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ABSTRACT: The effects of the 2008 financial crisis extend beyond just the economy.  

Economic contraction and increased unemployment for extended periods of time have been 

shown to affect both positively and negatively mental health and health behaviors.  Joblessness 

increases time available to devote to healthy behaviors, however the financial uncertainty also 

increases stress-related health concerns.  Using data from the 2006 and 2012 National Health and 

Interview Survey, this study examines the effects of the Great Recession on individual’s physical 

health and psychological well-being. Understanding better how economic conditions influence 

health will allow the creation of public policy that benefits the population. 

 

 

 

 

 

 



ROSS 1   

 

I. Introduction 

 This study examines the impact of the Great Recession on Americans’ health.  A 

recession is defined as a period of negative economic growth for two consecutive quarters, as 

measured by a decline in GDP (NBER, 2010).  Beginning officially in December 2007, the Great 

Recession was caused by a loss in value of mortgage-backed securities, as a result of the bursting 

of the housing market bubble.   While the great recession was given an official end date of June 

2009, the economy was far from being fully recovered.  The economic recession saw high 

unemployment rates, peaking at 10% in October of 2009 (NBER, 2010).  This peak in job loss 

occurred months after the declared end of the recession.  Approximately 8.7 million jobs were 

lost between December 2007 and early 2010 (The Legacy of the Great Recession, 2014).  The 

lingering effects of the recession are still being felt to this day.  The job market has yet to make a 

full recovery, and unemployment rates are still above pre-recession rates.  Instances of hidden 

unemployment and underemployment mask the true severity and longevity of the most recent 

financial crisis.  

 Despite the declared end date in 2009, the recession has had a number of long lasting 

effects on the United States’ population.  Most research focuses primarily on the financial 

ramifications of the recession; looking at the impact on the economy as a whole as well as 

changes in consumer spending and savings.  Many businesses and consumers altered their 

financial behaviors for fear of another recession.  Very little research has been done regarding 

the physical and psychological effects of the latest economic recession.  This study looks at both 

of these effects and how they may have altered health in the United States.  Additionally, most 

research examines the impact of general economic contraction on health behavior, while this 

study focuses entirely on the latest economic recession. The purpose of this study is to examine 
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the effects of the Great Recession on the United States population’s physical and psychological 

well being.  

 The increase in unemployment has been shown to have both a beneficial and detrimental 

impact on health in the United States (The Legacy of the Great Recession, 2014).  Looking at the 

direct impact of a recession on an individual’s health yields conflicting results.  Long periods of 

unemployment increases the time available to devote to one’s health; however joblessness has 

also been shown to increase rates of anxiety, depression, and other related mental health issues.  

Additionally, periods of economic recession are also accompanied by decreased income for most 

individuals, which limits the amount they can spend on health care needs.  Studies have shown 

conflicting results as to whether high rates of prolonged unemployment ultimately improve or 

worsen health.   This study will focus on a variety of different health related outcomes to 

determine which were significantly affected by the recession, and in what ways these factors 

impacted the health of people in the United States.  

  It is important to see what the effects of a recession are on health for public policy 

reasons.   Fully understanding the way populations are affected during times of financial 

difficulty offer a number of practical applications.   It can aid in the implementation of public 

assistance programs, provision and management of medical care, and efficient allocation of 

research funds.   If certain health factors are improved during times of economic downturn, how 

can policy be implemented to replicate these improvements during economic growth.  

Additionally, identifying detrimental effects on health provides insight into how policies can be 

shaped to mitigate issues for future recessions.  By understanding the past, we can work to 

improve health by creating public policy that addresses the needs of its current population.  
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 Existing bodies of research provide evidence that during economic contraction, health 

behaves in both a countercylical and procyclical manner.  This study hypothesizes that overall 

improvements in general population health will outweigh the negative health effects of an 

economic recession.  In particular, higher rates of unemployment provide people with more time 

to spend on improving their health.  Positive health effects as a result of unemployment will be 

shown by improvements in health behavior measures in 2012 when compared to 2006.  This 

study expects to find better general health outcomes during time periods after the conclusion of 

the economic recession.  

