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Abstract

Background: Associations between education and obesity have been consistently reported among women in developed
countries, but few studies have considered the influence of marital status and husbands’ education. This study
aimed to examine differences in the association between education and overweight/obesity by marital status
and to determine the contribution of husbands’ education to overweight/obesity among community-dwelling
Japanese women.

Methods: A questionnaire survey was conducted from 2010 to 2011 among residents aged 25–50 years in Japanese
metropolitan areas. Of 2145 women who agreed to participate and completed the survey, 582 were unmarried and 1563
were married. Overweight/obesity was defined as body mass index ≥25 kg/m2. Multiple logistic regression analysis was
conducted to determine whether women’s or their husbands’ education was associated with overweight/obesity after
adjusting for age, work status, and equivalent income.

Results: The prevalence of overweight/obesity was 11.9% among unmarried women and 10.3% among married women.
Women’s own education was significantly associated with overweight/obesity among unmarried women but not among
married women. The multivariate-adjusted odds ratio of high school education or lower compared with
university education or higher was 3.21 (95% confidence interval: 1.59–6.51) among unmarried women.
Among married women, husbands’ education was significantly associated with overweight/obesity: women whose
husbands’ educational attainment was high school or lower had significantly higher odds of overweight/obesity than
did those whose husbands had a university education or higher (1.67, 95% confidence interval: 1.10–2.55). Among
married women whose educational attainment was college or higher, women whose husbands’ educational
attainment was high school or lower had a significantly higher risk for overweight/obesity when compared with women
whose husbands’ educational attainment was college or higher.

Conclusions: Associations between women’s own education and overweight/obesity varied by marital status, and
husbands’ educational level was important for married women’s overweight/obesity. These findings indicate that the social
influences bound to educational background affect women’s overweight/obesity.
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Background
Obesity is a serious health burden because of its associ-
ation with type II diabetes mellitus, cardiovascular dis-
eases, and some types of cancer [1]. The prevalence of
obesity is also known to be strongly determined by
socioeconomic status among women. In developed
countries where obesity has become an epidemic [1],
women with low socioeconomic status, or more specific-
ally with low education, are consistently found to have
higher risks of obesity [2, 3]. Diverse causal mechanisms
underlying the association between education and obes-
ity have been proposed, such as knowledge about the
risks of obesity, class-based norms of thinness, and the
influence of social networking in groups [3–5].
The association between education and obesity among

women is further complicated by findings indicating that
this association may differ by marital status. A few studies
have demonstrated an inverse association between hus-
bands’ education and adverse health outcomes such as
smoking [6], self-rated health [6–8], or mortality [9–14],
whereas other studies found no such association [15, 16].
Spousal concordance for obesity has also been well docu-
mented [17], suggesting that the social influence of close
members of women’s social networks (i.e., husbands among
married women) may play a significant role in shaping
their behavioral and health norms. Marriage may bring
about a drastic change in the sources of social influence on
women’s lifestyle choice. Surprisingly, however, it remains
unclear to this point whether unmarried and married
women exhibit different patterns in terms of educational
inequalities in health-related behaviors, including obesity.
In addition to the independent effects of spousal educa-

tion, the combination of own education and spousal educa-
tion has recently attracted attention. Few studies have
shown that adverse health outcomes were better predicted
by the combination of education for both women and their
husbands, compared with their own or their husbands’
education alone [6, 18]. Other studies have indicated that
an educational discrepancy between spouses may exert a
negative influence on health outcomes [9]. These suggest
that it is not knowledge of health through education, but
rather social influences and norms that result in educa-
tional inequalities in health among married women.
In this study, we explored these issues by comparing

the associations between own education and overweight/
obesity for unmarried and married women, and by test-
ing the independent effects of husbands’ education, as well
as the effect of educational discrepancies between spouses.

Methods
Data and participants
We used data from the Japanese Study of Stratification,
Health, Income, and Neighborhood (J-SHINE). This data-
set has been described elsewhere [19–22]. From October

2010 to February 2011, the J-SHINE survey was carried
out in four municipalities in and around the greater Tokyo
metropolitan area. Of 13,920 community-dwelling adults
aged 25–50 years who were probabilistically selected from
the residential registry, survey staff members were able to
contact 8408 residents. Valid responses were received
from 4317 adults, 2313 of whom were women. We
analyzed 2145 respondents with no missing values on the
variables used in the analysis, excluding income. The
secondary use of the data was approved by the J-SHINE
Data Management Committee.

