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ABSTRACT 

Employed individuals generally exhibit better health than their non-employed counterparts. But 

wives garner health advantages if their husbands are employed or earn high incomes, although 

husbands typically experience worse health if their wives are employed or earn high levels of 

income. I employ the Health and Retirement Study (HRS) to test whether these relationships 

hold when predicting changes in health behaviors between 1998 and 2000. The HRS provides a 

nationally representative sample of adults aged 51 or older, who may hold the most traditional 

values regarding the roles for men and women in marriage and employment settings. Contrary to 

prior work, I find that (1) employment is inconsistently related to changes in health behaviors for 

men and women, (2) having a husband who works or earns high levels of income is seldom 

associated with changes toward healthier behaviors for women, and (3) having a wife who works 

or earns high levels of income is inconsistently associated with changes in husbands’ health 

behaviors for men. I discuss reasons why the intersection among gender, marriage, employment, 

and behavioral investments in health is inadequately explained by current sociological theory. 

I plan to make three major changes to this research before the meetings in April. First, I 

will revise the text to ensure that the organization of the paper and presentation of the hypotheses 

are clear. This will incorporate a more thorough discussion of the possible reasons for 

differences between my findings and those presented in other research. Second, I intend to re-

examine the results presented herein with methods that specifically account for intra-spousal 

correlations, such as hierarchical or fixed effects models. Finally, I hope to incorporate all of the 

available panels of data (up to six panels for some individuals between 1992 and 2002) to better 

examine whether changes in marital status affects changes in behaviors. 
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Marriage and work are central institutions in the lives of U.S. adults that have important 

ramifications for health. Although much research examines the relationships between different 

dimensions of these institutions on health in isolation, a growing body of work suggests that 

health may be affected by the complex intersections among employment, marriage, and gender 

roles. I advance work in this area by examining how husbands’ and wives’ hours working 

outside of the household and employment related income shape their own and their partners’ 

abilities and proclivities to undertake various behavioral health investments.  

 In general, those who are employed or earning more money have better physical and 

mental health and lower mortality risks than their unemployed or less affluent counterparts, 

although this relationship is typically stronger for men than for women (Adler et al. 1994; 

Feinstein 1993; Kessler and McRae 1982; Macintyre and Hunt 1997; Stolzenberg 2001). 

However, some work finds that although wives benefit from their husbands’ employment and 

earnings, husbands may actually have worse health if their wives’ work outside the home or earn 

high levels of income (Kessler and McRae 1982; McDonough 1999; Rosenfield 1992; 

Stolzenberg 2001)—although some research finds exceptions to this trend (e.g., Booth 1977). I 

advance prior research in two ways.  

First, I further elaborate theories on the social stratification of health by examining how 

key social institutions intersect with gender to influence health behaviors. Although some 

scholarship suggests that marriage may contribute to, and time in the labor force may detract 

from, the time and social support available for promoting healthy behaviors (Stolzenberg 2001; 

Waite and Gallagher 2000), little research directly examines this assertion (see Umberson 1987, 

1992; Krueger Chapter 5, for important exceptions).1 Second, I examine how the social and 

economic dimensions of employment intersection with marriage and gender. To my knowledge, 
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Stolzenberg (2001) provides the only examination of the number of hours spent working outside 

of the labor force on individual and spousal health. However, he includes a family income 

measure that aggregates all income within the household, rather than individual earned income 

variables. Others exclude measures for employment status (McDonough et al. 1999) or income 

(Booth 1977) altogether.  

INSTITUTIONS AND HEALTH STRATIFICATION 

Institutions generally define social roles that entail obligations, opportunities, and 

rewards; provide routines that foster interaction and provide integration into social structures that 

provide meaning for individuals; and promote or hinder effective action by situating individuals 

in hierarchies that can confer power, prestige, or even stigma (Weber 1947; Durkheim 1951; 

Goffman 1961, 1963). Work and marriage are complex institutions that are central to the lives of 

most adults and that serve to meet a variety of social and personal needs. Further, many 

institutions, including marriage and employment, often implicitly or explicitly hold different 

expectations, advantages, and stresses for men and women (Friedan 1963; Hochschield and 

Machung 2003; West and Zimmerman 1987). Work, marriage, and gender each intricate 

relationships with each other and with a variety of socially significant outcomes, including 

health. As such, untangling these relationships may elucidate our understanding of the 

stratification of health in society. I focus on social and economic capital—or resources that 

influence individuals’ abilities or proclivities to act in ways that affect their life chances—within 

marriage and employment. 

Social Capital 

Following Bourdieu (1986: 248), I use the term social capital to refer to “the aggregate of 

the actual or potential resources which are linked to possession of a durable network of more or 
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less institutionalized relationships of mutual acquaintance or recognition – or in other words, to 

membership in a group…” Thus, social capital refers to resources that derive from social 

relationships rather than characteristics of the individual per se, although these resources may 

shape outcomes of individual significance, such as better health. Social capital may work 

through mechanisms including obligations, expectations, and trust; channels of information 

dispersion; and norms and effective sanctions to influence various outcomes, including access to 

material resources, increased levels of social status and prestige, higher quality human capital, or 

even improvements in health (Coleman 1988; Durkheim 1951; Portes 1998). Social interactions 

such as marriage and work typically entail obligations, expectations, and norms for time-use, 

which may differ by gender ((Bourdieu 1977; Hochschild 1997; Hochschild and Machung 2003).  

Within households, women may often take care of ongoing household routines, including 

cooking, cleaning, childrearing, and care for emotional and physical health (Friedan 1963; 

Hochschild and Machung 2003; West and Zimmerman 1987). Wives may regulate the health 

behaviors of their husbands by preparing nutritious meals or by encouraging regular exercise, the 

avoidance of binge drinking, smoking cessation, or regular doctor visits (Umberson 1987, 1992; 

Waite and Gallagher 2000). These many obligations may take a considerable amount of time, 

which may detract from the time available to work in the paid labor force. Research typically 

portrays men as absent from daily household routines; experiencing demoralization, sadness, 

anxiety, hopelessness, or helplessness if requested to undertake housework or care for others; or 

as viewing themselves as having a negligible role in managing others’ health (Hochschield and 

Machung 2003; Rosenfield 1992; Umberson 1987).  

Employment similarly entails time demands, although those commitments may be 

somewhat more structured than household demands (Gove 1972; Gove et al. 1983). In general, 
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workers often exhibit better health than their nonworking counterparts—a finding known as the 

“healthy worker effect”—for three reasons (Kasl and Jones 2000; Monson 1986; Rogers et al. 

