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1. Introduction

Preventive care is a cornerstone of modern healthcare systems. Services such as vaccinations, routine check-ups, and screenings
help reduce morbidity and mortality by enabling early detection and timely treatment (Maciosek et al., 2006; OECD, 2020).! Yet
despite these well-documented benefits, uptake remains incomplete even in health care systems with universal coverage and no
out-of-pocket costs (e.g., Carrieri and Bilger, 2013; Patel et al., 2020). Understanding why many individuals forgo preventive care
is crucial for designing effective health policy and for reducing avoidable health burdens, but the underlying drivers are not yet
fully understood.

This paper examines whether cultural heritage helps explain individual variation in preventive care uptake.” A large literature
in economics shows that preferences are transmitted across generations and that such culturally transmitted preferences shape
important economic behaviors, including educational investment, labor market choices, entrepreneurship, and financial risk-taking
(e.g., Dohmen et al., 2012; Fernandez and Fogli, 2009; Figlio et al., 2019; Hanushek et al., 2022; Hartinger et al., 2024; Bietenbeck
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1 preventive services do not necessarily save money; rather they can be viewed as a form of insurance that involves certain upfront costs in exchange for
uncertain future payoffs (Newhouse, 2021).
2 Culture can be defined as “those customary beliefs and values that ethnic, religious, and social groups transmit fairly unchanged from generation to
generation” (Guiso et al., 2006). In this paper, we use cultural heritage to refer broadly to inherited beliefs, values, norms, and preferences. For theoretical
frameworks of cultural transmission, see Bisin and Verdier (2001, 2025).
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et al., 2026; Jonsson and Ouyang, 2023; Ek et al., 2025). We ask whether this pattern extends to preventive care use. In particular,
we focus on cultural background related to patience and risk-taking, which is likely to be especially relevant in this context because
preventive services often involve immediate inconvenience, discomfort, and time investment in exchange for probabilistic health
gains that may materialize only in the future. This trade-off is central to standard models of health investment, where more patient
individuals are more willing to bear short-term costs for long-term benefits, and more risk-averse individuals are more likely to
adopt preventive behaviors to reduce uncertainty about future health outcomes (e.g., Grossman, 1972; Picone et al., 1998).

Assessing the role of preference-related cultural background in preventive care use is empirically challenging, as culture is
correlated with institutional quality and economic conditions.® To address this challenge, we adopt the widely used epidemiological
approach pioneered by Fernandez and Fogli (2009), Fernandez (2011). The core idea of this approach is that when people emigrate,
they leave behind their original institutional and economic environment but retain elements of their native culture, which they then
transmit to their children. Therefore, by focusing on second-generation immigrants who were born, raised, and currently reside in
the same country, but whose parents come from culturally distinct backgrounds, we can separate variation in cultural heritage from
the surrounding institutional and economic context. This approach holds fixed the broad economic environment and health care
system in which preventive care decisions are made, although the resulting estimates may still reflect other country-of-origin factors
correlated with patience and risk-taking, an issue that we return to below.

We implement the epidemiological approach using individual-level data from the Survey of Health, Ageing and Retirement in
Europe (SHARE), which covers individuals aged 50 and above. This population is particularly well suited for studying preventive
care uptake, as they are directly targeted by public health recommendations. We focus on four preventive services observed in
the data: flu vaccination, eye examination, colon cancer screening, and mammography. These measures are especially relevant for
older adults, as they target conditions that become increasingly common with age and that have substantial downstream effects
on health, functioning, and independence. For example, influenza remains a leading cause of hospitalization and mortality in later
life (Marchi et al., 2023), while vision impairment is linked to declines in physical and social functioning and to higher risks of
falls and frailty (Christ et al., 2014; Ehrlich et al., 2021; Varadaraj et al., 2022). Consistent with this, most European countries
recommend seasonal influenza vaccination for individuals aged 65 and older and routine breast and colorectal cancer screening
starting at age 50 (Schreuders et al., 2015; Ebell et al., 2018; Mereckiene, 2018; Ren et al., 2022). The WHO also recommends
regular eye examinations for adults aged 50 and above (World Health Organization, 2022).

Our outcomes are binary indicators for whether a respondent used each of the four preventive services. In addition, we construct
a summary index of preventive care utilization. This index improves statistical power when effects are expected to move in the same
direction and mitigates concerns about multiple hypothesis testing across the individual services. To measure cultural background
related to patience and risk-taking, we draw on the Global Preferences Survey (GPS), which provides experimentally validated
measures of patience and risk-taking for nationally representative samples in 76 countries. Using information in SHARE on both
respondents’ and their parents’ countries of birth, we restrict the sample to second-generation immigrants and assign to each
individual the average levels of patience and risk-taking in their parents’ country of origin.

Our regressions relate preventive care use to patience and risk-taking measured in the parents’ countries of origin, controlling
flexibly for age and country-of-residence fixed effects. We find that respondents from more patient cultural backgrounds are more
likely to use preventive care, whereas those from more risk-tolerant backgrounds are less likely to do so. These patterns appear
across multiple outcomes.! For example, a one standard deviation (SD) increase in patience in the parental country of origin is
associated with a 2.2 percentage point (pp) increase in influenza vaccination, while a one SD increase in risk-taking in the parental
country of origin is associated with a 3.2 pp decrease. For the summary index, a one SD increase in patience is associated with a
0.081 SD increase, and a one SD increase in risk-taking with a 0.069 SD decrease.

In additional analysis, we examine heterogeneity by gender and probe the robustness of the results. The associations tend to be
larger for women, especially for patience, although formal tests generally do not reject equality of the coefficients across women and
men. The estimates remain similar when controlling for potential origin-country correlates of patience and risk-taking, including
GDP per capita, trust, other cultural indices, and disease-specific health environments. Moreover, the estimates remain similar in
sensitivity checks related to migrant selection, residential sorting, and unobserved individual heterogeneity, including checks that
add individual- and family-background controls, account for migration-distance measures, and control flexibly for urbanicity within
countries. Taken together, these results show that preventive care uptake varies systematically with cultural background related to
patience and risk-taking.

