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Women show a closer association between
educational level and hypertension or diabetes
mellitus than males: a secondary analysis from
the Austrian HIS
Alexandra Kautzky-Willer1*, Thomas Dorner2, Ann Jensby2 and Anita Rieder2
Abstract

Background: Lifestyle diseases and cardiovascular complications are dramatically increasing, but little is known
about the impact of educational level and health behaviour in men and women in different populations. Therefore,
we aimed to investigate the association between educational level (EL) and self-reported chronic diseases and
health behaviour in both sexes.

Methods: Data were derived from the Austrian Health Interview Surveys 2006/2007, which includes 13 558 persons
(50.9% females). The associations between EL and the risk of obesity, hypertension, diabetes, myocardial infarction,
stroke and anxiety disorders or depression, nutrition, exercise, and smoking were evaluated. University education
served as the reference category (EL4), the lowest educational level was required schooling only (EL0).

Results: Only among women did the risk for diabetes mellitus and hypertension increase with decreasing
educational level with the highest rates for EL0 OR [95% CI] adjusted for age, income, family status and lifestyle: 3.7
[1.7-8.0], and 2.5 [1.8-3.5], respectively. Only among the men, however, did the risk for stroke increase with
decreasing educational level adjusted OR for EL0: 8.5 [1.7-42.7]. For anthropometric measures and lifestyle factors in
both sexes the risk increased with decreasing EL.

Conclusion: EL affects lifestyle, overweight and obesity in both sexes. The apparent sex-specific differences in the
association between the prevalence of some chronic disease with EL call for further investigation.
Background
Educational level is regarded as an important health de-
terminant, with potential gender-related differences and
ethnic and cultural variations. However, there is little in-
formation available regarding the impact of educational
level on lifestyle, nutrition and physical activity, as well
as on the presence of chronic lifestyle-diseases like over-
weight/obesity, hypertension, diabetes and associated
cardiovascular complications in population-based stud-
ies. In addition, educational level appears related to
socioeconomic status in many countries; the latter is
clearly associated with obesity, which may be the
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underlying cause of many other diseases[1]. Therefore,
for women negative associations were described between
obesity and education and occupation in industrial
countries, but positive associations were found with in-
come and material resources in less developed countries
[1]. Interestingly, in a recent study among Iranian adults,
educational level was demonstrated to be inversely
related to obesity in both sexes, but abdominal obesity,
measured by waist circumference, was inversely related
to educational level only among the Iranian women [2].
In addition to education, marital status, parity and age
of marriage also associated with the increasing trend of
obesity in the north of Iran [3]. In general, the negative
association between education and obesity appears to be
a more consistent finding in women [4]. Lower socioe-
conomic status has been shown to be associated with an
unhealthier lifestyle, including increased consumption of
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alcohol and cigarette smoking, sedentary behaviour and
less-healthful nutrition [5,6]. Health-related behaviour is
associated with self-perceived health and may contribute
to socioeconomic inequalities in health care [7]. Health
behaviour may already be determined during childhood
but was shown to relate to highest attained educational
level [5,8]. In addition, gender-differences have been
described in relation to health behaviour with males
exhibiting more health risks and less preventive behav-
iour than females [9,10]. Alcohol consumption is more
common in men, but in regard to smoking a dramatic
increase particularly among younger females has been
reported [11]. Compared to women in other European
countries, younger females in Austria show the highest
rate of smoking [12]. In general, health-related behaviour
and life expectancy currently seem to be changing in
both sexes [13].
Obesity and type 2 diabetes are rapidly increasing all

over the world and are lifestyle diseases with far-
reaching health complications and reduced life expect-
ancy [14-16]. The main cause of death in both sexes is
cardiovascular diseases, but diabetes is often the
unrecognized but underlying cause of vascular complica-
tions. In general, males are more likely to have myocar-
dial infarctions compared to premenopausal women, but
in the presence of prediabetes or diabetes the risk for
women increases dramatically and cardiovascular mor-
tality is very high in women with impaired glucose me-
tabolism and in younger women with cardiovascular
disease [17-20]. Cardiovascular mortality has improved
less in women compared to males in the last decade and
various studies have shown that women are treated dif-
ferently than their male counterparts when seeking
related health care, although the cause of such difference
is still unclear and complex [21,22]. Blood pressure in
women is higher at older ages as well as low-density
lipoprotein (LDL) cholesterol despite antihypertensive
and statin therapy [22,23].
Nutritional habits and the degree of physical activity

play an important role in the development of over-
weight, diabetes and many chronic diseases [24-26].
Most evaluations of the effect of meat consumption on
diseases such as obesity or cardiovascular disease differ-
entiate between red meat and poultry, and sometimes
further specify whether the meat was processed [25].
Physical activity has been associated with a graded, in-
verse relationship with body mass index (BMI), abdom-
inal and visceral fat, and weight gain [27-30]. Physical
inactivity is an important risk factor for all-cause and
cardiovascular (CV) mortality in both men and women
[31,32].
Therefore, further studies exploring lifestyle factors

