behaviour; they had neither a higher consumption 
of medications, nor did they have a higher rate of medical 
consultations. This stands in clear contrast to the find-
ings usually reported in literature. One reason for the re-
sults of the Basel study could be that these women had to 
develop certain instrumental attributes (task-focussed 
thinking, self-confidence, assertiveness – all abilities that 
are decisive in work and interpersonal relationships) to 
hold their ground in a male-dominated environment 
(chemical industry) over the decades of their employ-
ment. The non-traditional gender role orientation of 
these women thus combined the strength of both gender 
roles: a social focus (reciprocally supportive relationships 
and a balance between interests of self and others) and 
active coping strategies.

  It has indeed been shown in several studies that indi-
viduals who score high on both instrumental and expres-
sive traits report better subjective health and show better 
health-related behaviour than other individuals  [27–29] . 
Furthermore, there is empirical evidence that mental 
health is best achieved by maintaining a balance between 
masculine and feminine qualities. In literature, a well-
balanced identity combining the virtues of both genders 
(feminine and masculine traits) has been referred to as 
androgyny  [30] . There is increasing empirical evidence 
from gerontological research that androgyny could be
a core competence for successful ageing. One example 
comes from the Bonn Longitudinal Study on Ageing re-
ported by Fooken and Rott  [31] . The authors looked at 
gender-specific patterns of health aspects and of central 
‘commitments’ (i.e. internal resources) at the onset of old 
age as predictors of advanced longevity. It was assumed 
that cross-gender attributes have a positive impact on life 
expectancy. Accordingly, theoretical conceptions were 
tested via structural equation modeling using empirical 
data of 202 men and women who had lived to a minimum 
age of 70 years and whose final age at death is known. 
 Indeed, ‘interpersonal commitment’ (empathetic and 
value-oriented social commitment, a rather typical fea-
ture of psychological femininity) proved to be a substan-
tial pre dictor for male longevity, whereas ‘transpersonal 
com mit ment’ (purposeful investment in social relations, 
a rather typical feature of psychological masculinity) 
played the same role for women. These results have been 
interpreted as a way of ‘androgynous competence’, which 
turns out to be a successful life approach at the beginning 
of old age in order to become very old.
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  These results emphasize once more that biological sex 
by itself is not sufficient to explain certain differences be-
tween men and women. The necessity of including socio-
biographical variables in empirical research cannot be 
disregarded any longer.

  Conclusions and Practical Implications 

 Even though biological differences are undoubtedly 
relevant for explaining the differences in life expectancy 
and health of men and women, too much emphasis has 
been placed on them in the past. The sociocultural con-
text has a much stronger influence on the life expectancy 
and health biographies of men and women. Gender-based 
inequalities that have developed over the lifespan cumu-
late in old age and determine differences in health status 
and well-being. As most illnesses associated with old age 
are chronic and determined considerably by social fac-
tors, lifestyles and health behaviours, there is substantial 
potential for preventive measures. Gender has played 
only a marginal role in the hitherto existing geriatric and 
gerontological research and practice. Therefore, a gen-
der-fair approach in research and practice would be indi-
cated, i.e. an approach that takes into account differences 
and commonalities of women and men and considers 
their differing circumstances and specific problems (gen-
der mainstream).

  Gender mainstreaming entails on the one hand hori-
zontal justice (denoting equal treatment and benefits for 
equal needs of men and women) and in addition vertical 
justice (indicating differential treatment and benefits for 
differential needs of the 2 sexes). Differential treatment 
of the sexes could for example comprise the following:
 •  For women: investment in a socialization that empha-

sizes self-efficacy and instrumentality, and question-
ing of external norms, additionally, networks against 
loneliness, easing of the burden of caretaking, and pre-
ventive measures against dementia, falls and frac-
tures. 

 •  For men: prevention of unhealthy lifestyles at an early 
age, encouraging self-disclosure, claiming of profes-
sional (medical, psychological) help at an early stage, 
gender-fair assessment of depression.
  From everything mentioned here, it becomes evident 

that gender mainstreaming requires an inter- and trans-
disciplinary approach. Gender is not only a neglected, but 
also a highly complex construct that cannot be allotted to 
one single discipline. In view of the complexity of the is-
sue, it is frustrating to see that the majority of scientific 
work carried out so far was mainly mono-disciplinary, 
but also to a large extent descriptive and rather theory 
poor. As a consequence, we are faced with the impossibil-
ity of grasping the complex underlying causes and mech-
anisms of gender, health and ageing. However, in order to 
enable optimal age- and gender-appropriate assessment, 
prevention and intervention, there is a need for in-depth 
multi-causal innovative approaches.
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