This paper contributes to a large literature on the determinants of preventive care utilization. Descriptive studies commonly
find that individuals with higher income and education are more likely to use preventive services (e.g., Cutler and Lleras-Muney,
2010; Walsh et al., 2012; Jain et al., 2017; Quintal and Antunes, 2022), although exceptions exist (e.g., Patel et al., 2020). Causal
evidence shows that expanding insurance coverage (Baicker et al., 2013; Simon et al., 2017; Soni, 2020), mandating coverage of
preventive services (Bitler and Carpenter, 2016), and interventions that increase awareness of their benefits (Kacker et al., 2022)
can each raise uptake. To our knowledge, no previous study has examined whether preventive care use varies systematically with
cultural heritage.

3 By preference-related cultural background, we refer to dimensions of cultural background proxied by average patience and risk-taking in the parents’
countries of origin.

4 For mammography, the coefficient on patience is negative but not statistically significant. The association with risk-taking is consistent with the other
outcomes.
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Our paper also relates to a smaller literature studying cultural heritage and health-related behaviors and outcomes. Gentili
et al. (2017) show that culture matters for long-term care arrangement decisions, while Casabianca and Kovacic (2024) document
historical roots of loneliness and its consequences for second-generation immigrants’ health. We complement this work by studying
preventive care use and by focusing on patience and risk-taking as preference-related dimensions of cultural background that are
theoretically relevant for preventive health behavior.

Our paper further contributes to research linking individual time and risk preferences to health behaviors. Most existing studies
focus on risky or protective behaviors rather than preventive care. More patient individuals are consistently found to be less likely
to smoke, consume alcohol, or be obese (e.g., Chen, 2013; Sutter et al., 2013; Golsteyn et al., 2014; Norrgren, 2022), while more
risk-tolerant individuals are more likely to engage in these behaviors (e.g., Anderson and Mellor, 2008; Dohmen et al., 2011; Falk
et al., 2018). A notable exception is Picone et al. (2004), who find that more patient individuals are more likely to undergo breast
cancer screening in the United States. We extend this literature by examining multiple preventive services and by focusing on
preference-related cultural background, rather than individually elicited preferences.

Finally, the preventive services we examine are relevant for older adults and have been linked to important downstream
health outcomes. Influenza vaccination reduces influenza-related morbidity and mortality among older adults (Marchi et al., 2023;
Ferdinands et al., 2024; Brilli et al., 2020). Evidence on population-based cancer screening is more mixed, with some studies
documenting reductions in cancer-specific mortality but little effect on overall mortality (Nelson et al., 2016; Kowalski, 2021;
Bretthauer et al., 2022). Routine eye examinations can facilitate early detection of vision changes associated with age-related macular
degeneration, glaucoma, cataracts, and other common causes of visual decline in later life (Al-Namaeh, 2022; Mangione et al., 2022;
Vitale et al., 2006).°> While our analysis does not evaluate the health effects of these services, this evidence underscores the policy
relevance of understanding why uptake remains incomplete.

2. Data and descriptive statistics
2.1. SHARE data

Our primary data source is SHARE (Borsch-Supan et al., 2013; SHARE-ERIC, 2024), a multidisciplinary longitudinal study that
collects harmonized data on individuals aged 50 and older across European countries. We use data from wave 8, which uniquely
includes detailed information on preventive health care use not available in earlier waves. Fieldwork was conducted in 27 countries
between October 2019 and early March 2020, before being suspended due to COVID-19-related restrictions. This timing ensures
that our measures of preventive care utilization are unaffected by pandemic-related disruptions.®

Our outcome variables measure utilization of four preventive services. Respondents were asked whether they had (i) received
a flu vaccination in the past year, (ii) undergone an eye examination in the past two years, (iii) been screened for colon cancer in
the past two years, and (iv) (for women) received a mammogram in the past two years. We first construct four binary indicators,
coded one if the respondent reported using the respective service and zero otherwise. Based on these, we create a summary index of
preventive care use combining the flu vaccination, eye exam, and colon cancer screening measures, excluding mammography since
it only covers women.” The index mitigates concerns about multiple hypothesis testing and improves statistical power when effects
are expected to move in the same direction. Following Kling et al. (2007), we construct the index by standardizing each component
to have mean zero and standard deviation one, averaging the standardized values, and re-standardizing the result.

SHARE also provides rich demographic background information, including respondents’ own country of birth as well as that
of their mother and father. We identify second-generation immigrants as individuals who were born in their current country
of residence but have at least one parent born abroad. In addition, we extract standard socio-demographic controls: age, sex,
respondents’ and their parents’ educational attainment, marital status, and monthly net household income.

2.2. Country-level culture data

To measure patience and risk-taking in respondents’ parents’ countries of origin, we use data from the GPS (Falk et al., 2018),
which provides harmonized measures of time and risk preferences collected in 2012 for nationally representative samples in
76 countries. These measures are based on survey items selected for their ability to predict incentivized behavior in laboratory
experiments (see Falk et al., 2023). The patience score combines responses to a five-item staircase procedure involving hypothetical
intertemporal trade-offs and a Likert-scale self-assessment of willingness to delay gratification. Risk-taking is measured analogously,
combining responses to five binary lottery-versus-certain-payment choices and a self-reported general risk attitude. Higher patience
scores indicate greater willingness to delay gratification, while higher risk-taking scores reflect greater risk tolerance. Both scores
are standardized to have mean zero and standard deviation one in the full GPS data. Our main analysis uses country-level averages
of these scores and assigns them to respondents based on their parents’ countries of origin, as described below. As a robustness

5 While evidence on the benefits of population-based vision screening is limited, effective treatments exist for conditions that can be detected through routine
eye exams, such as vision correction or interventions that slow disease progression (Chou et al., 2022).