Measures
Marital status was dichotomized into unmarried (single,
divorced, or widowed) and married. Participants reported
their own educational attainment. Married women also
reported their husbands’ educational attainment. These
ranged from (a) junior high school, (b) high school, (c)
two-year college or special training school, (d) university,
and (e) graduate school. Educational attainment was
coded into three categories: high school or lower (a, b),
college (c), and university or higher (d, e). Women’s own
educational attainment, their husbands’ educational
attainment, and combinations of these two variables were
used as explanatory variables among married women.
Combinations of women’s own and husbands’ educational
attainment were generated by categorizing both variables
into high school or lower (low; a, b) or college or higher
(high; c, d, e) and then creating four groups: 1) both
spouses with low education, 2) low-educated women with
high-educated husbands, 3) high-educated women with
low-educated husbands, 4) and both spouses with high
education [20].
Body mass index (BMI) was calculated as self-reported

body weight (kg) divided by the square of height (m2).
Overweight and obesity were defined as BMI ≥25 kg/m2

and BMI ≥30 kg/m2, respectively, adopting the definition
of the World Health Organization [23]. We combined
the overweight and obesity groups, because the preva-
lence of BMI ≥30 kg/m2 was very low (2.2% among
respondents in this study) and the Japan Society for the
Study of Obesity has defined obesity as BMI ≥25 kg/m2

[24]. Asian populations generally have a higher propor-
tion of body fat than white people of the same age, sex,
and BMI [25].
As covariates, we chose age, work status (working, not

working), equivalent income, dietary habits, smoking
status, and habitual exercise [2]. In the survey, respon-
dents selected their total annual household income from
15 response categories. Using the OECD-modified equiva-
lence scale [26], household income was adjusted for
household size. For respondents whose household income
was unknown or missing but who responded on individual
income, we used individual income as equivalent income.
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Income values that were missing after this step were
imputed using single imputation based on regression ana-
lysis including variables for age, marital status, and work
status. Dietary habits were measured using 5 questions
(“Do you eat breakfast every day,” “Do you try to eat vege-
tables,” “Do you try to cut down on sugar and salt intake,”
“Do you try to purchase organic vegetables and additive-
free food,” and “Do you try to eat nutritionally balanced
meals?”) rated on a 5-point scale from 1 (agree) to 5 (dis-
agree). We summed the scores of these 5 responses to
determine a total score (range 5–25) and defined poor
dietary habits as a score of ≥16 [21]. Smoking status was
categorized as current smoker, ex-smoker, or never-smoker.
Habitual exercise was measured by how often participants
engaged in ≥10 min of physical activity, excluding inciden-
tal ones related to work, commuting, or other non-leisure
behaviors, over the past year. The responses were every
day, 5–6 days a week, 3–4 days a week, 1–2 days a week,
once a month, or seldom, and categorized into 3 groups:
≥1 day a week, once a month, or seldom.

Statistical analysis
Characteristics of unmarried and married respondents
were compared using Student’s t test for continuous var-
iables and the chi-squared test for categorical variables.
Multiple logistic regression analyses were conducted to
examine the association between education and over-
weight/obesity, using women’s education, husbands’ edu-
cation, and the combination of these two variables as
explanatory variables. First, we examined whether marital
status modified the association between women’s educa-
tion and overweight/obesity by including the interaction
term in the models. As the significant interaction for
women’s own education and marital status was detected
(P = 0.022), we conducted analyses separately for unmar-
ried and married women.
For unmarried women, we calculated the odds ratio

(OR) and 95% confidence interval (CI) for women’s own
education adjusted for age (Model 1). We made further
adjustments for work status and equivalent income
(Model 2), as well as dietary habits, smoking status, and
habitual exercise (Model 3). For married women, these
analyses were repeated adding husbands’ education as an
explanatory variable.
We estimated the OR and 95% CI according to combi-

nations of the women’s education and their husbands’
education using the group of both spouses with high
education as reference, and adjusting for age, work sta-
tus, and equivalent income, as well as dietary habits,
smoking status, and habitual exercise.
All analyses were conducted using Stata 12.0

(StataCorp LP, College Station, TX, USA). For all ana-
lyses, a two-tailed P < 0.05 was considered statistically
significant.