II. Literature Review 

Procyclical vs. Countercyclical 

 Current literature regarding economic recessions and population health focuses primarily 

on two opposing arguments, whether overall health is countercyclical or procyclical relative to 

economic decline.  Procyclical health is defined as declines in health during an economic 

recession.  Countercyclical is defined as improvements in health during an economic recession.  

 Procyclical literature suggests that health declines during economic downturn and 

improves during economic growth.  This argument states that a recession takes money and time 

away from households, causing them to reduce investment in their own health.  Procyclical 

literature suggests that economic recession create more stress regarding one’s job and finances. 

Both bodies of literature are well founded and it is difficult to ascertain which effect dominates 

in many scenarios.  A study examining health effects at the aggregate level, show that overall 

health improves during economic downturn (Bezruchka, 2009).  Due to higher rates of 

unemployment, it is believed that individuals now have more free time available to devote to 

activities that benefit their health. Poorer undeveloped countries will typically see improvements 
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in health with economic growth, however once a country reaches $5,000 to $10,000 GNP per 

capita, there is little benefit in health (Bezruchka, 2009).  Therefore, a developed nation like the 

U.S. will not see the same large benefits toward health with economic growth.  

National Health Care Expenditures 

 According to the Kaiser Family Foundation (KFF), health spending grew at the lowest 

rate ever at 3.9% from 2009 to 2011, after the recession (Levitt et al., 2013).  KFF also found a 

relationship between growth in real GDP and increases in health spending (Levitt et al., 2013).  

The decline in real GDP during the recession was accompanied by a decrease in spending on 

health care (Levitt et al., 2013).    Cutting back on health spending resulted in lower utilization of 

medical services for many Americans (Levitt et al., 2013).  Additionally, employers cut back on 

health spending by reducing health coverage (Levitt et al., 2013).  For both of these reasons, 

many individuals were forced to forego nonessential medical services as a result of the recession.  

Health spending growth was 4.3% in 2012, showing growth for the first time since the recession 

(Levitt  et al., 2013).  This growth in health spending, indicates that the effects of the recession 

may have begun to lessen in 2012, as consumer confidence improved.   

  KFF also examined the possible role of structural health care reforms and their effects on 

spending (Levitt et al., 2013).  These changes, driven by federal and state wide budget cuts to 

Medicaid and Medicare programs, would contribute to the slow growth in health care spending.  

KFF worked together with Altarum Institute’s Center for Sustainable Health to develop a 

statistical model to assess how much of the slowdown in spending could be contributed to 

economic conditions as compared to health care reforms (Levitt et al., 2013).  They examined 

how health care spending growth changed depending on macroeconomic variables.  Inflation in 

the current year, as measured by the GDP deflator, and growth in real GDP in the current year 
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and prior five years, both were highly predictive of health spending.  Both of these variables 

were able to explain 85% of variation in health care spending growth rates between 1965 and 

2011.   A 1% decrease in GDP yielded a 1.5% decrease in health expenditures (Levitt et al., 

2013).  

Financial Constraints 

  Reductions in “excess” health care costs have also been noted as a possible contributing 

factor to the slowdown in growth.  These are costs of medical services that are deemed to be 

nonessential.  KFF believes the slowdown in growth can be partially attributed to increases in 

cost-sharing for patients (Levitt et al., 2013).   This research emphasizes the importance of 

examining economic conditions and their implications on health spending and health behaviors.  

KFF makes these assessments from a public policy perspective looking at how to best address 

structural changes in healthcare (Levitt et al., 2013).  

 A study conducted by the Robert Wood Johnson Foundation (RWJF) provided additional 

evidence regarding the recession and reductions in health care spending in the United States 

(2009).   Individuals facing financial difficulties were found to cut back on preventative medical 

screenings and discontinue prescriptions to save money.  Individuals with illnesses that require 

medication and frequent follow-ups, such as diabetes, would be most impacted by this behavior.  

