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Abstract 

There is comprehensive empirical evidence that married individuals enjoy healthier and 

longer life. Although their advantage is often explained in terms of their health-enhancing 

lifestyle empirical research brings mixed evidence on the lifestyle differences between 

married and unmarried individuals. The goal of the current paper is to test a hypothesis 

whether the association between marital status and health-related behaviors is mediated by 

the prevalence of the behavior in the society. The empirical analysis uses the ISSP 2011 data 

on health from 26 countries that provide information on smoking, binge drinking, exercising, 

and vegetable intake. The analyses provide only partial support for the hypothesis. It shows 

that the gap between married and unmarried individuals narrows with the increasing 

prevalence in case of smoking and binge drinking and to some extent in case of healthy diet. 

No effect was however detected in case of physical inactivity. 
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Background 

 

A large body of research shows that marital status is strongly associated with individuals’ 

health and well-being. Numerous studies from a broad spectrum of scholarly journals and 

books demonstrate that married people have lower mortality and are healthier and happier 

than the unmarried (Dupre, Beck and Meadows 2009; Holt-Lunstad, Birmingham and Jones 

2008; Koskinen et al. 2007; Liu and Umberson 2008; Murphy, Grundy and Kalogirou 2007). 

Although selection of healthier individuals into marriage explains some of these differences, 

it is also often argued that marriage enhances well-being through healthier lifestyle (Lewis 

and Butterfield 2007; Waite 1995; Yannakoulia et al. 2008). For example, much of the 

excessive mortality of unmarried population is linked to the behavior-related causes of death, 

including suicide (Kposowa 2000; Masocco et al. 2008). 

Despite the plausibility of the lifestyle argument, the empirical evidence regarding the 

differences in health-related behaviors of married and unmarried individuals is mixed. While 

some studies indeed show that married individuals live healthier (Duncan, Wilkerson and 

England 2006; Yannakoulia et al. 2008), other works did not find any evidence for this claim 

or even report a negative link (Guo et al. 2004; Zins et al. 2003). Using the social control 

theory, this paper contributes to the ongoing discussion and explores the question of whether 

the acceptability of the specific behavior in the broader social networks affects the behavioral 

differences between married and unmarried individuals. Specifically, the paper focuses on 

smoking, binge drinking, physical inactivity, and vegetable and fruit intake as these practices 

are considered to be the key behavioral factors explaining the social disparities in health 

(Eikemo and Mackenbach 2012). 
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Conjugal social control and health-enhancing behavior 

 

In the literature of the last two decades, the social control theory has been playing a prominent 

role in explaining the marital status – health link (Umberson 1987; Umberson 1992). This 

perspective states that social relationships affect health through “interpersonal interactions 

that involve influence, regulation, and constraint of health practices” (Lewis and Butterfield 

2007, p. 299). The direct social control refers to the rewards for behaviors defined as desirable 

and sanctions for behaviors that are deemed undesirable, deviant, and health-damaging 

(Umberson 1987; Westmaas, Wild and Ferrence 2002). The indirect social control operates 

through the internalization of a sense of obligation to fulfill one’s social role and to abstain 

from the conducts inappropriate for this role (Colman, Missinne and Bracke 2013). Even 

though some type of social control is an integral part of all social relationships the closer the 

relationship, the more regulation is usually involved (Lewis et al. 2006). The social control is 

therefore particularly pronounced in conjugal interactions and marriage is the most 

consequential social relationship for health (Lewis and Butterfield 2007). 

It is plausible to expect that the health-related social control is particularly tenacious if 

the behavior is considered to be highly undesirable or is linked with certain stigma. The 

assumption that the intensity of social control varies depending on the relative undesirability 

of the behavior has an implication for the lifestyle differences between the married and 

unmarried. If the marital status affects health behavior via social control and if the social 

control is more stringent for some types of behavior than for others, the differences between 

the married and unmarried should be larger for behaviors that are more stigmatized.  In other 

words, the attempts to directly influence and control partner’s behavior and normative 

expectations associated with marital roles are likely to be stronger if the behavior attracts 

stronger social condemnation. In contrast, if the behavior is viewed as relatively benign the 
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effort to discourage others from engaging in it might be lower and the pressure towards 

behavioral change might be perceived as illegitimate. This would mean that the differences 

between married and unmarried individuals might be relatively small. 