Results
The characteristics of respondents by marital status are
shown in Table 1. Married women were older, less edu-
cated and less likely to be working, and had higher
incomes than unmarried women. The percentages who
were overweight or obese were 11.9% and 10.3% among
unmarried and married women, respectively.
Table 2 presents the ORs and 95% CIs for over-

weight/obesity among unmarried women. Unmarried
women whose educational attainment was high school
or lower had a significantly higher risk for overweight/
obesity when compared with unmarried women whose
educational attainment was university or higher; the
age-adjusted OR (95% CI) was 3.08 (1.57–6.03), and
the OR (95% CI) adjusted for age, work status, and
equivalent income was 3.21 (1.59–6.51). No significant
difference in the risk of overweight/obesity was de-
tected between college education and university or
higher. These associations did not materially change
after adjustment for health-related behaviors. Among
covariates, poor dietary habits were significantly
associated with increased risk of overweight/obesity.
Table 3 presents the ORs and 95% CIs for over-

weight/obesity among married women. While
women’s own education was not significantly associ-
ated with overweight/obesity, husbands’ education
was significantly associated with overweight/obesity.
Married women whose husbands’ educational attain-
ment was high school or lower had a significantly
higher risk for overweight/obesity when compared
with married women whose husbands’ educational at-
tainment was university or higher; the age-adjusted
OR (95% CI) was 1.78 (1.21–2.61), and the OR (95%
CI) adjusted for age, work status, equivalent income,
and women’s own education was 1.67 (1.10–2.55).
Further adjustment for health-related behaviors
slightly reduced the association between husbands’
educational attainment and overweight/obesity, but
the significance of the association remained. Among
covariates, poor dietary habits and current smoking
were significantly associated with increased risk of
overweight/obesity.
Among married women whose educational attain-

ment was college or higher, women whose husbands’
educational attainment was high school or lower had
a significantly higher risk for overweight/obesity
when compared with women whose husbands’ educa-
tional attainment was college or higher (multivariate-
adjusted OR = 1.86; 95% CI: 1.16–2.99) (Fig. 1). Low-
educated women with high-educated husbands and
low-educated women with low-educated husbands
did not have significantly higher risk for overweight/
obesity compared with high-educated women with
high-educated husbands.
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Discussion
The present study explored the associations between
education and overweight/obesity among unmarried and
married women in Japan. Women’s own education was
significantly associated with overweight/obesity among
unmarried women, but not among married women.
Among married women, husbands’ education was
significantly associated with overweight/obesity. In
particular, highly educated women who were married to
men with low education had a risk of overweight/obesity
that was almost double that of highly educated women
married to highly educated men.
There are several possible mechanisms through which

education may influence health [3–5]. One is that the
knowledge and skills attained through education affect
cognitive function and therefore susceptibility to health
education messages [27]. Education is also considered as

a form of cultural capital [3, 28]. Cultural capital in the
form of health values and behavioral norms provides the
non-material resources needed to promote health behav-
iors and deal with health problems effectively [28, 29].
Therefore, education, as a form of cultural capital, may
have implications for the extent to which an individual
is influenced by societal standards of health messages,
and those with higher education might prioritize the
recognition and pursuit of attributes that are valued in
developed societies, such as health and a thin body [3, 28].
In addition, social networks partially account for the asso-
ciation between education and health behaviors [4]. Social
networks provide a means by which individual resources
such as education can combine with those of others to
benefit or disadvantage an individual’s health [30]. Given
that people with high socioeconomic status adopt healthy
behaviors and associate with others with high socioeconomic

Table 1 Characteristics of unmarried women (n = 582) and married women (n = 1563)

Unmarried
(n = 582)

Married
(n = 1563)

P valuea

Age, mean (SD) 33.8 (7.1) 38.7 (6.8) <0.001

Overweight/obesityb, n (%) 69 (11.9) 161 (10.3) 0.30

Women’s educational attainment, n (%) <0.001

≥ University 263 (45.2) 454 (29.0)

College 220 (37.8) 725 (46.4)

≤ High school 99 (17.0) 384 (24.6)

Husbands’ educational attainment, n (%)

≥ University 927 (59.3)

College 287 (18.4)

≤ High school 349 (22.3)

Women’s and husbands’ educational attainment, n (%)

≥ College & ≥ College 995 (63.6)

≥ College & ≤ High school 184 (11.8)

≤ High school &≥ College 219 (14.0)

≤ High school &≤ High school 165 (10.6)

Current working, no (%) 525 (90.2) 901 (57.7) <0.001

Equivalent incomec, mean (SD) 3131.1 (2097.9) 3494.0 (1974.3) <0.001

Poor dietary habits, n (%) 134 (23.0) 191 (12.2) <0.001

Smoking status, n (%) <0.001

Never-smoker 429 (73.7) 1038 (66.4)

