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Abstract:  
This paper investigates the relationship between access to healthcare and obesity (as well as 
being overweight) at an international level by assessing the weight classification and access to 
healthcare of individuals across different nations. The hypothesis is that a greater level of access 
to care will decrease the likelihood that an individual is obese and may reduce the SES-obesity 
gradient. A nation’s healthcare system will impact its population’s access to care through its 
structure and its efficiency. The study uses micro-level data from the 2003 World Health Survey 
and macro-level data from the World Bank. The results are generated using a probit regression 
model and two different measures of access: availability of healthcare providers and insurance 
coverage. The results did not indicate that access to care to be a good predictor of obesity, but 
they shows that it reduced the strength of the relationship between SES and obesity. More 
importantly, this paper finds possible evidence of the moral hazard of health insurance in terms 
of obesity, where coverage increases the likelihood that an individual is obese. 
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Introduction  

Obesity has been a growing global epidemic over the last several decades. Before the 

1980s, the prevalence of obesity was relatively low and stable in the developed world (Traill 

2012). Since then, worldwide obesity has nearly doubled (WHO 2014). In 1990, 20% of the 

adult population was overweight and less than 10% was obese (Traill 2012). Today, more than 

1.4 billion adults over the age of 20 are overweight and 500 million are obese, making up 35% 

and 11% of the global adult population respectively (WHO 2014). 

Why call this sudden growth in obesity rates an epidemic? First, obesity is associated 

with a range of serious health conditions; an increase in the body mass index (BMI) increases the 

risk of cardiovascular diseases, diabetes, musculoskeletal disorders – especially osteoarthritis – 

and even some cancers (WHO 2014).  Obesity, therefore, not only causes pain and suffering for 

the individual, but also creates economic costs, directly through medical expenditure, and 

indirectly though lost economic production (due to sick days and early death). 

Finkelstein, et al. (2003) estimate that annual medical expenditures in the United States 

are $732 higher for individuals suffering from obesity than normal weight individuals. Thorpe et 

al. (2004) found that of the $1,200 increase in medical expenditure in the United States between 

1987 and 2000, $300 is due to the rise in obesity. The UK spends £6 billion each year that can be 

attributed to diseases linked to being overweight, which accounts for between 5%and 7% of 

UK’s total health care expenditure (Traill 2012). In the United States, total medical expenditures 

associated with obesity were $75 billion in 2003 (Loureiro and Nayga 2005). Lastly, one must 

also consider the social costs of obesity. Studies have shown that obesity causes poorer personal 

and working relationships as well as lower earnings and wages (Loureiro and Nayga 2005). 
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1 Overweight is defined as 25 ≤ BMI < 30 and obese as BMI ≥ 30, where BMI is calculated by dividing one’s 
weight in kilograms by the square of his or her height in meters (kg/m2) 

These studies show obesity has implications at the individual as well as the national and global 

level. 

Obesity is formally defined by the WHO as having a body mass index (BMI) equal to or 

greater than 301 and described as “abnormal or excessive fat accumulation that may impair 

health”. It mostly results from an energy imbalance between one’s consumption and expenditure 

of calories – in other words, a consumption of too many calories and/or not enough physical 

activity.  However, obesity is a complex phenomenon with genetic, behavioral, economic and 

social factors that impact its incidence. 

This paper aims to investigate the relationship between obesity and one such variable in 

particular—access to care. The hypothesis of this paper is that a greater level of access to care, in 

terms of access to regular preventive care, will  decrease the likelihood of being obese and may 

also reduce the strength of the strength of the gradient between socioeconomic status (SES) and 

obesity, holding constant all other factors. Access to care varies widely across and within 

nations.  This study will utilize the variability in access to care across nations, as determined by 

their health care systems, to ascertain whether it affects health outcomes, specifically obesity 

rates. A nation’s healthcare system will impact its population’s access to care through its 

structure and its efficiency. The structure of a nation’s healthcare system is how ‘government-

supported’ the system is. The greater the availability of public health insurance, the more equal, 

and thus greater, the population’s access to healthcare.  However, the provision of public 

healthcare insurance alone does not necessarily imply greater access; one must also take into 

account the efficiency of the healthcare system, that is, how much it costs for the population to 

access care. For example, say there are two nations who both offer universal coverage. However, 

the first nation’s population may need to purchase supplementary private insurance in order to 
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receive the same level of care as the second nation’s population without any additional 

insurance. The more efficient a healthcare system is, the smaller the cost of accessing care 

relative to its benefit. 

Although there is some existing literature on access to care and health outcomes, no prior 

study to our knowledge has examined the relationship between obesity and access to care. The 

relationship between the socioeconomic variables and health outcomes, however, has been 

explored extensively.  These studies have shown that obesity has a negative relationship with 

socioeconomic status, where lower levels of income and education are associated with a higher 

probability of being obese. According to Wang and Beydoun (2007), minority and lower SES 

groups are disproportionately affected by obesity at all ages. Furthermore, Sundquist and 

Johansson (1998) demonstrate that SES can influence one’s energy intake and expenditure, thus 

affecting their body fat storage. Similarly, especially in healthcare systems without universal 

coverage, there is a clear negative correlation between SES and access to care (Lasser et al. 

2006). This research will bring these two effects on health outcomes, measured by obesity, 

together and examine the effect of differences in access to care on the strength of the relationship 

between SES and obesity with the hypothesis that a greater level of access to care will reduce the 

strength of the relationship. 

This study uses micro-level data to assess the relationship between obesity and access to 

care, while examining how access to care varies across the healthcare systems of different 

nations. Many studies have examined the influence of various factors on obesity within a single 

nation. The results of these studies provide a basis of control variables to be included in our 

model and tested across nations. However, very few studies on obesity exist at the international 

level. For example, Loureiro and Nayga (2005) were the first to examine the factors that affect 
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obesity rates across OECD countries. Their study, however, used macro-level data. Furthermore, 

there is a lack of research on the impact of a nation’s healthcare system on its population’s 

access to care, especially across nations, and thus, across different healthcare systems. Finally, 

no prior studies have assessed the impact of access to care on the likelihood of being obese or 

overweight.  

Therefore, not only will this study provide insight on the impact of access to care on 

obesity, but it will also validate past findings on the factors that lead to obesity and fill in the gap 

of missing research on obesity at an international level. Studying this relationship at an 

international level provides the ability to examine how different healthcare systems impact 

access to care. Varying levels of access to care may exist within a single nation, depending on its 

healthcare system. However, by examining this relationship within a single nation, one would 

not be able to make any evaluations on how the performance of that healthcare system compares 

to that of another. As healthcare systems differ greatly between nations, including more nations, 

and therefore more healthcare systems, would provide a more robust understanding of how and 

to what degree access to care through a nation’s healthcare system impacts health outcomes and, 

specifically, obesity. 