The argument that the more undesirable behavior is the stronger the conjugal social 

control also implies that the gap between married and unmarried might be smaller if the 

prevalence of the behavior is higher. If some objectionable behavior (e.g. smoking and binge 

drinking) is more common in the society, it is likely to be linked with less stigmatization and 

lower social sanctions. Consequently, even those whose conducts are more closely monitored 

and regulated, i.e. married individuals, engage in this behavior more frequently. In contrast, if 

some health-compromising behavior is rare it is likely to attract more negative reactions. This 

might increase the observed differences across categories of marital status in two ways. First, 

those who adopt the behavior might be rendered less desirable marriage partners and thus stay 

unmarried. Second, if marriage encourages healthy life style through health-enhancing social 

control, the higher stigmatization is likely to increase the pressure from the spouse. Moreover, 

one might expect that the behavior that is perceived as riskier will be more sensitive to the 

overall prevalence. In contrast, conducts that are not perceived as highly hazardous are not 

likely to invite such a strong reaction even if they are not so common. This suggests that the 

link between prevalence and marriage gap will depend on the type of behavior and its 

perceived risks. 

 

Smoking, binge drinking, unhealthy diet and physical inactivity 

This paper focuses on four types of health-related practices: smoking, binge drinking, 

physical inactivity, and vegetable and fruit intake. Albeit the importance of all of these 

behaviors for health is generally accepted they may not pose the same health-risk or may not 

be perceived as equally health-compromising by general population. Smoking is probably the 
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most objectionable behavior and has arguably already achieved a stigmatized status (Stuber, 

Galea and Link 2008). Even though some differences across individual societies still exist the 

anti-tobacco sentiment and anti-tobacco campaigns are growing in most countries (Joossens 

and Raw 2006). Excessive alcohol consumption also attracts strong social condemnation but 

there are significant cultural differences in what is considered to be excessive and even heavy 

drinking might be socially acceptable in certain situations (Schomerus et al. 2011). In 

contrast, physical inactivity and unhealthy diet are likely to provoke much less social 

disapproval and the link between these behaviors and social stigmatization is rather indirect 

through their association with obesity. Not following healthy diet or the preference for hearty 

meals might be even perceived positively as an expression of real masculinity (Gough 2007). 

Similarly, too vigorous physical activity is sometimes viewed as inappropriate for women 

corrupting their real femininity (Rook, Thuras and Lewis 1990).  

The premise that smoking is the most and physical inactivity/unhealthy diet the least 

socially stigmatized health behaviors has two implications for the lifestyle between the 

married and unmarried. First, conjugal social control is likely to be strongest and the 

difference between married and unmarried the largest in case of the former and the weakest in 

case of the latter. Second, the marriage gap in smoking and drinking should be more sensitive 

to the prevalence of these behaviors in the society. A little empirical work was done to test the 

second prediction. However, findings from past studies seem to be congruent with the first 

expectation. The existing research demonstrates a consistent negative link between being 

married and smoking, mixed and context-dependent link between marital status and alcohol 

consumption and inconclusive results with regards to the healthy diet and physical activity. 

For example, there is evidence that married individuals are less likely to smoke and 

more likely to quit smoking in Sweden (Nystedt 2006), Denmark (Osler et al. 1999), the 

United States (Kalman et al. 2010; Prady et al. 2012), Finland (Broms et al. 2004) and Korea 
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(Cho et al. 2008). The negative link between marriage and alcohol intake is consistently 

reported in the United States or United Kingdom (Collins, Ellickson and Klein 2007; Duncan, 

Wilkerson and England 2006; Chilcoat and Breslau 1996; Ryan 2010; Staff et al. 2010). In 

contrast, some studies from Asia or France did not observe any association between the 

marital status and drinking or reported a positive link (Park, Kim and Jhun 2008; Saito et al. 

2005; Zins et al. 2003). With regards to the eating habits, some works found that married men 

and women are more likely to exercise and eat more vegetables and fruits, nuts and poultry 

and less fast food (Dibsdall et al. 2003; Pettee et al. 2006; Satariano, Haight and Tager 2002; 

Yannakoulia et al. 2008). At the same time, other studies report higher physical activity 

among divorcees (Contoyannis and Jones 2004; Lee et al. 2004; Qi, Phillips and Hopman 

2006) and still others did not find any significant differences among married and unmarried 

individuals in exercising or dietary patterns (Guo et al. 2004; Leis et al. 2010). In fact, obesity 

is the only domain in which married men and women display systematically worse results 

than the never married, divorced and widowed (Eng et al. 2005; Jeffery and Rick 2002; 

Meltzer et al. 2013). 

 

Gender, marital roles, and health behaviors 

Any study on the link between the marital status and health must consider gender differences. 