Ex-smoker 69 (11.9) 325 (20.8)

Current smoker 84 (14.4) 200 (12.8)

Habitual exercise, n (%) 0.25

≥ 1 day /week 235 (40.4) 582 (37.2)

Once /month 101 (17.3) 258 (16.5)

Seldom 246 (42.3) 723 (46.3)
aObtained using Student’s t test for continuous variables and the chi-squared test for categorical variables, comparing unmarried and married women
bBody mass index ≥25.0 kg/m2

cThousand Japanese yen (/year)
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status, their networks of social influence promote health
within these groups, further widening socioeconomic
inequalities in health [4, 5]. Although it remains unclear
which aspects of education affect overweight/obesity, our
results suggest that the resources obtained from women’s
own education affect overweight/obesity only among
unmarried women. It is highly unlikely that marriage de-
creases the effect of the knowledge and skills attained
through education.
Unmarried women with college education had a

similar risk for overweight/obesity compared with
unmarried women with university education or
higher. This might be explained by the fact that
women are less likely to reach a higher level of ter-
tiary education in Japan, except short-cycle tertiary
[31], although the level of educational attainment
among Japanese women has been increasing. The
share of female graduates is higher at the short-cycle
tertiary level (62%) than the average across OECD
countries (56%), while at the bachelor’s or equivalent

level, 45% of graduates are women in Japan (com-
pared with 58% across OECD countries) [31]. Also in
our previous J-SHINE study, the proportions of high
school education or lower were similar among men
(23.5%) and women (22.5%), but the proportions of
university education or higher were significantly
higher among men (55.0%) than women (33.6%) [22].
Among married women, husbands’ education was sig-

nificantly associated with overweight/obesity, even after
adjusting for the women’s own education. Spouses are
usually genetically unrelated but share a common envir-
onment, and spousal concordance for obesity has been
demonstrated [17]. People form health values and behav-
ioral norms by comparing their own attitudes with the
attitudes of reference groups; they are reinforced when
they are shared with the reference groups but altered
when they are discrepant [30]. Obesity can follow social
networking paths that influence people and cement
socioeconomic inequalities in obesity [32]. Women is
susceptible to social influence and to the attitudes of

Table 2 Odds ratios for overweight/obesity according to education among unmarried women (n = 582)

Overweight/obesity Model 1 Model 2 Model 3

% OR (95% CI) OR (95% CI) OR (95% CI)

Women’s educational attainment

≥ University 7.6 1.00 1.00 1.00

College 10.9 1.15 (0.60–2.20) 1.15 (0.59–2.23) 1.18 (0.60–2.31)

≤ High school 25.3 3.08 (1.57–6.03) 3.21 (1.59–6.51) 3.04 (1.45–6.38)

Work status

Working 11.1 1.00 1.00 1.00

Not working 19.3 1.92 (0.93–3.96) 2.30 (1.06–5.00) 2.10 (0.95–4.66)

Equivalent income

4th quartile (highest) 10.5 1.00 1.00 1.00

3rd quartile 14.4 1.79 (0.85–3.75) 1.61 (0.75–3.44) 1.63 (0.75–3.53)

2nd quartile 8.3 0.89 (0.39–2.06) 0.62 (0.26–1.51) 0.59 (0.24–1.45)

1st quartile 13.6 1.39 (0.65–2.97) 0.97 (0.44–2.17) 1.02 (0.45–2.31)

Dietary habits

Good 9.8 1.00 1.00

Poor 18.7 2.56 (1.47–4.47) 2.41 (1.32–4.39)

Smoking status

Never-smoker 11.2 1.00 1.00

Ex-smoker 10.1 0.81 (0.35–1.89) 0.62 (0.25–1.52)

Current smoker 16.7 1.39 (0.72–2.69) 0.89 (0.43–1.85)

Habitual exercise

≥ 1 day/week 12.3 1.00 1.00

Once/month 10.9 0.99 (0.47–2.10) 1.04 (0.48–2.27)

Seldom 11.8 0.96 (0.55–1.68) 0.86 (0.47–1.55)

OR odds ratio, 95% CI 95% confidence interval
Model 1: adjusted for age
Model 2: adjusted for age, work status and equivalent income
Model 3: adjusted for age, work status, equivalent income, dietary habits, smoking status, and habitual exercise
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those around one [33, 34]. Therefore, education may
provide a proxy measure of social group belonging and
its norms among women. Marriage is an important
dimension of social networks, and this might explain the
stronger effects of husbands’ education, compared with
women’s own education, on married women’s over-
weight/obesity risk.
We examined whether health-related behaviors could

explain the identified associations between education
and overweight/obesity by adjusting for these behaviors
in the model. However, adjustment for dietary habits,
smoking status, and habitual exercise did not markedly
change the associations between education and over-
weight/obesity, which suggests that these health-related
behaviors could not fully explain these associations.