6 Later in 2020, SHARE launched a shortened telephone-based “Corona Survey”, followed by wave 9 in 2021-2022. As both were conducted under pandemic
conditions likely to affect preventive care use, we exclude them from our analysis.

7 Including mammography in a gender-specific version of the index yields similar results.
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exercise, we also compute country-level averages using only GPS respondents aged 60 or older, which may better approximate the
cohorts from which the parental generation in our SHARE sample originated.

We also include additional country-level cultural variables as controls in robustness checks. First, we use the GPS measure of trust,
given its relevance to health care relationships (Arrow, 1963). Second, we incorporate two cultural indices from Hofstede (2001),
Hofstede et al. (2010) that may relate to preventive care: long-term orientation (linked to patience) and uncertainty avoidance
(linked to risk attitudes).® Lastly, we control for 1995 GDP per capita from the World Development Indicators to account for
economic development, and age-standardized disease-specific prevalence, incidence and mortality rates from the Global Burden of
Disease study 2019 (Global Burden of Disease Collaborative Network, 2022; Murray, 2024) to account for cross-country differences
in exposure to health-related risks.

2.3. Sample construction and descriptive statistics

We define second-generation immigrants as individuals who are born in the country of interview but have at least one parent
born abroad. We restrict the sample to second-generation immigrants in SHARE and assign to each individual the average patience
and risk-taking scores of the foreign-born parent’s country of birth, or the average across both foreign-born parents’ countries of
birth when both parents were born abroad. We further exclude individuals whose parents were born in countries not covered by
the GPS, as well as those with missing data on flu shot, eye exam, or colon cancer screening.” The final sample comprises 3000
individuals residing in 27 countries, with parental origins from 45 different countries.

Table 1 presents summary statistics of key variables for this sample. Respondents are, on average, 68 years old. Reflecting this
age profile, preventive care utilization is relatively common, though uptake is far from universal: 32 percent received a flu shot
in the past year, 57 percent had an eye exam in the past two years, 30 percent were screened for colon cancer, and 50 percent of
women underwent mammography in the same period. The average patience score is 0.16 (SD = 0.33), and the average risk-taking
score is —0.12 (SD = 0.15). To facilitate interpretation, regression analyses use standardized versions of these scores, normalized
to have mean zero and standard deviation one. Appendix Figure A.1 displays the distribution of average patience and risk-taking
scores across countries of origin in our sample.

3. Empirical strategy

Our empirical strategy compares preventive care utilization among second-generation immigrants who were born in, and
currently reside in, the same country. This comparison separates cultural variation linked to parental origin from the broad economic
environment and national health care system in which preventive care decisions are made. Our main specification relates an
individual’s preventive care utilization to patience and risk-taking measured in the parents’ countries of origin. We include both
preference measures in the same regression to account for the fact that time and risk preferences are conceptually and empirically
intertwined (Andreoni and Sprenger, 2012; Hanushek et al., 2022). We estimate regressions of the form:

Y, = Py Patience, + p,RiskTaking, + AGEly + X| 5+ A, +¢, @

ioc toc?

where Y, denotes a preventive care outcome for individual i, residing in country ¢, whose parents come from origin countries o. The
variables Patience, and RiskTaking, refer to the average patience and risk-taking scores in the parents’ countries of birth. AGE; is
a vector of single-year age dummies and X;,, is a vector of additional controls. In the baseline specification, X;,. includes interview-
month-by-year fixed effects and, where applicable, a female dummy. The term A. denotes country-of-residence fixed effects, so that
the coefficients on patience and risk-taking are estimated from differences between second-generation immigrants living in the same
country.'® We estimate regressions by OLS and cluster standard errors at the country-of-origin level.

A preference-based interpretation of the coefficients on patience and risk-taking requires two qualifications. First, origin-country
preference measures may be correlated with other country-of-origin characteristics, such as other cultural traits, differences in
economic development, or health environments in the parents’ countries of origin. We examine the sensitivity of the results to
this concern by controlling for several of the most direct origin-country correlates, including GDP per capita, trust, other cultural
indices, and disease-specific health environments. Second, differences across origin groups may reflect individual- or family-
level characteristics beyond cultural transmission. Migrants are selected from their origin populations, and selection may differ
systematically across countries of origin (e.g., Knudsen, 2024; Bertoli et al., 2025). In addition, descendants of immigrants from
different origins may sort into different neighborhoods or socioeconomic environments within the same country of residence. We

8 Data on the indices come from https://geerthofstede.com/research-and-vsm/dimension-data-matrix/. While these indices may appear conceptually similar to
the GPS measures, they are based on non-representative samples (primarily IBM employees) and include items only loosely related to preferences. For instance,
long-term orientation includes agreement with the statement “I am proud to be a citizen of my country”. By contrast, the GPS measures directly elicit preferences
using experimentally validated questions in representative national samples (Falk et al., 2018).

9 If both parents are foreign-born but only one parent’s country of origin is covered by the GPS, we assign the preference scores of the covered parent’s
country of origin. More generally, when control variables are missing, we impute sample means and include missing-value indicators in the regressions to preserve
sample size.

10 This comparison is related to movers designs that use migration to separate place-based factors from individual or origin-specific factors. Whereas movers
studies typically compare individuals from the same origin who move to different destinations to study the role of places (e.g., Finkelstein et al., 2016, 2021),
our approach makes the complementary comparison: we compare individuals with different parental origins who live in the same country.
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Table 1
Summary statistics.
Mean SD
Socio-demographic characteristics
Age 67.79 9.55
Female 0.58 0.49
Own education:
At most primary 0.08 0.28
Secondary 0.61 0.49
College 0.30 0.46
Highest parental education:
At most primary 0.33 0.47
Secondary 0.52 0.50
College 0.15 0.36
Married 0.66 0.47
Household net income (EUR/month) 3430.05 9041.45
Cultural heritage
Patience (raw) 0.16 0.33
Patience (std.) 0.00 1.00
Risk-taking (raw) -0.12 0.15
Risk-taking (std.) 0.00 1.00
Preventive care utilization
Flu shot past year 0.32 0.47
Eye exam past 2 years 0.57 0.50
Colon cancer screening past 2 years 0.30 0.46
Mammogram past 2 years (women only) 0.50 0.50
Summary index 0.00 1.00
Sample information
No. of individuals 3000
No. of countries of origin 45

Notes: The table shows means and standard deviations of key variables used in
the empirical analysis.

examine the sensitivity of the results to these concerns through checks that add rich individual- and family-background controls,
account for migration-distance measures and origin-group size, and control flexibly for urbanicity within countries.