Past research demonstrates that marriage provides benefits for both sexes but females are 

usually more successful in influencing their male partners’ health behaviors (Westmaas, Wild 

and Ferrence 2002). Several theories were proposed to explain this observation. First, women 

generally possess more knowledge about health-related issues and monitor their own health 

status more closely than men. Their traditional nurturing role encourage them not only to 

guard their own health but also to monitor their spouses’ health and assume responsibility for 

their partners’ behavior (Umberson 1992). Indeed, married men report to have their behavior 
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monitored more often than married women (August and Sorkin 2010). At the same time, 

women display stronger tendency to avoid risky behaviors and some of the risk aversion 

might spill-over to their male partners. 

Second, women seem to be more efficient in their ability to influence partners’ health 

habits. One of the possible explanations for this finding is that women’s social control efforts 

tend to incorporate more empathy and emotional support. The ability to express sympathy and 

understanding might result in greater success in helping their spouses’ to quit unhealthy habits 

or to stick to the healthy routine. Furthermore, men’s attempts to control and influence 

unhealthy habits of their female partners might be viewed as inconsistent with their 

masculinity and might produce negative reactions in their female partners (Westmaas, Wild 

and Ferrence 2002). 

Based on these gender differences, one might expect that the men’s health habits will 

be more sensitive to their marital status. It is however not clear whether these differences 

between men and women affect the prevalence – marriage gap link. This paper however re-

estimated all models also for the male and female subsamples. 

 

Hypotheses 

Based on the theoretical arguments reviewed above, three hypotheses were formulated.  

- Hypothesis 1: The effect of marital status (and associated social control) is mediated 

by the acceptance of the behavior in the broader social environment. Thus, the link 

between marital status and health-related behavior is weaker if the behavior is more 

prevalent in the society. 

- Hypothesis 2: The levels of prevalence of the given behavior plays more prominent 

role in case of negative behaviors such as smoking and drinking than in case of the 

relatively benign conducts such as physical inactivity and unhealthy diet. 
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Data and method 

The paper uses the ISSP 2011 data from 26 countries (Australia, Belgium, Bulgaria, Chile, 

Croatia, the Czech Republic, Finland, France, Germany, Israel, Japan, Korea, Lithuania, the 

Netherlands, Norway, Philippines, Poland, Portugal, Russia, Slovakia, Slovenia, South Africa, 

Sweden, Switzerland, Turkey, and the United States). Taiwan is dropped from the analysis 

due to the more than 50 % missing values in some of the life-style variables. The data from 

the United Kingdom and Denmark are not used as they do not distinguish married and 

unmarried couples. In total, information on 33,917 respondents is analyzed. 

 

Dependent variables: Life-style measures 

The ISSP data include four questions on health-related behaviors: smoking, binge drinking, 

physical activity, and fresh vegetable and fruit intake. Smoking was recorded on a 7-point 

scale from “do not smoke and never did” to “smoke more than 40 cigarettes per day”. Other 

practices were measured using a 5-point scale (never, once a month or less often, several 

times a month, several times a week, daily). The binge drinking is defined as drinking 4 or 

more alcoholic drinks on the same day, the physical activity refers to doing something that 

makes one sweat or breathe more heavily than usual for at least at least 20 minutes. Healthy 

diet refers to eating fresh fruit or vegetables without any further specification. Using these 

questions, the binary measures of smoking, binge drinking, physical inactivity, and unhealthy 

diet were constructed. 

Smoking distinguishes those who currently smoke (1) versus all current non-smokers 

(0). Those who smoked in the past but quitted are included among non-smokers. 

Binge drinkers are defined as those who have four or more drinks on the same day at 

least several times a month (coded as 1, all others coded as 0). This coding follows the 
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prevalent practice that differentiates between those who engage in such behavior at least once 

a month and the less frequent drinkers (Miller et al. 2007; Naimi et al. 2013; Pajak et al. 2013; 

Zeigler et al. 2005). 

Respondents who report the vigorous physical activity several times a week are 

considered as active (coded as 0) whereas all others are classified among physically inactive 

(coded as 1; similarly also De Vries et al. 2008; Reeves and Rafferty 2005; Schuit et al. 

2002). 

The measure of unhealthy diet is coded 1 if respondent does not eat fresh fruit and 

vegetables daily, otherwise 0. It must be noted that this measure is less strict than it is usual in 

the epidemiological studies but the data do not offer more detailed information that would 

allow taking into account the size of servings (Berrigan et al. 2003; De Vries et al. 2008). 

 

Control and explanatory variables 

The main explanatory variable distinguishes those who are currently married and live with 

their spouse and those who are single. Cohabitors were dropped from the current study for 

two reasons. First, the number of cohabitors in some of the country samples is very low. 

Second, there are substantive reasons not to incorporate cohabitors into the married category. 