However, all data were self-reported, and thus our
adjustment could be incomplete. Further studies are
needed to explore the mechanisms underlying these
associations in more detail.
Educational discrepancy between spouses when highly

educated women were married to less educated men
resulted in a higher risk of overweight/obesity for the
women. There are several explanations for this finding.
One is that an unhealthy lifestyle among less educated
men may influence their more highly educated wives. As
spouses generally share a common environment, expos-
ure to risk factors derived from an unhealthy lifestyle,
such as secondhand smoke and dietary habits, may
increase the risk of overweight/obesity among highly
educated women married to less educated men. Another

Table 3 Odds ratios for overweight/obesity according to education among married women (n = 1563)

Overweight/obesity Model 1 Model 2 Model 3

% OR (95% CI) OR (95% CI) OR (95% CI)

Women’s educational attainment

≥ University 7.5 1.00 1.00 1.00

College 11.3 1.48 (0.97–2.26) 1.26 (0.81–1.95) 1.19 (0.76–1.85)

≤ High school 11.7 1.49 (0.93–2.40) 1.13 (0.67–1.90) 0.97 (0.57–1.65)

Husbands’ educational attainment

≥ University 8.6 1.00 1.00 1.00

College 11.2 1.49 (0.96–2.31) 1.40 (0.89–2.22) 1.33 (0.84–2.11)

≤ High school 14.0 1.78 (1.21–2.61) 1.67 (1.10–2.55) 1.56 (1.02–2.40)

Work status

Working 10.2 1.00 1.00 1.00

Not working 10.4 1.19 (0.85–1.67) 1.21 (0.86–1.70) 1.29 (0.91–1.83)

Equivalent income

4th quartile (highest) 9.4 1.00 1.00 1.00

3rd quartile 9.8 1.15 (0.71–1.86) 1.02 (0.62–1.67) 1.01 (0.62–1.67)

2nd quartile 10.8 1.41 (0.87–2.30) 1.15 (0.69–1.92) 1.17 (0.70–1.96)

1st quartile 11.2 1.45 (0.90–2.35) 1.20 (0.72–1.98) 1.18 (0.71–1.96)

Dietary habits

Good 9.5 1.00 1.00

Poor 16.2 2.13 (1.38–3.29) 1.99 (1.26–3.15)

Smoking status

Never-smoker 9.2 1.00 1.00

Ex-smoker 10.5 1.30 (0.85–1.97) 1.17 (0.76–1.80)

Current smoker 16.0 1.95 (1.26–3.03) 1.63 (1.02–2.60)

Habitual exercise

≥ 1 day/week 10.1 1.00 1.00

Once/month 12.0 1.35 (0.84–2.15) 1.35 (0.84–2.17)

Seldom 9.8 1.11 (0.77–1.61) 0.97 (0.66–1.42)

OR odds ratio, 95% CI 95% confidence interval
Model 1: adjusted for age
Model 2: adjusted for age, work status, equivalent income, and women’s/husbands’ educational attainment
Model 3: adjusted for age, work status, equivalent income, women’s/husbands’ educational attainment, dietary habits, smoking status, and habitual exercise
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possible explanation is that this educational discrepancy
between spouses, which runs counter to traditionally
accepted norms about gender roles, may produce stress
and thereby result in negative health consequences.
Equivocal results have been reported, especially regarding
the effects of a highly educated wife on her husband’s car-
diovascular health [35]. One study in Israel found that, for
highly educated women, husbands having a lower educa-
tion almost doubled wives’ risk of mortality from cardio-
vascular disease; however, husband’s education had no
effect among women with lower education [9]. Our results
were mostly consistent with this study. Notwithstanding
the effects of husbands’ education on health, the health
risks associated with educational discrepancy between
spouses have rarely been examined. Therefore, our find-
ings further the understanding of the health risks of an
educational discrepancy between spouses that runs coun-
ter to traditionally accepted norms.
These findings have several implications for health