The results of this study do not indicate that access to care is a good predictor of the 

likelihood of being obese or overweight; these findings were not due to a poor hypothesis, but 

rather were the result of data limitations. The study’s results, however, show that having access 

to care, measured by health insurance coverage, reduces the strength of the relationship between 

household expenditure (a proxy for income) and being obese or overweight. The results also 

support the many previous findings on the negative relationship between education and obesity. 

Finally, the study finds possible evidence of the moral hazard of health insurance in terms of 
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obesity – how insurance coverage can decrease the costs of being obese – as an explanation for 

the statistically significant positive relationship between insurance coverage and obesity (as well 

as being overweight). Ultimately, the findings of this paper help expand the knowledge on 

obesity and allow policymakers to better deal with the obesity epidemic. 

This paper is structured as follows: the Literature Review section will discuss past 

literature as well as the motivation for this paper. Next, the Data section will present the strategy 

behind our econometric model with a discussion of the variables that will be included. The 

Results section discusses the regression results and the implications of the statistically significant 

variables. Finally, the importance of these findings and what they mean in the context of past 

literature will be discussed in the Conclusion section. 

 

Literature Review 

The theory behind this paper’s hypothesis comes from Michael Grossman’s influential 

model of the demand for health. According to his model, an individual’s stock of health at any 

given time depends on its depreciation rate and on one’s investment in it (Grossman 1972). 

Investment in health stock is a function of the consumption of medical care and the time spent in 

maintaining one’s health, such as exercising or eating healthily (1972). One’s ability to invest in 

his or her health is constrained by his or her consumption of non-medical goods and his or her 

income (1972). Therefore, the determinants of one’s health are access to healthcare, 

environmental exposure, the healthy behavior of individuals, and the socioeconomic status 

(SES). Thus both intuitively and according to this model, the greater one’s access to care, the 

better one’s health outcome, holding constant the other determinants. Therefore, greater access to 

care should reduce the likelihood that an individual is obese. 



Goldstone 6 

 No prior studies have investigated the relationship between obesity and access to care. In 

fact, Fontaine and Bartlett (2000) write about the need for such research in their literature review 

of the access to and use of medical care by obese persons. Their article reviews the results of 

existing studies on the relationships between obesity and SES, access to care and SES and 

obesity and medical care consumption and expenditure. By compiling and comparing the 

findings of past literature, Fontaine and Bartlett offer several conclusions regarding obesity, SES, 

and access to care.  Their first  conclusion is that obesity is associated with an increase in the use 

and cost of medical services, largely due to the treatment of obesity-related co-morbidities such 

as diabetes and hypertension. Next, they conclude that a lower SES is associated with both 

higher prevalence of obesity as well as reduced access to care.  In their discussion of the 

literature that has explored these relationships, they note that there is an inverse relationship 

between SES and the prevalence of health-compromising behaviors such as smoking, physical 

inactivity, and the consumption of a high fat diet; a high prevalence of such behaviors leads to 

poorer health outcomes, such as being obese. They then discuss how both low SES and minority 

status are also associated with reduced access to care, where the portion of uninsured persons is 

significantly higher among these groups. However, they stress that although it may therefore be 

tempting to make assumptions about the relationship between obesity and access to care, no prior 

studies have explored the significance of this relationship. They therefore conclude that research 

is needed to assess this relationship.  

Although no research has been done on the direct relationship between obesity and access 

to care, Lasser et al. (2006) demonstrate how access to care impacts one’s health status and 

utilization of medical services by comparing the populations of Canada and the United States, 

two nations with different healthcare systems; Canada has a public healthcare system with 
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universal coverage whereas the United States has a private healthcare system. Using country’s 

health care system as a predictor of access to care, quality of care, and satisfaction of care, Lasser 

et al. (2006) found that Americans were less likely to have a regular doctor, more likely to have 

unmet health needs, and more likely to forgo needed medicines due to their cost. Finally, they 

found disparities on the basis of race, income, and immigrant status in both countries; however, 

these disparities were more extreme in the United States. 

Interestingly, while more US residents felt they had unmet healthcare needs than did 

Canadians, however, each nation’s reasons for having unmet needs differed; US residents were 

more likely than Canadians to have unmet needs due to cost (7% and 0.8%, respectively) 

whereas Canadians were more likely than US residents to have unmet needs due to wait time 

(2006). This finding is likely the result of the nations’ health care systems. In private systems, 

the major issue concerning access to care is the cost of health insurance and the high cost of 

health care when it is not covered by insurance. In public systems, on the other hand, health 

insurance coverage is not a concern since the entire population is universally covered. However, 

there are supply constraints, resulting in longer wait times. 

 The high cost of healthcare in the US lowers the likelihood of having a regular doctor’s 

visit for the insured population; for the uninsured it implies no access at all. Both of these 

outcomes imply a lower level of preventative care. This, in turn, implies that Americans are less 

able to gain information and advice from a doctor on tackling their obesity. Therefore, perhaps 

this in part explains the higher obesity rate in the United States compared to Canada. 

Furthermore, the more extreme disparities in health outcomes on the basis of race, income, and 

immigrant status in the United States imply that a healthcare system with a higher degree of 

public care will reduce the SES-health outcome gradient. 
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On the other hand, Bhattacharya and Sood (2006) use a theoretical model for optimal 

body weight to argue that health insurance coverage, as long as premiums are not risk rated for 

obesity, shields those covered from the true costs of overeating and physical inactivity. From 

their study, it can be inferred that insurance coverage may lead to a higher likelihood of being 

obese or overweight as it decreases one’s incentive to lose weight. Their argument illustrates the 

moral hazard that occurs with insurance coverage, where individuals take more risks regarding 

their health because they know they have the safety net of health insurance to reduce the cost of 

healthcare.  

Finally, Lasser et al.’s findings bring to light the need to study potential impact of access 

to care on the strength of the relationship between SES and obesity. Their regression included 

interaction terms between country and race, immigrant status, and income, to detect differences 

between the nations in the presence of disparities due to these factors. By doing so, they showed 

that income disparities in access to care did exist in both nations. However, low-income 

Canadians have better access to medical care than do low-income US residents. Therefore, a 

public healthcare system reduces the magnitude of these disparities. 