Whereas the evidence that marriage enhances health and well-being is consistent the role of 

cohabitation is not clear. On one hand, one might speculate that cohabitation offers some of 

the benefits of marriage and co-residence with an intimate partner implies some degree of 

social control irrespective of the legal marital status. On other hand, cohabitation is not fully 

institutionalized and prescribed behaviors for cohabitors are not as well defined as for married 

couples (Gray and Evans 2008). This might imply that the role of unmarried partner might not 

be associated with the same degree of behavioral constraints as the role of a spouse. 

Moreover, cohabitors might be less willing to let their partners monitor and control their 
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behavior. Indeed, a growing empirical literature from the United States and Europe 

demonstrates that cohabitation is associated with heightened risk of heavy drinking and drug 

use despite its resemblance to marriage (Caetano et al. 2006; Joutsenniemi et al. 2007; Li et 

al. 2010; Plant et al. 2008). 

Other covariates include sex (male = 1), age (continuous), education in years 

(continuous; categorical measures tested but not used in the reported models), employment 

status (non-working – 0 hours, working < 40 hours a week, working 40+ hours), and a 

presence of a minor child in the household (at least 1 minor child = 1, otherwise 0). The 

prevalence of the behavior in the given society is expressed by the proportion of those who 

participate in the given activity. Specifically, the measure is calculated as the proportion of 

respondents with the value of 1 in the binary responses for smoking, binge drinking, not 

exercising, and not eating vegetables and fruit daily. 

 

Method 

A set of multilevel mixed-effects logistic regressions was estimated with the dependent 

variables smoking, binge drinking, physical inactivity, and insufficient vegetable and fruit 

intake (Stata 13 - xtmelogit). These models treat respondents as nested within the countries 

and account for the inter-dependence between the observations. All reported models use the 

covariance structure independent, i.e. all the covariances between random effects are assumed 

to be zero and are not estimated.  To test the plausibility of this assumption, the same models 

were re-estimated allowing all covariances to differ from 0 (unstructured covariance). As the 

likelihood-ratio test does not indicate significant differences between these models, the more 

parsimonious model with independent covariance structure is used. 
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The data are not weighted as no standardized weights for all countries are available. 

Some countries do not provide any weights and there is no standardized calculation of 

weights even for countries who submitted their weights. 

All analyses include respondent’s sex as a control variable. Moreover, the models 

were also estimated separately for the male and female sub-sample. The estimates using the 

male and female subsamples are discussed if they deviated from the overall picture. 

 

Results 

Descriptive statistics 

Table 1 reports descriptive statistics. The mean age of respondents was 49.2 years and 55.6 % 

of respondents were women; the higher sex ration was observed in Russia and Chile with over 

60 % of respondents being women. In total, 55.5 % of the sample was married at the time of 

the survey. The highest proportion of married individuals was found in Turkey, Philippines, 

Korea, and Australia whereas the South Africans, Chileans, Americans, and Russian were the 

least likely to be married. Respondents had on average 12.1 years of schooling, lower average 

level of education was observed in Philippines, Portugal, and Turkey. 

As for the life-style characteristics, binge drinking is the most common in Korea, the 

Netherlands, Japan and Belgium whereas less than 10 % of Israelis, Bulgarians, Portuguese 

and Turks  reported drinking more than 4 drinks in one day on a regular basis. Bulgarians, 

Croatians and Czechs are however the most likely to smoke. In contrast, smoking is rare 

especially in Australia where only 1 respondent out of 10 admitted being a smoker. The ISSP 

data also suggest that Japan belongs not only among countries with the highest prevalence of 

binge drinking but also that the Japanese (along with South Africans, Turks and Russians) are 

the least likely to participate in any physical activity (only 21 % of Japanese exercise 

regularly). Physical activity is however rather common in Norway, Switzerland, and the 
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United States. As for the dietary patterns, the lowest vegetable and fruit consumption is 

reported by South Africans, Russians and Koreans and highest among Australians, the Dutch, 

and Portuguese. 

 

INSERT TABLE 1 and 2 

 

Table 3 provides an overview of the four types of health-related behavior by marital status. 

Given the lack of weights in some countries the un-weighted percentages are reported. These 

descriptive statistics suggest that married individuals are less likely to smoke than singles in 

17 countries out of 26, no difference (less than 1 percentage point) was found in 2 other 

countries
1
. Smoking is more common among married individuals only in some Central and 

Eastern European countries (Bulgaria, Czech Republic, Lithuania, Russia, and Slovakia)
2
 and 

South Africa but the difference is small even in these countries. In general, singles are also 

more likely to binge drink. Thus, higher binge drinking among singles was found in 17 

countries out of 26; the pattern is however reversed in Japan, Korea, Philippines, Australia, 

and partly in Russia (the difference of 3.9-6.4 percentage points). Married respondents also 

eat more fresh fruit and vegetables (all countries but Philippines). The link between physical 

activity and marital status is the weakest. The married individuals were more likely to 

exercise only in 11 out of 26 countries
3
. 