2000; Seccombe and Amey 1995; Sorensen et al. 2004). First, contact with peers at the 

workplace may facilitate positive social interactions with co-workers who may be able to provide 

information about or support for healthy lifestyles. Second, regular employment often imposes 

structure upon the day and promotes routines that foster stability and provides individuals with a 

sense of purpose. Finally, employers may support healthy lifestyles by providing access to 

company gyms, adequate health insurance, or information about the benefits of health regimens.  

Compared to women, men may have more of their personal identities wrapped up in 

work roles. Thus, men may derive greater health benefits from employment than women and 

might feel more pressure to make enough money to support their family (McDonough et al. 

1999; Stolzenberg 2001). However, women have increasingly entered the labor force over the 

last several decades, and often look forward to rewarding careers (Hochscheild and Machung 

2003). Thus, employment may provide many of the same health benefits for women as for men.  

Retirement is a major event in an older worker’s life. Retirement is a transition that may 

provide an increase in time and a period of role expansion, wherein individuals who can afford to 

retire may have more time to participate in new activities, make new friends, and develop new 

interests (see Chapter 4 and Costa 1996; Hayward et al. 1989). These positive experiences may 

renew individuals’ interests in their life and their health. Both men and women may benefit from 

retirement, and more importantly, both husbands and wives should benefit if their spouses retire. 

Husbands may change toward better health when their wives retire, especially if wives then have 

more time to care for the health of others. Further, wives may benefit if their husbands retire, if 

their husbands achieve renewed interests in health, which may support the health of their wives.  
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Economic Capital 

 Economic capital indicates individuals’ positions in the monetary marketplace, as defined 

by the financial resources that they can access to influence their life-chances (DiMaggio and 

Mohr 1985; Weber 1947). Economic resources can be particularly helpful in promoting healthy 

behaviors by purchasing access to gyms and athletic equipment, or visits to doctors or clinics that 

provide preventive exams, inoculations, and support for smoking and drinking cessation (Adler 

et al. 1994; Feinstein 1993). I focus specifically on employment related income herein.  

Employment related income indicates a flow of economic resources that are immediately 

available without mortgaging a home or liquidating other assets, even though it may be saved or 

invested (Krueger et al. 2003; Smeeding and Weinberg 2001). High levels of income can provide 

immediate access to recreational facilities, health clinics, or programs that seek to limit smoking 

or drinking behaviors. McDonough et al. (1999) find that although wives’ mortality risks 

decrease as their husbands’ incomes increase, husbands’ mortality risks increase as their wives’ 

incomes increase. This finding leads McDonough and colleagues to suggest that husbands may 

feel that their wives’ incomes pose a threat to their role as breadwinners.  

Prior research, however, has failed to completely parse the effects of the time spent 

working outside of the household and the economic returns to that employment, on health. 

Although Stolzenberg (2001) examines the hours worked for pay by husbands and wives, he fails 

to include separate income measures for men and women—an important failure when attempting 

determine whether husbands’ and wives’ incomes differentially affect each others’ health. 

However, McDonough et al. (1999) excludes measures for employment status altogether, thus 

calling into question whether it is truly a spouses’ income or employment that affects the 

respondent’s health. 
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Behavioral Investment in Health 

Few scholars directly examine how socioeconomic resources convert into health; here I 

expand on the ideas put forth in Chapter 2. I follow some economists who suggest that health is a 

good that depreciates with age, although that depreciation may be slowed or reversed through 

investment, should individuals have the requisite resources (Grossman 1972; Sickles and 

Taubman 1997). But individuals may need preferences, knowledge, and time for health 

investments, in addition to economic resources (Nussbaum and Sen 1993; Sen 1992). A key 

conceptual problem limits much work on health investments. Research that examines 

relationships between SES and health statuses overlooks the mechanisms that lead individuals to 

undertake behaviors that influence their health. Health statuses—such as mortality, morbidity, or 

disability—partially reflect accidental factors, congenital conditions, or genetic predispositions 

toward illness in addition to behavioral health investments. Occasionally, people can purchase 

better healthcare directly with economic resources, although those who achieve the best health 

routinely undertake health promoting or disease preventing behaviors (McGinnis and Foege 

1993; McGinnis et al. 2003).  

The idea of a “healthy lifestyle” suggests that individuals have a broad philosophy of life 

that shapes their attitudes and behaviors in ways that knowingly or inadvertently affect their 

health (Bruhn 1988). For my purposes, healthy lifestyles have four major dimensions. First, a 

healthy lifestyle implies that individuals’ behaviors can influence their health. Although health 

statuses, such as obesity, self-rated health, or mortality are better suited for establishing absolute 

levels of health in our society, they also reflect conditions that individuals may be unable to 

control. Second, healthy lifestyles suggest that behaviors may indicate underlying tastes or 

preferences that support health promotion. When asked, people often recognize that their health 
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is comprised of many factors, including stress, various health behaviors, and their prior disease 

or disability history (Benyamini et al. 1999; Idler et al. 1999). As such, a health lifestyle emerges 

from the confluence of multiple behaviors that influence different dimensions of health.  

Third, individuals may intentionally or unintentionally behave in ways that influence 

their health for reasons that are unrelated to their health (Gadamer 1996). Individuals may 

smoke, drink, or exercise, not because of health concerns, but because they enjoy undertaking 

those activities with their friends, to reduce their sense of stress, to alleviate boredom, or because 

those behaviors are built into the fabric of their quotidian lives.2 Fourth, lifestyles may be 

influenced by social relationships or cultural factors, and do not simply result from rational 

actors attempting to maximize their health. Chapter 4 of this dissertation examines in greater 

detail the social, cultural, and economic dimensions of SES that may shape healthy lifestyles. 

This chapter focuses on the interrelationships among gender, economic resources, and health 

investments. 

Hypotheses 

 Twelve hypotheses follow from the above discussion. These hypotheses then frame my 

analyses in this chapter: 

Hypothesis 1: The hours worked outside the home will positively affect changes in 

women’s health behaviors.  

Hypothesis 2: Higher levels of income will have a positive effect on women’s changes in 

health behaviors.  

Hypothesis 3: The hours worked outside the home will positively affect changes in men’s 

health behaviors. 

Hypothesis 4: Higher levels of income will have a positive effect on men’s changes in 
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health behaviors.  

Hypotheses 1 through 4 address the perspective that both men and women benefit from 

participation in the labor force and by having higher levels of income (McDonough et al. 1999; 

Stolzenberg 2001). However, an important caveat remains: individuals who work more than 40 

hours per week may have less time to invest in health promoting and disease preventing 

activities (see Chapter 3 of this dissertation).  