affected or modified by education in both sexes are
needed [2]. Based on this background, the aim of this
study was to assess the association between lifestyle, nu-
trition and physical activity, and the presence of wide-
spread chronic diseases, obesity, diabetes and
hypertension and related complications with educational
level in a representative sample of the population in
Austria. Anxiety disorders and depression were also
included because sex differences are well-known in men-
tal health and because these common disorders also re-
late to obesity, diabetes and cardiovascular disease and
cause high health expenditures.
Methods
The analysis is based on the data of the Austrian Health
Interview Survey (AT-HIS) 2006–07 [33], which was
conducted in-person with a representative sample of
Austrians over the age of 15 years. To insure inclusion
of persons across the entire geographical area of Austria,
the country was divided first into the 32 “care regions”
(NUTS-3 regions). From each of these regions 770 per-
sons were chosen for the sample, with the exception of
the three regions in Vienna from which 990 persons
were selected. In order to account for the stratification
of the sample, the data were weighted by geographic re-
gion, age, and sex. From the total sample of 25 130 per-
sons, 621 were omitted due to neutral reasons. From the
remaining sample, 9035 persons (36.9%) were not
included for reasons such as refusal to be interviewed,
quitting in the middle of the interview, absence, etc. The
response rate after excluding the neutral deficiency was
63.1%. In the following analysis, only persons between
the ages of 20–79 have been included, forming a total of
13 558 cases. The questionnaire was based on the
European Core Health Interview Survey (EC-HIS) [34]
and was adopted by an Austrian expert panel.
The selected health behaviours analyzed here include

diet rich in meat, lifestyle low in physical activity, no
regular intensive exercise, overweight and obesity, and
daily smoking. The survey included the means to collect
anthropometric measures, as well as questions regarding
health status and health behaviours. Body Mass Index
(BMI) was computed as kg/m² from self-reported height
and weight measurements.
Dependent variables: health conditions, behaviours and
chronic diseases
To determine the prevalence of specific diseases, respon-
dents were asked to identify diseases that had appeared
in the last 12 months and whether the disease or condi-
tion had also been diagnosed or confirmed by a doctor.
Only diseases and conditions that were confirmed by a
doctor were evaluated as present, in order to reduce the
possibility of distortion of data due to self-diagnosis. The
diseases diabetes, hypertension, myocardial infarction,
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stroke and anxiety disorders or depression were used in
our analysis.
Overweight was defined as having a BMI of 25 kg/m²

or more and obesity was defined as having a BMI of at
least 30 kg/m², as proposed by the World Health
Organization [35] and the National Institutes of Health
[36].
Respondents were also asked about specific health

behaviours such as nutritional habits, physical activity,
alcohol consumption and smoking.
Smoking habits were reported in answer to the ques-

tion “Do you currently smoke?” Possible answers were
“yes, daily”, “yes, occasionally”, and “no”. Subjects who
answered with “yes, daily” were classified as smokers.
Regarding nutritional habits the subjects were asked:
“Which category best describes your eating habits?” The
possible answers were “Mixed diet rich in fruit and vege-
tables”, “mixed diet, rich in meat”, “mixed diet with little
meat”, “vegetarian diet with dairy products and/or eggs”,
“vegetarian with fish and/or dairy products and/or eggs”,
and “vegan diet without any animal products”. For fur-
ther analyses the item “mixed diet, rich in meat” was
used. The physical activity habits were assessed with the
question “In your leisure time do you take part in phys-
ical activity that is intense enough to make you sweat at
least once a week? E.g. vigorous walking, bicycling, aer-
obics, etc.” The possible answers were “Yes “ and “No”.
Subjects who answered “No” were classified as subjects
with no regular vigorous exercise.

Independent variables: educational level
In Austria, the minimum amount of schooling required
by the state is nine years, beginning at the age of six.
After the required schooling, one may continue with
education or complete an apprenticeship. Options for
continuing education include the Berufsbildende mittlere
Schulen (BMS), a lower-level specialized vocational
school that does not culminate in Matura, the required
diploma for university study. The BMS education con-
tinues for an additional three years after the required
amount of schooling. Another option is the
Berufsbildende höhere Schule (BHS) which is also job-
preparatory, but can also lead to the diploma required
for university study.
Students can matriculate into the Allgemeinbildende

Höhere Schule (AHS) after the fourth year of education
or after the eighth year. It is considered the highest level
of education before post-secondary and tertiary educa-
tion and ends in the granting of the required diploma
for university study.
The educational level was recorded as the highest level

of education the person reported as having completed.
The choices were: required schooling only (EL0);
required schooling with an apprenticeship (EL1); lower
level vocational school (EL2); higher-level vocational
school or general secondary school, both of which can
end in the diploma required for university studies (EL3);
or university (EL4).

Additional independent co-variables
As an additional co-variable, family status was assessed
and dichotomized in a variable with two values: being
married and living with a partner vs. being single, mar-
ried but separated, divorced or widowed. Also, net
household income was categorized in a variable with
three values: 1 – 1200 Euro, 1201 – 2600 Euro, and
2601 Euro and more. Occupational group was assessed
in four categories: white-collar worker, blue-collar
worker, civil servants, and freelancers and self-employed.

Statistical analysis
SPSS Statistics 17.0 was used for the statistical analyses.
All data have been stratified for sex. Bivariate analyses
were conducted by means of cross-tabs, and group dif-
ferences in dichotomous dependent variables were
assessed with the Pearson’s Chi²-test. In order to test the
hypothesis about differences in health conditions and
health behaviour by educational level, binary logistic re-
gression models have been computed and results are
reported as odds ratios with confidence intervals. In the
models with health behaviour as the dependent vari-
ables, educational level together with age, occupational
class, net household income, and family status were used
as independent variables and odds ratios shown for edu-
cational level. In the models with chronic diseases as
dependent variables, again the independent variables
age, occupational class, net household income, and fam-
ily status were applied, completed with the health behav-
iour parameters smoking, diet rich in meat, and lack of
regular vigorous exercise in leisure time. Confidence
intervals were calculated at the 95% level.

Ethical considerations
The secondary analysis for this study was approved by
the Ethics Committee of the Medical University Vienna
(EC # 770/2011).