 

INSERT TABLE 3 

 

  

                                                           
1
 When available weights were used the singles were more likely to smoke in 19 countries and there was no 

difference in four countries. 
2
 For the Czech Republic, Lithuania, and Slovakia, it holds only in the un-weighted sample. 

3
 The advantages of the married individuals increases when weights were applied and they were exercising with 

higher frequency in 17 countries out of 26. 
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Multilevel model - results 

Table 4 shows the estimated coefficients from the multilevel mixed effect regressions for two 

models. The first model serves as a baseline and includes all control and explanatory variables 

at the individual and country level. The second model enters the cross-level interactions 

between the marital status and prevalence of the analyzed behavior. The significance of the 

interaction effect is tested by the likelihood-ratio test and the BIC – Bayesian information 

criterion (Raftery 1995). It is necessary to note that the likelihood-ratio test is highly sensitive 

in large samples while BIC penalizes models with more parameters. 

The hypothesis 1 predicted that the association between the marital status and a health 

behavior is mediated by the prevalence of this behavior in broader social networks. Table 4 

only partly confirms this expectation. The interaction term between physical inactivity and the 

general level of inactivity in the country is clearly not significant neither from the BIC, nor 

likelihood ratio test. However, the fit statistics (likelihood ratio test and BIC) show that the 

interaction effects are positive and significant in case of smoking and binge drinking. The 

Bayesian information criterion – that is generally the preferred measure of fit if the sample 

size is large – decreased by 9 and 18 points respectively. The similar trend is observed for 

insufficient vegetable and fruit intake but the picture is less clear. Even though the likelihood 

ratio test suggests that the interaction term between marital status and the general vegetable 

consumption in the society is significant there is no change in BIC. Given the high sensitivity 

of likelihood ratio test in large samples one can conclude that the analysis does not provide 

clear evidence that the interaction term is significant. Figure 1 slo indicates that the marriage 

gap in vegetable and fruit intake is closing but relatively slowly. This indicates that married 

individuals keep their advantage with respect to healthy diet (measured by fruit and vegetable 

consumption) in all these societies. One must note that no major gender differences were 

revealed in this case. 
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The hypothesis 2 suggested that the effect of the prevalence and acceptability of the 

behavior is more important in case of high-risk behaviors such as smoking and drinking than 

is in case of physical inactivity and unhealthy diet. Table 4 clearly supports this prediction in 

two ways. First, the fit statistics indicate that the interactions terms do no improve the model 

much in case of physical inactivity and unhealthy diet. In contrast, the interaction clearly 

reached statistical significance in case of smoking and excessive alcohol intake. Second, the 

sizes of the coefficients are also larger for the latter behaviors, which suggests that the 

marriage gap is stronger for smoking and binge drinking. However, a closer inspection of the 

data reveals that the situation is more complicated in case of binge drinking (see Figure 1). It 

seems that with the increasing levels of binge drinking the gap between the married and 

unmarried is indeed declining but the trend is reversed in societies with the highest levels of 

excessive alcohol intake. This effect is driven by Japan and Korea – in their case, being 

married increases tendency towards binge-drinking but the same does not hold for the other 

binge-drinking societies such as the Netherlands. It must be noted that high levels of binge 

drinking among married men in Japan was demonstrated also by other studies (Saito et al. 

2005). Furthermore, Figure 1 corroborates the second hypothesis that the marital status will 

be much less sensitive to the prevalence of the activity in case of physical inactivity and 

unhealthy diet.  

 

INSERT TABLE 4 

INSERT FIGURE 1 

 

The analyses generally support the hypotheses that the association between marital status and 

health behavior is mediated by the acceptance/prevalence of the behavior in the society. The 

previous analysis however neglected to consider potential gender differences. The estimated 
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trends were similar in both male and female sub-samples in case of physical inactivity and 

vegetable and fruit consumption
4
. However, the separate analyses for men and women 

indicate important gender differences in case of smoking and binge drinking. It seems that the 

effect of declining association between marital status and smoking with the increasing 

prevalence of tobacco consumption in the country is driven predominantly by women. In 

other words, it is the married women who catch up with their single counterparts if smoking is 

very common. In contrast, the narrowing gap of binge drinking between married and 

unmarried individuals in societies with higher alcohol intake is driven predominantly by men. 

Thus, it is the married men who catch up with their single counterparts if binge drinking is 

common in the society.  