Hypothesis 5: Wives’ hours spent working outside the home will negatively affect 

husbands’ changes in health behaviors.  

Hypothesis 6: Wives’ higher incomes will negatively affect changes in husbands’ health 

behaviors.  

Hypotheses 5 and 6 test the idea that men may experience higher levels of stress, mental 

illness, and mortality, if their spouses work outside of the home or earn higher incomes (Kessler 

and McRae 1982; McDonough et al. 1999; Rosenfield 1992; Stolzenberg 2001). Prior theoretical 

work suggests that both the wives’ hours spent working outside the home and income may have 

negative impacts on husbands’ health. Husbands whose wives work more hours may receive less 

health related personal attention, and may be required to undertake more housework. Further, 

husbands whose wives earn more money may have increased levels of stress and lower levels of 

self esteem, due to the perceived challenge to their role as the chief breadwinner.  

 Hypothesis 7: Husbands’ hours spent working outside the home will positively affect 

wives’ changes in health behaviors.  

 Hypothesis 8: Husbands’ higher incomes will positively affect changes in wives’ health 

behaviors.  

 Hypotheses 7 and 8 address the perspective that wives’ health typically benefits from 
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their husbands’ employment and higher incomes. Both McDonough et al. (1999) and 

Stolzenberg (2001) suggest that the effect of husbands’ employment on wives’ health will 

diminish after accounting for his earned income, although McDonough and colleagues fail to 

control for employment status and Stolzenberg does not control for husbands’ and wives’ 

incomes separately.  

 Hypothesis 9: Retirement will have a positive effect on changes in women’s health 

behaviors.  

 Hypothesis 10: Retirement will have a positive effect on changes in men’s health 

behaviors.  

 Hypothesis 11: Husbands’ retirement will have a positive effect on wives’ health 

behaviors.  

 Hypothesis 12: Wives retirement will have a positive effect on husbands’ health 

behaviors.  

 Hypotheses 9 through 12 suggest that retirement may be beneficial for those who can 

afford to do so. Wives’ retirement may benefit husbands, who may subsequently receive more 

attention to their health. Husbands’ retirement may benefit wives, by providing support for 

renewed interests in health.  

DATA AND METHODS 

Data 

Here I expand on the discussion in Chapter 3 to detail analyses that specifically examine 

relationships among gender, marital status, and behavioral health investments. I employ the 1998 

and 2000 waves of the Health and Retirement Survey (HRS) to examine the effects of SES on 

changes in health behaviors over a two year period (SRC 2003b). The 1998 HRS provides a 
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nationally representative sample of U.S. adults aged 51 and older, and over-samples blacks and 

Hispanics (SRC 2003a). The HRS collects extensive data on the social, economic, and health 

characteristics of aging individuals, and takes numerous steps to ensure that the data are accurate, 

the frequency of missing values is minimized, and that few individuals are lost to follow-up 

across waves (Moon and Juster 1995). Further, 77.5% of those in the 1998 HRS were 

interviewed previously; I use their responses from prior years to impute missing data where 

logically appropriate. Although some characteristics may change over time, data from prior 

waves provide more accurate insight into current values than might imputation with multiple 

regression or hot-deck methods. Further, 1940 individuals were lost to follow-up in the 2000 

HRS—956 refused re-interview and 984 were presumed dead.2 I dropped those individuals as 

well as another 4.5% of the sample due to missing data on key characteristics, leaving 15,489 

individuals in the analyses.3 

Variables and Measurement 

Dependent Variables. I use seven dependent variables to indicate behavioral investments 

in health (see Cockerham et al. 2002 for a similar approach). I include four health promoting 

behaviors—regular vigorous physical activity, receipt of flu shots, preventive blood cholesterol 

exams, and preventive cancer screens—and two negative health behaviors—binge drinking and 

smoking levels. These six variables are measured identically in both 1998 and 2000. Many of 

these behaviors suggest direct interests in health; the others behaviors that might be undertaken 

for more social reasons show persistent relationships with mortality (Rogers et al. 2000). Finally, 

I also calculate a healthy lifestyle scale from these six items. 

 Physical activity is coded as 1 for individuals who have participated in regular vigorous 

physical activity three times a week or more on average over the last 12 months, and 0 otherwise. 
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Although self-reported measures of physical activity have only modest correlations with 

objective measures of activity, this variable is valuable because it asks individuals about 

consistent activity several times a week that spans an entire year; correlates with better self-rated 

health (r=.275), indicating that it does indeed capture an investment in health; and differentiates 

between the most active and inactive individuals. 

 Flu shot receipt is coded as 1 if individuals have received one since the prior interview 

and 0 otherwise. Receipt of a preventive blood-cholesterol test is coded dichotomously and 

compares those who have had the procedure since the last interview to those who have not. The 

preventative cancer exams are assessed differently for men and women. For women, the variable 

is coded 1 if they check their breasts for lumps on a monthly basis, had a mammogram since the 

last interview, or had a pap smear since the last interview to search for cancer; and 0 otherwise. 

For men, the variable is coded 1 if they have had a prostate exam to search for cancer since the 

last interview, and 0 otherwise. The number of days binge drank indicates the number of days 

that individuals had four or more drinks on a single occasion over the last three months. The 

cigarettes smoked variable codes the number of cigarettes smoked in a typical day. 

Finally, I created a summary indicator to assess the degree to which individuals had 

healthy lifestyles in 1998 and 2000. I calculate the healthy lifestyle factor by standardizing each 

of the six health behavior variables, reversing the smoking and binge drinking variables, and 

taking the mean for each year. Although the Chronbach alphas are relatively low for these 

measures )375.0;379.0( 20001998 == αα , the composite indicator provides clearer insight into the 

socioeconomic factors that are associated with the most or least healthy lifestyles than do 

separate analyses of each behavior. Nevertheless, this comes at the expense of understanding the 

unique relationships between individual and spousal socioeconomic indicators and changes in 
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specific health behaviors.  

Independent Variables. The independent variables come from the 1998 or earlier waves 

of the HRS. Social capital measures include hours spent working outside of the home per week 

and retirement status, for both individuals and their spouses. Employment status is coded 

categorically as not currently working (referent), works 1 to 20 hours per week, works 21 to 40 

hours per week, and works 41 or more hours per week. This coding scheme distinguishes among 

those who typically work part-time, full-time, and more than full-time hours, and is similar to 

that used in other studies (Stolzenberg 2001). Retirement status is coded dichotomously as 

retired or not retired (referent). Employment and retirement statuses are not mutually 

exclusive—5.1% of the sample is both retired and employed, and 20% of the sample is neither 

retired nor employed.  