Long-term health consequences can arise from failure to follow through with proper disease 

prevention and management.  The study from RWJF also indicates that people don’t just reduce 

health spending; they also reduce spending on alcohol and tobacco (2012).  Reduction in harmful 

health behaviors would yield a positive outcome for health.  RWJF emphasizes the difficulty in 

assessing which effect dominates.  
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 The amount spent on health care is one aspect of what is known as the budgeting effect 

(Catalano et al., 2011).  Individuals have limited time and resources, and have different 

preferences as to how they want to spend them.  A declining economy reduces household income 

and forces individuals to carefully manage how they budget and invest their time.   Individuals 

who rank things like exercise, medication, and good nutrition towards the bottom of their 

preferences, will have worse health behaviors when their resources become strained.  During bad 

economic times these individuals will reduce their investment in these behaviors and increase 

their risk of illness.  Opposing this viewpoint, is the idea that a reduction in work actually 

increases time available to devote to these varying needs.  Even if an individual ranks positive 

health behaviors toward the bottom of their own hierarchy, the additional time will allow them to 

still work towards them (Catalano et al., 2011). 

Health Behaviors 

 Countercyclical literature suggests that higher unemployment causes improvements in 

health.   Evidence shows that the recession has contributed to lower accident rates, as a result of 

the decreased number of individuals commuting to work.  A study conducted by Burgard et al., 

(2013) found that increases in unemployment levels have had beneficial impacts on the 

environment as a result of lower traffic, reduced manufacturing, and fewer pollution emissions. 

Studies using individual level data have indicated higher rates of stress and related health issues 

for some people.  According to Catalano et al. (2011), work is the primary cause of stress in an 

individual’s life, and an increase in unemployment will reduce stress and related health issues.  

 Research has also found contradictory evidence regarding substance abuse and antisocial 

behaviors, known as the frustration-aggression effect (Catalano et al., 2011).  Evidence has been 

found supporting the idea that individuals who fear job loss are less likely to engage in risky 
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behaviors (Catalano et al., 2011).  Also called the inhibition effect, these individuals make 

improved health decisions to reduce their chance of being fired or laid off.   Opposing this 

viewpoint is the idea that some individuals turn to substance abuse and antisocial behavior as a 

means of coping with stressful situations.   Self-reported data from adult males showed that 

individuals experiencing > 20 weeks of unemployment, on average, doubled their level of 

alcohol consumption (Catalano et al., 2011).  Aggregate level studies show a general reduction in 

alcohol consumption as a result of decreased income.  Such stressful situations could be brought 

on as a direct result of the recession, or in anticipation of possible consequences.  

Mental Health 

 The Stress mechanism is the most highly researched factor regarding job loss and mental 

health (Catalano et al., 2011).  Increased rates of prolonged unemployment have been associated 

with a higher prevalence of mental illnesses, such as anxiety and depressions.  These illnesses 

have been shown to have negative long-term consequences on health.  Economic recession does 

not just have direct effects on mental health; mental illness also increases due to anticipation of 

job loss and fear of losing financial security.  These psychological effects of the recession have 

also been linked to increased suicide rate.  Between 2007 and 2010 there were an estimated 

4,750 additional suicide deaths as a result of the recession (Reeves et al., 2012).   

          Literature also examines the physical manifestation of mental illness as a result of the 

recession.  High rates of stress have been linked to lowered immune response, making 

individuals more susceptible to illness; as well as decreased cardiovascular functioning 

(Catalano, 2011).   Looking at data from the U.S. Health and Retirement Survey, individual-level 

studies showed evidence that job loss resulted in increased rates of stroke and heart attack years 

after economic contraction (Catalano, 2011).  The net effect on general mortality during and after 
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a recession is extremely complicated to assess, due to the multitude of contributory causes, and 

conflicting effects.   

Health Disparities  

     A special area of interest is the impact of economic decline on health disparities.  While 

sources agree that there is an overall improvement in health during economic downturns, studies 

have shown that might mask a decrease in health for smaller groups within the population.  

found that aggregate improvements in health may mask an increase in health disparities of 

subgroups that fall into lower income levels (Burgard et al., 2013)   Both racial minorities and 

elderly individuals are more likely to be impacted by extended unemployment (Burgard, 2014).  