policy. Differences in associations between women’s own
education and overweight/obesity by marital status and
the importance of husbands’ educational level for
women’s overweight/obesity suggest that interventions
in public health should pay attention to the social con-
text in which individuals live. Because people belong to
households with certain lifestyle and behavior patterns,
policies aimed only at individuals may not be successful
in influencing people’s behaviors and norms. Our ana-
lyses have also suggested that social influences and
norms, rather than knowledge and skills attained
through education, affect obesity among women. This
indicates that prevention programs for obesity should
consider women’s susceptibility to social influences in
order to reduce educational inequalities in obesity
among women. Although obesity is often considered a

problem only in Western countries because of the low
prevalence of obesity in Asian countries, Asian popula-
tions have been shown to have an elevated risk of associ-
ated diseases at relatively low BMIs [25]. It would
therefore be beneficial to examine educational inequalities
in obesity in Japan, where both social structures and body
compositions differ from those in Western countries.
Some limitations of this study should be considered.

First, the response rate was relatively low. Several studies
have found that non-respondents have lower socioeco-
nomic status than do respondents [36, 37]. If such a
non-response bias existed in this study, educational
inequalities in overweight/obesity would be underesti-
mated. However, the respondents in the present study
were fairly comparable with the target population with
regard to age, sex, and educational attainment [19].
Second, height and body weight were measured based
on self-report, which may cause misclassification. A
nationally representative survey in Japan found that self-
reported BMI was considerably underestimated among
overweight and obese women, mainly because of under-
reports of weight [38]. If this trend was also present in
this study, the observed associations would be underesti-
mated. Third, validated questionnaires would be useful
for more precise assessments of dietary habits, although
the questions and definition of dietary habits in this
study were used also in previous ones [21]. In addition,
more detailed questionnaires about physical activities
such as sedentary work style would be interesting, as
well as habitual exercise. Finally, because this was a
cross-sectional study, we could not determine the causal
direction of the associations found. It is unlikely that
adulthood obesity affects educational attainment. How-
ever, adult obesity may have some influence on hus-
bands’ education, because individuals are more likely to

soitar sd do det sujd
A

)s la vretni ecnedifn oc 
%59(

1.0

Women’s education ≥ College ≥ College ≤ High school ≤ High school
Husbands’ education ≥ College ≤ High school ≥ College ≤ High school

2.0

Overweight/obesity                  87                         29                           25                           20
Respondents                          995                       184                         219                         165

(%)                                   (8.7)                     (15.8)                      (11.4)                      (12.1)

1.
00

 (
re

f)

1.
86

  (
1.

16
–2

.9
9)

1.
12

  (
0.

69
–1

.8
3)

1.
06

  (
0.

61
–1

.8
5)

Fig. 1 Odds ratios for overweight/obesity according to combination of women’s and husbands’ education among married women (n = 1563).
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marry people who share similar characteristics, such as
demographics, attitudes, and behaviors [39]. Unobserved
factors associated with marriage selection may confound
the association between husbands’ education and obesity.

Conclusions
The present study found that women’s own education
was significantly associated with overweight/obesity
among unmarried, but not among married women.
Among married women, husbands’ education was
significantly associated with overweight/obesity. Highly
educated women’s risk of overweight/obesity was almost
doubled when they were married to less educated men,
compared with highly educated women married to
highly educated men. These findings indicate that social
influences bound to educational background affect
women’s obesity and are important in designing public
health intervention to reduce socioeconomic inequalities in
obesity and subsequent chronic diseases among women.

Abbreviations
95% CI: 95% confidence interval; BMI: Body mass index; J-SHINE: Japanese
Study of Stratification, Health, Income, and Neighborhood; OR: Odds ratio

Acknowledgements
We thank the J-SHINE Data Management Committee for approving second-
ary use of the data.

Funding
This research was supported by a Grant-in-Aid for Scientific Research on Innovative
Areas (No. 21119002) from the Ministry of Education, Culture, Sports, Science and
Technology, Japan, and by a research grant from the Ministry of Health, Labour and
Welfare, Japan (H27-Lifestyle-ippan-002). KM was supported by a Grant-in-Aid for
Young Scientists (B) (No. 15 K21383) from the Ministry of Education, Culture, Sports,
Science and Technology, Japan.

Availability of data and materials
The use of J-SHINE data is to be approved by the J-SHINE Data Management
Committee by request.

Authors’ contributions
KM conceived the study, performed the statistical analysis, and drafted the
manuscript as principal author. TO and HH provided advice regarding critically
important intellectual content and helped to draft the manuscript. All authors
read and approved the final manuscript.