Overall, while these robustness and sensitivity checks speak to several observable sources of potential confounding at both the
country-of-origin and individual levels, they cannot rule out selection on unobservables or all alternative explanations. We therefore
interpret our estimates as associations between preventive care use and patience and risk-taking measured in the parents’ countries
of origin, while recognizing that they may also capture other origin-linked cultural or individual-level factors correlated with these
preferences. The empirical analysis therefore speaks to whether preventive care uptake varies systematically with preference-related
cultural background, while remaining agnostic about the precise contribution of patience and risk-taking relative to correlated
origin-linked factors.

4. Results
4.1. Main results

Table 2 presents the main results, beginning with the summary index of preventive care utilization and followed by the individual
services. Panel A shows estimates from the baseline specification. For the index, a one SD increase in patience in the parental country
of origin is associated with a statistically significant 0.081 SD increase. Consistent with this pattern, patience is positively, though
modestly, related to three of the four underlying components of the index: a one SD increase in patience is associated with a 2.2
pp higher likelihood of receiving a flu shot, a 2 pp higher likelihood of having an eye exam, and a 3.2 pp higher likelihood of
undergoing colon cancer screening. For mammography, by contrast, the estimate is slightly negative but not statistically significant.
Risk-taking in the parental country of origin shows the opposite pattern. A one SD increase in risk-taking corresponds to a 0.069
SD decline in the summary index, and the coefficients on the individual services are all negative, although small in magnitude.

Panel B adds controls for respondent education, mother’s education, father’s education, marital status, and household income to
the specifications from Panel A. These variables address concerns that the baseline associations reflect differences in socioeconomic
status or family background, both of which are known to be associated with preventive health care utilization. Including these
controls leaves the main coefficients largely unchanged: the patience coefficient on the summary index declines from 0.081 to
0.071, while the risk-taking coefficient changes from —0.069 to —0.065. However, previous research suggests that at least some
of these variables are themselves shaped by cultural background (e.g., Hanushek et al., 2022), rendering them “bad controls”. We
therefore treat Panel B as a robustness check and revert to the baseline specification in subsequent analyses.

A natural question is whether the associations differ between women and men, given well-documented gender differences in
health behaviors and interactions with the health care system. Appendix Table A.1 reports estimates separately by gender and
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Table 2
Main results.
Summary Flu shot Eye exam Colon c. Mammo-
index screening gram
1) 2) 3) [©)] %)
Panel A: baseline specification
Patience (std.) 0.0817%** 0.022* 0.020* 0.032%* —0.011
(0.028) (0.012) (0.012) (0.015) (0.016)
Risk-taking (std.) -0.069** -0.0327%* -0.021%* -0.011 -0.026
(0.020) (0.010) (0.009) (0.012) (0.017)
Panel B: controlling for socio-demographic characteristics
Patience (std.) 0.071%* 0.022* 0.012 0.031** -0.015
(0.027) (0.011) (0.011) (0.015) (0.015)
Risk-taking (std.) -0.065%** —0.032%** -0.017* —-0.011 -0.024
(0.019) (0.010) (0.009) (0.012) (0.016)
Observations (both panels) 3000 3000 3000 3000 1728

Notes: The table reports estimates from regressions of preventive care utilization on patience and risk-taking measured in the
parents’ countries of origin. All specifications include country-of-residence fixed effects, single-year age fixed effects, interview-
month-by-year fixed effects, and a female dummy, where applicable. Panel B additionally controls for respondent education,
mother’s education, father’s education, marital status, and household income. Education is measured using three categories: at
most primary, secondary, and tertiary. Standard errors (in parentheses) are clustered by country of origin (45 clusters).

* p<0.10.

* p<0.05.

* p<0.01.

formally tests equality of the coefficients across subsamples. The general pattern — that patience is positively related to preventive
care use and risk-taking is negatively related — appears for both women and men. The point estimates tend to be larger for women,
especially for patience. For example, patience is associated with a 0.114 SD increase in the summary index among women, compared
with a 0.043 SD increase among men. However, formal tests generally do not reject equality of the coefficients across women and
men, preventing us from drawing firm conclusions about whether the associations differ by gender.

The results are consistent with previous evidence showing that cultural heritage is associated with economic behavior (e.g.
Fernandez and Fogli, 2009; Hanushek et al., 2022; Bietenbeck et al., 2026) and with standard models of health investment
(e.g. Grossman, 1972; Picone et al., 1998), which highlight how health care decisions reflect trade-offs between immediate costs
and uncertain future benefits. They also align with evidence that time and risk preferences are transmitted across generations;
for example, Dohmen et al. (2012) show strong parent—child correlations in both general and health-related risk attitudes. By
documenting systematic associations between patience and risk-taking in the parental country of origin and multiple preventive
care outcomes, our study extends evidence on the behavioral relevance of cultural background to preventive health care use.

4.2. Robustness checks

We conduct several robustness checks to assess the sensitivity of our findings to alternative specifications, sample restrictions,
and potential sources of confounding. We first examine sensitivity to other country-of-origin characteristics correlated with patience
and risk-taking. Fig. 1 augments the baseline specification with additional origin-country controls, including GDP per capita,
trust, long-term orientation, and uncertainty avoidance. The point estimates for both patience and risk-taking remain stable when
these covariates are added, although confidence intervals widen somewhat, likely due to multicollinearity between country-level
preferences and other origin-country characteristics. As a further check, Appendix Table A.2 controls for disease-specific prevalence,
incidence, and mortality rates in the countries of origin. This exercise speaks to the concern that origin-country disease environments
may be correlated with both our preference measures and preventive care uptake. The estimates remain similar when these
disease-burden controls are added.

