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Abstract – 250 words 
[250 words (the web-based system will not accept an abstract of more than 250 words), and must include the following headings: Background and Objectives, Research Design and Methods, Results, and Discussion and Implications.]
Background and Objectives [currently 1010 words- expected 1500 words] 
Growing numbers of older people live for longer periods of time with chronic illness and functional limitations, rendering them reliant on (formal and informal) support in order to continue living independently in the community (REF). Large differences in the availability and affordability of long-term care services lead to marked variability in how older people in need of care can access such support across European countries (Oliveira & Llena-Nozal, 2020; Rodrigues et al, 2018). Furthermore, cultural, economic and social dynamics conspire to create variability in care use patterns between different groups within those same countries, such that available care is not always used by those who most need it, but rather by those who can most easily afford and access it. A growing body of evidence suggests inequalities in health and functioning are paralleled and reinforced by persistent inequalities in access to long-term care, severely limiting opportunities for vulnerable groups of older people to maintain independence for as long as possible (Ilinca et al. 2017; Rodrigues et al. 2018). In this study, we aim to understand how widowhood and living arrangements are associated with the probability to receive community-based formal and informal care for older people with care needs and how gender and socio-economic differences affect this association in Europe. 	Comment by Janet Jull: I was not sure about the purpose of this first paragraph. It depends on the intent for the background and some of what is here is very useful – the part of the background that seems to get at what you are focused on in this paper seems to begin in the next paragraph	Comment by Janet Jull: There are a lot of definitions that may be needed for the paper – for example, as a reader who is based in north America, “long term care” instantly brings to mind an institutional setting where people go for higher levels of support (most often hospital based). That is based on my years of working in institutional settings with older people so that is my bias for the use of the term. As the Gerontologist is very international in scope and has a broad interdisciplinary reach, I wondered if defining terms would be important for your paper.

After reading part way through the paper, I realized that when you use “long term care” you might mean services that are utilized over a longer time frame (versus one time or short term services).	Comment by Janet Jull: There is a lot going on in each sentence.

The part of the paragraph identified here brings up some interesting points (for me). First, I wondered what you mean by “inequalities”. In working with other international teams related to equality/equity, I have found that  here (in NA) the term “inequality” is used to refer to differences within/between groups. The term “inequity” refers to unfair and avoidable differences within or between groups.

I am not sure what your definition is here – so that is the first point.

The second interesting point is that I wonder about the aim of your paper – is it to explain the differences (inequalities) without judgement – and then to take those differences and put them out to the readers to consider – are these inequities (unfair, avoidable). Perhaps it is one discussion point that could be an interesting discussion point in the paper.	Comment by Janet Jull: The word “independence” comes up quite a bit. As an occupational therapist, we were focused on “independent function” and I learned that what the system defined as independent (help them to not need to use health system resources) differed from what individuals might define as independence (being able to do what they want to do, in the way that they want to do it). For example, relational independence (independence through relationships with others in community). 
For this paper, does independence mean that the state does not need to interfere – or that they can stay in their own home – or..?	Comment by Janet Jull: Really nice and clear.
A key dimension of inequality in care use is gender. The experience of ageing, as well as functional and socio-economic trajectories, differ markedly between women and men (Phillips et al 2016). Women live longer than men, but more years of their lives are lived with disability and functional impairment (Leatterji et al., 2015: Leveille et al., 2014). They are therefore more reliant on care resources in later life but often less able to afford care. Gender differences in factors such as? income, wealth and social capital, while relevant across age groups, are particularly pronounced for current old age cohorts: in all European countries, older women have lower pensions than do men and the European Commission highlighted women’s poverty as an urgent concern in a recent report on income adequacy in old age (European commission 2018).women aged 75 years or above are the group with the highest risk of poverty in Europe (Eurostat). Due to higher longevity, women are also significantly more likely to outlive their male? spouses. Widows greatly outnumber widowers in all European countries (REF). What is more, the experience of widowhood affects men and women differently. Whereas women are more vulnerable to financial distress after the loss of a spouse (Gillen et al., 2009; Biro, 2013), the adverse mental and physical health effects of widowhood are more pronounced for men (Lee et al., 2001; Bennett et al., 2005). Gender is intertwined with every aspect of the experience of ageing and often inseparable from patterns of socio-economic inequality in old age (Van der Linden et al., 2019). Therefore, throughout our analysis, we place gender differences at the core of our analytical strategy, while recognizing the intersectional nature of different sources of disadvantage in old age.	Comment by Janet Jull: Perhaps it was only these three factors that were assessed in the Eurostat data? 

