
I
t is well known that education is very important in ensuring 

a better job, a better salary and in general a more satisfying 

social life. Perhaps less well appreciated is the effect that 

education has on the health of the individual. 

The level of education is definitely correlated with life 

expectancy. A report by the Robert Wood Foundation in the US 

(20l3)1 shows that life expectancy is higher in college graduates 

compared to those who did not finish high school (79.7 versus 

72.9 years respectively for males, and 83.5 versus 78.4 years in 

females). In Europe a higher education seems to add an extra 

three years to life expectancy2. 

Differences in life expectancy have been attributed to various 

factors. In the US, one of the most 'unequal' countries on earth, 

these differences have been seen as indicating racial differences. 

However, they are much more significantly correlated with the 

level of education. Michael Marmot in his book The Health Gai 
emphasizes that "So-called racial differences in health are related 

to degrees of social disadvantage and discrimination:' 

In Europe, there is quite a significant difference in life 

expectancy between the various countries. At age 25, a time 

when peri-natal mortality rates are no longer relevant, citizens of 

most countries in the EU can expect to live another 60 years. 

Perhaps more significantly, within anyone country, the 

difference in life expectancy between those with a minimal or no 

education compared to those with a higher education can vary 

by 20 years or more4
• These differences are particularly marked 

in eastern European countries (including Estonia, Hungary, 

Romania, Poland, Czech Republic and Croatia), where the 

difference between life expectancy of the poorly educated can 

be 20-30 years less than those with a tertiary education. Western 

European countries, including Malta, have much smaller 

differences between the two groups. To note also that women 

in general not only seem to have a longer life expectancy, but 

also that the difference between those with lower education and 

those with a higher education is not so marked. 

Moreover, as the Robert Wood Foundation report remarks, 

there is a definite probability of propagating parental characteristics 

to the future generation. The level of education reached by children 

had a direct correlation with that of their parents . 

.. ~ 

. , 18 THESYNAPSE.net 

How does 

education exert such a 

powerful effect on life expectancy? 

A number of health conditions, which may be responSible for 

reducing life expectancy, seem to correlate with level of education. 

For instance, the Robert Wood Foundation report shows that: 

Those with a college education had a reduced risk for 

diabetes, heart disease and being overweight; 

A higher level of education seems to reduce the incidence 

of smoking. Those with a higher education (16 years of 

education or more) seem less likely to smoke compared to 

those with those with a lower level of education (11 years 

or less) . In most western countries, the proportion of those 

who smoke is much higher in those with a lower education 

level compared to those with a higher education. In the US, 

for instance, those with a lower education level are two-and

a-half times more likely to be smokers compared to those 

with a higher education: a ratio of2.5. In other countries this 

ratio varies from 2.3 in Canada, 1.35 in Netherlands, 1.60 in 

England and 1.14 in Italy. Curiously, in a couple of European 

countries, those with a higher education tend to smoke more 

than those with a lower education, with ratios for France 

being 0.60, and for Spain 0.902
• The above figures apply to the 

male population. While in general, the proportion of women 

smokers in the community is less than in males, the effect 

of education on smoking is the same in women as in males. 

(To note that in some countries, like Spain, Italy, France and 

Japan, women with a higher education smoke more than 

those with a lower education. There is no clear reason for 

these intriguing differences). 

There seems also to be a direct correlation between lack of 

education and the tendency to develop obesity. In several 

countries in Europe, both males and females who are better 

educated tend to be less obese2
• So there seems no doubt 

that education has a very beneficial effect in preventing 

obesity, with all its accompanying health issues. 

The mortality rate in infants of mothers who did not have a 

college education was approximately double that for those 

with a college education (8.1 per 1,000 live births compared 
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to 4.2/1000 respectively). If this difference is significant for 

developed countries it is far more significant for developing -

countries where infant mortality rates for those with no 

education can reach over 100 per 1000 live births5
• In 

particular, as Marmot emphasizes "The mother's education 

is a much stronger predictor of infant mortality than is 

household income or wealth"3. 

Fertility rate seems to be affected by the degree of education: 

women with more education have fewer children. In 

Nigeria, for instance, the average number of births varies 

from 6.1 in those women with no education to 4.2 in those 

with a secondary or higher educationl 
. 

Education is empowerment: a situation unheard of in 

a western society is the degradation that absence of an 

education can lead to. Women in sub-Sahara regions 

were asked if it was acceptable for husbands to beat their 

wife if they refused to have sex with himl Nearly half 

of uneducated women in Ethiopia agreed that this is 

acceptable, compared to only 11 % with a secondary or 

higher education. Marmon interprets this as meaning that 

education makes women less vulnerable, which presumably 

would tend to reduce domestic violencel
. He concludes that: 

" ... a focus on educating girls is the best single contributor 

to empowerment of women, with improvem~nts in national 

and community development and health for women and 

their children:' 

The government of Malta is well aware of the impact 

that education has on health and the relevance of these two 

considerations on the Maltese society. The 2014 budget shows 

that Malta spends 6.0% of its income on health and 5.8% on 

education (compared to the EU average of7.2% and 4.9% 

respectively)6. 

The number of Maltese persons enrolled at the university 

has been steadily increasing over the last couple of decades, from 

around 6,000 in 1995 to over 14,000 in 201Y This means that the 

proportion of 30-34 year olds holding a higher qualification rose 

from 9.3% in 2002 to 26% in 2013. Conversely, the proportion of 

18-24 year olds who left school early (lower secondary education) 

has dropped from 53% in 2002 to 21 % in 2013. However, this 

still does not compare favourably with the EU average where 

there was a higher proportion of 30-34 year olds who had a 

higher qualification in 2003 (37%), and a lower proportion of 

early schoolleavers (12%). In view of the importance of female 

education, it is gratifying to see that in Malta, in 2013, female 

participation in higher education was higher than that of men 

(29.5% compared to 22.6% in 30-34 year olds, respectively)8. 

Indeed, in 2013, the proportion of early schoolleavers was less in 

females compared to males (18% compared to 23%)1. 

So there can be no doubt about the effect of education on 

health and related social issues. While such deprivation is more 

obvious in developing countries, it also affects a considerable 

proportion of the population in so-called developed countries, 

particularly where inequality is rampant and enormous 

differences exist between rich and poor. As mentioned in the 

previous instalment9
, such pockets of inequality can be seen 

also in Malta. 
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Social deprivation, poverty and exclusion often lead to a 

poor education which in turn leads to health issues. "[T]he more 

education you have the better your health:'3 

The manifestations of inequality maybe more nuanced than 

used to be the case in the past: a simple formula which takes 

into account only family income may not give a whole picture 

of the degree of need. Deprivation in a western country does 

not simply refer to hunger or homelessness. It also involves 

inability to have resources that are considered standard within 

a community. These include: ability to pay rents, having a 

telephone and a colour TV like everybody else, have a meat or 

fish dinner two or three times a week, as well as other amenities 

including a family car, a washing machine etc. In Europe, it has 

been shown that deprivation of these items is associated with a 

worse health statusl
. 

A 'health development index' (HDI) developed by the UN, 

based on measures such as national income, education and life 

expectancy found that education and health have a big impact 

on HDI while income does noe. 

How does all this affect busy medical practitioners who 
are not expected to be social workers and who have rarely 

been educated in social issues as they affect health? 
What the above information seems to suggest is that in our 

efforts to diagnose the root cause of disease we would do well 

to assess also the level of education of our patients. Perhaps 

in our history-taking, in addition to the standard list of items 

known to impact on health, like 'weight', "age', etc, we should add 

'education level: seeing that it is such a determining factor in 

normalising health issues. :< 
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