A better understanding of the relationship between obesity and access to care will provide 

policy makers with the information to tackle the obesity epidemic. Furthermore, it will give us a 

better comprehension of a healthcare system’s impact on access to care and health outcomes. 

Other determinants of health – the environment, individual behavior, and SES – are 

characteristics with a low level of mutability. Access to care, on the other hand, can (more) 

easily be altered through government policy and changes in the structure of a nation’s healthcare 

system. This will allow governments to better evaluate the efficiency and efficacy of their 

healthcare system, a feat that over time has proved to have no clear solution. Lastly, it will 
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validate past findings on the factors that lead to obesity and fill in the hole of missing research on 

obesity at an international level.  

 

Data Source 

 The data employed in this paper comes from two different sources, the World Health 

Survey (WHS) and the World Bank. First, the 2003 WHS, administered by the World Health 

Organization (WHO), collected data at the individual level in 70 different nations. The aim of 

this survey was to better understand how people report and health and to measure the 

performance of the nation’s health system. Thus, the data allowed me to create variables that 

measured access to care, obesity, and the various factors that may impact this relationship. 

Of the 70 nations included in the WHS, 25 of them were considered high-income 

economies, as defined by the World Bank as a nation whose GNI per capita is greater than 

$12,746, calculated using the World Bank Atlas method (World Bank 2015). The study only 

included these 25 nations because they have comparable standards of living, and the overall 

quality of care is likely much better in nations with higher incomes. It would not make sense to 

assess this relationship across nations with vastly different income levels as this paper aims to 

investigate the relationship between access to health care and obesity across individuals as well 

as the healthcare systems of different nations. The WHS surveys of these 25 nations were 

merged together to create the international, micro-level dataset used in this paper. In order to 

control for and isolate the effects of differences between these nations, the dataset also included 

country-level variables using data from the World Bank. These variables included GDP per 

capita and the nation’s public healthcare expenditure, as a percent of its total health expenditure, 

both of which were collected in 2003.  
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 There were a few limitations to using this data. First, the responses to some of the 

variables were not standardized across nations, but instead, within each nation. For this reason, 

this paper was unable to include a minority variable in the model; the responses to the question 

of one’s background were very specific to the nation being surveyed, and thus would not be 

applicable to compare across other nations. Next, some variables were not available across all 

nations; long versions of the survey with additional questions were only administered in certain 

nations. For example, data on an individual’s insurance coverage and whether it was public or 

private was not available across all nations. Therefore, when using this variable as a measure for 

access to care, the study was limited to analyzing only 8 different nations instead of 25. Although 

the same fundamental survey questions and variables were used across all nations, the responses 

were likely intended to be analyzed within each nation individually as opposed to across 

different nations. In other words, although it was easily possible to merge together the datasets of 

all the nations, the WHO likely did not have this in mind when recording the data. Furthermore, 

despite the multitude of variables included in this dataset, a direct measure of income was not 

available across all nations. Instead, the study had to use total household expenditure over the 

last four weeks as a proxy measure for income. Finally, the variables are ultimately subject to the 

knowledge or experience of the individuals, and thus may not completely accurately reflect the 

characteristics of an obese individual or one without access to care. For example, the data on the 

households’ various expenditures are self-reported and therefore may be biased.  

 There were also some limitations regarding the availability of macro-level data. First, 

there was no existing data in any year or nation for a variable that could be used as a proxy for 

the efficiency of a nation’s healthcare system. Additionally, other country-level controls, such as 
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the GINI, were not available across all nations or in the year 2003 and therefore could not be 

included in the model. 

 Despite these limitations, this dataset allows us to assess the relationship between access 

to care and obesity (as well as being overweight) across nations but also at a micro level. Using 

macro-level international data would be more limiting as there often is not enough consistent 

data collected across all years and nations, which would greatly reduce the number of 

observations. Finally, it is often difficult to merge together two different surveys collected at the 

micro level due to how and when the data is collected.  

 

Variable Description and Methodology 

Two different measures of access to care were assessed in this paper: the availability of 

healthcare providers and whether or not an individual has insurance coverage. The other 

explanatory variables used in this model include total household expenditure over the last four 

weeks, food expenditure as a percent of total household expenditure, years of education, age, 

sex, whether or not an individual is unemployed, a nation’s GDP per capita, and a nation’s public 

health expenditure as a percent of its total health expenditure. The availability variable is the first 

proxy for access to care. If the number of healthcare providers around the last time care was 

needed is equal to or greater than one, then access to care is good, and if the number of 

healthcare providers around reported is zero, then access is poor. Health insurance coverage is 

the second proxy for access to care where having insurance coverage implies greater access. 

Total household expenditure over the last four weeks is a proxy for income, and together with 

the years of education variable form a measure of socioeconomic status. Food expenditure as a 

percent of total household expenditure is money spent on all food over the past four weeks, 
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excluding restaurant meals, alcohol, and tobacco, divided by total expenditure. This variable 

serves a proxy for the amount of food consumed by an individual. Age, sex, and unemployment 

are all individual characteristics commonly controlled for in socioeconomic models. GDP per 

capita is a measure of a nation’s wealth, and therefore its ability to provide and afford quality 

healthcare. Finally, the percent of a nation’s total health expenditure that is public measures the 

degree of public health provided in a nation’s healthcare system, or its structure. Healthcare 

systems with a higher degree of public health tend to provide a greater access to care. 

Table 1: Summary Statistics (All Nations) 
Variable Mean Standard Deviation 

Obese 14.6% - 

Overweight 48.9% - 

Availability 1.6% - 

Insured* 87.0% - 

BMI 25.490 4.613 

HH Exp (€) 912.590 932.342 

Years of Education 11.269 4.398 

Food Exp 
(% of HH Exp) 

47.4% 20.66% 

Age 45.045 16.954 

Sex (female) 50.7% - 

Unemployed 4.5% - 

GDP/capita 
(thousand €)**  

20.703 1362.90% 

Public Health Exp 
(% Total Health Exp)** 

69.1% 10.26% 

* Variable only recorded in 8 countries 
** Country-level variables  
 

Table 1 shows the summary statistics of the entire sample. Some interesting points to 

note are that 14.6% of the sample is obese and nearly half (48.9%) are overweight. This explains 

why, on average, the sample has a BMI of 25.5, which is considered to be overweight. Finally, 

the average public healthcare expenditure as a percent of total healthcare expenditure of 69.1% 
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shows that these nations have relatively public healthcare systems; in the United States, a nation 

whose healthcare system can be described as private, only 44% of the total expenditure on 

healthcare in 2003 was spent on public healthcare (World Bank 2014). (See Appendix for 

summary statistics by country). 