Results
In total 50.9% of the participants were female. Demo-
graphic characteristics of men and women are reported
in Table 1. There were more women than men in older
age groups and women tended to be married more often
than men. The proportion of women with required
schooling only and vocational school was higher in
women, but there were more men with required school-
ing plus apprenticeship. Women tended to have a lower
net household income than men. There were more fe-
male white-collar workers, but more male blue-collar



Table 1 Number of men and women and the percentage (%) of the total group studied with the respective
demographic characteristics, diseases and health related conditions and behaviour

Age 20–59 years Age 60–79 years
Men Women Pa Men Women Pa

N 5188 5157 2465 1748

Socio-demographic characteristics

Education

Required schooling only 609 (11.7) 1069 (20.7) <0.001 379 (27.1) 838 (48.0) <0.001

Required schooling plus apprenticeship 2462 (47.5) 1516 (29.4) <0.001 671 (45.8) 406 (23.2) <0.001

Vocational (BMS) 526 (19.1) 907 (17.6) <0.001 141 (9.6) 295 (16.9) <0.001

High school (AHS/BHS) 1024 (19.7) 1008 (19.5) 0.806 127 (8.7) 135 (7.7) 0.332

University 566 (10.9) 656 (12.7) 0.004 129 (8.8) 72 (4.1) <0.001

Net household income

1 – 1200 Euro 893 (17.2) 1199 (23.3) <0.001 388 (26.5) 754 (43.3) <0.001

1201 – 2600 Euro 2569 (49.6) 2517 (48.8) 0.452 829 (56.7) 808 (46.4) <0.001

2601 Euro and more 1719 (33.2) 1437 (27.9) <0.001 245 (16.8) 180 (10.3) <0.001

Occupational group

White collar worker 1709 (39.9) 1907 (57.1) <0.001

Blue collar worker 1492 (34.8) 626 (18.8) <0.001

Civil servant 372 (8.7) 204 (6.1) <0.001

Free lancers and self-employees 712 (16.6) 600 (18.0) 0.118

Familial status

Being married and living with a partner (yes) 2945 (56.8) 3006 (58.3) 0.117 1193 (81.4) 963 (55.1) <0.001

Health conditions and health behaviour

Diabetes mellitus (yes) 130 (2.5) 142 (2.8) 0.431 213 (14.5) 227 (13.0) 0.207

Hypertension (yes) 669 (12.9) 615 (11.9) 0.135 658 (44.9) 830 (47.5) 0.142

Myocardial infarction 43 (0.8) 18 (0.3) 0.001 125 (8.5) 66 (3.8) <0.001

Stroke 34 (0.7) 50 (1.0) 0.075 94 (6.4) 70 (4.0) 0.002

Anxiety disorders or depression 246 (4.7) 429 (8.3) <0.001 103 (7.0) 208 (11.9) <0.001

Overweight, BMI>= 25 kg/m² (yes) 2818 (54.3) 1857 (36.0) <0.001 1035 (70.6) 1073 (61.4) <0.001

Obesity, BMI>= 30 kg/m² (yes) 618 (12.0) 573 (11.1) 0.181 251 (17.2) 347 (20.0) 0.048

Currently daily smoking (yes) 1677 (32.3) 1288 (25.0) <0.001 203 (13.8) 144 (8.2) <0.001

Diet rich in meat (yes) 2273 (43.8) 821 (15.9) <0.001 381 (26.0) 192 (11.0) <0.001

No regular vigorous exercise in leisure time (yes) 1864 (35.9) 2231 (43.3) <0.001 795 (54.2) 1131 (64.7) <0.001
a Pearson’s Chi²-test.
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workers and civil servants. Women reported anxiety dis-
orders or depression more often than men and a higher
rate of physical inactivity but a lower rate of myocardial
infarctions, overweight, daily smoking and diet rich in
meat (all p< 0.001) (Table 1). Furthermore, women had
a higher rate of basic education (EL0) and secondary
education without diploma (EL2), but a lower rate of ap-
prenticeship (EL1) in comparison to the male population
(all p< 0.001) (Table 1). No difference was seen regard-
ing university degree (EL4) or secondary education with
diploma (EL3) between the sexes.
In both sexes older people tended to have to a higher

proportion required schooling only and in younger subjects
the proportion of subjects with high school or university
degree was higher.
In women the ORs for overweight and obesity were in-

versely related to EL, with rates of overweight and obesity
highest for EL0 (Table 2). Such trends were attenuated in
males. Similar results were also seen in both sexes for the
health behaviours daily smoking, diet rich in meat and sed-
entary lifestyle, with EL showing a stronger influence on
diet in women than men (Table 3). Among men and
women, significantly higher odds of daily smoking and diet
rich in meat were seen at all levels of education lower than
high school (Table 3). Among both men and women the
odds of having a sedentary lifestyle and doing no regular



Table 2 Odds ratios (OR) for the impact of educational level on chronic diseases

Men Women
OR 95% CI P OR 95% CI P

Diabetes

Required schooling only 1.37 (0.82-2.30) 0.227 3.68 (1.69-8.00) 0.001

Required schooling plus apprenticeship 1.31 (0.82-2.11) 0.265 2.46 (1.12-5.39) 0.025

Vocational (BMS) 1.15 (0.65-2.05) 0.632 2.09 (0.93-4.69) 0.073

High school (AHS/BHS) 1.85 (1.10-3.12) 0.020 1.85 (0.80-4.31) 0.153

Hypertension

Required schooling only 1.42 (1.06-1.90) 0.019 2.54 (1.84-3.51) <0.001

Required schooling plus apprenticeship 1.59 (1.23-2.06) <0.001 1.69 (1.23-2.34) 0.001

