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A B S T R A C T   

Background: We aimed to determine whether poor spousal health affected respondents’ own self-rated health 
after 1 year among older retired Japanese couples. 
Methods: Data were extracted from the nationwide population-based survey, the “Longitudinal Survey of Middle- 
aged and Elderly Persons”, which has been conducted annually since 2005 by the Japanese Ministry of Health, 
Labour and Welfare. We used 2016 survey data as a baseline and 2017 data for 1-year follow-up. Baseline re-
spondents comprised 21,916 individuals; of these, we focused on 4397 respondents who were retired, married, 
aged 65–70 years, and had good self-rated health. The survey included questions about respondents’ own health 
and lifestyle, and their spouses’ health status. Multivariate logistic regression analysis was used to explore the 
association between spousal health at baseline and respondents’ own self-rated health after 1 year. 
Results: We found that poor spousal health is associated with respondents’ own self-rated poor health after 1 year. 
The odds ratio (OR) for worsening health was 1.67 (95% confidence interval (CI): 1.11–2.52) for men and 1.72 
(95% CI: 1.25–2.37) for women when their spouse’s health was “somewhat bad”. The OR was 2.25 (95% CI: 
1.40–3.62) for women when spousal health was “bad/very bad”, compared with “somewhat good”. Conversely, 
good spousal health was associated with a low risk of declining health for respondents after 1 year. The asso-
ciation for men was apparent when their spouse’s health was “good” [OR: 0.69; 95% CI: 0.49–0.98], and the 
association for women was apparent when their spouse’s health was “very good” [OR: 0.46; 95% CI: 0.24–0.90]. 
Conclusions: Poor spousal health is an independent factor that negatively affects own self-rated health after 1 year 
among retired couples in Japan aged 65–70 years.   

1. Introduction 

It is important for elderly couples in retirement to support one an-
other’s health. Among the indicators of health status, self-rated health is 
of particular interest because it is one of the predictors of mortality, 
chronic diseases, health behaviors, symptoms, and functional limita-
tions (Dominick et al., 2002; Ganna & Ingelsson, 2015; Kawada, 2003; 
Stenholm et al., 2014). Despite aging and illness, elderly people may be 
able to maintain and improve their health through positive attitudes, 

such as having realistic health expectations and rating their own health 
as good even if they have chronic diseases and functional disabilities 
(Ferraro, 1980; Liang et al., 2005; Stenholm et al., 2014). 

Factors that improve self-rated health have long been studied. Many 
studies attribute these factors to individual factors such as medical 
history, health habits, employment status, neighborhood environments 
(Liu et al., 2018), and social contacts (Kang et al., 2019; Pinillos-Franco 
& García-Prieto, 2017). However, some studies have broadened the 
focus from the individual to analyze the effects of participation in social 
communities, communication in families (Kang et al., 2019), marital 
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status (Liu & Umberson, 2008), and the effect of serious spousal health 
events or death (Hagedoorn et al., 2001; Meyler et al., 2007; Valle et al., 
2013). One systematic review of 103 articles found a strong association 
between marriage and health status; it showed that couples often have 
similar or concordant health statuses and health behaviors (Meyler 
et al., 2007). Many other studies have shown that when one spouse 
becomes seriously ill, the psychological or physical health of the other 
spouse is often affected (Hagedoorn et al., 2001; Valle et al., 2013). 

Three reasons are typically offered to explain health concordance 
within couples. First, couples tend to engage in similar or concordant 
health behaviors. That is, people with similar interests and orientations 
are more likely to marry; therefore, couples share social and economic 
resources that determine their health status. Second, couples monitor 
each other and try to keep each other healthy. Third, mental health 
concordance has been reported in families and couples (Meyler et al., 
2007). Several studies have shown that health concordance increases 
with time spent together (Meyler et al., 2007; Ross et al., 1990). Addi-
tionally, evidence suggests that the health behaviors of husbands and 
wives affect each other: improvements in one spouse’s health behavior 
positively affect their spouse’s health behavior (Falba & Sindelar, 2008; 
Jackson et al., 2015). Moreover, an analysis of East Asian countries 
showed that self-rated health increases with marital satisfaction (Chung 
& Kim, 2014). 