More interestingly, one can look at how the summary statistics change compared to that 

of the overall sample when separating the nations into high, middle, and lower GDP per capita 

groups as shown in Table 2. In this table, the 25 high-income nations have been divided into 

three groups where those in the high GDP per capita group have one that is equal to or greater 

than 26,000€, those in the middle group have a GDP per capita that is equal to or greater than 

10,000€ but less than 26,000€, and those in the low GDP per capita group have one that is less 

than 10,000€. 

Table 2: Summary Statistics by Level of GDP/capita 

* Country-level variable  
 

The average BMI for each of the groups remains very close to the average of the entire 

sample. The nations with a higher GDP per capita have an average BMI that is slightly lower 

than the overall average, whereas the middle and low GDP per capita nations have average BMIs 

that are slightly higher. Interestingly, the middle GDP per capita nations have a higher average 

Variable 
Mean 

(Standard Deviation) 
High (26≤GDP) Middle (10≤GDP<26) Low (GDP<10) 

BMI  
25.272 
(4.859) 

25.632 
(4.370) 

25.596 
(4.562) 

Obese 
14.19% 

(34.90%) 
14.48% 

(35.19%) 
15.39% 

(36.09%) 

Overweight 
46.60% 

(49.89%) 
50.72% 

(50.00%) 
49.69% 

(50.00%) 

HH Exp (€) 
1498.445 

(1227.355) 
923.172 

(619.877) 
340.395 

(320.507) 

Years of Education 
12.194 
(4.074) 

10.126 
(4.992) 

11.435 
(3.757) 

Public Health Exp 
(% Total Health Exp)* 

74.74% 
(7.86%) 

68.63% 
(4.43%) 

62.88% 
(13.23%) 
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BMI than the low GDP per capita nations. However, the difference is very small. The 

percentages of the groups’ individuals that are overweight follow similar trends to BMI. They do 

not differ greatly from the percent of the total sample (48.9%), and the high GDP per capita 

group’s percent overweight is slightly lower than that of the total sample (46.6%) while the 

middle and low GDP per capita groups’ percentages are above it (50.7% and 49.7% 

respectively). The percentage of obese individuals, however, decreases as one moves from low to 

high GDP per capita. Though, like the average BMIs and the percentages of obese individuals, it 

does not differ greatly from that of the entire sample. This all demonstrates how obesity is a 

global issue. 

As one would expect the average household expenditure increases as one moves from the 

low to high GDP per capita nations. The average country-level expenditure on public healthcare 

as a percent of total health expenditure increases as one moves from low to high GDP per capita 

nations, implying that wealthier nations have healthcare systems with a higher degree of public 

health.  

Table 3: Summary Statistics by Level of Public Health Expenditure 

* Country-level variable 
 

Variable 

Mean 
(Standard Deviation) 

High (77%≤Exp) 
Middle 

(70%≤Exp<77%) Low (Exp<77%) 

BMI  
25.229 
(4.859) 

25.500 
(4.329) 

25.633 
(4.855) 

Obese 
13.80% 

(34.49%) 
14.46% 

(35.17%) 
15.32% 

(36.02%) 

Overweight 
46.18% 

(49.85%) 
49.82% 

(50.00%) 
49.66% 

(50.00%) 

HH Exp (€) 
1165.726 

(1227.355) 
934.551 

(721.488) 
771.740 

(959.859) 

Years of Education 
12.115 
(4.074) 

10.753 
(4.714) 

11.258 
(4.385) 

GDP/capita 
(thousand €)*  

30.132 
(16.068) 

22.740 
(7.497) 

13.915 
(12.725) 
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Table 3 shows the summary statistics when the nations are divided into groups based on 

their public health care expenditure as a percent of total expenditure. Again, the 25 nations have 

been divided into three groups where the nations in the high public healthcare expenditure 

percentage group spend equal to or greater than 77%, those in the middle group spend equal to or 

greater than 70% but less than 77%, and those in the low group spend less than 70%.  By using 

these cut-off levels, this study was able to divide the nations most evenly into three groups. 

As there seems to be a positive relationship between the percent of a nation’s total 

healthcare expenditure that is public and its GDP per capita, trends as one moves from high to 

low percentage of public expenditure as the same as those in Table 2. The only differences are 

that the means of certain variables vary more or less from those of the total sample depending on 

whether the nations are divided by their GDP per capita or by their percentage of health 

expenditure that is public. For example, as in Table 2, the percentage of obese individuals 

decreases as one moves from low to high percentage of public health expenditure. However, it 

decreases more for the high percentage of health expenditure group than it does for a high GDP 

per capita group. 

This paper uses a probit model to assess the probability of being obese and the 

probability of being overweight against the explanatory variables in four different regressions. 

The first two regressions use the availability of healthcare providers as a proxy for access to care 

and included all 25 high-income economy nations in the sample. The second two use health 

insurance. The dependent dummy variable is equal to one when an individual’s BMI is equal to 

or greater than 30 for being obese and 25 for being overweight. The econometric models are 

described below: 
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where p(obese) and p(overweight) represent the probability of being obese and overweight; 

access measures access to care using either availability or insured where availability is a dummy 

variable equal to one when availability of healthcare providers around last time care was needed 

is greater than zero, and insured is a dummy variable equal to one when the individual has health 

insurance; foodexp is the food expenditure as a percent of total household expenditure over the 

past four weeks; lhhexp is the log of total household expenditure over the past four weeks; educ 

is years of education; sex is a dummy variable equal to one when the individual is female; 

unemployed is a dummy variable equal to one if the individual is unemployed; AccessHhexp is 

an interaction between either availability or insured and lhhexp; AccessEduc is an interaction 

variable between either availability or insured and educ; GDPcapita is a country-level variable a 

nation’s GDP per capita; PublicExp is a country-level variable equal to a nation’s public health 

expenditure as a percent of its total health expenditure; and finally, εic is the error term, which 

takes account for unobservable determinants at both the country and individual level. 
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Results 

Availability of Healthcare Providers as a Measure of Access to Care 

Table 4: Regression Results Using ‘Availability’ Measure 

Variable 
Marginal Effects 

p(Obese) p(Overweight) 

Availability 
-0.0685 0.0546 
(0.0986) (0.102) 

ln(HH Exp) 
-0.0235 0.0103 
(0.0143) (0.0183) 

Avail*ln(HH Exp) 
0.0251* 0.00917 
(0.0143) (0.0182) 

Education 
-0.000965 -0.00498 
(0.00317) (0.00426) 