Vocational (BMS) 1.09 (0.80-1.51) 0.581 1.47 (1.06-2.06) 0.022

High school (AHS/BHS) 1.51 (1.13-1.41) <0.001 1.27 (0.89-1.81) 0.194

Myocardial Infarction

Required schooling only 2.08 (0.94-4.63) 0.071 4.42 (0.50-39.00) 0.180

Required schooling plus apprenticeship 2.01 (0.94-4.31) 0.074 3.90 (0.44-34.81) 0.223

Vocational (BMS) 1.58 (0.64-3.92) 0.321 3.52 (0.38-32.61) 0.268

High school (AHS/BHS) 1.80 (0.76-4.28) 0.184 2.11 (0.20-22.24) 0.535

Stroke

Required schooling only 8.45 (1.67-42.66) 0.010 1.06 (0.47-2.41) 0.887

Required schooling plus apprenticeship 7.77 (1.57-38.52) 0.012 0.75 (0.32-1.74) 0.501

Vocational (BMS) 7.70 (1.59-38.53) 0.017 0.54 (0.21-1.36) 0.192

High school (AHS/BHS) 7.03 (1.32-37.56) 0.023 0.74 (0.28-1.92) 0.737

Anxiety disorders or depression

Required schooling only 0.69 (0.44-1.08) 0.107 1.18 (0.81-1.72) 0.404

Required schooling plus apprenticeship 0.67 (0.44-0.98) 0.042 1.07 (0.74-1.56) 0.713

Vocational (BMS) 0.83 (0.51-1.37) 0.467 0.99 (0.67-1.47) 0.964

High school (AHS/BHS) 0.62 (0.39-0.99) 0.047 1.07 (0.72-1.59) 0.754

Overweight

Required schooling only 1.82 (1.45-2.28) <0.001 2.79 (2.24-3.47) <0.001

Required schooling plus apprenticeship 1.77 (1.47-2.13) <0.001 1.56 (1.27-1.93) <0.001

Vocational (BMS) 1.42 (1.13-1.78) 0.002 1.62 (1.31-2.02) <0.001

High school (AHS/BHS) 1.31 (1.07-1.61) 0.009 1.10 (0.88-1.37) 0.426

Obesity

Required schooling only 1.82 (1.27-2.61) <0.001 2.83 (1.96-4.08) <0.001

Required schooling plus apprenticeship 2.17 (1.57-2.98) <0.001 1.65 (1.15-2.38) 0.007

Vocational (BMS) 1.26 (0.85-1.87) 0.244 1.81 (1.24-2.63) 0.002

High school (AHS/BHS) 1.36 (0.95-1.96) 0.095 1.20 (0.81-1.79) 0.371

Results of a binary logistic regression analysis, adjusted for age, occupational group, net household income, family status, smoking status, eating regularly a diet
rich in meat, and lack of regular vigorous exercise in leisure time with the reference category of university education.
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vigorous exercise were significantly higher at lower levels of
education than among respondents with high school or
university education (Table 3).
However, in women only we also found a strong rela-

tionship between education and diabetes mellitus, and
hypertension (Table 2). The OR for diabetes was signifi-
cantly higher for vocational school and required school-
ing with or without apprenticeship in women (Table 2).
Interestingly, in men only a weak association was
found between high school (EL3) or required schooling
plus apprenticeship (EL1) and hypertension as well as
high school (EL3) and diabetes when compared to men
with a university degree (Table 2). However, stroke was
strongly related to education in males only, with low
education (EL0 and EL1) bearing a 7-8-fold increased
probability (Table 2). Also of note, no association was



Table 3 Odds ratios (OR) for the impact of educational level on health behaviours

Men Women
OR 95% CI P OR 95% CI P

Currently daily smoking

Required schooling only 3.02 (2.30-3.53) <0.001 2.80 (2.12-3.70) <0.001

Required schooling plus apprenticeship 2.82 (2.22-3.58) <0.001 2.86 (2.21-3.71) <0.001

Vocational (BMS) 2.20 (1.66-2.91) <0.001 2.23 (1.70-2.93) <0.001

High school (AHS/BHS) 1.30 (1.00-1.69) 0.052 1.42 (1.08-1.87) 0.012

Diet rich in meat

Required schooling only 1.61 (1.29-2.02) <0.001 2.60 (1.90-3.56) <0.001

Required schooling plus apprenticeship 1.55 (1.29-1.87) <0.001 2.14 (1.58-2.89) <0.001

Vocational (BMS) 1.40 (1.12-1.76) 0.004 1.67 (1.22-2.30) 0.002

High school (AHS/BHS) 1.10 (0.90-1.36) 0.349 1.30 (0.94-1.80) 0.117

No regular vigorous exercise in leisure time

Required schooling only 2.59 (2.07-3.24) <0.001 2.79 (2.27-3.42) <0.001

Required schooling plus apprenticeship 1.46 (1.20-1.77) <0.001 1.52 (1.25-1.85) <0.001

Vocational (BMS) 1.58 (1.25-1.99) <0.001 1.39 (1.14-1.71) 0.001

High school (AHS/BHS) 1.01 (0.82-1.26) 0.898 1.20 (0.97-1.47) 0.089

Results of a binary logistic regression analysis, adjusted for age, occupational group, net household income and family status, with the reference category of
university education.
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found between educational level and myocardial infarc-
tions for either of the sexes (Table 2).