We next examine sensitivity to migrant selection and residential sorting within countries. Table 3 reports these checks. Panel A
adds continent-of-origin fixed effects, thereby absorbing broad differences across major origin regions, including migration histories
and selection patterns. Panel B controls for geographic distance between the country of origin and the country of residence, a
standard proxy for migration costs and migrant selection in epidemiological designs.!! Panel C controls flexibly for place of residence
by interacting country-of-residence fixed effects with a five-level measure of urbanicity. This check speaks to the possibility that
descendants of immigrants from different origins sort into different types of local environments within the same country, including
urban or rural areas with different networks, socioeconomic composition, or access to care. Across these checks, the estimates
remain similar to the baseline and, in several cases, become larger and more precisely estimated. However, these exercises rely on
observable proxies and therefore cannot rule out migrant selection or residential sorting on unobserved dimensions.

11 Appendix Table A.3 shows that the results are also robust to controlling for linguistic distance between the country of origin and the country of residence,
an alternative proxy for migration and integration costs.
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Panel A: patience (std.)

15 2
|

.1

Patience coefficient estimate

*
————— - ---—— - ————&—-—"———— @ ——————— - ————
page
- *
o
T . T T . T T
Baseline Long-term Uncertainty Trust GDP p.c.
orientation avoidance
Panel B: risk-taking (std.)
[}
N
£2
£
8+
77
2
=
B3 - *
8
%l) - | ‘ 777777777777777777 ‘ 77777777 ’ 777777777 ‘ 777777
EA
%
-
a
v T T T T T
Baseline Long-term Uncertainty Trust GDP p.c.

orientation avoidance

Fig. 1. Controlling for other country-of-origin variables.

Notes: The figure displays point estimates and 95 percent confidence intervals from regressions of the summary index of preventive care utilization
on patience measured in the parents’ countries of origin (Panel A) and risk-taking measured in the parents’ countries of origin (Panel B). In each
panel, the leftmost coefficient and dashed line reproduce the main estimate from column 1 of Panel A in Table 2. The remaining coefficients are
from regressions that include the country-of-origin variable indicated on the horizontal axis as an additional control.

We also examine whether the results are sensitive to origin-group size and the timing of preference measurement. Panel
D excludes country-of-residence-by-country-of-origin cells with fewer than ten observations. This addresses the concern that
estimates may be disproportionately influenced by small origin groups, whose characteristics may be more sensitive to idiosyncratic
composition. Panel E addresses the temporal alignment of the preference measures. Although cultural traits tend to be highly
persistent (e.g., Voigtlander and Voth, 2012; Fernandez and Fogli, 2009; Giuliano, 2007), the GPS data were collected in 2012,
whereas the parents of our respondents typically emigrated decades earlier. We therefore recompute origin-country patience and
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Table 3
Robustness checks.

Summary Flu shot Eye exam Colon c. Mammo-
index screening gram
(€8] 2) 3) “@ 5)

Panel A: controlling for continent-of-origin fixed effects

Patience (std.) 0.065* 0.013 0.022 0.024 -0.035%*
(0.033) (0.016) (0.013) (0.016) (0.015)

Risk-taking (std.) -0.056* -0.025* -0.023* —-0.004 0.008
(0.030) (0.014) (0.013) (0.015) (0.016)

Panel B: controlling for geographic distance

Patience (std.) 0.079%** 0.021* 0.020* 0.031** -0.014
(0.027) (0.012) (0.011) (0.014) (0.016)

Risk-taking (std.) -0.068%** -0.031%** -0.021%* —-0.011 -0.026
(0.020) (0.010) (0.008) (0.012) (0.018)

Panel C: controlling for country x urbanicity fixed effects

Patience (std.) 0.090%** 0.024* 0.027%* 0.031* -0.010
(0.030) (0.013) (0.011) (0.016) (0.016)

Risk-taking (std.) -0.081%** -0.034+%* -0.026%** -0.014 -0.030
(0.023) (0.011) (0.008) (0.013) (0.018)

Panel D: dropping small residence X origin cells

Patience (std.) 0.037** 0.030 0.009
(0.017) (0.019) (0.017)
Risk-taking (std.) -0.028* —-0.005 -0.046%*
(0.015) (0.017) (0.017)
Panel E: patience and risk-taking of population aged > 60 in country of origin
Patience (pop. aged > 60, std.) 0.074** 0.016 0.022 0.031* -0.015
(0.036) (0.018) (0.016) (0.017) (0.017)
Risk-taking (pop. aged > 60, std.) -0.095%* -0.0427%* -0.025%** —-0.020 -0.053%**
(0.037) (0.015) (0.012) (0.020) (0.018)
Observations (Panels A-C and E) 3000 3000 3000 3000 1728
Observations (Panel D) 2444 2444 2444 2444 1424

Notes: The table reports estimates from regressions of preventive care utilization on patience and risk-taking measured in the parents’ countries of origin. All
specifications build on the baseline model from Panel A of Table 2 and include country-of-residence fixed effects, single-year age fixed effects, interview-month-
by-year fixed effects, and, where applicable, a female dummy. Panel A additionally includes continent-of-origin fixed effects. Panel B controls for geographic
distance between the country of origin and the country of residence. Panel C interacts country-of-residence fixed effects with a five-level measure of urbanicity.
Panel D excludes country-of-residence-by-country-of-origin cells with fewer than 10 observations. Panel E uses average patience and risk-taking scores among
GPS respondents aged 60 and above in the country of origin. Standard errors (in parentheses) are clustered by country of origin.

* p<0.10.