Maybe this could be framed as “In a large survey(whatever Eurostat is) of the European population, gender differences were found across key determinants of health such as income, wealth and social capital. In particular, women aged 75years+ were reported as most likely to be living in poverty 	Comment by Janet Jull: I think that a definition of widowhood may be needed(?) and it	Comment by Janet Jull: I really like this part and wondered if a lot of this paragraph could be at the start – it engages the reader with the issue.
Widowhood is one of the most distressing life events and a life course transition that profoundly affects care use patterns. Bereavement and grief can have long-lasting negative effects on both physical and mental health, leading to functional loss and increasing care needs (REF). In addition, widowhood triggers changes in living arrangements. As the majority of older people in Europe live in nuclear families (Eurostat, 2019 – Ageing Europe), widowhood is often equivalent to a transition to living alone in old age, exposing the widow or the widower to social isolation and loneliness (de Jong Gierveld et al., 2012). At the same time, the loss of a spouse is for many older people also the loss of a key caring resources. While the care literature has overwhelmingly focused on intergenerational support patterns and caregiving by children to older parents, a significant share of informal caregiving in Europe today is provided within the household, most often by a spouse (Bertogg and Strauss 2020). 	Comment by Stefan Fors: Someone (Selma?) already brought this up, but for me (and perhaps not only me) the term ‘nuclear family’ conjures images of parents and children rather than ‘just’ heterosexual couples.
Widowhood transitions increase the vulnerability of older adults to unmet care needs and the probability of institutionalization. bBy increasing older people’s needs for care and support andwhile at the same time severely affecting their social support network, widowhood transitions increase the vulnerability of older adults to unmet care needs and the probability of institutionalization. Widowed older people are at higher risk of institutionalization (Thomeer et al., 2016), especially shortly after the loss of a spouse (Nihtila & Martikaainen, 2008), as are older people who live alone (Pimouguet et al., 2016).  However, to the best of our knowledge, no study has attempted to disentangle the effect of widowhood and living arrangement transitions on the probablility to receive care in the community. Because they co-occur so frequently and are so closely related to all the established determinants of care use (health and functionality, economic resources and social ties), separating their effect can be a complex exercise (REF Bennet). We argue that this analysis is rendered both timely and highly relevant by changing patterns of co-habitation among future older age cohorts and the increasing necessity to ensure older adults who have atypical marital and living arrangement patterns throughout the life course are facilitated to live independently. In addition, it is important to understand if transitions into widowhood and changes in living arrangements in old age have an independent effect on the probability to receive needed care, and if such patterns are gendered, in order to correctly target support services and provide guidance to families and other informal caregivers.	Comment by Janet Jull: Another thought – as I am writing about age – could it be helpful to define older age (I think we agreed on 60+ in the protocol) up front in the opening of the paper?

To be clear on what is being argued:

Need to understand because in future older age populations 1) there is a decreased chance that older people will have a spouse in older age (an increased chance that older people won’t have a spouse) and 2) it is important to understand the relationships between widowhood and living arrangements to anticipate and support how to support people to live independently.


I wondered if another way to frame this might be to say something along the lines of: “We have data that can tell us about what happens to people who have a spouse and then lose that spouse and how it impacts their ability to manage in day to day life etc. Understanding the data is important as there are many other relational and living arrangements that are more difficult to capture in data – and so our work can provide a foundation for understanding the impacts of these important partnered relationships.”

If I am understanding your thinking? 
These are just suggestions and my apologies if I am missing the point 

	Comment by Janet Jull: Is the suggestion that what is now reflected as “atypical” in the data (people without a spouse) will become typical (people going into older age without a spouse)?