I focus on employment related income to capture the economic returns to work. The HRS 

collects detailed information on the types and amounts of income earned. For these analyses, I 

aggregate income received from self-employment, wages, professional activities, tips, and other 

work related sources, separately for husbands and wives. Because these variables are highly 

skewed, I standardize them to minimize heteroskedasticity—although I found similar results 

when using variables measured in the original dollar values or logged transformations.4 

I also control for a variety of factors that may be associated with income, employment, 

marriage, and the propensity to undertake particular health behaviors. I include education as the 

number of years of formal schooling reported by individuals. No persistent differences in the 

final results emerged when including a term for education squared (results not shown); thus, I 

retained only the linear variable. Sociodemographic factors include race/ethnicity, sex, age, and 

whether married or living with a partner. Race/ethnicity is coded categorically as non-Hispanic 
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white (referent), non-Hispanic black, or Hispanic.5 I code marital status dichotomously as 1 for 

those who are married or cohabiting, and 0 for all others. Much work finds that marriage 

provides health benefits, and some work finds that marriage and cohabitation are similarly 

beneficial (Rogers 1995; Waite and Gallagher 2000; Wu et al. 2003). Of note, I dropped 250 

individuals who reported cohabiting with a member of the same sex. I know of no work at the 

national level that examines whether work, household, and gender roles are similar for 

heterosexual and homosexual roles, and there are too few cases to undertake extensive analyses 

here. Sex is coded dichotomously as male and female (referent). The sample includes individuals 

aged 51 and older. Late-middle aged or older individuals are ideal for this analysis because many 

of the health behaviors I examine are recommended at those ages. I control for age as a linear 

term that ranges from 51 to 106.6  

I also control for a diverse array of health factors. Self-reported childhood health is 

measured on a five-point scale, ranging from excellent (1) to poor (5). Childhood health 

correlates with some adult health outcomes and may limit school achievement at younger ages 

(Smith and Kington 1997). Work related physical activity is dichotomous and compares 

individuals who work in jobs that require physical effort, lifting heavy loads, or crouching, 

stooping, or kneeling all or most of the time, to those who do not work or work at sedentary jobs 

(referent). Because the physical activity outcome may include work-related effort, and because 

work-related activity provides fewer health benefits than leisure-time activity (Rothenbacher 

2003), I control for this in my models. Functional ability is coded as 1 for those who have no 

limitations and 0 for individuals who have difficulty or are unable to jog or run for about a mile, 

walk several blocks, walk one block, sit for several hours, get up from a chair, climb several 

flights of stairs, climb one flight of stairs, stoop, kneel, or crouch, reach for things that are higher 
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than shoulder level, push or pull large objects, or pick up a dime off a flat surface.  

I also control for four chronic conditions that may shape individuals’ propensities to 

undertake health behaviors; each measure is coded 1 if individuals have ever been told by a 

doctor that they have the condition and 0 otherwise.7 First, lung disease captures those who have 

ever been diagnosed with emphysema, chronic bronchitis, or other chronic lung disease other 

than asthma. Second, a history of cancer identifies individuals who have ever been told by a 

doctor that they had cancer or a malignant tumor, excluding minor skin cancer. Third, high blood 

pressure indicates those who have been diagnosed with high blood pressure or hypertension. 

Finally, individuals are coded as having a heart condition they have ever been told by a physician 

that they have had a heart attack, coronary heart disease, angina, congestive heart failure, or 

other heart problems. 

Analyses 

I use logistic, negative binomial, and linear regression models to examine the 

relationships between SES and health behaviors, depending on the structure of the dependent 

variable. Logistic regression is ideal for providing estimated coefficients and standard errors for 

the dichotomous dependent variables (Pampel 2000). But the count dependent variables are 

marked by distributions with many zeros, no negative values, and long tails for the positive 

values. Although Poisson regression is often used for analyses of count-data, negative binomial 

regression models are advantageous when the variance of the dependent variable is greater than 

the mean, a circumstance known as “overdispersion.” Negative binomial models estimate over-

dispersion parameters that, when significant, indicate that model violates the assumptions 

required by Poisson regression and that estimates from negative binomial models are preferable. 

The coefficients from negative binomial models can be interpreted as the log of the count-units 
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of the dependent variable. Finally, I use standard linear regression when examining changes in 

the healthy lifestyle factor over time. 

I use a lagged dependent variable—controlling for the behavior in 1998 while predicting 

the same behavior in 2000—to examine the effect of the other independent variables on change 

in the dependent variable (Hughes and Waite 2002; Ross and Wu 1995). This approach 

incorporates the panel design of the HRS and provides evidence for a stronger causal argument 

between the independent and dependent variables. Nevertheless, two caveats are worth noting. 

First, the lagged variable approach affords little insight on individuals who acted identically in 

1998 and 2000. Lagged variables provide better insight into causal processes by examining the 

effect of characteristics in 1998 on changes in behaviors between 1998 and 2000, but at the 

expense of understanding the effect of SES on those who act the same over time and for whom 

causal inferences are more questionable. Second, the coefficients estimate the effect of covariates 

in 1998 on changes in behaviors between 1998 and 2000, rather than on the absolute levels of the 

behavior in 2000. Thus, a positive coefficient may indicate a higher likelihood of increasing a 

behavior or a lower likelihood of decreasing that behavior.  

I present my results by including the hours worked and retirement status in a first set of 

models, and then include the income measures to ascertain whether pecuniary resources account 

for the relationship between employment and changes in health behaviors. When comparing 

models that use the maximum likelihood method to estimate relationships, Hosmer and 

Lemeshow (2000) suggest using a chi-square test, calculated as 2χ =-2[(log likelihood of model 

A)-(log likelihood of model B)], where model A is a baseline model, model B includes 

additional variables, and the degrees of freedom equal the number of variables added. Standard 

F-tests allow me to compare improvements in model fit when using linear regression. I use Stata 



16 

8.2 software to weight the estimates and to adjust the standard errors for the stratified and 

clustered sampling frame (SRC 2003c; StataCorp 2003).  