** p<0.05.

*** p<0.01.

risk-taking scores using only GPS respondents aged 60 years or older. Across both checks, the estimates remain similar to the
baseline.'”

5. Conclusion

Many European countries recommend preventive services such as flu vaccinations and cancer screenings for older adults and
offer them free of charge. Still, uptake remains far from complete. Understanding why some people forgo these services is essential
for improving population health and designing effective policy.

This paper provides new evidence that preventive care utilization varies systematically with cultural background related to
patience and risk-taking. Using an epidemiological approach, we compare second-generation immigrants who were born in, and
currently reside in, the same country but differ in parental countries of origin. We find that respondents from more patient cultural
backgrounds are more likely to use preventive services, whereas those from more risk-tolerant backgrounds are less likely to do
so. These patterns appear across multiple preventive care outcomes and remain similar across a range of robustness and sensitivity
checks. The magnitudes are modest; for example, a one standard deviation higher patience in the parental country of origin is
associated with roughly a 2-3 percentage point higher likelihood of using specific preventive services. This is perhaps unsurprising
given that our sample consists of older second-generation immigrants, a group likely to have experienced cultural assimilation over
the life course, and that intergenerational transmission of cultural traits is typically only partial (Chowdhury et al., 2022; Berggren
et al., 2020). The patterns also align with standard models of health investment (e.g., Grossman, 1972; Picone et al., 1998), which
emphasize that health care decisions require weighing short-term inconveniences against uncertain future benefits.

12 In a further check in Appendix Table A.3, we show that results are robust when we restrict the sample to respondents with two foreign-born parents.
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Our results should be interpreted as associations between preventive care use and preference-related cultural background,
not as isolating the role of patience and risk-taking alone. Other origin-linked cultural or individual-level factors correlated with
these preferences may also contribute to the observed patterns. With this qualification in mind, the findings suggest that cultural
background is one factor associated with persistent differences in preventive health behavior. Recognizing such differences may
help inform behaviorally informed prevention strategies that account for heterogeneity in attitudes toward risk, patience, and health
investment.

Declaration of competing interest

The authors declare the following financial interests/personal relationships which may be considered as potential competing
interests: Jan Bietenbeck reports financial support was provided by the Jan Wallanders och Tom Hedelius stiftelse samt Tore
Browaldhs stiftelse. Therese Nilsson reports financial support was provided by Torsten Soderbergs Foundation, and FORTE and
the Swedish Research Council.The funding bodies had no role in the study design, data collection, management, analysis or
interpretation of the data or preparation of the manuscript. If there are other authors, they declare that they have no known
competing financial interests or personal relationships that could have appeared to influence the work reported in this paper.

Appendix A. Supplementary data
Supplementary material related to this article can be found online at https://doi.org/10.1016/j.jeb0.2026.107679.
Data availability

The authors do not have permission to share data.

References

Al-Namaeh, M., 2022. Common causes of visual impairment in the elderly. Med. Hypothesis, Discov. Innov. Ophthalmol. 10 (4), 191.

Anderson, L.R., Mellor, J.M., 2008. Predicting health behaviors with an experimental measure of risk preference. J. Health Econ. 27 (5), 1260-1274.

Andreoni, J., Sprenger, C., 2012. Estimating time preferences from convex budgets. Am. Econ. Rev. 102 (7), 3333-3356.

Arrow, K.J., 1963. Uncertainty and the welfare economics of medical care. Am. Econ. Rev. 53 (5), 941-973.

Baicker, K., Taubman, S.L., Allen, H.L., Bernstein, M., Gruber, J.H., Newhouse, J.P., Schneider, E.C., Wright, B.J., Zaslavsky, A.M., Finkelstein, A.N., 2013. The
oregon experiment—effects of medicaid on clinical outcomes. N. Engl. J. Med. 368 (18), 1713-1722.

Berggren, N., Bergh, A., Bjgrnskov, C., Tanaka, S., 2020. Migrants and life satisfaction: The role of the country of origin and the country of residence. Kyklos
73 (3), 436-463.

Bertoli, S., Clerc, M., Loper, J., Roca Fernandez, E., 2025. Migration and the epidemiological approach: Time and self-selection into foreign ancestries matter. J.
Dev. Econ. 176, 103505. http://dx.doi.org/10.1016/j.jdeveco.2025.103505.

Bietenbeck, J., Irmert, N., Nilsson, T., 2026. Individualism and working from home. Econ. Inq. 64 (2), 491-507.

Bisin, A., Verdier, T., 2001. The economics of cultural transmission and the dynamics of preferences. J. Econom. Theory 97 (2), 298-319.

Bisin, A., Verdier, T., 2025. Economic Models of Cultural Transmission. Tech. rep., National Bureau of Economic Research.

Bitler, M.P., Carpenter, C.S., 2016. Health insurance mandates, mammography, and breast cancer diagnoses. Am. Econ. J.: Econ. Policy 8 (3), 39-68.

Borsch-Supan, A., Brandt, M., Hunkler, C., Kneip, T., Korbmacher, J., Malter, F., Schaan, B., Stuck, S., Zuber, S., 2013. Data resource profile: the survey of
health, ageing and retirement in europe (SHARE). Int. J. Epidemiol. 42 (4), 992-1001.

Bretthauer, M., Lgberg, M., Wieszczy, P., Kalager, M., Emilsson, L., Garborg, K., Rupinski, M., Dekker, E., Spaander, M., Bugajski, M., et al., 2022. Effect of
colonoscopy screening on risks of colorectal cancer and related death. N. Engl. J. Med. 387 (17), 1547-1556.

Brilli, Y., Lucifora, C., Russo, A., Tonello, M., 2020. Vaccination take-up and health: Evidence from a flu vaccination program for the elderly. J. Econ. Behav.
Organ. 179, 323-341.

Carrieri, V., Bilger, M., 2013. Preventive care: underused even when free. Is there something else at work? Appl. Econ. 45 (2), 239-253.