Could it be that the way that the data is collected is failing to ask the right questions?	Comment by selma kadi: This is indeed an important topic, but I am not sure that the effects of atypical marital and living arrangement patterns are the focus of the paper. Maybe we could explain what we mean with these here. Is widowhood atypical? If > 50% live in partnerships, it is likely that a large group of them will experience widowhood. Do we see living alone as atypical? 
Maybe it’s just me, but when I think of atypical living arrangements in later life I tend to think of people living with others they are neither related to nor in partnership with (e.g. shared flats, subletting to much younger people etc.). 
There are of course implications for this group too, I am not sure that they are the strongest argument for the relevance of the paper– isn’t the prevalence of widowhood and living alone the stronger argument?
The aim of our study is therefore, to explore the complex pattern of associations between widowhood and living arrangements and use of community-based care for older men and women. We state three inter-related objectives. Firstly, to examine if widowhood and living alone are independent predictors of the probability to access care in the community for older women and men with care needs. Secondly, we investigate gender specific patterns in the association of marital status and living arrangements with care use patterns, with particular attention to the effect of transitions into widowhood and living alone. Finally, we analyze how access to financial and social capital intersect with gender to influence patterns of community-based care use for older women and men with care needs.	Comment by Janet Jull: Really interesting!
I liked this paragraph a great deal.
I wondered – and tried to do this in the results – if these three objectives could be more clearly brought out in reporting the results. 
Understanding how community-based caring resources are accessed by older women and men with different marital status, living arrangements and socio-economic status levels can inform policies to address care gaps for vulnerable groups, therefore ensuring all older people are facilitated to continue living independently.	Comment by Janet Jull: Are they vulnerable – or at risk for vulnerability?
[To be developed] Widowhood, living arrangements and care resources	Comment by Janet Jull: Subheadings could help with the set up of the background etc. Good idea!
Living arrangements and care resources [2-3 para – overview of literature] 
· Living alone for older people with care needs increases dependence on community-based support (formal and informal) to manage the household (tasks often shared when living in a couple or larger household) and maintain personal care, to maintain a good morale and mental wellbeing, as well as to combat isolation and ensure sufficient social contacts. 
· Gender patterns in living arrangements
Widowhood and care resources [2-3 para – overview of literature] 
· Widowhood has a similar effect, as it often leads to living alone for older adults who have been living in a nuclear family (most common living arrangement for older people in Europe). 
· In addition, widowhood increases vulnerability through negative effects on mental and physical health status – likely increasing the need for social contact and emotional support – gender patterns very relevant here. Related to social contacts: social isolation is distributed differently not only between women and men but also between different countries in Europe (not just in its extent; sometimes women are more isolated, sometimes men) social isolation is I think a strong measure for social contacts, and these would probably also facilitate access to care resources.
· The transition into widowhood can be a particularly stressful life event for older people, which significantly increases their need for emotional and functional support – gender patterns very relevant here. 	Comment by Janet Jull: I wondered if a lot of this is already covered in the background section?
Research Design and Methods [1100 words]
We use data from the Survey of Health, Ageing and Retirement in Europe (SHARE) a multidisciplinary and cross-national database including information on health, socio-economic status and social and family networks of older Europeans (Borsch-Supan et al., 2013). We maintain for the analysis only data from the panel waves of the survey, collected in 2004-5 (wave 1), 2006-7 (wave 2), 2011 (wave 4), 2013 (wave 5) and 2015 (wave 6). Waves 3 and 7 (collected in 2009 and 2017), which include retrospective data and life histories, were excluded from the present analysis. We excluded all observations from countries that have not participated in at least two consecutive panel waves, leading to coverage of 15 European countries, representing 4 different welfare regimes: a) Continental (Austria, Germany, France, Belgium and Switzerland); b) Nordic (Sweden, Denmark, Netherlands); c) Southern (Italy, Spain, Greece) and d) Eastern (Czech Republic, Slovenia, Poland, Estonia).	Comment by Janet Jull: Could you say how the data source defines “older Europeans”.

This is more me being curious – are there groups that are left out of the data collection? It might be something to include in the strengths and limitations section of the paper?