Ethics approval and consent to participate
The Research Ethics Committee of The University of Tokyo, Graduate School
of Medicine approved the survey procedure of the J-SHINE (Japanese Study
of Stratification, Health, Income, and Neighborhood) (No. 3073-[1]). The ques-
tionnaire was computer-assisted and self-administered, unless participants re-
quested a face-to-face interview. Participation in this study was voluntary,
and written consent was obtained from each respondent. The J-SHINE Data
Management Committee approved the authors’ secondary use of the data,
with personally identifiable information deleted to ensure confidentiality.

Consent for publication
There are no details on individual participants within the manuscript.

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

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Received: 30 December 2016 Accepted: 14 November 2017

References
1. Haslam DW, James WP. Obesity. Lancet. 2005;366:1197–209.
2. Cohen AK, Rai M, Rehkopf DH, Abrams B. Educational attainment and

obesity: a systematic review. Obes Rev. 2013;14:989–1005.
3. McLaren L. Socioeconomic status and obesity. Epidemiol Rev. 2007;29:29–48.
4. Cutler DM, Lleras-Muney A. Understanding differences in health behaviors

by education. J Health Econ. 2010;29:1–28.
5. Pampel FC, Krueger PM, Denney JT. Socioeconomic disparities in health

behaviors. Annu Rev Sociol. 2010;36:349–70.
6. Monden CW, van Lenthe F, de Graaf ND, Kraaykamp G. Partner’s and own

education: does who you live with matter for self-assessed health, smoking
and excessive alcohol consumption? Soc Sci Med. 2003;57:1901–12.

7. Li Y, Fu H, Zhao F, Luo J, Kawachi I. Influence of spousal education on
partner's self-rated health: cross-sectional study among 1382 married
couples in shanghai, China. Asia Pac J Public Health. 2013;25:398–408.

8. Brown DC, Hummer RA, Hayward MD. The importance of spousal education
for the self-rated health of married adults in the United States. Popul Res
Policy Rev. 2014;33:127–51.

9. Jaffe DH, Eisenbach Z, Neumark YD, Manor O. Effects of husbands' and
wives' education on each other’s mortality. Soc Sci Med. 2006;62:2014–23.

10. Kravdal Ø. A broader perspective on education and mortality: are we
influenced by other people's education? Soc Sci Med. 2008;66:620–36.

11. Vandenheede H, Vanroelen C, Gadeyne S, De Grande H, Deboosere P.
Household-based socioeconomic position and diabetes-related mortality
among married and cohabiting persons: findings from a census-based cohort
study (Flanders, 2001-2010). J Epidemiol Community Health. 2013;67:765–71.

12. Spoerri A, Schmidlin K, Richter M, Egger M, Clough-Gorr KM, Swiss National
Cohort (SNC). Individual and spousal education, mortality and life
expectancy in Switzerland: a national cohort study. J Epidemiol Community
Health. 2014;68:804–10.

13. Vanthomme K, Vandenheede H, Hagedoorn P, Gadeyne S. Socioeconomic
disparities in lung cancer mortality in Belgian men and women (2001-2011):
does it matter who you live with? BMC Public Health. 2016;16:493.

14. Yang L, Martikainen P, Silventoinen K. Effects of individual, spousal, and
offspring socioeconomic status on mortality among elderly people in China.
J Epidemiol. 2016;26:602–9.

15. Skalická V, Kunst AE. Effects of spouses’ socioeconomic characteristics on
mortality among men and women in a Norwegian longitudinal study. Soc
Sci Med. 2008;66:2035–47.

16. Torssander J, Erikson R. Marital partner and mortality: the effects of the social
positions of both spouses. J Epidemiol Community Health. 2009;63:992–8.

17. Di Castelnuovo A, Quacquaruccio G, Donati MB, de Gaetano G, Iacoviello L.
Spousal concordance for major coronary risk factors: a systematic review
and meta-analysis. Am J Epidemiol. 2009;169:1–8.

18. Honjo K, Iso H, Iwata M, Cable N, Inoue M, Sawada N, Tsugane S, JPHC Study
Group. Effectiveness of the combined approach for assessing social gradients
in stroke risk among married women in Japan. J Epidemiol. 2012;22:324–30.

19. Takada M, Kondo N, Hashimoto H, J-SHINE Data Management Committee.
Japanese study on stratification, health, income, and neighborhood: study
protocol and profiles of participants. J Epidemiol. 2014;24:334–44.

20. Takagi D, Kondo N, Takada M, Hashimoto H. Differences in spousal influence
on smoking cessation by gender and education among Japanese couples.
BMC Public Health. 2014;14:1184.