Casabianca, E., Kovacic, M., 2024. Historical roots of loneliness and its impact on second-generation immigrants’ health. J. Econ. Behav. Organ. 224, 407-437.

Chen, M.K., 2013. The effect of language on economic behavior: Evidence from savings rates, health behaviors, and retirement assets. Am. Econ. Rev. 103 (2),
690-731.

Chou, R., Bougatsos, C., Jungbauer, R., Grusing, S., Blazina, I., Selph, S., Jonas, D.E., Tehrani, S., 2022. Screening for impaired visual acuity in older adults:
updated evidence report and systematic review for the US preventive services task force. JAMA 327 (21), 2129-2140.

Chowdhury, S., Sutter, M., Zimmermann, K.F., 2022. Economic preferences across generations and family clusters: A large-scale experiment in a developing
country. J. Political Econ. 130 (9), 2361-2410.

Christ, S.L., Zheng, D.D., Swenor, B.K., Lam, B.L., West, S.K., Tannenbaum, S.L., Muifloz, B.E., Lee, D.J., 2014. Longitudinal relationships among visual acuity,
daily functional status, and mortality: the salisbury eye evaluation study. JAMA Ophthalmol. 132 (12), 1400-1406.

Cutler, D.M., Lleras-Muney, A., 2010. Understanding differences in health behaviors by education. J. Health Econ. 29 (1), 1-28.

Dohmen, T., Falk, A., Huffman, D., Sunde, U., 2012. The intergenerational transmission of risk and trust attitudes. Rev. Econ. Stud. 79 (2), 645-677.

Dohmen, T., Falk, A., Huffman, D., Sunde, U., Schupp, J., Wagner, G.G., 2011. Individual risk attitudes: Measurement, determinants, and behavioral consequences.
J. Eur. Econ. Assoc. 9 (3), 522-550.

Ebell, M.H., Thai, T.N., Royalty, K.J., 2018. Cancer screening recommendations: an international comparison of high income countries. Public Health Rev. 39
), 7.

Ehrlich, J.R., Ramke, J., Macleod, D., Burn, H., Lee, C.N., Zhang, J.H., Waldock, W., Swenor, B.K., Gordon, I., Congdon, N., et al., 2021. Association between
vision impairment and mortality: a systematic review and meta-analysis. Lancet Glob. Health 9 (4), e418-e430.

Ek, A., Gokmen, G., Majlesi, K., 2025. Cultural origins of risk taking in financial markets. Journal of Financial and Quantitative Analysis 1-30.

Falk, A., Becker, A., Dohmen, T., Enke, B., Huffman, D., Sunde, U., 2018. Global evidence on economic preferences. Q. J. Econ. 133 (4), 1645-1692.

Falk, A., Becker, A., Dohmen, T., Huffman, D., Sunde, U., 2023. The preference survey module: A validated instrument for measuring risk, time, and social
preferences. Manag. Sci. 69 (4), 1935-1950.


https://doi.org/10.1016/j.jebo.2026.107679
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb1
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb2
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb3
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb4
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb5
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb5
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb5
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb6
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb6
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb6
http://dx.doi.org/10.1016/j.jdeveco.2025.103505
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb8
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb9
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb10
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb11
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb12
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb12
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb12
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb13
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb13
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb13
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb14
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb14
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb14
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb15
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb16
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb17
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb17
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb17
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb18
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb18
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb18
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb19
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb19
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb19
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb20
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb20
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb20
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb21
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb22
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb23
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb23
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb23
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb24
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb24
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb24
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb25
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb25
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb25
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb26
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb27
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb28
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb28
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb28

J. Bietenbeck et al. Journal of Economic Behavior and Organization 249 (2026) 107679

Ferdinands, J., Blanton, L., Alyanak, E., Chung, J., Trujillo, L., Taliano, J., Morgan, R., Fry, A., Grohskopf, L., 2024. Protection against influenza hospitalizations
from enhanced influenza vaccines among older adults: A systematic review and network meta-analysis. J. Am. Geriatr. Soc. 72 (12), 3875-3889.

Fernandez, R., 2011. Does culture matter? Handb. Soc. Econ. 1, 481-510.

Ferndndez, R., Fogli, A., 2009. Culture: An empirical investigation of beliefs, work, and fertility. Am. Econ. J.: Macroecon. 1 (1), 146-177.

Figlio, D., Giuliano, P., Ozek, U., Sapienza, P., 2019. Long-term orientation and educational performance. Am. Econ. J.: Econ. Policy 11 (4), 272-309.

Finkelstein, A., Gentzkow, M., Williams, H., 2016. Sources of geographic variation in health care: Evidence from patient migration. Q. J. Econ. 131 (4), 1681-1726.
http://dx.doi.org/10.1093/qgje/qjw023.

Finkelstein, A., Gentzkow, M., Williams, H., 2021. Place-based drivers of mortality: Evidence from migration. Am. Econ. Rev. 111 (8), 2697-2735. http:
//dx.doi.org/10.1257/aer.20190825.

Gentili, E., Masiero, G., Mazzonna, F., 2017. The role of culture in long-term care arrangement decisions. J. Econ. Behav. Organ. (ISSN: 0167-2681) 143, 186-200.

Giuliano, P., 2007. Living arrangements in western europe: Does cultural origin matter? J. Eur. Econ. Assoc. 5 (5), 927-952.

Global Burden of Disease Collaborative Network, 2022. Global Burden of Disease Study 2021 (GBD 2021) Results. Institute for Health Metrics and Evaluation
(IHME), Seattle, United States, URL https://vizhub.healthdata.org/gbd-results/.

Golsteyn, B.H., Grongvist, H., Lindahl, L., 2014. Adolescent time preferences predict lifetime outcomes. Econ. J. 124 (580), F739-F761.

Grossman, M., 1972. On the concept of health capital and the demand for health. J. Political Econ. 80 (2), 223-255.