The effect of marital relationships on self-rated health may vary 
across countries and regions (Peek et al., 2006). Japan has one of the 
most aged populations in the world and maintaining self-rated health in 
old age is becoming increasingly important. There is evidence that the 
effect of spousal health on self-rated health increases by 11% every year 
(Sargent-Cox et al., 2010). Therefore, in this study, we aimed to deter-
mine whether poor spousal health affected respondents’ own self-rated 
health after 1 year using data from Japanese retirees of both genders. We 
also analyzed the risk factors for poor self-rated health. To focus on our 
population of interest, we limited our analysis to married men and 
women aged 65 years or older who had retired from work and who 
reported good self-rated health at baseline. 

2. Methods 

2.1. Participants 

This study used paneled data from a nationwide, population-based 
survey in Japan, the “Longitudinal Survey of Middle-aged and Elderly 
Persons”, which has been conducted annually by the Japanese Ministry 
of Health, Labour and Welfare (MHLW) since 2005. This survey is 
conducted on middle-aged and older people of both genders across 
Japan to continuously monitor their attitudinal changes toward and 
actual changes in their health, employment, and social activities. The 
first to the fifth survey were administered by surveyors; all subsequent 
surveys have been administered by mail. Survey respondents were 
randomly selected using a two-stage sampling process. First, 2515 of the 
5280 census areas listed in the 2004 population-based “Comprehensive 
Survey of Living Conditions”, conducted by the MHLW, were randomly 
selected. At baseline, all men and women from these districts who were 
aged 50–59 years at the end of October 2005 were eligible for inclusion. 
Second, 40,877 residents aged 50–59 years were randomly chosen from 
each of the selected areas, in proportion to their population size. A total 

of 34,240 respondents comprised the first survey wave (response rate 
83.8%). 

We used the latest data from the 12th (2016) and 13th (2017) waves 
of the survey, which contained 21,916 and 21,168 original respondents, 
respectively and contained all the key variables that were required for 
the analysis. The response rate for the 13th wave was 95.5% of that for 
the 12th wave. In this study, the 12th wave (2016) was used as the 
baseline and the 13th wave (2017) was used to provide 1-year follow-up 
data to allow time for spousal health to affect one’s own health. To 
assess the effect of poor spousal health, we analyzed post-retirees that 
had very good, good, or somewhat good self-rated health at baseline 
(2016). We limited our analysis to post-retirees because work is strongly 
associated with health status (Oshio & Kan, 2017; Pietiläinen et al., 
2011). We defined a person as retired if they did not have an 
income-generating job. 

The flow chart in Fig. 1 shows the process of extracting the target 
population. First, from the 21,168 respondents who had participated in 
the study in two consecutive years (i.e., at the baseline and 1 year later), 
we extracted those who had a spouse and were aged 65–70 years at 
baseline, producing 11,668 respondents. We then excluded respondents 
who were still working at baseline (n = 5484), and those who reported 
any negative self-rated health at baseline (n = 1561). Finally, the 
exclusion of respondents with missing values resulted in 4397 partici-
pants (1664 men and 2733 women), who were included in the analysis. 
Of the participants, 99.6% of men and 99.1% of women lived with their 
spouses. 

Abbreviations 

MHLW Ministry of Health, Labour and Welfare 
OR odds ratio 
CI  
confidence interval  

Fig. 1. Flow diagram of the extraction of the population analyzed.  
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2.2. Outcome variable 

The outcome in the present study was respondent worsening self- 
rated health after 1 year (2017) despite good respondent self-rated 
health at baseline (2016). The following question was used to evaluate 
self-rated health: “How is your current health?”. In response, partici-
pants rated their health on a six-level scale: “very good”, “good”, 
“somewhat good”, “somewhat bad”, “bad”, and “very bad”. The re-
sponses “very good”, “good”, and “somewhat good” were defined as 
good self-rated health. A change in self-rated health from “very good”, 
“good”, or “somewhat good” at baseline (2016) to “somewhat bad”, 
“bad”, or “very bad” after 1 year (2017) was defined as indicating 
worsening health. 

2.3. Other variates 

We also evaluated the health condition of respondents’ spouses and 
the following behaviors: frequency of alcohol consumption, current 
smoking, and exercise. The following demographic variables were also 
assessed: gender, age, and educational attainment. To prevent reverse 
causality, we used the results at baseline (2016) as explanatory 
variables. 

To assess spousal health status, respondents were asked, “How is 
your spouse’s current health?”. Each item was rated on a six-level scale: 
“very good”, “good”, “somewhat good”, “somewhat bad”, “bad”, and 
“very bad”. We further reduced these to five levels: “very good”, “good”, 
“somewhat good”, “somewhat bad”, and “bad/very bad”. 