Individuals over the age of 50 were shown to be at higher risk of stroke and heart disease as a 

result of the economic crisis (Levitt et al., 2013).  Disadvantaged groups are also more likely to 

be working fewer hours (Burgard, 2014).  These individuals will benefit less from the positive 

aspects of unemployment.  They won’t gain the same amount of time to devote to health 

improvements as individuals working more hours (Burgard et al., 2014). According to Huang et 

al. (2014), there was a significant association with job less and health needs going unmet. 

Individuals with lower income experienced greatde unmet health need. However, negative 

impacts on health were larger for middle and higher income unemployed, than lower income 

individuals (Huang et al., 2014).  

International Comparisons 

       While there is limited literature on the effect of the recession on mental health in the United 

States, there are a number of studies available from other developed nations. The World Health 

Organization (WHO) focused on the psychological impact of the recent global recession on 53 

European countries (Impact of Economic Crises on Mental Health, 2011).  . According to 
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research done by WHO, the recession resulted in secondary mental health effects including 

higher suicide rate and alcohol related deaths (Impact of Economic Crises on Mental Health, 

2011).  This study found that these mental health effects can be counteracted by welfare 

programs and increasing the price of harmful substances such as tobacco and alcohol.  

Researchers found increases in both depression and anxiety in the United Kingdom. 

Additionally, poor health status increased from 25.7% in July of 2009 to 29.5% by December 

2010 (Astell-Burt et al., 2013). Studies conducted in Northern Europe do not find the same 

increase rate of heart attack and stroke that is found in the United States (Astell-Burt et al., 

2013).  The difference in cardiovascular disease between the United States and other nations, 

indicates that the relationship between economic recession and increased risk is complicated.  

Gender Differences 

Gender plays an important role in the interpretation of the impact of the Great Recession. 

A study by Oynes et al. (2012), points out the gender-based difference in cyclical responsiveness 

of the unemployment rate. On average, men will experience the discouraged worker effect, while 

women will be more likely to act as added workers (Oynes et al., 2012).  Added workers increase 

labor force participation during economic contraction, while discouraged workers decrease 

participation. Women are more likely to be considered added workers, due to the marriage and 

gender norms typically adhered to.  Women are more likely to be the stay-at-home-parent and 

provide a supplementary income. Hispanic women, who have a higher rate of marriage, are more 

likely to exhibit the added worker effect during a recession (Oynes et al., 2012).   Additionally, 

male dominated fields, such as construction and manufacturing, were hit harder than female 

dominated fields, such as the service industry.  The effects of the Great Recession impacted 

labors markets more for men, blacks, Hispanics, and less educated individuals, when compared 
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to women, whites, and those with higher levels of education.  These varying implications of the 

Great Recession play a significant role in mental health and health care utilization among men 

and women. According to the results of a study conducted by Chen & Dagher (2014), females in 

general have higher mental health care utilization when compared to men in the United States. 

As a result of the latest financial crisis, both men and women exhibited increases in anti-

depressant and anti-anxiety medications (Chen & Dagher, 2014). It is important to fully 

understand gender differences in psychological, behavioral, and physical wellbeing as a result of 

economic contraction. Information regarding changes in health among men and women can 

contribute to more informed public health policy to promote better population health.   

III. Data & Methods 

Data Sources 

     This study compares data collected in 2006, prior to the start of the economic recession, with 

data from 2012, collected after the official end of the recession.  The original data used in this 

study comes from the National Health and Interview Survey (NHIS) series published by the 

National Center for Health Statistics (NCHS), as a part of the Centers for Disease Control and 

Prevention (CDC).  The U.S. Census Bureau collects the data via surveys, via telephone.  The 

Integrated Health Interview Series (IHIS) system retrieves data from these surveys and provides 

access for approved research purposes.  The IHIS is a project funded by the National Institute of 

Child Health and Human Development, and offers customized data extractions of particular 

variables from specified years, which allows for easier access and comparisons (IHIS, 2014).  

The data analyzed in this study have been taken from the IHIS. 

 The NHIS started in 1957 and is conducted annually.  Its primary purpose is to examine 

the health of the United States population through the collection of personal data.  Data from the 
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NHIS includes a broad range of health related variables, and are used to monitor the prevalence 

of illness and disability in the United States.  A primary strength of this survey is its extensive 

collection of demographic and socioeconomic characteristics.   The NHIS takes into account 

demographic differences including educational attainment, race, age, and sex (CDC, 2012). 