Discussion
In both men and women in this study lower educational
levels were associated with unfavourable health beha-
viours, overweight and higher cardiovascular risk. In
both men and women the odds of overweight and obes-
ity decreased with increasing educational level. The
same was true for the odds of daily smoking, eating a
diet rich in meat and doing no regular vigorous exercise.
However, the association between education and the
chronic diseases diabetes and hypertension may be of
greater magnitude in women. Among the women of the
sample, the odds of suffering from diabetes or from
hypertension decreased gradually with increasing educa-
tional level. In the men, however, there was no clear as-
sociation between educational level and the risk of
diabetes or hypertension. Depression was increased only
in women with required schooling and showed no rela-
tionship with education in men. Overall, among men,
variables other than health behaviours less clearly
showed an increase in probability in the lower educa-
tional levels.
Overweight and obesity are dramatically increasing in

all European countries and are associated with many
health complications [15,26,37,38]. In comparison to
other countries Austria shows a less prominent increase
of overweight and obesity in both sexes [14]. In the
present survey the difference between sexes was similar
to data obtained in 2004 [39] with comparable rates of
obese men and women and with 25 to 30% more over-
weight men than women.
A significant negative association between education

and general obesity was also shown in other population-
based studies in both sexes with a dose–response rela-
tionship from illiterate and primary education to high
educational levels [2]. Furthermore, prevalence rates of
both overweight and obesity were highest in women
with low incomes, though such a relationship was not
characteristic of the male population in Europe [14].
However, the inverse relation between social class and
obesity in women in wealthy countries contrasts with
the findings in low-income countries [40,41]. Over-
weight increased with increases in education levels in
poor rural populations in India, where overweight is also
seen as sign of wealth and health [41]. Overall, our find-
ings are in agreement with previous reports confirming
a stronger association between obesity and low socioeco-
nomic status as proxy indicator of education or educa-
tion levels in women in Europe.
As with obesity, diabetes is a growing problem world-

wide with significant social and economic impact. In
Austria at least 5% of the population is estimated to be
affected [42]. In the U.S., in counties with a high risk of
diabetes, thirty percent of excess risk was ascribed to
obesity and sedentary lifestyle while 37% was attributed
to non-modifiable risk factors such as age, gender, ethni-
city and education [43]. The Multi-Ethnic Study of Ath-
erosclerosis revealed inverse socioeconomic gradients in
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hypertension, diabetes, overweight and smoking in par-
ticular in white and black women and in white men, al-
though in the latter the associations were weaker, but
stronger for education than income [44]. In non-white
men higher socioeconomic status was related to higher
BMI, further supporting ethnic and gender differences in
social patterning. A survey from Argentina reported that
among women higher education was associated with
better risk factor profiles including diabetes and hyper-
tension and lower BMI in all areas but more strongly in
urban areas [45]. Among men in less urban areas no as-
sociation or even an adverse association was found be-
tween education and these risk factors. In Northern
Italy, in men a low level of education (defined as falling
into the lower of two educational categories) was related
to higher BMI, prevalence of diabetes and smoking [46].
Less-educated women showed higher blood pressure
and BMI and in both sexes of the low educational class
a twofold increased incidence of stroke and cardiovascu-
lar disease (CVD) was observed at follow-up. However,
in men CVD incidence alone was not related to educa-
tion and in women higher ischemic stroke rates were
observed in the more-educated group.
Of note, in our analysis stroke only was found to

be related to low education in men while no associ-
ation was evident in women. In another study, more
physical activity at work and during leisure time was
found to be associated with a lower incidence of
stroke [47]. Lower socioeconomic status and less
education appear to be associated with less know-
ledge of risk factors of stroke in both sexes [48] but
in general women seem to have better knowledge of
warning signs than men. Also, men more frequently
mentioned stress, physical activity and smoking as
risk factors of stroke, while women more often
reported diabetes and hypertension, which may also
be attributed to the more frequent medical visits of
women.
Smoking is a leading cause of morbidity and mortality

in many industrialized countries, including Austria. Vari-
ous studies reported a trend towards equalisation of
smoking behaviour between the sexes, showing an in-
crease in women but a decrease in men [11]. The higher
rate of smokers in the low education group in our evalu-
ation is in line with other reports.
In a large prospective study of elderly people, red and

processed meat intakes were associated with modest
increases in total mortality, cancer mortality, and cardio-
vascular disease mortality [49]. Data on education level
and red meat intakes are scarce. However the relation-
ship between low education level and high intake of red
meat fits the overall finding of unhealthier lifestyles in
people with lower socioeconomic status and educational
levels.
In Austria all residents have health insurance coverage;
the access to health care should be comparable among
groups. In addition, education is free of charge, includ-
ing university studies. Quality of life and standards of
health care are high in Austria. The gender gap in salar-
ies is, however, rather high, approaching 20 to 30%, al-
though rates of tertiary education are nowadays
comparable between women and men. This trend of
equalisation in tertiary education between sexes has
mainly been achieved in the last decade and higher-
educated women can therefore be expected to be
younger than males at present, a fact that might influ-
ence the prevalence rates of diseases like diabetes or car-
diovascular disease in highly educated men and women.
Nevertheless, in our analysis the impact of age is negli-
gible because all data analyses have been corrected for
differences in age.
Low educational level, in particular required schooling