The question, “How often do you usually drink alcohol?” was used to 
determine respondents’ drinking frequency. Respondents chose from six 
possible categories: “rarely or never”, “1–3 days a month”, “1–2 days a 
week”, “3–4 days a week”, “5–6 days a week”, and “daily”. Current 
smoking habits were ascertained using the question, “Do you currently 
smoke?”. Respondents who answered “yes” were categorized as current 
smokers; those who answered “no” were categorized as current non- 
smokers. Respondents chose one of the following five frequency cate-
gories to self-report their moderate-intensity exercise frequency: 
“never”, “1 day a month to 1 day a week”, “2–3 days a week”, “4–5 days 
a week”, and “almost every day”. 

Educational attainment comprised five category choices: “junior 
high school”, “high school”, “vocational school/junior college/technical 
college”, “university or graduate school”, and “other”. 

2.4. Statistical analysis 

Using chi-square tests, we first estimated which variables affected 
declining self-rated health by comparing the composition of each vari-
able for those whose self-rated health had worsened and for those whose 
health had not worsened after 1 year. Univariate logistic regression 
analysis was first used to evaluate the odds ratio (OR) and 95% confi-
dence interval (95% CI) for worsening self-rated health of respondents 
after 1 year. Then, multivariate logistic regression analysis was per-
formed, including variables for demographics and lifestyle habits (ed-
ucation, smoking, exercise, and alcohol consumption status, as well as 
gender and age) to identify the risk factors for poor self-rated health. The 
significance level was based on a two-tailed test of 0.05. Analyses were 
conducted using STATA 15.0 for Windows (Stata Corp LP, College Sta-
tion, TX, USA). 

3. Results 

Table 1 summarizes the descriptive statistics of the analyzed sample. 
It shows that men and women had similar distributions of respondent 
self-rated health and spousal health. Approximately 14% of both men 
and women who were in good self-rated health at baseline reported 
worse health in the following year. Approximately half of men and 
women reported that their spouse’s health condition at the baseline was 

“somewhat good”, approximately 35% reported “very good” or “good”, 
and approximately 15% reported “somewhat bad” to “very bad”. Less 
than 5% of all respondents reported that their spouse’s health was “bad/ 
very bad”. 

Smoking was less common among women, with only 4% of women 
compared with 21.7% of men categorized as “current smokers” at 
baseline. The distributions of drinking frequency were completely 
different for men and women. Men most frequently reported “daily” or 
“rarely or never drinking” (approximately 30% in each category), 
whereas 74.0% of women reported “rarely or never drinking”. Fewer 
men than women reported doing no moderate-intensity exercise: 39.7% 
and 47.1%, respectively. Of participants who engaged in moderate- 
intensity exercise, men were more likely to exercise “almost every 
day” and women were more likely to exercise “1 day a month” to “2–3 
days a week”, indicating that men were generally more likely to engage 
in moderate-intensity exercise more often. Regarding educational 
attainment, about half of both men (48.0%) and women (54.2%) had 
graduated from high school. 

Table 1 
Participant characteristics.  

Variables (at baseline) Men (n =
1664) 

Women (n = 2733) 

N (%) N (%) 

Age 
65 208 (12.5) 413 (15.1) 
66 245 (14.7) 408 (14.9) 
67 327 (19.7) 534 (19.5) 
68 300 (18.0) 532 (19.5) 
69 343 (20.6) 496 (18.1) 
70 241 (14.5) 350 (12.8) 

Smoking habits 
Current non-smoker 1303 (78.3) 2624 (96.0) 
Current smoker 361 (21.7) 109 (4.0) 

Frequency of drinking 
Rarely or never 519 (31.2) 2023 (74.0) 
1–3 days a month 92 (5.5) 157 (5.7) 
1–2 days a week 107 (6.4) 135 (4.9) 
3–4 days a week 136 (8.2) 122 (4.5) 
5–6 days a week 180 (10.8) 101 (3.7) 
Daily 630 (37.9) 195 (7.1) 

Frequency of moderate-intensity exercise   
Not 661 (39.7) 1286 (47.1) 
One day a month to one day a week 204 (12.3) 435 (15.9) 
2–3 days a week 300 (18.0) 465 (17.0) 
4–5 days a week 167 (10.0) 250 (9.1) 
Almost every day 332 (20.0) 297 (10.9) 