Here in Canada, our bigger population level surveys do not include members of the military, people in prison, living on reserve and there are a few other groups who mostly over represent those who experience the highest level of poverty and do more poorly in all determinants of health. The issue with data collection and disaggregated data undermines our ability to develop effective policies.	Comment by Stefan Fors: Has this particular typology been used previously. Might be nice with a reference.
We further restrict the sample to those individuals who are aged 60 years or older at least at one point in the panel and who report continued care needs for at least two consecutive panel waves. Care needs are assessed as the presence of one or more ADL and IADL limitations, three or more mobility, arm function and fine motor limitations or diagnosed cognitive impairment (case of Alzheimer's, dementia or senility diagnosed by a physician). By focusing on those older individuals (population of interest) who experience sustained functional decline, interfering with their ability to live independently for a prolonged period of time, we are able to identify the effect of changes in marital status and living arrangement, not confounded by changes in care needs status. Moreover, in order to ensure we can separate the effect of widowhood from that of any marital status transition, we excluded from the sample those individuals who reported living in a registered partnership, never being married or being divorced.  	Comment by Janet Jull: Might need to justify - ? Could link to our rationale and focus in our study on what we defined as “older age” ?	Comment by Janet Jull: Perhaps if earlier in the paper there is the definition of widowhood and the argument for the focus is clear (as it is a sudden loss of support that has social, emotional, practical impacts) it could be the rationale for the focus and exclusion of other marital status transition.

To be clear - I like the focus in that is brings clarity to understanding the effects.
Our final analytic sample includes 32139 person-year observations from 12733 individuals, describing an unbalanced panel with only a subset of individuals being observed in all 5 study waves. The sample includes 21972 person-year observations (representing 68.4% of the total sample) from 8561 women and 10167 person-year observations (representing 31.6%) from 4174 men. The large gender imbalance in our analytic sample, more pronounced than the gender gap in survival for older age groups, is the direct result of the higher prevalence of functional limitations and care needs among older women. 	Comment by Stefan Fors: It seem a bit strange to me to use the term’ person-year’ as we don’t model time or have continuous follow-up (as you would with e.g. a cox model). At least I don’t think we do (?). I would just go with ‘observations’.	Comment by Stefan Fors: Do we know that this is the sole explanation? That there are not any selection biases at play as well?
Descriptive statistics for the study sample, disaggregated by sex, are presented in Table 1.	Comment by Janet Jull: Very interesting – the tables are fantastic.

[INSERT HERE Table 1 – Descriptive statistics and sample overview]	Comment by Johan Rehnberg: I will reiterate (and clarify) my comment from the last meeting.
While I do agree with Janet that of course the table is interesting, it could be good to introduce the longitudinal aspect of the data and the time variant variables here. This could help the reader to understand that we are estimating within person change.

How many persons experience transitions into widowhood? How does poor health develop over time? Does care increase or decrease for the average person during the observation period?

It could be enough to simply add some extra rows, for widowhood it could be the % that transition into widowhood during the observation period.

For non-binary variables it could be the average within person change during the observed period.

Dependent variable	Comment by Janet Jull: I found this section easy to follow and well done. 