 

Conclusions 

The paper tested the question of whether the association between the marital status and 

health-related behaviors depend on the prevalence of the behavior in the society. Two 

hypotheses were formulated to explore the research question. The first hypothesis predicted 

that the link between marital status and given behavior will be weaker if the behavior is more 

prevalent. The second hypothesis predicted that the described effect will be stronger in case of 

negative behaviors linked with stigmatization that with positive behaviors linked with social 

approval. Both of these hypotheses were tested using the ISSP 2011 dataset. 

The analysis confirmed both predictions. The finding that the more common the 

behavior is the smaller is the gap between the married and unmarried population holds for 

smoking and binge drinking (except for the two Asian societies included in the sample) and to 

some degree for the fresh vegetable consumption. The analysis however also shows that the 

effect is observable mainly for the negative behaviors such as smoking and drinking. As for 

                                                           
4
 It was impossible to estimate the model for female sub-sample if both marital status and parental status were in 

the same model. A model that did not control for the presence of a child in the household was estimated instead. 
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the pro-active health behaviors such as exercising and healthy eating, the mediating effect of 

the prevalence was not confirmed or was very weak. 
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Descriptive statistics (% and means) 

 All Only married and single 

 Single Married Cohabitors 

Men 

% 

Economic activity, 

comp. 1-40 hours, % Mean 

 

% % % None 40+ hours Age 

Education 

(yrs) 

Australia 26.6 65.6 7.9 47.1 46.1 18.2 55.8 13.5 

Bulgaria 37.9 53.5 8.6 42.7 57.9 14.1 53.6 11.6 

Chile 47.9 42.8 9.4 39.2 53.8 34.6 47.2 10.6 

Croatia 45.0 52.3 2.6 47.4 51.3 14.6 45.8 12.0 

Czech R. 34.2 57.9 7.8 45.4 43.6 33.3 48.1 12.8 

Finland 36.5 49.1 14.4 44.3 46.3 12.9 47.5 13.3 

France 30.3 54.3 15.4 42.1 51.8 10.9 54.2 13.5 

Israel 33.9 63.2 2.9 43.9 39.5 26.7 46.0 13.0 

Japan 34.3 65.0 0.7 47.3 40.4 29.0 50.6 12.6 

Korea 33.0 66.4 0.5 44.9 41.7 35.7 46.1 12.3 

Norway 28.2 54.0 17.8 46.9 31.7 25.2 50.3 13.4 

Phillip 22.8 67.8 9.4 50.6 45.0 33.1 43.8 8.8 

Russia 49.8 45.5 4.7 34.7 53.3 15.7 48.7 12.3 

Slovenia 34.4 52.1 13.4 45.5 52.8 15.9 50.5 12.3 

Switzerland 33.5 57.6 8.9 51.1 38.7 36.0 49.6 13.0 

Belgium 32.9 52.2 14.9 45.8 55.0 10.9 50.9 12.8 

Germany 34.0 55.5 10.5 49.4 46.0 17.7 50.7 12.4 

Lithuania 48.4 49.3 2.3 41.6 52.9 15.6 48.0 12.6 

Netherlands 33.2 54.2 12.6 45.2 53.5 6.7 55.5 13.4 

Poland 37.0 58.7 4.3 46.0 47.7 22.7 48.3 12.5 

Portugal 32.3 60.5 7.1 41.3 52.5 19.0 52.2 9.3 

Slovakia 34.9 61.4 3.7 47.2 49.3 26.1 52.4 13.2 

South Africa 56.7 37.5 5.7 41.4 69.1 16.3 40.9 10.2 

Sweden 33.1 49.0 18.0 48.4 45.5 14.3 51.5 12.3 

Turkey 24.5 73.7 1.8 40.2 76.5 15.1 42.2 7.2 

USA 45.8 45.3 9.0 43.6 42.2 23.1 50.9 13.7 

Source: ISSP 2011 
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Table 2: Life style behaviors by sex (%), married and single only (cohabitors dropped) 