Educational attainment 
Junior high school 254 (15.3) 415 (15.2) 
High school 798 (48.0) 1481 (54.2) 
Vocational school, junior college/ 
technical college 

111 (6.7) 642 (23.5) 

University or graduate school 501 (30.1) 189 (6.9) 
Other 0 (0.0) 6 (0.2) 

Spousal health condition 
Very good 98 (5.9) 161 (5.9) 
Good 536 (32.2) 788 (28.8) 
Somewhat good 805 (48.4) 1368 (50.1) 
Somewhat bad 183 (11.0) 313 (11.5) 
Bad/very bad 42 (2.5) 103 (3.8) 

Respondent’s own health condition at baseline 
Very good 87 (5.2) 121 (4.4) 
Good 582 (35.0) 924 (33.8) 
Somewhat good 995 (59.8) 1688 (61.8) 

Respondent’s own health condition after one year 
Very good 83 (5.0) 116 (4.2) 
Good 517 (31.1) 766 (28.0) 
Somewhat good 833 (50.1) 1478 (54.1) 
Somewhat bad 203 (12.2) 348 (12.7) 
Bad/very bad 28 (1.7) 25 (0.9) 

Worsening self-rated health after one year 
Worsened 231 (13.9) 373 (13.6) 
Not worsened 1433 (86.1) 2360 (86.4)  
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Table 2 shows the results of the chi-square tests comparing the dis-
tribution of spousal health and other variables between respondents 
whose own self-rated health worsened and for those whose self-rated 
health did not worsen after 1 year. When spousal health was “very 
good”, less than 10% of corresponding partners (respondents) reported 
worse health in the following year. However, when spousal health was 
“somewhat bad”, “bad”, or “very bad”, this proportion increased to 
approximately 20%. Both men and women who were “current smokers” 
at baseline, and who did not engage in moderate-intensity exercise, re-
ported worsened self-rated health. Men who “rarely or never” consumed 
alcohol, who drank “1–2 days a week”, or who drank “every day” re-
ported worsened self-rated health. Those with lower educational level 
also tended to report worsened self-rated health. 

Table 3 shows the results of the univariate and multivariate logistic 
regression analysis on declining respondents’ self-rated health, spousal 
health condition, and other variables. The analysis showed that poor 
spousal health was positively associated with partner (respondent) 
declining self-rated health in the following year. The association with 
respondent self-rated health was particularly large for women whose 
spouse’s health condition was bad; for men, compared with “somewhat 
good” spousal health, the association was apparent when their spouse’s 
health was “somewhat bad” [OR: 1.67; 95% CI: 1.11–2.52], and when it 
was “bad/very bad” [OR: 1.26; CI: 0.56–2.85]. For women, the effect 
was strong when their spouse’s health was “somewhat bad” (compared 
with “somewhat good”) [OR: 1.72; CI: 1.25–2.37], and when it was 
“bad/very bad” [OR: 2.25; CI: 1.40–3.62]. 

Conversely, good spousal health was associated with a low risk of 
declining health for respondents after 1 year. For men, the effect was 
apparent when their spouse’s health was “good” [OR: 0.69; 95% CI: 
0.49–0.98] compared with “somewhat good”. For women, the effect was 
apparent when their spouse’s health was “very good” [OR: 0.46; 95% CI: 
0.24–0.90] compared with “somewhat good”. 

Men and women who smoked tended to report worse self-rated 

health after 1 year than those who did not [OR: 1.48; 95% CI: 
1.06–2.05 for men and OR: 1.80; 95% CI: 1.11–2.92 for women]. Those 
who consumed alcohol regularly did not report worse self-rated health 
after 1 year than those who reported “rarely or never drinking”; this 
result was found only in men. Participants who engaged in moderate- 
intensity exercise did not report worse self-rated health after 1 year 
than those who did not exercise, and the OR was lowest for those who 
exercised almost daily. Participants with less education tended to have 
worse self-rated health after 1 year. 