Our dependent variables is a binary indicator of whether an individual receives any type of care in their own home, including both informal care from family members, neighbors and members of one’s social network and formal care, provided by care professionals. The variable captures care provided by persons residing either within the same household as the care recipient or outside the household and takes a value of 1 if an individual responded ‘Yes’ to at least one of the following survey items:
· Thinking about the last twelve months, has any family member from outside the household, any friend or neighbor given you any kind of help [with personal care or domestic tasks]?
· Is there someone living in this household who has helped you regularly during the last twelve months with personal care, such as washing, getting out of bed, or dressing?
· During the last twelve months, did you receive in your own home any professional or paid [care] services due to a physical, mental, emotional or memory problem? [including personal care, domestic tasks, meals-on-wheels].
Independent variables
The main covariates of interest for our study are gender (male or female sex as reported by the respondent), widowhood and living arrangements. A binary variable that identifies widowhood has been generated based on self-reported marital status in each panel wave – married living with spouse, married not living with spouse or widowed. Living arrangements are described in our analysis by two separate variables: Living alone (binary variable identifying a household with only one member) and household size (count variable reflecting the number of household members, irrespective of their familial relationships with the respondent).
We further control for a set of physical and mental health status indicators, which includes: poor self-reported health (identifying cases with less than fair health status); the self-reported number of chronic conditions as diagnosed by a physician, and poor mental health (defined as a EURO-D score higher than 3). While our sample has already been selected to include only individuals with care needs we further included controls for physical functioning, i.e. the number of limitations with activities of daily living and independent activities of daily living, which allow us to capture the effect of severe care needs. 
Analytical approach
Our data are hierarchically structured, with each individual observed on several occasions over time. This structure is significant both methodologically and substantively, as we are interested in modelling both the effect of widowhood and living arrangements on the probability to receive care across the population and the effect of transitioning into widowhood for individuals within the population. In order to examine both cross-sectional (between individuals) and longitudinal (within individuals, over time) associations, rather than assuming they are equivalent, we employ a methodology that is gaining increasing attention in social and political sciences, the random effects within-between model – REWB (Allison, 2009; Bell et al., 2019; Schunck, 2013; Schunk & Perales, 1017). REWB is a multi-level modelling approach, combining the strengths of fixed and random effects estimation and relying on less stringent exogeneity assumptions. Similarly to a random effects model, the REWB between-effects allow for the inclusion of time-invariant covariates (e.g. education achievement), which are of significant interest in our study. At the same time, the model provides fixed effects estimates for within cluster effects allowing for a causal interpretation. 	Comment by Stefan Fors: I’m not sure that the average reader of the Gerontologist would understand this. Perhaps a paragraph on the merits of fixed effects for causal identification?
Throughout, we run sex disaggregated models, presenting results for the women and men samples independently. This approach allows us to evaluate whether the widowhood and living alone are independent predictors of care receiving both for women and for men and whether changes in these variables significantly impact care receiving for both groups. Crucially, gender disaggregation also allows us to evaluate whether there is variability in the effect of socio-economic position indicators on the probability to receive care between women and men and to reflect on the intersectional nature of gender and socio-economic disadvantage.	Comment by Stefan Fors: I don’t think this is entirely true. As we model men and women in separately, we are not able to compare the estimates formally. Although, the estimates may give a suggestion.
Results [max 1000 words]	Comment by Stefan Fors: Is there any way at all the effect sizes could be converted or interpreted in a meaningful way? Especially if we target a policy crowd, I think it would be important to say anything about the effect size. Are the effects big? Relevant for policy and practitioners? Or are they mere blips on the radar?	Comment by Janet Jull: I found this well done as well.

Perhaps in reporting the results, it could be organized to align with the three objectives to make it easy for the reader. I tried to do this and then stopped – not being sure if the objectives are the focus or what you want reflected in the results.

Although we included in the analysis sample only individuals who report functional limitations that are indicative of care needs, the gender patterns we observe closely reflect results from previous population based studies (Table 1). Only half of the older people in our sample receive care, indicating a considerable proportion of unmet care needs in older European populations. Women are on average more likely to receive care, although age and the distribution of care needs across sexes is mixed. The share of women who transition into widowhood and who live alone is substantially higher than that of men, who live in households of larger average size. Significant differences between sexes are also apparent in socio-economic condition. Fewer men report only primary or no education attainment and while women are relatively evenly distributed across income quartiles, older men are concentrated in richer income quartiles.	Comment by Janet Jull: This is something I am not sure about.
Could the results section be the place where you report on the data – the trends, and direction of effect you seen in the analysis. Essentially, interpreting the tables for the reader at a higher level.

Then in the discussion section, you assess the findings and contextualize them. That is where discussion points such as there being unmet care needs come in.

For the comment about unmet care needs, I actually wondered if the data source captured the right data – is it possible that the right questions were not asked?
Maybe the discussion about the finding is more about what is not known – there is a considerable proportion of people who indicate what we think are high needs, but they are not utilizing supports – or not the supports that are reported on. Could there be something else going on?