When examining sex differences in the effect of partner characteristics on health 

behaviors, I use data from both married and single individuals. But, the effects of partner 

characteristics are relevant only to those who are married. McDonough et al. (1999) provide a 

method for comparing married to single individuals, while estimating the effects of variables that 

apply only to those who are coupled. For example, the effect of the respondent’s income (INCR) 

and marital status (MSR), and the spouse’s income (INCS) in 1998 on some health behavior 

(HBR) in 2000 are estimated by the following: 

 RSRRR MSINCbINCbMSbHB 321 ++=  (1) 

The health behavior in 2000 is regressed on marital status (a dummy variable where 1 

indicates married or cohabiting and 0 indicates single), the respondent’s income, and the product 

of marital status and the spouse’s income. For unmarried individuals, the equation reduces to: 

 RR INCbHB 2=  (2) 

For those who are married the expression becomes: 

 RSRRR MSINCbINCbMSbHB 321 ++=  (3) 

If equation 2 is subtracted from equation 3, then the difference in the likelihood of 

undertaking a given health behavior in 2000 between those who are married and those who are 

single depends on the activity status of the spouse: 

 RSRR MSINCbMSbHB 31 +=  (4) 

 Those who are married differ from single individuals by an average amount )( 1 RMSb  

plus a deviation that depends on their partner’s income )( 3 RS MSINCb . Thus, the effect of 

spouses’ characteristics on individuals’ behaviors are conditional on marital status. I use Stata 
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8.2 software to weight the estimates and to adjust the standard errors for the stratified and 

clustered sampling frame (SRC 2003c; StataCorp 2003).  

RESULTS 

Table 5-1 presents the means and standard errors for the sample covariates, by sex and 

marital status. Several trends emerge. First, on average, some health behaviors increase between 

1998 and 2000, although others decline. Physical activity declines between the two waves: 32% 

of single females are physically active in 2000 compared to 35% in 1998. Conversely, flu shot 

receipt increases—62% of single females receive flu shots in 2000, compared to 53% in 1998. 

Second, some behaviors are more typical among females whereas others are more common 

among males. Compared to females, more males reported undertaking regular vigorous physical 

activity, smoking more cigarettes per day, and binge drinking more days in the last three months. 

Alternately, females reported receiving flu shots, preventive cancer screens, and generally 

healthy lifestyles more than males. Third, married individuals typically report healthier behaviors 

than their single counterparts. For example, in 2000, 32% of single women reported physical 

activity compared to 43% of married women, and 45% of single men reported physical activity 

compared to 51% of married men. Fourth, the socioeconomic characteristics also show marked 

variations by sex. Although 68% of single women and 59% of married women are not working 

outside of the household in 1998, only 57% of single men and 44% of married men 
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Table 5-1: Descriptive Statistics for Sample Covariates, By Sex, U.S. Adults Aged 51 and 
Older, 1998-2000. 

Mean S.E. Mean S.E. Mean S.E. Mean S.E.
Health Behaviors
Physical activity, 1998 .35 .01 .45 .01 .47 .02 .54 .01
Physical activity, 2000 .32 .01 .43 .01 .45 .02 .51 .01
Flu shot, 1998 .53 .01 .50 .01 .46 .02 .48 .01
Flu shot, 2000 .62 .01 .62 .01 .57 .02 .60 .01
Cholesterol test, 1998 .73 .01 .76 .01 .66 .02 .74 .01
Cholesterol test, 2000 .73 .01 .78 .01 .69 .02 .79 .01
Cancer screen, 1998 .85 .01 .91 .01 .64 .02 .72 .01
Cancer screen, 2000 .83 .01 .92 .01 .67 .02 .75 .01
Number of cigarettes smoked, 1998 .25 .08 .37 .05 2.86 .43 2.22 .17
Number of cigarettes smoked, 2000 .19 .05 .25 .04 2.60 .38 1.69 .13
Days binge drank, 1998 2.96 .19 2.41 .17 5.34 .43 3.33 .16
Days binge drank, 2000 2.58 .19 2.11 .15 4.40 .32 2.79 .14
Healthy Lifestyle, 1998 .01 .01 .08 .01 -.19 .02 -.05 .01
Healthy Lifestyle, 2000 -.04 .01 .07 .01 -.20 .02 -.03 .01
Socioeconomic Characteristics
Respondent Hours Worked

Not currently working .68 .01 .59 .01 .57 .02 .44 .01
1 to 20 hours per week .06 .00 .09 .01 .06 .01 .07 .00
21 to 40 hours per week .20 .01 .24 .01 .21 .01 .25 .01
41 or more hours per week .06 .00 .08 .00 .16 .02 .24 .01

Partner Hours Worked
Not currently working .50 .01 .55 .01
1 to 20 hours per week .07 .00 .09 .01
21 to 40 hours per week .22 .01 .26 .01
41 or more hours per week .20 .01 .10 .01

Retirement Status
Respondent retired .46 .01 .30 .01 .51 .02 .46 .01
Partner retired .53 .01 .25 .01

Individual Income
Respondent income -.16 .01 -.09 .01 .12 .05 .35 .03
Partner income .35 .03 .01 .01

Years of Education
Respondent 11.60 .09 12.50 .09 11.88 .11 12.71 .11
Partner 12.52 .11 12.23 .08

Sociodemographic Status
Race/Ethnicity

Non-Hispanic white .78 .01 .89 .01 .78 .02 .88 .01
Non-Hispanic black .15 .01 .05 .00 .15 .02 .06 .01
Hispanic .07 .01 .06 .01 .07 .01 .06 .01

Age 69.71 .25 62.86 .20 66.06 .45 63.86 .21
Baseline Health Status
Childhood health 1.89 .02 1.79 .02 1.78 .03 1.77 .02
Work is physically active .12 .01 .14 .01 .21 .02 .21 .01
Functionally able .23 .01 .29 .01 .36 .02 .38 .01
Lung disease .10 .01 .07 .00 .10 .01 .07 .00
Cancer  .11 .01 .10 .00 .09 .01 .09 .00
High blood pressure .51 .01 .41 .01 .44 .01 .43 .01
Heart condition .20 .01 .13 .00 .21 .01 .21 .01
Number
Source: 1998 and 2000 HRS

Married MalesSingle MalesSingle Females Married Females

5,5951,0515,2643,579
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fall into this category. Further, only 6% of single women and 8% of married women work more 

than 40 hours per week, but 16% of single men and 24% of married men work that many hours. 

Concomitantly, men more often report being retired, having higher incomes, and more years of 

education than women. 

Table 5-2 presents logistic, negative binomial, and linear regression coefficients for the 

effect of the social dimensions of SES on the health behaviors, by sex. These coefficients are 

calculated from models that include interactions between sex and the individual and partner 

characteristics, and control for the demographic and health controls (Appendix B, Table B-1, 

presents the full set of coefficients). Thus, the effect of the socioeconomic variables on males 

and females is estimated in the same model, although I calculate the effects for each sex 

separately in Table 5-2. These models examine the effect of individual and spousal hours spent 

working in the labor force and retirement on changes in the health behaviors, without controlling 

for the effect of employment related income. 