21. Umeda M, Oshio T, Fujii M. The impact of the experience of childhood
poverty on adult health-risk behaviors in Japan: a mediation analysis. Int J
Equity Health. 2015;14:145.

22. Murakami K, Kondo N, Ohkubo T, Hashimoto H. The effect of fathers’ and
mothers' educational level on adult oral health in Japan. Community Dent
Oral Epidemiol. 2016;44:283–91.

23. World Health Organization. Obesity: preventing and managing the global
epidemic: report of a WHO consultation (WHO technical report series 894).
Geneva: World Health Organization; 2000.

24. Examination Committee of Criteria for ‘Obesity Disease’ in Japan; Japan
Society for the Study of Obesity. New criteria for ‘obesity disease’ in Japan.
Circ J. 2002;66:987–92.

25. WHO Expert Consultation. Appropriate body-mass index for Asian
populations and its implications for policy and intervention strategies.
Lancet. 2004;363:157–63.

Murakami et al. BMC Public Health  (2017) 17:903 Page 8 of 9



26. Hagenaars AJM, de Vos K, Zaidi MA. Poverty statistics in the late 1980s:
research based on micro-data. Luxembourg: Office for Official Publications
of the European Communities; 1994.

27. Galobardes B, Shaw M, Lawlor DA, Davey Smith G, Lynch JW. Indicators of
socioeconomic position. In: Oakes JM, Kaufman JS, editors. Methods in
social epidemiology. San Francisco, CA: Jossey-Bass; 2006. p. 47–85.

28. Bourdieu P. Distinction: a social critique of the judgement of taste. London:
Routledge; 1984.

29. Abel T. Cultural capital and social inequality in health. J Epidemiol
Community Health. 2008;62:e13.

30. Berkman LF, Krishna A. Social network epidemiology. In: Berkman LF,
Kawachi I, Glymour MM, editors. Social epidemiology. New York: Oxford
University Press; 2014. p. 234–89.

31. Organisation for Economic Co-operation and Development. Japan. In:
Education at a Glance 2016: OECD Indicators. OECD Publishing, Paris. 2016.
10.1787/eag-2016-65-en. Accessed 14 Mar 2017.

32. Christakis NA, Fowler JH. The spread of obesity in a large social network
over 32 years. N Engl J Med. 2007;357:370–9.

33. Chao D, Hashimoto H, Kondo N. Dynamic impact of social stratification and
social influence on smoking prevalence by gender: an agent-based model.
Soc Sci Med. 2015;147:280–7.

34. Cross S, Madson L. Models of the self: self-construals and gender. Psychol
Bull. 1997;122:5–37.

35. Egeland GM, Tverdal A, Meyer HE, Selmer R. A man’s heart and a wife's
education: a 12-year coronary heart disease mortality follow-up in
Norwegian men. Int J Epidemiol. 2002;31:799–805.

36. Harald K, Salomaa V, Jousilahti P, Koskinen S, Vartiainen E. Non-participation
and mortality in different socioeconomic groups: the FINRISK population
surveys in 1972-92. J Epidemiol Community Health. 2007;61:449–54.

37. Tolonen H, Dobson A, Kulathinal S, WHO MONICA Project. Effect on trend
estimates of the difference between survey respondents and non-
respondents: results from 27 populations in the WHO MONICA project. Eur J
Epidemiol. 2005;20:887–98.

38. Ikeda N. Validity of self-reports of height and weight among the general
adult population in Japan: findings from National Household Surveys, 1986.
PLoS One. 2016;11:e0148297.

39. Meyler D, Stimpson JP, Peek MK. Health concordance within couples: a
systematic review. Soc Sci Med. 2007;64:2297–310.

•  We accept pre-submission inquiries 

•  Our selector tool helps you to find the most relevant journal

•  We provide round the clock customer support 

•  Convenient online submission

•  Thorough peer review

•  Inclusion in PubMed and all major indexing services 

•  Maximum visibility for your research

Submit your manuscript at
www.biomedcentral.com/submit

Submit your next manuscript to BioMed Central 
and we will help you at every step:

Murakami et al. BMC Public Health  (2017) 17:903 Page 9 of 9

http://dx.doi.org/10.1787/eag-2016-65-en

	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Data and participants
	Measures
	Statistical analysis

	Results
	Discussion
	Conclusions
	Abbreviations
	Funding
	Availability of data and materials
	Authors’ contributions
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Publisher’s Note
	References