 Smoking Binge drinking Physical inactivity No vegetables 

 
M W Total M W Total M W Total M W Total 

Australia 12.0 8.1 9.9 33.3 15.7 24.0 44.9 47.7 46.5 36.8 24.2 30.0 

Bulgaria 43.4 26.5 33.7 15.7 2.7 8.3 60.0 65.3 63.1 55.0 48.3 51.1 

Chile 35.5 26.5 30.0 17.6 6.0 10.5 67.0 77.7 73.5 64.8 57.9 60.6 

Croatia 41.1 36.5 38.7 26.2 10.6 18.0 64.8 76.8 71.1 71.0 62.6 66.6 

Czech R. 43.5 23.3 32.4 32.5 10.0 20.2 59.6 64.4 62.2 74.8 57.4 65.2 

Finland 21.5 20.0 20.6 36.3 14.1 24.0 53.3 50.6 51.8 60.6 34.6 46.3 

France 21.3 20.2 20.7 28.6 8.5 16.9 50.1 62.0 57.0 45.6 36.1 40.1 

Israel 33.2 19.8 25.7 14.7 5.4 9.5 57.4 67.7 63.2 48.1 42.1 44.7 

Japan 33.0 11.9 21.8 40.1 15.5 27.2 75.0 82.3 78.9 67.9 48.0 57.4 

Korea 41.6 3.7 20.7 56.2 17.7 35.0 56.5 61.4 59.2 75.5 62.6 68.4 

Norway 17.2 19.7 18.5 29.4 13.2 20.8 44.0 37.2 40.4 58.9 33.3 45.2 

Phillip 45.3 9.9 27.8 34.4 13.8 24.3 59.6 68.9 64.2 61.1 59.0 60.1 

Russia 50.4 12.8 25.8 34.4 9.0 17.8 70.4 79.3 76.2 71.9 67.7 69.2 

Slovenia 26.4 17.0 21.3 19.8 2.9 10.5 36.9 48.6 43.3 54.1 35.6 44.0 

Switzerland 26.0 16.9 21.5 29.1 12.4 21.0 38.3 45.2 41.7 47.9 23.8 36.0 

Belgium 20.1 17.0 18.4 36.0 17.2 25.8 56.9 67.8 62.8 48.9 28.9 38.2 

Germany 28.8 26.1 27.4 27.6 10.7 19.1 42.8 52.0 47.4 57.5 37.1 47.4 

Lithuania 45.4 14.0 27.0 38.0 11.9 22.7 56.4 66.2 62.2 71.7 58.7 64.1 

Netherlands 18.8 17.5 18.1 39.2 18.6 27.9 43.3 43.3 43.3 40.1 21.1 29.6 

Poland 31.1 18.4 24.2 39.5 9.6 23.3 58.4 65.7 62.4 67.8 50.7 58.5 

Portugal 29.1 16.5 21.7 20.5 1.4 9.3 61.1 66.1 64.0 36.8 32.0 34.0 

Slovakia 31.6 16.9 23.8 20.3 1.8 10.4 58.5 62.9 60.8 66.5 52.3 58.9 

South Africa 29.9 11.8 19.3 28.1 10.1 17.5 72.6 82.6 78.5 74.8 74.5 74.6 

Sweden 12.0 13.9 13.0 29.5 13.7 21.3 48.2 46.8 47.5 57.8 31.0 43.7 

Turkey 45.8 17.7 29.0 10.0 3.3 6.0 74.2 78.5 76.8 64.0 65.4 64.8 

USA 21.9 20.6 21.2 26.6 9.7 17.1 32.5 43.0 38.4 53.4 44.4 48.3 

Source: ISSP 2011 
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Table 3: Life style behaviors by conjugal status (%) 

 Smoking Binge drinking Physical inactivity No vegetables 

 

Single Marriage Cohabit Single Marriage Cohabit Single Marriage Cohabit Single Marriage Cohabit 