only, is usually associated with low income in both sexes
and thus lower socio-economic status may be expected
in men and women with required schooling only. In
Austria, as in most countries, more women than men
are living below the poverty line and it has also been
shown that expenditures on health care and out-of-
pocket healthcare payments constitute a much greater
proportion of the household income among poor people
compared to the better-earning population [50]. It was
shown that in particular for older persons, the lower the
education the greater the burden for medical services
and the lower the awareness of how to lead a healthy
lifestyle, and the lower the adherence to medication and
the utilisation of preventive measures. Furthermore, in
women the burden for medical services was even greater
than in men including income-independent disadvan-
tages such as sex-specific illnesses. In general, in Austria
as well as in other European countries women partici-
pate more often in screening programs, are more inter-
ested in health prevention and visit their general
practitioners more often. These attitudes may also relate
to a higher rate of diagnosis of depression and anxiety
disorders. Along with biological factors including sexual
hormones, in particular oestradiol, psychosocial factors,
culture and education may be responsible for the sexual-
dimorph patterns of these mental disorders. A recent
meta-analysis confirmed that less education is generally
an important risk factor for late-life depression [51]. In
addition, poor self-reported health status appeared to be
more strongly associated with depression than the pres-
ence of chronic disease [52]. In the Korean Longitudinal
Study of Aging, which used a nationally representative
sample of community-residing adults aged 45 and older,
the authors found that cognitive ability, economic
resources, social status, social network, and health be-
haviour explained all of the education gradients
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associated with depression [53]. Epidemiological studies
indicate that the lifetime risk of depression is twice as
high in women as in men, and socioeconomic status,
stressful life events and biological factors contributed to
higher female vulnerability and predominance of the dis-
ease [54]. Also in our study the rate of depression and
anxiety disorders was twice as high in females as males
and related to poor education (EL0) in women, but not
in men. Therefore, our results further support the hy-
pothesis that education – potentially reflecting cognitive
ability and socioeconomic status – more strongly influ-
ences mental health in female.
This study has several limitations. Based on the cross

sectional design of the study no causal explanations are
possible. In addition the validity of self-reported data
regarding information on dietary habits, the degree of
physical activity, and smoking, as well as self-reported
data about chronic diseases may have a limited
reliability.
Overall, lifestyle modification leading to healthier be-

haviour and better health awareness and greater partici-
pation in screening and prevention strategies should be
further encouraged in the most vulnerable groups:
people with low education, particularly females with low
education. The next decades will show if the increasing
number of persons with high education currently appar-
ent in European countries in both genders will be asso-
ciated with improved health literacy and health status of
both men and women.

Conclusions
Based on these data, education affects lifestyle, smoking
and overweight in both genders; low education had
stronger impact on obesity and diabetes in women, but
on stroke in males. Hypertension was influenced by edu-
cation in females only. Overall, health status in females
seems to be more closely related to educational level. Al-
though educational level is associated with cardiometa-
bolic risk in both sexes, these relationships seem to be
differently regulated in men and women.

Competing interests
The authors declare that they have no competing interests.

Author details
1Gender Medicine Unit, Department of Internal Medicine III, Division of
Endocrinology & Metabolism, Medical University Vienna, Währinger Gürtel
18-20, 1090 Vienna, Austria. 2Institute of Social Medicine, Centre for Public
Health, Medical University Vienna, Rooseveltplatz 3, 1090 Vienna, Austria.

Authors' contributions
AK-W wrote the manuscript, TD and AJ made substantial contribution to
acquisition of data and analysis and interpretation of data and AR was
involved in drafting the manuscript and revising it critically for important
intellectual content. All authors read and approved the final manuscript.

Received: 11 October 2011 Accepted: 30 May 2012
Published: 30 May 2012
References
1. McLaren L: Socioeconomic status and obesity. Epidemiol Rev 2007,

29:29–48.
2. Hajian-Tilaki KO, Heidari B: Association of educational level with risk of

obesity and abdominal obesity in Iranian adults. J Public Health (Oxf )
2010, 32:202–209.

3. Hajian-Tilaki KO, Heidari B: Prevalence of obesity, central obesity and the
associated factors in urban population aged 20–70 years, in the north of
Iran: a population-based study and regression approach. Obes Rev 2007,
8:3–10.

4. Aekplakorn W, Hogan MC, Chongsuvivatwong V, Tatsanavivat P,
Chariyalertsak S, Boonthum A, Tiptaradol S, Lim SS: Trends in obesity and
associations with education and urban or rural residence in Thailand.
Obesity (Silver Spring) 2007, 15:3113–3121.

5. Salonna F, van Dijk JP, Geckova AM, Sleskova M, Groothoff JW, Reijneveld
SA: Social inequalities in changes in health-related behaviour among
Slovak adolescents aged between 15 and 19: a longitudinal study. BMC
Public Health 2008, 8:57.

6. Huisman M, Kunst AE, Mackenbach JP: Educational inequalities in smoking
among men and women aged 16 years and older in 11 European
countries. Tob Control 2005, 14:106–113.

7. Hanson MD, Chen E: Socioeconomic status and health behaviors in
adolescence: a review of the literature. J Behav Med 2007, 30:263–285.

8. Durlak JA, Wells AM: Primary prevention mental health programs for
children and adolescents: a meta-analytic review. Am J Community
Psychol 1997, 25:115–152.

9. Stock C, Wille L, Kramer A: Gender-specific health behaviors of German
university students predict the interest in campus health promotion.
Health Promot Int 2001, 16:145–154.

10. Caspersen CJ, Pereira MA, Curran KM: Changes in physical activity patterns
in the United States, by sex and cross-sectional age. Med Sci Sports Exerc
2000, 32:1601–1609.

11. Rahkonen O, Berg MA, Puska P: The development of smoking in Finland
from 1978 to 1990. Br J Addict 1992, 87:103–110.

12. Thümmler K, Britton A, Kirch W: Data and Information on Women’s Health in
the European Union. Dresden: Technische Universität Dresden; 2009.