Model 1 presents logistic regression coefficients for the effect of hours worked and 

retirement, on changes in physical activity between 1998 and 2000. For women, their own and 

their husbands’ hours spent working outside of the household is unrelated to changes in physical 

activity. But women who are retired or who have retired husbands have higher odds of changing 

toward physical activity. For men, the hours spent working in the labor force is associated with 

changes in physical activity. Relative to men who are not currently working, males who work 

between 1 and 20 hours per week have .340 higher log-odds of changing toward physical 

activity. Although wives’ hours spent working outside the home are unrelated to changes in  
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husbands’ physical activity, retired men have .244 higher log-odds of changing toward physical 

activity than non-retired men.  

Model 2 provides logistic regression coefficients for flu shot receipt, for females and 

males. As with physical activity, women’s own and husbands’ hours spent working outside the 

home are unrelated to changes in flu shot receipt. But women who have retired or who have 

retired husbands experience higher odds of changing toward flu shot receipt than women who are 

not retired or who have husbands who are not retired. But, employment may be deleterious for 

men in the case of flu shot receipt. Working 21 or more hours per week has a negative effect on 

changes in flue shot receipt for men, although their wives’ hours spent working outside the home 

is unrelated to changes in husbands’ flu shot receipt. Further, men’s retirement is unrelated to 

changes in flu shot receipt, although husbands whose wives have retired have higher odds of 

changing toward flu shot receipt.  

Model 3 shows the logistic regression coefficients for cholesterol exams. Compared to 

women who are not working outside the home in 1998, women who work for 41 or more hours 

per week have higher odds of changing toward blood cholesterol exams. However, husbands’ 

hours in the labor force are unrelated to changes in wives’ cholesterol exam receipt. Further, 

women’s retirement is unrelated to changes in their cholesterol exam behavior, although wives 

benefit if their husbands are retired. Among males, their own hours in the labor force are 

unrelated to changes in cholesterol exam receipt between 1998 and 2000, although husbands 

whose wives work 21 to 40 hours per week have lower odds of changing toward cholesterol 

exam receipt than husbands whose wives are not working outside the home. Further, retired men 

have higher odds of changing toward cholesterol exam receipt than non-retired men.  

Model 4 presents logistic regression coefficients for cancer screen behaviors. Among 
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women, working between 1 and 20 hours outside the household or having a husband who works 

a similar number of hours, increases the odds of changing toward cancer screen behaviors. But 

women’s own or husbands’ retirement is unrelated to changes in cancer screen receipt. Further, 

men’s own and wives’ hours in the labor force have no effect on changes in their cancer screen 

behaviors. But, compared to non-retired men, retired men have .344 higher log-odds of changing 

toward preventive cancer screen behaviors.  

Model 5 provides negative binomial regression coefficients for changes in the number of 

cigarettes smoked per day. For women, working 1 to 20 hours per week results in a -.552 log-

count change in the number of cigarettes smoked per day. However, husbands’ hours spent 

working and women’s and their husbands retirement statuses are unassociated with changes in 

the number of cigarettes smoked per day. Among men, the number of hours worked outside the 

house on changes in cigarette smoking is more pronounced. Relative to men who are not 

working in 1998, those who work 1 to 20 hours reduce their daily cigarette consumption by .811 

log-counts, those who work 21 to 40 hours reduce their daily cigarette consumption by .517 log-

counts, and those who work 41 or more hours reduce their daily cigarette consumption by .624 

log counts. But, wives’ hours in the labor force, and personal and wives’ retirement statuses are 

unrelated to changes in the numbers of cigarettes smoked per day between 1998 and 2000.  

Model 6 shows negative binomial regression coefficients for changes in the number of 

days individuals reported binge drinking in the last 3 months. Among women, the number of 

hours spent working outside of the household has a positive effect on changes in the frequency of 

binge drinking. But having a husband who works 41 or more hours per week is associated with a 

-.733 change in the number of days spent binge drinking for women. Women’s own and their 

husbands’ retirement statuses are unrelated to changes in binge drinking. Among men, the 



23 

number of hours spent working outside of the home is unrelated to changes in the frequency of 

binge drinking between 1998 and 2000. However, men whose wives who work 20 or more hours 

per week tend to reduce their frequencies of binge drinking between 1998 and 2000 more than 

men whose wives do not work outside of the household.  

Model 7 provides unstandardized linear regression coefficients for changes in the 

composite healthy lifestyle measure. Working 41 or more hours per week is associated positively 

with changes in healthy lifestyles between 1998 and 2000 among women, relative to women who 

were not working outside of the household in 1998. Having a husband who works 21 or more 

hours per week has a negative effect on changes in healthy lifestyles, relative to women whose 

husbands are not working in 1998. Retirement promotes positive changes in healthy lifestyles for 

women, although wives are unaffected by their husbands’ retirement. Among men, their own and 

their wives’ hours spent working outside the home show no significant relationship with changes 

in healthy lifestyles between 1998 and 2000. But retired men change toward healthier lifestyles 

more than their non-retired counterparts. 

Table 5-3 examines whether any relationships between the hours spent  
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working in the labor force or retirement status and changes in health behaviors are due to 

differences in employment related income. Again, I calculate the effects separately for males and 

females; although the estimates come from models that include interactions between the 

socioeconomic variables and sex (Appendix B, Table B-2 presents the full set of coefficients, 

including those for the demographic and health controls).  

Model 1 presents logistic regression coefficients for changes in physical activity. Among 

women, controlling for income has little effect on the relationship between changes in physical 

activity and hours spent in the labor force and retirement, and income is unrelated to changes in 

physical activity. But, among men, increasing personal income has a negative effect on changes 

in physical activity. Indeed, after accounting for this negative relationship, the effect of hours 

spent working and changes in physical activity becomes more pronounced.  

Model 2 shows logistic regression coefficients for changes in flu shot receipt between 

1998 and 2000. After controlling for income, the effect of husbands who work 21 to 40 hours per 

week on changes in wives’ flu shot receipt becomes negative and significant. Otherwise, the 

factors that shape changes women’s flu shot receipt remain unchanged. Among men, the effects 

of their own and wives’ time spent working and retirement statuses on changes in their flu shot 

receipt remain unchanged. But, as their wives’ incomes increase, husbands have higher odds of 

changing toward flu shot receipt between 1998 and 2000.  