Australia 15.7 7.8 17.7 21.5 25.3 38.8 45.3 46.8 41.4 36.2 26.8 31.7 

Bulgaria 31.6 35.1 61.6 9.6 7.1 7.0 64.8 61.7 62.8 55.2 45.5 67.4 

Chile 32.5 27.0 43.1 12.3 8.5 8.3 72.4 75.4 74.3 62.6 56.9 69.9 

Croatia 42.8 35.2 41.9 22.5 14.6 6.7 67.6 74.6 71.0 66.5 66.1 76.7 

Czech R 29.7 33.6 41.2 24.1 17.7 31.6 59.6 64.2 60.3 66.0 64.6 67.6 

Finland 27.8 15.1 29.5 24.0 24.1 24.9 53.3 50.6 53.3 52.9 37.3 60.0 

France 28.1 17.1 31.9 18.9 16.7 17.2 55.2 57.6 60.7 44.6 35.4 46.3 

Israel 33.2 21.8 40.0 15.4 6.3 22.9 62.0 63.9 50.0 50.5 41.5 48.6 

Japan 21.5 22.0 < 20 r 23.0 29.4 < 20 r 78.8 79.3 < 20 r 68.8 51.0 < 20 r 

Korea 24.3 18.9 < 20 r 32.3 36.3 < 20 r 60.4 58.6 < 20 r 73.4 65.9 < 20 r 

Norway 23.0 16.2 18.7 26.6 18.2 26.8 41.9 40.0 40.6 52.1 39.6 51.1 

Philippines 26.4 28.3 33.9 21.2 25.3 27.9 67.3 63.1 70.5 59.4 60.1 61.1 

Russia 24.6 27.2 57.1 17.3 18.4 29.0 77.6 74.7 78.8 72.8 64.3 75.7 

Slovenia 24.4 19.6 29.8 13.5 8.7 8.5 39.8 44.9 41.0 52.9 36.3 51.4 

Switzerland 28.8 17.2 30.8 24.6 18.8 18.7 41.5 41.7 30.8 41.8 31.7 41.1 

Belgium 23.3 15.2 26.0 27.1 25.4 29.9 60.6 63.9 57.6 44.9 32.5 41.1 

Germany 36.4 22.0 45.1 22.3 17.0 18.3 46.1 48.2 37.8 54.7 42.0 52.0 

Lithuania 26.1 27.6 40.7 21.4 23.3 25.9 63.8 60.1 57.7 67.9 59.9 81.5 

Netherlands 25.1 14.0 17.2 29.2 27.3 32.0 46.1 41.8 40.7 33.1 27.1 31.7 

Poland 24.4 24.2 60.4 23.3 23.2 37.5 57.5 65.4 54.2 62.5 55.1 70.8 

Portugal 28.3 18.4 39.4 10.0 9.2 8.6 63.9 64.6 68.6 42.5 27.2 52.1 

Slovakia 22.8 24.4 39.0 9.9 10.8 12.5 62.7 60.0 61.0 60.7 57.7 58.5 

South Africa 18.4 20.0 31.1 19.0 15.2 35.0 80.7 75.8 75.8 78.0 71.0 75.6 

Sweden 17.7 9.6 15.2 25.0 18.3 25.5 43.4 50.4 47.0 50.8 37.6 45.5 

Turkey 35.7 26.9 39.3 10.3 4.6 7.1 74.4 77.7 78.6 65.2 65.0 57.1 

USA 27.3 14.9 44.5 19.9 14.2 24.5 39.1 37.8 40.3 51.8 43.7 53.2 

Source: ISSP 2011, < 20 r = less than 20 respondents in the country sample 
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Table 4: Estimates from the multilevel mixed effect logistic regression with dependent variable smoking, binge drinking, no exercising and no fresh vegetable 

intake 

 
Smoking 

Drinking 
No exercising No fresh vegetable 

 All countries W/o Japan, Korea 

 

Model 2 Model 3 Model 2 Model 3 Model 2 Model 3 Model 2 Model 3 Model 2 Model 3 

Married -0.274 ** -0.776 ** -0.109 ** -0.634 ** -0.148 ** -0.531 ** -0.023  0.126  -0.374 ** -0.685 ** 

Age -0.017 ** -0.017 ** -0.013 ** -0.013 ** -0.014 ** -0.014 ** 0.007 ** 0.007 ** -0.012 ** -0.012 ** 

Male 0.698 ** 0.700 ** 1.278 ** 1.276 ** 1.259 ** 1.257 ** -0.295 ** -0.295 ** 0.602 ** 0.603 ** 

Children in hh -0.046  -0.046  -0.320 ** -0.323 ** -0.345 ** -0.344 ** 0.069 * 0.069 * 0.059 * 0.061 * 

Education (years) -0.039 ** -0.038 ** 0.005  0.004  0.002  0.002  -0.032 ** -0.032 ** -0.059 ** -0.059 ** 

LF (comp. – 0 hrs)                     

< 40 hours 0.368 ** 0.367 ** 0.253 ** 0.252 ** 0.207 ** 0.207 ** 0.059 * 0.060 * 0.032  0.030  

40+ hours 0.453 ** 0.454 ** 0.307 ** 0.306 ** 0.256 ** 0.256 ** 0.031  0.032  0.091 ** 0.089 ** 

Prevalence  0.055 ** 0.044 ** 0.072 ** 0.058 ** 0.076 ** 0.065 ** 0.042  0.043 ** 0.039 ** 0.036 ** 

Marriage*Preval.   0.020 **   0.025 **   0.019 **   -0.003    0.006 ** 

Constant -1.665 ** -1.398 ** -2.994 ** -2.684 ** -2.946  -2.722  -0.1941  -2.026 ** -0.748 ** -0.560 ** 

BIC 34250.4 34241.9 29721.5 29703.6 26834.2 26833.5 42605.1 42613.8 42957.31 42957.02 

Loglikehood -17067.8 -17058.3 -14803.4 -14789.2 -13360.2 -13354.7 -21245.3 -21244.4 -21421.3 -21415.9 

N =  33,917 33,801 31,210 33,442 33,892 

Source: ISSP 2011 

 

 