4. Discussion 

We aimed to determine whether poor spousal health affected re-
spondents’ own self-rated health after 1 year among retired Japanese 
couples. Our findings showed that respondents’ self-rated health wors-
ened after 1 year if spousal health was poor at baseline, even after 
adjusting for age, educational attainment, and health behaviors. 
Conversely, when spousal health was good at baseline, respondents’ self- 
rated health did not tend to worsen, and respondents maintained good 
self-rated health after 1 year. This indicates that spousal health is 
associated with partners health both positively and negatively. For 
women, the effect of their husbands’ health condition was greater than 
that of their own age, education, and health behaviors. This finding 
aligns with previous studies showing that respondents’ self-rated health 
declined when their spouses’ health status worsened in cases of hospi-
talization (Saito et al., 2016), onset of serious illness (Valle et al., 2013), 
and chronic illness (Hagedoorn et al., 2001). 

Previous studies have suggested two main reasons why poor spousal 
health affects partners’ self-rated health. One, married couples have the 
same lifestyles and have shared risks of health deterioration (Meyler 
et al., 2007). Thus, if a couple has an unhealthy lifestyle and problems in 
their marital relationship, it is likely that they will both experience a 
decline in health. Two, if one partner becomes seriously ill, the daily life 

Table 2 
Associations between worsened respondent self-rated health after 1 year and other variables at baseline (men n = 1,664, women n = 2733).   

Men Women 

Respondents’ self-rated health after one year Worsened (n =
231) 

Not worsened (n =
1433) 

p-valuea Worsened (n =
373) 

Not worsened (n =
2360) 

p-valuea 

(At the baseline) n (%) n (%)  n (%) n (%)  

Spousal health condition 
Very good 8 (8.2) 90 (91.8) 0.001 10 (6.2) 151 (93.8) <0.001 
Good 55 (10.3) 481 (89.7)  99 (12.6) 689 (87.4)  
Somewhat good 120 (14.9) 685 (85.1)  175 (12.8) 1193 (87.2)  
Somewhat bad 40 (21.9) 143 (78.1)  63 (20.1) 250 (79.9)  
Bad/very bad 8 (19.0) 34 (81.0)  26 (25.2) 77 (74.8)  

Smoking habit 
Current non-smoker 165 (12.7) 1138 (87.3) 0.006 349 (13.3) 2275 (86.7) 0.009 
Current smoker 66 (18.3) 295 (81.7)  24 (22.0) 85 (78.0)  

Frequency of drinking 
Rarely or never 91 (17.5) 428 (82.5) 0.040 289 (14.3) 1734 (85.7) 0.507 
1–3 days a month 10 (10.9) 82 (89.1)  23 (14.6) 134 (85.4)  
1–2 days a week 17 (15.9) 90 (84.1)  16 (11.9) 119 (88.1)  
3–4 days a week 14 (10.3) 122 (89.7)  13 (10.7) 109 (89.3)  
5–6 days a week 17 (9.4) 163 (90.6)  12 (11.9) 89 (88.1)  
Every day 82 (13.0) 548 (87.0)  20 (10.3) 175 (89.7)  

Frequency of moderate-intensity exercise 
Never 113 (17.1) 548 (82.9) 0.023 206 (16.0) 1080 (84.0) 0.010 
One day a month to one day a week 30 (14.7) 174 (85.3)  50 (11.5) 385 (88.5)  
2–3 days a week 34 (11.3) 266 (88.7)  54 (11.6) 411 (88.4)  
4–5 days a week 18 (10.8) 149 (89.2)  34 (13.6) 216 (86.4)  
Almost every day 36 (10.8) 296 (89.2)  29 (9.8) 268 (90.2)  

Educational attainment 
Junior high school 53 (20.9) 201 (79.1) <0.001 69 (16.6) 346 (83.4) 0.154 
High school 121 (15.2) 677 (84.8)  201 (13.6) 1280 (86.4)  
Vocational school/junior college/technical college 17 (15.3) 94 (84.7)  78 (12.1) 564 (87.9)  
University or graduate school 40 (8.0) 461 (92.0)  23 (12.2) 166 (87.8)  
Other 0 (0.0) 0 (0.0)  2 (33.3) 4 (66.7)   

a Chi-square test. 
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Table 3 
Logistic regression analysis of worsening self-rated health of respondents after 1 year (men n = 1,664, women n = 2733).   