 The NHIS is a nationally representative cross-sectional household interview survey.  The 

survey is done both in person and on the phone, interviewing approximately 35,000 households 

or 87,500 persons with each annual round of surveys (NHIS, 2014).  The NHIS follows a design 

plan that ensures an accurate representative national sampling of households.  Sampling and 

interviewing is completed continuously throughout the duration of each year.  The sampling plan 

is redesigned every ten years, with the most recent redesign in 2006.  Both years examined in 

this study follow the same sampling design.  Prior to the 2006 sample redesign, the NHIS sample 

design included oversampling of Black and Hispanic persons.  The 2006 sample redesign has 

introduced oversampling of Asian persons as well (NHIS, 2014).   

 The format of the questionnaire used by the NHIS was last updated in 1997.  It consists 

of two basic parts: core questionnaire and a supplement.  The core questionnaire covers basic 

health and demographic items, while the supplement contains questions regarding relevant health 

topics.  The core questionnaire is updated very little year to year.  The supplemental questions 

are adjusted annually in response to current public health concerns (NHIS, 2014).   

Dependent Variables 

 Dependent variables include different physical, psychological, and behavioral 

measurements of health.  Physical measurements include prevalence of diseases and specific 

conditions, as well as general health status indicators.  Body Mass Index (BMI) is a measure of 

body fat based on self-reported height and weight.  It is calculated by dividing weight by 
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height^2.   Overall health status was collected as a self-assessment in the survey, with possible 

answers ranging from 1 (“Excellent”) to 5 (“Poor”).  This variable was modified into a 

dichotomous indicator for good health (equal to 1), combining together responses “excellent,” 

“very good,” and “good” to indicate positive self-assessment of health.  Responses “fair” and 

“poor” (equal to 0) both indicate negative self-assessment of health and therefore were 

combined.  

 Two variables measuring psychological health have been included in this study.  The 

NHIS survey includes six variables that evaluate psychological distress to the respondent within 

the last 30 days.  This combination of variables was developed by Ronald C. Kessler, and it is 

known as the Kessler 6 Scale (K6).  The K6 can be used as an evaluation of individual mental 

wellness and psychological well-being.  The variables that comprise the K6 are feelings of 

depression, feelings of anxiety, restlessness, hopelessness, feeling worthless, and decreases in 

motivation and effort towards daily activities. The two variables used in this study measure the 

presence of anxious or depressive feelings within the most recent month.  Respondents were 

asked if they felt “so sad that nothing could cheer [them] up” within the last 30 days (IHIS, 

2015).  The available responses include “none of the time,” “a little of the time,” “some of the 

time,” “most of the time,” and “all of the time.”  This variable was transformed into a dummy 

variable to capture if the respondent was depressed, where DEPRESSED=0 if “none of the 

time,” indicating no presence of depressive feelings.  The remainder of the responses were 

combined, indicating the presence of depressive feelings within the past 30 days 

(DEPRESSED=1).  The second psychological variable included in the study assesses feelings of 

anxiety.  Respondents were asked how frequently they felt nervous within the past 30 days.   The 

possible responses were the same as the variable for depression, ranging from “none of the 
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time,” to “all of the time.”  This variable was transformed into a dummy variable to capture if the 

respondent was anxious, where ANXIOUS=0 if “none of the time,” indicating no feelings of 

nervousness or anxiety.  The other responses were combined, indicating the respondent did have 

feelings of anxiety within the past 30 days (ANXIOUS=1).    

 The implications of health behaviors on individual well-being is also being examined in 

this study.  Data regarding alcohol consumption and tobacco usage have been included in order 

to assess changes in health behaviors through substance usages.   Alcohol consumption is 

measured by the number of days within the past year that the respondent has consumed five or 

more alcoholic beverages.  Possible responses range from none to 365.  Individuals under 21 

years old are not legally able to purchase or consume alcohol, which could have an effect on the 

frequency and amount of consumption. The variable SMOKER identifies a respondent as a 

current smoker or nonsmoker.  