Avail*Education 
-0.00554* -0.00614 
(0.00319) (0.00429) 

Food Exp 
(% of HH Exp) 

-0.00991 0.0533*** 
(0.00852) (0.0124) 

Sex (female) 
0.00536* -0.0139*** 
(0.00306) (0.00445) 

Age 
0.0159*** 0.0316*** 
(0.000554) (0.000753) 

Age2 
-0.000134*** -0.000246*** 

(5.46e-06) (7.57e-06) 

Unemployed 
0.00823 -0.0379*** 

(0.00748) (0.0102) 
Public Health Exp 

(% Total Health Exp) 
-0.0270 -0.164*** 
(0.0169) (0.0245) 

GDP/capita 
(thousand €) 

-0.000252 0.000845 
(0.000498) (0.000716) 

GDP/capita2 
7.64e-06 -3.86e-06 

(9.37e-06) (1.34e-05) 
Observations 54,753 54,753 

Standard errors in parentheses 
*** p<0.01, ** p<0.05, * p<0.1 

 Table 4 presents the results of an initial regression run using the sample of all 25 high-

income economy nations where access to care was measured using the availability variable. The 

results show the marginal effect of each variable estimated at the mean values of the other 

independent variables. According to these results, availability is insignificant in both the obese 

and overweight regressions. However, the interaction between availability and household 

expenditure has a positive relationship with obesity, indicating that if one has access to care, an 
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increase in household expenditure increases the probability that an individual is obese, ceteris 

paribus. If one does not have access to care, household expenditure has no impact on the 

probability that an individual is obese. A possible explanation for this is that obese people 

without access to care will move to neighborhoods with access as their income (household 

expenditure) increases. The interaction between availability and education has a negative 

relationship with obesity, indicating that if one has access to healthcare, an additional year of 

education will decrease the probability that one is obese, ceteris paribus. However, none of the 

SES variables or their interactions are significant in the overweight regression. 

There are several limitations to using the availability variable as a measure of access to 

care that likely caused these deficient regression results. First, there is little variation in the 

availability data; there is not a large enough portion of observations within each nation who had 

no availability (only 1.6% of the total sample). Therefore, there may not have been a large 

enough number of observations with no availability to accurately reflect the characteristics of an 

individual with poor access to care. Furthermore, there is relatively low variation in the obese 

variable. Therefore, within some of the nations, availability perfectly predicts obesity. All in all, 

there are too few observations that are both obese and have no availability.  

The low variation in the availability variable does not necessarily indicate that this small 

a percentage of the sample has no access to care. The issues with the variable stem from the data 

collection as the survey question does not take into account the time and monetary cost of 

accessing care. Had the survey question been taken a step further and asked about the number of 

healthcare providers available around them that were affordable, the individual had 

transportation to, and that accepted the individual’s health insurance, then the variable would 

perhaps more accurately reflect access to care. Unfortunately, such information is not available. 
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Therefore, the endogeneity of the availability variable gives results that did not accurately 

address the research question.  

Another limitation to this model is that it does not have enough control for country 

specific factors; there are many country-level controls missing from the model that may be 

impacting the relationship. In fact, the results do not change much even when adding dummy 

variables for each nation to control for country fixed effects. This is because controlling for fixed 

effects in a probit model does not solve this problem in the same way that it does in an OLS 

model. However, using BMI as the dependent variable would not be appropriate to answer the 

research question; the study wants to isolate the relationship between access to care and being 

obese or overweight, specifically. This research is not interested in changes in BMI, potentially 

within one of the weight categories.  

Insurance Coverage as a Measure of Access to Care 

Table 5: Regression Results Using ‘Insured’ Measure for Access to Care 

Variable 
Marginal Effects 

p(Obese) p(Overweight) 

Insured 
0.110*** 0.227*** 
(0.0242) (0.0559) 

ln(HH Exp) 
0.0281*** 0.0409*** 
(0.00615) (0.00922) 

Insured*ln(HH Exp) 
-0.0243*** -0.0256*** 
(0.00670) (0.00992) 

Education 
-0.00309*** -0.00419*** 
(0.000861) (0.00140) 

Insured*Education 
-0.00324*** -0.00592*** 
(0.000971) (0.00154) 

Food Exp 
(% of HH Exp) 

-0.0360*** 0.0319** 
(0.0102) (0.0148) 

Sex (female) 
0.00252 -0.0205*** 

(0.00357) (0.00516) 

Age 
0.0165*** 0.0349*** 
(0.000624) (0.000855) 

Age2 
-0.000135*** -0.000272*** 

(6.15e-06) (8.59e-06) 

Unemployed 
-0.00369 -0.0342*** 
(0.00825) (0.0115) 

Public Health Exp 0.178*** 0.213*** 
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(% Total Health Exp) (0.0216) (0.0314) 
GDP/capita 
(thousand €) 

-0.00550*** -0.0117*** 
(0.00119) (0.00170) 

GDP/capita2 
0.000136*** 0.000385*** 

(3.51e-05) (5.04e-05) 
Observations 40,469 40,469 

Standard errors in parentheses 
*** p<0.01, ** p<0.05, * p<0.1 

The solution to these issues is to try using another measure for access to care, health 

insurance coverage, which has more variation (13% of the total sample were uninsured). This 

paper had not initially intended to use insurance coverage as a measure for access to care, as data 

for this variable is only available in 8 out of the 25 nations, reducing the sample size. However, 

these nations are all considered to have high-income economies and have an organized 

healthcare system.  

Table 5 presents the regression results using health insurance coverage as a measure for 

access to care. For the obesity regression, the results show that having healthcare insurance 

increases the likelihood that an individual is obese by 11%, ceteris paribus at the mean values of 

the other independent variables. The result contradicts the expectation that greater access to care 

will  decrease the probability that an individual is obese. One possible explanation for this result 

is the moral hazard of having health insurance; health insurance coverage decreases the cost of 

being obese as it reduces the price of treatment for obesity comorbidities, such as diabetes and 

hypertension. Another explanation is that the 8 nations included in this sample are relatively 

poorer than the entire 25-nation sample. The average GDP per capita of the 8-nation sample is 

12,910 €, which is much lower than the 25-nation average of 20,703 €. In these nations, perhaps 

being very poor implies a poorer access to food at all. If only the very poor are uninsured, then 

those without insurance would be less likely to be obese. 