13. OECD: Health at a Glance: Europe 2010. Paris: OECD Publishing; 2010.
14. Sassi F: Obesity and the Economics of Prevention: Fit not Fat. Paris: OECD

Publishing; 2010.
15. Manson JE, Skerrett PJ, Greenland P, VanItallie TB: The escalating

pandemics of obesity and sedentary lifestyle. A call to action for
clinicians. Arch Intern Med 2004, 164:249–258.

16. Obesity: preventing and managing the global epidemic. Report of a
WHO consultation. World Health Organ Tech Rep Ser 2000, 894:1–253. i-xii.

17. Grinfeld L, Rolandi F: Interventions for cardiovascular disease in women.
Womens Health (Lond Engl) 2009, 5:437–446.

18. Blum A, Blum N: Coronary artery disease: Are men and women created
equal?. Gend Med 2009, 6:410–418.

19. Rivellese AA, Riccardi G, Vaccaro O: Cardiovascular risk in women with
diabetes. Nutr Metab Cardiovasc Dis 2010, 20:474–480.

20. Kautzky-Willer A, Handisurya A: Metabolic diseases and associated
complications: sex and gender matter!. Eur J Clin Invest 2009, 39:631–648.

21. Gregg EW, Gu Q, Cheng YJ, Narayan KM, Cowie CC: Mortality trends in
men and women with diabetes, 1971 to 2000. Ann Intern Med 2007,
147:149–155.

22. Dallongevillle J, De Bacquer D, Heidrich J, De Backer G, Prugger C, Kotseva
K, Montaye M, Amouyel P: Gender differences in the implementation of
cardiovascular prevention measures after an acute coronary event. Heart
2010, 96:1744–1749.

23. Kautzky-Willer A, Kamyar MR, Gerhat D, Handisurya A, Stemer G, Hudson S,
Luger A, Lemmens-Gruber R: Sex-specific differences in metabolic control,
cardiovascular risk, and interventions in patients with type 2 diabetes
mellitus. Gend Med 2010, 7:571–583.

24. Oliveira A, Rodriguez-Artalejo F, Gaio R, Santos AC, Ramos E, Lopes C: Major
habitual dietary patterns are associated with acute myocardial infarction
and cardiovascular risk markers in a southern European population. J Am
Diet Assoc 2011, 111:241–250.

25. Larsson SC, Virtamo J, Wolk A: Red meat consumption and risk of stroke
in Swedish women. Stroke 2011, 42:324–329.

26. Franco M, Ordunez P, Caballero B, Tapia Granados JA, Lazo M, Bernal JL,
Guallar E, Cooper RS: Impact of energy intake, physical activity, and



Kautzky-Willer et al. BMC Public Health 2012, 12:392 Page 9 of 9
http://www.biomedcentral.com/1471-2458/12/392
population-wide weight loss on cardiovascular disease and diabetes
mortality in Cuba, 1980–2005. Am J Epidemiol 2007, 166:1374–1380.

27. Pate RR, Pratt M, Blair SN, Haskell WL, Macera CA, Bouchard C, Buchner D,
Ettinger W, Heath GW, King AC, et al: Physical activity and public health. A
recommendation from the Centers for Disease Control and Prevention
and the American College of Sports Medicine. JAMA 1995, 273:402–407.

28. Haskell WL, Lee IM, Pate RR, Powell KE, Blair SN, Franklin BA, Macera CA,
Heath GW, Thompson PD, Bauman A: Physical activity and public health:
updated recommendation for adults from the American College of
Sports Medicine and the American Heart Association. Med Sci Sports Exerc
2007, 39:1423–1434.

29. West Suitor C, Kraak VI: Adequacy of Evidence for Physical Activity Guidelines
Development: Workshop Summary. Washington, DC: National Academies
Press; 2007.

30. Pi-Sunyer X: A clinical view of the obesity problem. Science 2003,
299:859–860.

31. Myers J, Prakash M, Froelicher V, Do D, Partington S, Atwood JE: Exercise
capacity and mortality among men referred for exercise testing. N Engl J
Med 2002, 346:793–801.

32. Gulati M, Pandey DK, Arnsdorf MF, Lauderdale DS, Thisted RA, Wicklund RH,
Al-Hani AJ, Black HR: Exercise capacity and the risk of death in women:
the St James Women Take Heart Project. Circulation 2003, 108:1554–1559.

33. Klimont J, Kytir J, Leitner B: Österreichische Gesundheitsbefragung 2006/2007.
Vienna: Statistik Austria; 2007.

34. Aromaa A, Koponen P, Tafforeau J, Vermeire C: Evaluation of Health
Interview Surveys and Health Examination Surveys in the European
Union. Eur J Public Health 2003, 13:67–72.

35. WHO Consultation: Definition, diagnosis and classification of diabetes mellitus
and its complications: report of a WHO consultation. Part 1, Diagnosis and
classification of diabetes mellitus. Geneva: World Health Organization,
Department of Noncommunicable Disease Surveillance; 1999.

36. Clinical Guidelines on the Identification, Evaluation, and Treatment of
Overweight and Obesity in Adults--The Evidence Report. National
Institutes of Health. Obes Res 1998, 6(Suppl 2):51S–209S.

37. Calle EE, Thun MJ, Petrelli JM, Rodriguez C, Heath CW Jr: Body-mass index
and mortality in a prospective cohort of U.S. adults. N Engl J Med 1999,
341:1097–1105.

38. Bowman TS, Kurth T, Sesso HD, Manson JE, Gaziano JM: Eight-year change
in body mass index and subsequent risk of cardiovascular disease
among healthy non-smoking men. Prev Med 2007, 45:436–441.