Independent Variables   

 The independent variables include demographic and socioeconomic characteristics.  The 

analysis controls for age, sex, marital status (married, widowed, divorced, separated, never 

married), race (white, black, Alaskan native/native American, Chinese, Filipino, Asian Indian, 

other Asian, other/not specified) Hispanic ethnicity, and educational attainment 

(none/kindergarten, less than high school, high school, GED, some college, associates degree 

technical, associates degree academic, bachelors degree, masters degree, professional degree, 

doctorate degree).
1
 

                                                 
1
 Italicized variables refer to reference group  
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 Due to educational completion, respondents under the age of 25 were dropped from the 

study.  The sample size was 45,096 in 2006 and 68,525 in 2012. The sample sizes for particular 

dependent variables are smaller.  

Methods 

Ordinary Least Squares (OLS) models are used for continuous variables to assess 

changes from 2006 to 2012.  The continuous variables were BMI, which measures body fat of 

the respondent.  An OLS model was also used to look at alcohol consumption, as measured by 

the number of days in the last year that the respondent consumed more than five alcoholic 

beverages. Probit models are used to estimate the dichotomous variables including presence of 

depression, presence of anxiety, smoking status of the respondent, and overall self-reported 

wellbeing.  STATA version 13.1 was used for data management and analysis. 

 Overall health is assessed through physical, behavioral, and psychological health.  Two 

dependent variables were selected from each category, in order to observe changes in health 

from a comprehensive perspective.  In order to assess changes from 2006 to 2012, the dummy 

variable Year2012 was created. The coefficient of this dummy variable is a rough estimate of the 

changes in the health as a result of the Great Recession between these two years. The equation 

used to measure health is as follows.   

Health = ƒ(Sex, Age, Race, Hispanic Ethnicity, Education, Marital Status, Year2012) 

In other words, the measures of health are a function of the control variables and the dummy 

variable for 2012. The dependent variables BMI and alcohol consumption were both estimated 

using OLS models. Depression, anxiety, smoking status, and self-reported health, were estimated 

using Probit models.  

IV. Results  
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This study examines the effects of the Great Recession on population health in the United 

State.  

[Insert Table 1.]  

 

Table 1. provides a description of the summary statistics of selected variables of this dataset.  

The dependent variables are listed first, followed by the independent variables.   

Physical Health 

 The first measure of physical health is BMI. Controlling for everything else, the OLS 

regression results show that changes in BMI from 2006 to 2012 are not significant overall.  

When broken up by gender, change in BMI is significant for women at the .05 significance level, 

with an increase of 0.441 from 2006 to 2012. 

[Insert Table 2.] 

 Self-reported health is the second variable used to assess changes in physical health.  

Overall, the number of people self-reporting good overall health decreased by 5.4 percentage 

points according to Probit estimation. Both genders experienced decreases in self-reported 

health, however women saw a larger increase in those reporting worse off health.  Larger 

increases in self-reported health were observed as an individual’s educational attainment 

increased.  Self-reported health improved for men with at least a Bachelor’s degree between 

2006 and 2012. Women with professional and doctorate degrees reported lower rates of self-

reported health compared to men.  

[Insert Table 3] 

Psychological Health  

The overall impact of economic recession has conflicting impacts on mental health.  

While some mental health measurements may show a negative impact from the recession, other 
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psychological conditions may become better. Rate of reported depression decreased by 2.9 

percentage points from 2006 to 2012.  The difference for males, overall, is not significant.  

Overall, females experienced a 3.3% decrease in rate of reported depression from 2006 to 2012.  

This is in agreement with literature that suggests work and work-related stressors can be the 

cause of cause of depression (Burgard et al., 2014).  Additionally, women in the United States 

exhibit higher rates of mental illness, including depression and anxiety, in comparison to men 

(Altemus et al., 2014). Increased time as a result of joblessness can create opportunity to reduce 

feelings of sadness and despair (Burgard et al., 2014).  Males with educational attainment below 

a college degree showed increases in rate of depression, while women with the same level of 

educational attainment showed decreases in rate of depression. 

[Insert Table 4.] 