The results also show that an increase in total household expenditure by 1% increases the 

probability that an individual is obese by 0.028%, ceteris paribus at the mean values of the other 



Goldstone 21 

independent variables. Normally, one would expect household expenditure and obesity to have a 

negative relationship because a higher income usually implies greater access to resources to 

maintain one’s health, such as a gym membership or higher quality, healthier food. However, as 

previously explained, in these nations having a smaller household income may imply poorer 

access to food at all; the very poor may have barely enough to eat and therefore are less likely to 

be obese. However, if an individual has health insurance, an increase in total household 

expenditure by 1% decreases the probability that an individual is obese by 0.024%. Therefore, 

the overall effect of an increase in total household expenditure by 1% for those who have health 

insurance is a 0.004% increase in the probability that an individual obese, ceteris paribus at the 

mean values of the other independent variables. In other words, having health insurance almost 

completely cancels out the positive relationship between household expenditure and the 

probability of being obese. If the positive relationship between household expenditure and 

obesity exists because a smaller household income may imply poorer access to food, in general, 

then it makes sense that having health insurance reduces the strength of this relationship as those 

with insurance are less likely to be very poor.  

An additional year of education decreases the probability that an individual is obese by 

0.309%, ceteris paribus at the mean values of the other independent variables. This supports the 

argument that individuals with a greater level of education have more skills and knowledge to 

produce health more efficiently. They are also less likely to have bounded rationality and 

discount the future cost of unhealthy decisions. As people who are more educated make better, 

more informed decisions about their health and tend to care more about their future health, they 

are less likely to act unhealthily and be obese. Furthermore, if an individual has health insurance, 

an additional year of education further decreases the probability that an individual is obese by 
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0.324%. Therefore, the overall effect of an additional year of education for those who have 

health insurance is a 0.633% decrease in the likelihood that an individual obese, ceteris paribus 

at the mean values of the other independent variables. In other words, having insurance 

strengthens the relationship between obesity and education. 

According to the results, a 1% increase in the portion of total household expenditure 

spent on food decreases the probability that an individual is obese by 3.6% ceteris paribus at the 

mean values of the other independent variables. One would expect food expenditure, as a percent 

of total household expenditure, to have a positive relationship with obesity as the consumption of 

a greater amount of food can lead to obesity. However, in this situation food expenditure is not a 

measure of the amount of food consumed, but the quality, or healthiness, of the food consumed. 

Poorer quality, unhealthy, food, such as fast food, tends to be cheaper. Therefore, a higher 

percentage of household expenditure dedicated to food implies the consumption of higher quality 

food, thus reducing the probability that an individual is obese. 

A 1% increase in the portion of a nation’s total health expenditure that is public increases 

the probability that an individual is obese by 17.8% ceteris paribus at the mean values of the 

other independent variables. One would expect a nation’s public health expenditure, as a percent 

of total health expenditure, to have a negative relationship with obesity because healthcare 

systems with a higher degree of public health tend to provide greater access to care. The cause of 

this result is likely related to the positive relationship between healthcare insurance coverage and 

obesit; in nations with greater access to health insurance through a public system, the moral 

hazard of having health insurance issue is more likely to be an issue. Furthermore, perhaps, of 

these 8 nations, the wealthier ones have more public health care. Finally, an increase in a 

nation’s GDP per capita by 1,000 € decreases the probability that an individual is obese by 
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0.55% ceteris paribus at the mean values of the other independent variables. As a nation gets 

wealthier, this decrease in probability is reduced every thousand euros by 0.013%. 

The overweight regression results show almost the exact same relationships between the 

independent variables and the likelihood of being obese with a few exceptions. For the 

explanatory variables with consistent relationships across the obese and overweight results, the 

strength of the relationship is always stronger with being overweight. This makes sense because 

a larger portion of the sample is overweight compared to obese. The major difference is that a1% 

increase in the portion of total household expenditure spent on food increases the probability that 

an individual is overweight by 3.19%, ceteris paribus at the mean values of the other independent 

variables. This variable, on the other hand, has a negative marginal effect on the probability of 

being obese. A possible explanation for this result is that the quality, or healthiness, of the foods 

consumed only has a negative relationship with obesity. Consistent consumption of unhealthy 

food with no exercise will always leads to obesity, or at least being overweight. However, 

consistent consumption of healthy food does not necessarily lead to being normal weight if one 

does not exercise. Therefore, food expenditure, in this case, only captures the effect of the 

amount of food consumed on being overweight. 

The other difference between the overweight results and the obese results is that being 

female decreases the probability that an individual is overweight, ceteris paribus, and so does 

being unemployed, ceteris paribus. Neither of these variables is significant in the obese 

regression results. 

As with the availability variable, there were a few limitations of using insurance coverage 

as a measure for access to care. First, using this variable limits the sample to 8 nations instead of 

all 25 high-income economy nations due to the lack of data available. Furthermore, the sample of 
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8 nations is relatively poorer than the entire 25-nation sample; the mean GDP per capita was 

much lower. Therefore, the results only reflect the relationship between access to care and 

obesity or being overweight in relatively poorer nations. Another limitation is the moral hazard 

of health insurance, and its effect on the probability that an individual is obese or overweight. 

Because of this effect, health insurance coverage may not accurately measure the effects of 

access to care on being obese or overweight. The most important limitation is the potential issue 

of reverse causality; obese individuals may be more likely to have insurance coverage because 

they tend to consume more medical services in order to treat the obesity-related comorbidities as 

shown by Fontaine and Bartlett (2000). Finally, there is still perhaps not enough control for 

country-specific factors that may be affecting the relationship. 

Regression Results by Country 

The paper addresses the concern of missing country-level control variables by assessing 

the relationship between access to care and obesity or being overweight within individual 

nations, using insurance coverage as a measure of access to care. By running the regressions 

within individual nations, one can assess whether or not the Table 5 aggregate regression results 

hold across nations and see which countries are driving the results. For the best results, the 

regressions are only run in nations where the portion of observations without health insurance 

was greater than 1% to ensure enough variation. Therefore, 3 of the 8 nations with data on 

insurance coverage are not included in these regressions. 
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Table 6: Obesity Regression Results by Country 

Variable 

Marginal Effects 

United Arab 
Emirates 

Estonia Croatia 
Russian 

Federation 
Uruguay 

Insured 
0.472 0.184*** 0.0682 -0.331 0.134*** 

(0.480) (0.0219) (0.291) (0.459) (0.0318) 

ln(HH Exp) 
0.0311*** 0.112* 0.0871 0.0215 0.0760*** 
(0.00887) (0.0623) (0.0925) (0.0469) (0.0251) 

Insured*ln(HH 
Exp) 