Men Women 

Univariate Multivariablea Univariate Multivariablea 

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

Spouse’s health condition 
Very good 0.51 (0.24–1.07) 0.54 (0.25–1.16) 0.45 (0.23–0.87) 0.46 (0.24–0.90) 
Good 0.65 (0.46–0.92) 0.69 (0.49–0.98) 0.98 (0.75–1.28) 1.03 (0.79–1.34) 
Somewhat good Ref Ref Ref ref 
Somewhat bad 1.60 (1.07–2.38) 1.67 (1.11–2.52) 1.72 (1.25–2.36) 1.72 (1.25–2.37) 
Bad/very bad 1.34 (0.61–2.97) 1.26 (0.56–2.85) 2.30 (1.44–3.69) 2.25 (1.40–3.62) 

Smoking habit 
Current non-smoker Ref Ref Ref Ref 
Current smoker 1.54 (1.13–2.11) 1.48 (1.06–2.05) 1.84 (1.15–2.94) 1.80 (1.11–2.92) 

Frequency of drinking 
Rarely or never Ref Ref Ref Ref 
1–3 days a month 0.57 (0.29–1.15) 0.61 (0.30–1.25) 1.03 (0.65–1.63) 1.16 (0.73–1.85) 
1–2 days a week 0.89 (0.50–1.56) 1.01 (0.56–1.80) 0.81 (0.47–1.38) 0.87 (0.51–1.51) 
3–4 days a week 0.54 (0.30–0.98) 0.60 (0.32–1.11) 0.72 (0.40–1.29) 0.73 (0.40–1.32) 
5–6 days a week 0.49 (0.28–0.85) 0.54 (0.31–0.94) 0.81 (0.44–1.50) 0.90 (0.49–1.69) 
Daily 0.70 (0.51–0.97) 0.69 (0.49–0.97) 0.69 (0.42–1.11) 0.66 (0.40–1.07) 

Frequency of moderate-intensity exercise 
Never Ref Ref Ref Ref 
One day a month to one day a 
week 

0.84 (0.54–1.29) 1.04 (0.66–1.64) 0.68 (0.49–0.95) 0.70 (0.50–0.98) 

2–3 days a week 0.62 (0.41–0.93) 0.79 (0.52–1.20) 0.69 (0.50–0.95) 0.73 (0.52–1.01) 
4–5 days a week 0.59 (0.35–0.99) 0.68 (0.39–1.16) 0.83 (0.56–1.22) 0.82 (0.55–1.22) 
Almost every day 0.59 (0.40–0.88) 0.68 (0.45–1.03) 0.57 (0.38–0.86) 0.60 (0.40–0.91) 

Educational attainment 
Junior high school 1.48 (1.03–2.11) 1.30 (0.90–1.88) 1.27 (0.94–1.71) 1.21 (0.89–1.63) 
High school Ref Ref Ref Ref 
Vocational school, junior college/technical 
college 

1.01 (0.58–1.76) 0.97 (0.55–1.71) 0.88 (0.67–1.16) 0.90 (0.68–1.20) 

University or graduate school 0.49 (0.33–0.71) 0.52 (0.36–0.77) 0.88 (0.56–1.40) 0.86 (0.54–1.37) 
Others – – 3.18 (0.58–17.5) 3.41 (0.62–18.9) 

Ref: Reference; OR: Odds ratio; CI: Confidence interval. 
a Multivariable: model adjusted for all independent variables. 
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of the other partner may substantially change (e.g., if they have to make 
hospital visits or do more housework); if homecare is needed, there is a 
greater burden on the carer. Poor communication owing to a spouse’s 
illness is another factor that may reduce self-rated health (Kang et al., 
2019). We consider both factors to be influential. A partner’s life 
changes when their spouse has a serious illness; however, even 
non-serious spousal illness can have a negative effect on a partner’s 
feelings, resulting in anxiety or depression. However, respondents in this 
study tended to maintain good self-rated health when their spouse’s 
health condition was good. As with wellbeing or happiness, the 
self-rated health of a married couple increases when they are satisfied 
with their marriage (Hoppmann et al., 2011; Park & Lee, 2013). 
Therefore, if the self-rated health of one partner is good, the other 
partner may also be able to maintain good self-rated health (Chung & 
Kim, 2014). 

The effects of spousal health deterioration differ between men and 
women. For example, one study that analyzed the short- and long-term 
effects of a spouse’s severe health problem, disability, or death on their 
partner’s physical and mental health reported that women’s mental 
health and men’s self-rated health worsened (Valle et al., 2013). 
Another study demonstrated that there was a link between women’s 
psychological distress in relation to their own health and that of their 
spouses, whereas psychological distress in men was only associated with 
their own health (Hagedoorn et al., 2001). This suggests that men and 
women have different attitudes to spousal illness (Hagedoorn et al., 
2001). 