Model 3 provides logistic regression coefficients for changes in preventive blood 

cholesterol exam receipt between 1998 and 2000. After controlling for income, the positive 

relationship between hours in the labor force and changes in cholesterol exam receipts among 

women drops from significance, even though personal and spousal income is unrelated to 

changes in cholesterol exam behavior for women. Among men, the negative relationship 
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between their wives’ hours in the labor force and changes in cholesterol exam receipt becomes 

more pronounced after controlling for income, although their wives’ incomes have a positive 

relationship with changes in their cholesterol exam receipt. Thus, men may less often undertake 

cholesterol exams if their wives work, although their wives’ increased incomes can compensate 

for that effect.  

Model 4 shows logistic regression coefficients and examines changes in cancer screen 

behaviors. For women, including their own and their husbands’ incomes partially reduces the 

positive relationship between their own hours in the labor force and changes their own cancer 

screening behaviors. Further, the effect of their retirement status becomes marginally significant, 

suggesting that retirement has a positive effect on changes in cancer screening among women 

after accounting for the lower income among retired individuals. Finally, high personal and 

husbands’ incomes have a positive effect on changes in cancer screening behaviors for women. 

Among men, the effect of working 41 or more hours per week exhibits a negative relationship 

with changes in cancer screening behaviors after accounting for the higher incomes earned by 

men who work many hours. Indeed, men’s personal incomes demonstrate a positive relationship 

with changes in cancer screening behaviors. 

Model 5 presents negative binomial regression coefficients that examine changes in the 

numbers of cigarettes smoked per day. Among both men and women, income is unassociated 

with changes in the number of cigarettes smoked per day, and controlling for personal and 

spousal income has no effect on the relationship between the numbers of hours worked and 

changes in smoking. Model 6 provides negative binomial regression coefficients that investigate 

changes in the frequency of binge drinking between 1998 and 2000. Among women, the negative 

relationship between husbands’ hours in the labor force and the frequency of binge drinking 



27 

drips from significance, once accounting for the higher incomes earned by husbands who work 

more hours per week. Indeed, increasing levels of husbands’ incomes has a negative effect on 

changes in wives’ binge drinking. Among men, controlling for wives’ incomes makes the 

negative relationship between wives’ hours in the labor force and changes in binge drinking. 

However, men whose wives earn higher levels of income tend to increase their levels of binge 

drinking more than men whose wives earn less money.  

Finally, Model 7 shows unstandardized linear regression coefficients that examine 

changes in the composite healthy lifestyle factor. For women, the positive effect of hours spent 

working outside of the home on changes in healthy lifestyles drops from significance after 

controlling for income. However, the negative effect of husbands’ hours spent working and 

change in their wives health lifestyles persists. Personal and husbands’ income is unrelated to 

changes in health lifestyles for women. Among men, the relationships between hours in the labor 

force, wives’ hours spent working, and retirement status remains unchanged after controlling for 

personal and wives’ income. Further, changes in men’s healthy lifestyles are unaffected by their 

personal and spouse’s incomes. 

CONCLUSION 

In general, I find inconsistent support for most of the hypotheses. Hypothesis 1 suggested 

that working outside of the house would prompt women to undertake healthier behaviors. 

Although the findings for cigarette smoking support this assertion, employment is associated 

with a higher likelihood of increasing the frequency of binge drinking between 1998 and 2000, 

and hours in the labor force are unassociated with changes in women’s other health behaviors. 

Hypothesis 2 posited women who earn more money should be more likely to improve their 

health behaviors over time. I find a positive relationship between women’s personal income and 
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changes in cancer screen behaviors, but non-significant relationships for the remaining health 

behaviors. Hypothesis 3 postulates that men should receive health benefits from the hours they 

spend working; the models for physical activity and the number of cigarettes smoked per day 

support this claim. However, as men’s hours at work increase, their odds of changing toward flu 

shot receipt decrease, even after controlling for their income levels. Hypothesis 4 suggests that 

men who have higher incomes should invest in their health more than men with lower incomes. I 

find support for this when examining cholesterol exam and cancer screen behaviors, although the 

effect of income indicates the opposite scenario in the case of physical activity.  

Collectively, hypotheses 1 through 4 address the idea that both men and women will 

benefit by being employed and earning higher incomes (Adler et al. 1994; Feinstein 1993; 

Kessler and McRae 1982; McDonough 1999; Stolzenberg 2001). My results support this 

perspective in a few cases, although these relationships are inconsistent. Indeed, in some cases, 

men and women undertake less healthy behaviors if they are working or if they earn higher 

levels of income. Further, there is little consistent support for the idea that working more than 40 

hours per week detracts from the time available to invest in one’s health, as was outlined in 

Chapter 3 (see also Hochschild 1997; Stolzenberg 2001).  

Hypotheses 5 and 6 suggested that wives’ hours worked outside the home and earned 

income, respectively, would foster changes toward less healthy behaviors in their husbands. 

Although men tend to change toward fewer cholesterol screening behaviors between 1998 and 

2000 if their wives work, men also tend to change toward lower levels of binge drinking if their 

wives work. Further, men tend to change toward higher levels of drinking if their wives incomes 

increase, but they also change toward flu shot receipt and preventive blood cholesterol exams. 

Although prior research is nearly unanimous in suggesting that men have worse health if their 
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wives work or earn higher incomes (Kessler and McRae 1982; McDonough 1999; Rosenfield 

1992; Stolzenberg 2001), I find little support for this relationship when examining changes in 

health behaviors among adults aged 51 and older. Indeed, although I would expect adults in late 

middle age and older to hold more traditional expectations regarding work and gender roles than 

younger adults, my findings suggest that these values may not affect behavioral investments in 

health in a systematic way.  

Hypotheses 7 and 8 indicate that women should change toward better health behaviors if 

their husbands are employed or are earning higher incomes, respectively. My results provide 

little support for hypothesis 7: husbands’ hours reduce the likelihood of changing toward flu shot 

receipt and healthy lifestyles in general, although wives may increase their levels of cancer 

screening behaviors if their husbands work. However, I find modest support for hypothesis 8. 

My analyses show a positive relationship between husbands’ income and improvements in 

wives’ cancer screening behaviors and binge drinking reduction efforts. Although prior research 

suggests that women’s health improves if their husbands are employed and earning higher 

incomes (McDonough 1999; Stolzenberg 2001), I find that husbands’ income is only beneficial 

in some cases, and the number of hours in the labor force may even be detrimental.  