-0.0611 -0.112* -0.0705 -0.0131 -0.0433* 
(0.0447) (0.0630) (0.0932) (0.0475) (0.0258) 

Education 
-0.00675*** -0.00992 -0.0420* -0.0229* 0.000736 

(0.00119) (0.0153) (0.0255) (0.0119) (0.00349) 

Insured*Education 
-0.000798 0.00781 0.0365 0.0166 -0.00313 

(0.0105) (0.0155) (0.0256) (0.0120) (0.00360) 

Food Exp 
(% of HH Exp) 

-0.0463 -0.0861* -0.00770 -0.140*** 0.0531* 

(0.0303) (0.0449) (0.0391) (0.0220) (0.0279) 

Sex (female) 
-0.000291 0.000766 -0.00218 0.0180** 0.00497 
(0.0118) (0.0151) (0.0135) (0.00882) (0.00741) 

Age 
0.0205*** 0.0281*** 0.0237*** 0.0229*** 0.0168*** 
(0.00200) (0.00291) (0.00285) (0.00172) (0.00136) 

Age2 
-0.000203*** -0.000234*** -0.000221*** -0.000189*** -0.000143*** 

(2.31e-05) (2.87e-05) (2.81e-05) (1.69e-05) (1.38e-05) 

Unemployed 
-0.0455* -0.0418 -0.0645*** 0.0891** 0.0276* 
(0.0260) (0.0342) (0.0196) (0.0437) (0.0159) 

Observations 4,761 2,399 2,821 5,496 8,053 

Standard errors in parentheses 
*** p<0.01, ** p<0.05, * p<0.1 

 
Table 6 presents the obesity regression results by country for the United Arab Emirates, 

Estonia, Croatia, the Russian Federation, and Uruguay. The Table 6 results indicate that the 

positive effect of health insurance coverage on the likelihood that an individual is obese that, 

shown in Table 5, is driven by Estonia and Uruguay. For the other three nations, health insurance 

coverage is insignificant. Furthermore, the Table 5 results that show a positive relationship 

between household expenditure and obesity, and a reduction in the strength of this relationship if 

an individual has health insurance coverage also are supported by Estonia and Uruguay’s results. 

Both Estonia and Uruguay are relatively poor nations, with GDPs per capita of 7,045 € and 3,719 

€ respectively. Therefore, the argument that, in these nations, those with lower household 
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expenditures have poorer access to food in general, and therefore are more likely to be obese 

holds true. 

The results in Table 6 on education are also consistent with those in Table 5, where an 

additional year of education decreases the probability that an individual is obese, ceteris paribus. 

However, the results in Table 5 appear to be driven by the United Arab Emirates, Croatia, and 

Russia, the three nations where insurance coverage was insignificant. This further suggests that 

there is a moral hazard of health insurance for obesity where a positive relationship between 

insurance coverage and obesity exists. When such a relationship does not exist in a nation, it may 

be because the nation does not suffer from the moral hazard of health insurance coverage in 

terms of obesity. In this case, the entire population would not take fewer risks regarding their 

health, especially those with more education. This is because those with a higher level of 

education are more aware of the future risks of behaving unhealthily. Finally, the interaction 

between insurance coverage and education, however, is insignificant for all five nations in the 

Table 6 results, indicating that the results in Table 5 on this variable are not trustworthy.  

Finally, the results in Table 6 on food expenditure as a percent of total household 

expenditure are not entirely consistent with those in Table 5. Estonia and Russia’s results support 

the Table 5 result that an increase in the percent of total household expenditure spent on food 

will decrease the probability that an individual is obese, ceteris paribus. Again, this is likely 

because poorer quality food tends to be cheaper, so a greater food expenditure as a percent of 

total expenditure implies the consumption of higher quality food. Supporting this reasoning, a 

study by Kambek (2013) found that “adolescents belonging to families from low socioeconomic 

groups in Estonia are less likely to eat five portions of fruit and vegetables a day when compared 

with adolescents belonging to families from higher socioeconomic groups”. However, Uruguay’s 
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results show the opposite relationship.  A possible explanation for this result is that, unlike 

Estonians, perhaps Uruguayans have less access to commercialized fast food, as it is an even 

poorer nation. To support this argument, data collected by the Guardian (2012) shows Uruguay 

to have less McDonalds branches per population than Estonia. Thus, for this nation, the percent 

of total household expenditure is not a proxy for the quality of food consumed, but instead the 

amount of food consumed.  

Table 7: Overweight Regression Results By Country 

Variable 
Marginal Effects 

United Arab 
Emirates 

Estonia Croatia 
Russian 

Federation 
Uruguay 

Insured 
0.454*** 0.496*** 0.518*** 0.192 0.315** 
(0.0184) (0.0700) (0.0956) (0.394) (0.140) 

ln(HH Exp) 
0.0380*** 0.189** 0.194 0.0237 0.0967** 
(0.0110) (0.0825) (0.124) (0.0835) (0.0386) 

Insured*ln(HH 
Exp) 

-0.0810* -0.129 -0.183 0.0124 -0.0391 
(0.0483) (0.0836) (0.125) (0.0844) (0.0396) 

Education 
-0.00950*** 0.0149 -0.0430 0.0201 0.00124 

(0.00154) (0.0212) (0.0345) (0.0209) (0.00551) 

Insured*Education 
-0.0541*** -0.0173 0.0386 -0.0259 -0.0123** 

(0.0140) (0.0216) (0.0346) (0.0210) (0.00569) 

Food Exp 
(% of HH Exp) 

0.0320 0.122* -0.0712 -0.0918** -0.00195 

(0.0375) (0.0653) (0.0567) (0.0369) (0.0438) 

Sex (female) 
-0.0125 0.00772 -0.0305 -0.00347 -0.0305*** 

(0.0147) (0.0217) (0.0195) (0.0142) (0.0116) 

Age 
0.0438*** 0.0473*** 0.0403*** 0.0440*** 0.0367*** 
(0.00246) (0.00389) (0.00350) (0.00247) (0.00201) 

Age2 
-0.000426*** -0.000365*** -0.000327*** -0.000347*** -0.000294*** 

(2.87e-05) (3.90e-05) (3.47e-05) (2.51e-05) (2.07e-05) 

Unemployed 
0.0315 0.0337 -0.121*** 0.0977** -0.0266 

(0.0328) (0.0541) (0.0324) (0.0482) (0.0219) 

Observations 4,761 2,399 2,821 5,496 8,053 

Standard errors in parentheses 
*** p<0.01, ** p<0.05, * p<0.1 

The results in Table 7 presents the overweight regression results by country for the 

United Arab Emirates, Estonia, Croatia, the Russian Federation, and Uruguay. According to the 

results, the United Arab Emirates, Estonia, and Uruguay all support the positive effect of health 

insurance coverage on the likelihood that an individual is overweight shown in Table 5. 
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Furthermore, these three nations also drive the positive relationship between household 

expenditure and the probability of being overweight. Croatia’s results also shows a positive 

effect of health insurance coverage on the likelihood that an individual is obese, but they show 

household expenditure to be insignificant. In Estonia and Uruguay, the positive relationship 

between household expenditure and the likelihood that an individual is obese remains the same 

regardless of health insurance coverage. Finally, there is little support for the negative 

relationship between education and being overweight, as well as the increase in the strength of 

this relationship when an individual has health insurance, as they are only driven by the United 

Arab Emirates. Uruguay’s results also show the interaction between education and insurance 

coverage to be negative and significant, however, they show years of education to be 

insignificant.  