While self-reported depression decreased as a result of the Great Recession, rates of self-reported 

anxiety increased.  These contrasting results regarding rates of anxiety and depression reflect 

prior research.  The recession creates conflicted affects on psychological health. There was a 

5.4% increase in self-reported anxiety amongst men from 2006 to 2012.  Women experienced a 

slightly smaller increase of 4.8%. Despite the larger increase for men, overall men experience 

lower rates of anxiety compared to men.  Men are 0.264 times less likely than women to self-

report as having anxiety. These increases in anxiety could be a result of becoming unemployed, 

financial difficulties, and stress associated with finding a job. 

[Insert Table 5.] 
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Behavioral Health 

 According to OLS regression the number of days in the past year individuals consumed 

five or more alcoholic beverages there was no significant change from before the recession 

compared to after the recession, when examining data from 2006 and 2012 

The rate of individuals who identified as smokers decreased from 2006 to 2012, 

indicating an improvement in some health behaviors as a result of the latest economic recession. 

Smoking status decreased more for men when compared to women.  This is most likely a result 

of lower income as a result of joblessness.  Individuals have less disposable income to spend on 

nonessential items like tobacco.  Additionally, this could be a result of the inhibition effect in an 

attempt to make improved health decisions for continued employment.  As level of educational 

attainment increases, smoking status decreases.  However, an interesting observation is the 

increase in smoking status among women with doctoral degrees. It increased from -1.013 to -

0.755. 

[Insert Table 6.] 

Future Research 

 A primary drawback of the design of this survey is the lack of geographic identifiers.  In 

order to ensure the privacy of survey respondents, data regarding specific location is unavailable 

to researchers. Individual states and cities are kept confidential to protect the identities of survey 

respondents.  The unavailable geographic information limits the inclusion of geographically 

related variables such as pollution or crime rate, which could be used in combination with this 

data.  Additionally, analysis of health by comparing urban versus rural areas is not possible.  

  A secondary concern regarding the NHIS is that it is primarily self-reported.  

Inconsistencies can arise between true data and self-reported data.  Survey respondents may not 
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fully understand the confidentiality promised, and be disinclined to accurately report personal 

data. Because data collection is retroactive, accuracy is dependent upon the respondents’ 

memory. Inaccurate reports of weight or height, will affect the calculation of BMI. 

 Due to these limitations, there are multiple opportunities for future research. The primary 

opportunity is the use of geographic variables. Due to the limited nature of the data, geographic 

trends could not be included and controlled for in this study.  

 Additional research can be done to look at the impact of income level on behavioral, 

psychological, and physical health, as a result of the Great Recession.  As established in the 

literature review, income brackets were affected differently by the recession.  Examining the 

relationship between income, recession, and overall wellbeing, would offer insight into ways of 

managing future economic contractions.    
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Table 3. Self Reported Health OLS: Coefficient Estimates 
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Table 4. Depression Probit: Coefficient Estimates  
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Table 5. Anxiety Probit: Coefficient Estimates 
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Table 6. Smoking Status Probit: Coefficient Estimates 
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Appendix 
 

 

Definition of Data 

 

Independent Variables: 

Demographic— 

AGE   Individual’s age  

SEX    Binary variable for male or female  

MARSTAT   Legal marital status 

RACEA   Primary racial background. Options include white, black, alaskan native,  

   American Indian, Asian Indian, Chinese, and Filipino. 

HISPETH  Identifies and classifies persons of Hispanic/Spanish/Latino origin or  

   ancestry 

EDUC  Educational attainment  

 

Dependent Variables: 

Overall Health— 

HEALTH    Self reported health status as measured on a scale from excellent (1) to   

   poor (5), including an option for unsure.  

HEALTH_EVGG Dummy variable for HEALTH  

BMI    Body mass index calculated from self-reported height and weight  

 

Mental Health — 

ASAD   Feelings of sadness or hopelessness in last 30 days  

DEPRESSED Dummy variable for ASAD 

ANERV  Feelings of anxiety in the last 30 days 

ANXIOUS  Dummy variable for ANERV 

 

Health Behavior— 

ALCOHOL5  Days had 5+ drinks in past year 

SMOKER  Dummy variable for smoking status  

 
 

 