Finally, hypotheses 9 through 12 posit that both men and women will improve their 

health behaviors if they or their spouses are retired. I find the most support for these hypotheses; 

retirement status is an often overlooked dimension of socioeconomic position. In general, both 

men and women change toward healthier behaviors if they are retired—only cigarette smoking 

and binge drinking show no relationships with retirement status. Further, in several cases, men or 

women improve their health behaviors between 1998 and 2000 if their partner is retired, 

although this relationship is less consistent across the various activities. Nevertheless, retirement 
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is never significantly detrimental to men or women. As such, it appears that retirement—at least 

for those who can afford to retire—provides individuals with an opportunity to undertake new 

health behaviors, expand their interests in life, and generally undertake healthier lifestyles (Costa 

1996; Hayward et al. 1989). 

Prior work has established a persistent relationship between education and health 

behaviors (Ross and Wu 1995; Krueger Chapter 3). Nevertheless, I find it striking that this 

relationship remains even after controlling for individuals’ and partners’ hours of employment 

and incomes. Although the economic returns to education may have less persistent links to health 

behaviors, education may clearly provide tastes and preferences for, and knowledge about, the 

value of healthy lifestyles (Bourdieu 1986; Ross and Wu; Adler et al. 1994; Feinstein 1993). 

Previous scholarship suggests that both men and women will achieve better mental and 

physical health, and lower mortality risks, if they are employed and earning higher incomes, 

although wives may benefit from their husbands employment and earnings, whereas men might 

be disadvantaged if their wives work or earn high incomes (Kessler and McRae 1982; Rosenfield 

1992; McDonough 1999; Stolzenberg 2001). However, I find little persistent support for this 

relationship when examining health behaviors. This is important, as some scholars suggest that 

household dynamics may be particularly important for supporting healthy lifestyles and 

sanctioning poor health behaviors (Hughes and Waite 2002; Stolzenberg 2001; Umberson 1987, 

1992; Waite and Gallagher 2000). Thus, the relationships between marriage, employment, and 

gender may not health through the time available for health promotion as some have suggested 

(e.g., Stolzenberg 2001), but rather by increasing stress levels due to violating possible social 

norms (Hochschild and Machung 2003; Kessler and McRae 1982; Rosenfield 1992).  

My findings should invigorate research that examines the relationships between multiple 
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dimensions of socioeconomic status (SES) and a broad array of health indicators (Braveman and 

Cubbin 2003). Otherwise, claims about the “optimal” indicators of socioeconomic status may 

obscure important conceptual differences in outcomes including health behaviors, mental illness, 

stress, morbidity, and mortality (Daly et al. 2002, 2003). Sweeping conclusions about the 

relationship between socioeconomic position and health may overshadow our understanding of 

the mechanisms that lead from specific dimensions of SES to health; how SES interacts with 

other domains of life—including marriage, religion, or neighborhood ties—to affect health; and 

how SES may (or may not) work differently for men and women.  

ENDNOTES 

1. Other scholars suggest that the stress associated with being unable to meet one’s material 

needs, achieve socially valued goals, or buffer one’s self or family against economic deprivation 

may underpin the relationship between socioeconomic position and health outcomes (Adler et al. 

1994; Feinstein 1993; McDonough et al. 1999; Theorell 2000). Much prior research in this area 

focuses on stress (Booth 1977), the closely related mental health (Gove 1972; Kessler and 

McRae 1982; Rosenfield 1992), or physical health (McDonough et al. 1999; Stolzenberg 2001), 

but no studies, to my knowledge, examine behavioral investments in health.  

2. Individuals may refuse re-interview or die due to factors that correlate with SES and various 

health behaviors, thus potentially introducing selection bias. I test for this possibility for the 

models with dichotomous outcomes by estimating multinomial logistic regression models that 

compare four possible outcomes in 2000: did not undertake the behavior, undertook the 

behavior, refused re-interview, and presumed dead (results not shown). Although comparisons 

with the models presented in this paper are complicated by differences in sample size, the results 

were substantively identical. Future work could incorporate more panels of data and fixed effects 
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models to further control for self-selection bias. 

3. I also excluded individuals that fell into several other categories. First, I dropped individuals 

who were of “other” race/ethnic background, as that group may combine Asians, Native 

Americans, and others with quite diverse health behaviors. Second, I dropped spouses of sample 

persons who fell outside of the eligible age range. Indeed, these individuals are not assigned 

weights, as they are not statistically representative of a well-defined population (SRC2003c). 

Nevertheless, I am able to attribute their characteristics to their spouses who are in the HRS 

eligible sample, thus allowing me to examine the effect of spousal characteristics on changes in 

health behaviors. Third, I drop 250 individuals from couples that consist of two males or two 

females. Although heterosexual cohabiting relationships may be similar to married relationships 

(Wu et al. 2003), I am aware of no national level studies that examine differences among 

heterosexual and homosexual couples. Further, there are too few cases to examine those 

relationships here.  

4. Households typically have access to many more sources of income than those that derive from 

employment (Krueger et al. 2003; Smeeding and Weinberg 2001). For example, the HRS also 

includes income from means tested aid, disability related aid, veteran benefits, retirement 

accounts, interest bearing accounts, trust funds, and alimony. For my purposes, I examine only 

those pecuniary resources that derive directly from employment.  

5. Some literature finds that Hispanics, and especially immigrants, have better health than non-

Hispanic blacks, even for the same level of socioeconomic status. But preliminary analyses that 

control for whether individuals speak a non-English language at home, to proxy for immigrant 

status, find no significant difference. 

6. Separate analyses (not shown) included dummy variables to test for cohort differences, given 
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the large age range in the sample. Although there were some inconsistent differences across the 

health behaviors, the cohort variables did not suggest any particular theoretically relevant pattern 

and did not change the substantive results. Thus, I dropped them from the final analyses. Further, 

I also tested for non-monotonic relationships between age and changes in the dependent 

variables (results not shown). Evidence of non-linear effects of age on some of the health 

behaviors emerged, although the patterns were neither consistent nor meaningful. Again, because 

they did not affect the substantive results, I dropped them from the analyses.  

7. Although some individuals may have conditions that have not been diagnosed by doctors, 

these variables are particularly valuable because knowledge about particular illnesses may affect 

behavior. Individuals who have been diagnosed with a disease may have receive important 

information about how to control their illness from their doctor; advice that may influence their 

health behaviors in the future. Further, after diagnosis, some individuals may improve their 

health behaviors to limit future consequences, whereas others may become fatalistic and reduce 

their health investments. Individuals who undertake various preventive health behaviors may 

appear to have worse health; those who undertake routine cancer screens may be more likely to 

be diagnosed with cancer, although at earlier stages than those who do not undertake preventive 

behaviors. For these variegated reasons, I control for the effects of prior poor health on health 

investments in the future.  
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