The aggregate regression results in Table 5, using insurance coverage as a measure for 

access to care, are driven by the relationships between obesity or being overweight and the 

explanatory variables that exist within certain individual nations. Therefore, the apparent 

relationships shown in the Table 5 results do not truly reflect the entire sample of 8 nations, but 

really are just reflective of a select few nations. Nonetheless, consistency in the signs of 

relationships shown in Tables 5, 6, and 7 as well as their existence across multiple nations 

provide evidence for a truly existing relationship between obesity or being overweight and those 

variables. Therefore, the results in Table 6 support the existence of a positive relationship 

between insurance coverage and the probability that an individual is obese, and that having 

insurance coverage diminishes the positive relationship between household expenditure and the 

likelihood that an individual is obese. Finally, the results in Table 7 also provide evidence for a 

positive relationship between insurance coverage and the likelihood that an individual is 
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overweight and for a positive relationship between household expenditure and the probability 

that an individual is overweight. 

 

Concluding Remarks 

This study aims to investigate the relationship between obesity or being overweight and 

access to care by assessing BMIs and health insurance coverage across nations. The regression 

results show that having health insurance increases the likelihood that an individual is obese and 

the likelihood that they are overweight. These results do not support the hypothesis that 

increased access to care, measured through health insurance coverage, should reduce the 

probability of being obese. These findings are not due to a poor hypothesis but rather the result 

of limited data. However, they support Bhattacharya and Sood’s (2006) argument that health 

insurance coverage, as long as premiums are not risk rated for obesity, shields those covered 

from the true costs of overeating and physical inactivity, and thus may increase the likelihood 

that one is obese or overweight. Therefore, the results of this paper provide possible evidence of 

the negative effects health insurance coverage can have on one’s healthy behavior through moral 

hazard. Furthermore, Bhattacharya and Sood’s study was based on the United State’s private 

healthcare system. The paper’s finding, therefore, provide evidence that the moral hazard 

associated with health insurance may extend to healthcare systems that are more public as well. 

The results of this paper also support Lasser et al.’s (2006) findings that access to 

healthcare reduces the disparities in health outcomes on the basis of SES; this paper found that 

having health insurance reduces the strength of the relationship between income (measured by 

household expenditure) and obesity as well as being overweight. Finally, the results of this paper 
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support Fontaine and Bartlett’s (2000) findings that education has a negative relationship with 

obesity. 

This study’s findings also epitomize the complications of international level 

investigations. Creating international datasets is difficult due to the inconsistent availability of 

data for each nation and year. The WHS provided consistent variables collected in the same time 

period across 70 nations. That said, despite the fact that the same fundamental survey questions 

and variables were used across all nations, some nations had more data available than others. It 

was also difficult to control for all the country-level factors that may have impacted the 

relationships, again, due to the inconsistent availability of data across nations. Furthermore, it is 

more difficult to control for the country-level fixed effects in a probit model. However, the 

research question of interest requires one to assess the relationship by comparing different 

nations as healthcare systems vary across countries and not within one. By assessing this 

relationship across different nations, this study and its findings bring to light several interesting 

considerations and conclusions. 

This paper’s findings demonstrate that one cannot necessarily use a variable as the same 

proxy for both higher and lower income nations; it may not signify same characteristic. For 

example, one’s income, or household expenditure in this case, is typically used as a proxy for 

one’s access to resources – resources that can allow an individual to maintain their health, such 

as a gym membership. However, when used in a sample of poorer nations, it instead became a 

proxy for access to food. 

Finally, the findings of this paper provide basis for future research and show where 

further investigation is needed. Future studies should continue to investigate the relationship 

between obesity and access to care as well as how a nation’s healthcare system impacts its 
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population’s access to care. These studies should find data that allows for the inclusion of higher-

income nations. The data should also allow for more country-level variables, particularly a proxy 

for the efficiency of a nation’s healthcare system but also variables such as GINI. The macro-

level data should also allow for better measure of the degree of public care in a nation’s 

healthcare system, such as the percent of the population covered by public insurance. The data 

should include more individual-level controls, such as daily caloric intake, and background or 

minority status.  

Next, these studies should attempt to find a better proxy for access to care with more 

variation and less endogenity. Furthermore, this proxy could perhaps be more finely divided 

from access to general care into access to preventative and specialized care. In order to see how 

access to care may impact obesity, access to preventative care that is specific to obesity must be 

measured. This is because it is the prevention of obesity in the first place, and not just the 

‘treatment’ of obesity that will lead to decreased obesity rates.  

There are several potential policy implications of this paper’s finding. First, this paper 

finds that insurance coverage and obesity (as well as being overweight) have a positive 

relationship, which could be explained by the moral hazard of insurance, as argued by 

Bhattacharya and Sood (2007). If this is the case, insurance premiums should be risk rated for 

obesity. Next, this paper supports the findings of previous studies that an increase in one’s 

education level reduces the likelihood of being obese. Therefore, policies should aim to improve 

access to formal education, which provides individuals with better cognitive skills with which to 

grasp the future cost of poor health. Finally, governments should increase the number of 

educational campaigns regarding one’s health. There have been recent movements in the United 

States, such as the ‘Lets Move!’ campaign in 2010 and displaying the calories on the menus of 
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franchises, which was enacted in 2014. These steps are relatively new and therefore can be 

expanded within the United States, but also, should be copied abroad. Obesity is a growing 

global epidemic. Fortunately, with a greater understanding of the factors that impact obesity, but 

also of the systems and policies that can decrease obesity rates, policymakers will be able to 

tackle the obesity epidemic and prevent future obesity. 
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