I wondered if this could be discussion point #1.
Table 2 summarizes the results of our analysis. We find widowhood is significantly and positively associated with the probability to receive long-term care for both women and men (between effect), while the transition into widowhood increases the likelihood of receiving care only for older women (within effect). In other words, while both widows and widowers have a higher probability of receiving care than married older individuals, bereavement (i.e. the transition from marriage to widowhood) triggers an average increase in care use only for older women. The results are robust to controlling for a complex set of health and functional status indicators, including severity of care needs (Model 2) and for income and education achievement, as proxies for socio-economic status (Model 3). The direction and statistical significance of this association is confirmed also when considering the effect of living arrangements (Model 4), although the strength of the association is markedly reduced. Living alone is a significant predictor of the probability to receive care for both women and men, while household size is only weakly associated with care use for women, but not for men (between effects). We find no evidence for a causal association between changes in household size or transitioning to living alone and the care use by older women and men.	Comment by Johan Rehnberg: This and the next sentence are good, as it really makes the reader (at least me) understand what the between and within effects estimates in the models.	Comment by Johan Rehnberg: Maybe someone else already mentioned this before, I do not remember.
In model 4, you control for household size, live alone and widowhood. I would suspect that these variables are extremely correlated, especially in the Nordic countries where it is uncommon with multi-generational households. Many that transition into widowhood most likely also transition into living alone etc.
I would be cautious when interpreting the estimates from these variables in model 4. Especially when you use the C-word (causal) :)

A suggestion would be to maybe remove living alone? I do see the point of having household size, but not both living alone and household size since they must be overlapping 100% (i.e. when hh size > 1 living alone = no, when hh size = 1 living alone = yes)
Socio-economic status indictors are associated with the probability to receive care only for older women in our sample, while no significant effects are identified for older men. In line with previous results, low education achievement (a time-invariant predictor in our analysis) negatively affects the probability to receive care after controlling for health status and severity of care needs. This indicates that older women who completed no education or only primary education are significantly more likely to not be able to access needed care. While small, there is a positive effect of income on the probability of care use for women. We find that belonging to a higher income quartile (between effect) but also a rise in income (within effect) lead to increases the likelihood of receiving needed care.	Comment by Janet Jull: Do not report access of care?

Perhaps this is a discussion point (#2). Is it that older women are not able to access care that is needed? 
Does this uphold other studies that have found that older women need and cannot access care – and what are those barriers etc.
We next turn our attention to the possibility that the above results are mediated by country specific characteristics and institutional factors that are not fully captured by country specific dummy variables. In Table 43, we present the results of separate analyses of country clusters organized along the care regime typology. For Continental (Austria, Germany, France, Belgium and Switzerland) and Southern European (Italy, Spain, Greece) care regimes the results are very similar to those reported for the pooled European sample. Widowhood is a positive and significant predictor of care use for both women and men, while transitions into widowhood (within effect) only affect care use by older women. In Eastern European countries (Czech Republic, Slovenia, Poland, Estonia) we find evidence of an effect of widowhood and transitions into widowhood only for older women, while in Nordic countries (Sweden, Denmark, Netherlands) the association is not statistically significant for either gender. Living alone is associated with higher probability of receiving care for women across all care regimes, while results for men vary between country clusters. 	Comment by Janet Jull: Could this be discussion point #3 (?):

Differences across countries – so interesting! – and shows how what are differences (inequalities, according to my NA definition) that are avoidable and unfair (so inequities). For the countries with better social policies, the gendered differences are not so remarkable.

	Comment by Janet Jull: All of this is a really nice link into the discussion. I found this so very interesting and think it is very important – it makes the “differences” not so acceptable now that the factors that lead to these differences are explained.

I wondered what the sounding board members might think about your paper and think they would be extremely interested .

Finally, we find a highly variable pattern of association between socio-economic status indicators and care use, reflecting large differences in cultural and social underpinnings across country clusters. Low education achievement is significantly associated with lower probability of receiving care only for women in the Southern European care regimes.  Average income predicts higher care use for women in the Continental and Nordic care regimes only, while a positive change in income increases the likelihood of receiving care for both men and women in the Southern European care regime only.
Discussion and Implications [max 1500 words] – all co-authors

· Highlights unmet needs of women with less formal educational achievements in Southern European care regimes 
· Transitions into widowhood don’t increase care use for men in some care regimes – could this be linked with different access to social networks / social isolation for women and men or not?
· No significance in Nordic countries – better access to care earlier on
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