39. Schwarz B: Abdominal obesity & cardiometabolic risk factors in Austria,
Central Europe. RdM 2007, 3:5–8.

40. Sobal J, Stunkard AJ: Socioeconomic status and obesity: a review of the
literature. Psychol Bull 1989, 105:260–275.

41. Razzaque A, Nahar L, Van Minh H, Ng N, Juvekar S, Ashraf A, Ahmed SM,
Soonthornthada K, Kanungsukkasem U, Huu Bich T: Social factors and
overweight: evidence from nine Asian INDEPTH Network sites. Glob
Health Action 2009, 2(1):54–59.

42. Dorner T, Rathmanner T, Lechleitner M, Schlogel R, Roden M, Lawrence K,
Schwarz F, Kiefer I, Kunze M, Rieder A: Public health aspects of diabetes
mellitus–epidemiology, prevention strategies, policy implications: the
first Austrian diabetes report. Wien Klin Wochenschr 2006, 118:513–519.

43. Barker LE, Kirtland KA, Gregg EW, Geiss LS, Thompson TJ: Geographic
distribution of diagnosed diabetes in the U.S.: a diabetes belt. Am J Prev
Med 2011, 40:434–439.

44. Boykin S, Diez-Roux AV, Carnethon M, Shrager S, Ni H, Whitt-Glover M:
Racial/ethnic heterogeneity in the socioeconomic patterning of CVD risk
factors: in the United States: the multi-ethnic study of atherosclerosis. J
Health Care Poor Underserved 2011, 22:111–127.

45. Fleischer NL, Diez Roux AV, Alazraqui M, Spinelli H, De Maio F:
Socioeconomic gradients in chronic disease risk factors in middle-
income countries: evidence of effect modification by urbanicity in
Argentina. Am J Public Health 2011, 101:294–301.

46. Veronesi G, Ferrario MM, Chambless LE, Sega R, Mancia G, Corrao G, Fornari
C, Cesana G: Gender differences in the association between education
and the incidence of cardiovascular events in Northern Italy. Eur J Public
Health 2010, 21:762–767.

47. Myint PK, Luben RN, Wareham NJ, Welch AA, Bingham SA, Day NE, Khaw
KT: Combined work and leisure physical activity and risk of stroke in
men and women in the European prospective investigation into Cancer-
Norfolk Prospective Population Study. Neuroepidemiology 2006, 27:122–
129.

48. Stroebele N, Muller-Riemenschneider F, Nolte CH, Muller-Nordhorn J,
Bockelbrink A, Willich SN: Knowledge of risk factors, and warning signs of
stroke: a systematic review from a gender perspective. Int J Stroke 2011,
6:60–66.

49. Sinha R, Cross AJ, Graubard BI, Leitzmann MF, Schatzkin A: Meat intake and
mortality: a prospective study of over half a million people. Arch Intern
Med 2009, 169:562–571.

50. Corrieri S, Heider D, Matschinger H, Lehnert T, Raum E, Konig HH: Income-,
education- and gender-related inequalities in out-of-pocket health-care
payments for 65+ patients - a systematic review. Int J Equity Health 2010,
9:20.

51. Chang-Quan H, Zheng-Rong W, Yong-Hong L, Yi-Zhou X, Qing-Xiu L:
Education and risk for late life depression: a meta-analysis of published
literature. Int J Psychiatry Med 2010, 40:109–124.

52. Chang-Quan H, Xue-Mei Z, Bi-Rong D, Zhen-Chan L, Ji-Rong Y, Qing-Xiu L:
Health status and risk for depression among the elderly: a meta-analysis
of published literature. Age Ageing 2010, 39:23–30.

53. Lee J: Pathways from education to depression. J Cross Cult Gerontol 2011,
26:121–135.

54. Desai HD, Jann MW: Major depression in women: a review of the
literature. J Am Pharm Assoc (Wash) 2000, 40:525–537.

doi:10.1186/1471-2458-12-392
Cite this article as: Kautzky-Willer et al.: Women show a closer
association between educational level and hypertension or diabetes
mellitus than males: a secondary analysis from the Austrian HIS. BMC
Public Health 2012 12:392.
Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit


	Abstract
	Background
	Methods
	Results
	Conclusion

	Background
	Methods
	Dependent variables: health conditions, behaviours and chronic diseases
	Independent variables: educational level
	Additional independent co-variables
	Statistical analysis
	Ethical considerations

	Results
	link_Tab1
	link_Tab2
	Discussion
	link_Tab3
	Conclusions
	Competing interests
	Author details
	Authors' contributions
	References
	link_CR1
	link_CR2
	link_CR3
	link_CR4
	link_CR5
	link_CR6
	link_CR7
	link_CR8
	link_CR9
	link_CR10
	link_CR11
	link_CR12
	link_CR13
	link_CR14
	link_CR15
	link_CR16
	link_CR17
	link_CR18
	link_CR19
	link_CR20
	link_CR21
	link_CR22
	link_CR23
	link_CR24
	link_CR25
	link_CR26
	link_CR27
	link_CR28
	link_CR29
	link_CR30
	link_CR31
	link_CR32
	link_CR33
	link_CR34
	link_CR35
	link_CR36
	link_CR37
	link_CR38
	link_CR39
	link_CR40
	link_CR41
	link_CR42
	link_CR43
	link_CR44
	link_CR45
	link_CR46
	link_CR47
	link_CR48
	link_CR49
	link_CR50
	link_CR51
	link_CR52
	link_CR53
	link_CR54


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.440 793.440]
>> setpagedevice