Previous studies have analyzed cases in which a spouse became 
seriously ill. Here, we evaluated spousal health using partners’ (re-
spondents’) questionnaire responses, rather than a doctor’s diagnosis (e. 
g., of severe illness). Studies on both self-ratings and spousal ratings of 
health show that self-rated health can be a predictor of death or the 
onset of serious illness (Ayalon & Covinsky, 2009). Therefore, our 
findings suggest that for elderly couples, the deterioration of one 
spouse’s health may affect the other’s self-rated health, even if the 
health problem is not a serious illness diagnosed in a hospital. Taking 
into account the fact that many of our participants lived with their 
spouses, it is also possible that worrying about one’s spouse, changing 
one’s daily life to accommodate one’s spouse’s health problems, and 
being negatively affected by their psychological distress, may contribute 
to the decline of one’s own self-rated health, as well as adding to the 
burden of nursing and providing care. 

In the present study, smoking was associated with worsening self- 
rated health, whereas drinking in men and exercising in women were 
associated with maintaining good self-rated health. Although no sig-
nificant difference was observed, self-rated health in men also tended to 
improve if they exercised regularly and in women, if they drank regu-
larly. The harmful effects of smoking are well recognized (Kang et al., 
2019) and are reflected in the present findings. Because it is well 
recognized that drinking too much alcohol can be harmful to health, we 
presume that participants in the present study who reported drinking 
were either confident about their health or were drinking amounts that 
did not adversely affect their health. Similar results can be found in the 
literature (Kang et al., 2019; Park & Lee, 2013). Exercise is generally 
considered to have a positive effect on physical and mental health (Kang 
et al., 2019). The present findings also showed that regular exercise, 
especially among women, tended to help respondents maintain a sense 
of subjective health over the 1-year study period. 

Lower education was positively associated with declining self-rated 
health for men and women, and higher education was associated with 
a low risk of declining self-rated health for men. Educational attainment 
generally improves cognitive abilities. Some studies have shown that the 
effect of educational attainment on self-rated health is greater for men 
than for women (Brown et al., 2013; Pinillos-Franco & García-Prieto, 
2017). This is interpreted as indicating that compared with men, women 
have fewer socioeconomic resources (e.g., women have less economic 
independence and fewer opportunities for full-time work) and thus are 

less affected by low access to education-related social resources (Brown 
et al., 2013; Pinillos-Franco & García-Prieto, 2017). An analysis of 
middle-aged Japanese men confirmed that self-rated health was worse 
among less-educated workers, even after adjusting for occupation and 
employment contract (Wada et al., 2015). The present analysis also 
shows that educational attainment can be a factor that worsens 
self-rated health for men, not only in working-age populations but also 
in retired populations. Healthcare providers should focus on the health 
of retired patients and their spouses providing interventions to improve 
health and wellbeing as their health are correlated. A positive envi-
ronment with a flexible care-leave system should be established for adult 
employed children of middle-aged couples to better support their par-
ents at the time of family crisis. 

Our study has a few limitations. First, for simplicity, we only 
examined changes in respondents’ self-rated health over a 1-year period; 
however, longer-term analysis is needed, as the spousal health status 
and health habits may have longer-lasting effects. Second, although self- 
rated health tends to worsen with age in Japan, some people experience 
improvements in health in their later years. In the present data, the 
number of respondents with poor self-rated health at baseline was very 
small, so we could not analyze factors that improved self-rated health. 
Additionally, various other factors that may affect self-rated health, such 
as medical history, length of marital relationship, and social networks, 
could not be adjusted for because we had no data on these factors. Third, 
we did not consider whether poor respondent self-rated health affected 
spousal health after 1 year, although we found that poor spousal health 
negatively affected respondents’ self-rated health after 1 year. Similarly, 
as the responses on own self-rated health as well as spousal health were 
obtained from the respondent, the reported associations between 
spouse’s and own health may be inflated due to shared methods vari-
ance. Hence, there is a need to replicate this study using dyadic data. 
There is a possibility of selection bias as we included only 4397 retired 
respondents with good health out of a total of 11,668 respondents in the 
baseline survey. 

5. Conclusion 

In both men and women, poor spousal health is an independent 
factor that is associated with poor self-rated health after 1 year among 
retired couples in Japan aged 65–70 years. Spousal health is indepen-
dently associated with self-rated health even after controlling for life-
style factors (smoking, drinking, and exercise) and social factors 
(educational background). 
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