Guiso, L., Sapienza, P., Zingales, L., 2006. Does culture affect economic outcomes? J. Econ. Perspect. 20 (2), 23-48.

Hanushek, E.A., Kinne, L., Lergetporer, P., Woessmann, L., 2022. Patience, risk-taking, and human capital investment across countries. Econ. J. 132 (646),
2290-2307.

Hartinger, K., Resnjanskij, S., Ruhose, J., Wiederhold, S., 2024. Individualism, human capital formation, and labor market success. Conditionally accepted, J.
Eur. Econ. Assoc..Conditionally accepted,

Hofstede, G., 2001. Culture’s consequences: Comparing values, behaviors, institutions and organizations across nations. Sage Publications.

Hofstede, G., Hofstede, G.J., Minkov, M., 2010. Cultures and organizations : software of the mind: intercultural cooperation and its importance for survival.
McGraw-Hill.

Jain, A., Van Hoek, A.J., Boccia, D., Thomas, S.L., 2017. Lower vaccine uptake amongst older individuals living alone: A systematic review and meta-analysis
of social determinants of vaccine uptake. Vaccine 35 (18), 2315-2328.

Jonsson, S., Ouyang, Q., 2023. Effects of cultural origin on entrepreneurship. J. Econ. Behav. Organ. 216, 308-319.

Kacker, S., Macis, M., Gajwani, P., Friedman, D.S., 2022. Providing vouchers and value information for already free eye exams increases uptake among a
low-income minority population: A randomized trial. Health Econ. 31 (3), 541-551.

Kling, J.R., Liebman, J.B., Katz, L.F., 2007. Experimental analysis of neighborhood effects. Econometrica 75 (1), 83-119.

Knudsen, A.S.B., 2024. Those who stayed: Selection and cultural change in the age of mass migration. Working paper.

Kowalski, A.E., 2021. Mammograms and mortality: how has the evidence evolved? J. Econ. Perspect. 35 (2), 119-140.

Maciosek, M.V., Coffield, A.B., Edwards, N.M., Flottemesch, T.J., Goodman, M.J., Solberg, L.I., 2006. Priorities among effective clinical preventive services: results
of a systematic review and analysis. Am. J. Prev. Med. 31 (1), 52-61.

Mangione, C.M., Barry, M.J., Nicholson, W.K., Cabana, M., Chelmow, D., Coker, T.R., Davis, E.M., Donahue, K.E., Epling, J.W., Jaén, C.R., et al., 2022. Screening
for impaired visual acuity in older adults: US preventive services task force recommendation statement. Jama 327 (21), 2123-2128.

Marchi, S., Fallani, E., Salvatore, M., Montomoli, E., Trombetta, C.M., 2023. The burden of influenza and the role of influenza vaccination in adults aged 50-64
years: A summary of available evidence. Hum. Vaccines & Immunother. 19 (2), 2257048.

Mereckiene, J., 2018. Seasonal influenza vaccination and antiviral use in EU/EEA member states: overview of vaccine recommendations for 2017-2018 and
vaccination coverage rates for 2015-2016 and 2016-2017 influenza seasons. p. v + 46 pp.

Murray, C.J., 2024. Findings from the global burden of disease study 2021. Lancet 403 (10440), 2259-2262.

Nelson, H.D., Fu, R., Cantor, A., Pappas, M., Daeges, M., Humphrey, L., 2016. Effectiveness of breast cancer screening: systematic review and meta-analysis to
update the 2009 US preventive services task force recommendation. Ann. Intern. Med. 164 (4), 244-255.

Newhouse, J.P., 2021. An ounce of prevention. J. Econ. Perspect. 35 (2), 101-118.

Norrgren, L., 2022. Time preference, illness, and death. J. Health Econ. 86, 102692.

OECD, 2020. Realising the potential of primary health care. OECD Publishing, Paris.

Patel, R., Barnard, S., Thompson, K., Lagord, C., Clegg, E., Worrall, R., Evans, T., Carter, S., Flowers, J., Roberts, D., et al., 2020. Evaluation of the uptake
and delivery of the NHS health check programme in England, using primary care data from 9.5 million people: a cross-sectional study. BMJ Open 10 (11),
€042963.

Picone, G., Sloan, F., Taylor, D., 2004. Effects of risk and time preference and expected longevity on demand for medical tests. J. Risk Uncertain. 28, 39-53.

Picone, G., Uribe, M., Wilson, R.M., 1998. The effect of uncertainty on the demand for medical care, health capital and wealth. J. Health Econ. 17 (2), 171-185.

Quintal, C., Antunes, M., 2022. Mirror, mirror on the wall, when are inequalities higher, after all? analysis of breast and cervical cancer screening in 30 European
countries. Soc. Sci. Med. 312, 115371.

Ren, W., Chen, M., Qiao, Y., Zhao, F., 2022. Global guidelines for breast cancer screening: a systematic review. Breast 64, 85-99.

Schreuders, E.H., Ruco, A., Rabeneck, L., Schoen, R.E., Sung, J.J., Young, G.P., Kuipers, E.J., 2015. Colorectal cancer screening: a global overview of existing
programmes. Gut 64 (10), 1637-1649.

SHARE-ERIC, 2024. Survey of Health, Ageing and Retirement in Europe (SHARE) Wave 8. Release version: 9.0.0.. http://dx.doi.org/10.6103/SHARE.w8.900.

Simon, K., Soni, A., Cawley, J., 2017. The impact of health insurance on preventive care and health behaviors: evidence from the first two years of the ACA
medicaid expansions. J. Policy Anal. Manag. 36 (2), 390-417.

Soni, A., 2020. The effects of public health insurance on health behaviors: Evidence from the fifth year of medicaid expansion. Health Econ. 29 (12), 1586-1605.

Sutter, M., Kocher, M.G., Glatzle-Riitzler, D., Trautmann, S.T., 2013. Impatience and uncertainty: Experimental decisions predict adolescents’ field behavior. Am.
Econ. Rev. 103 (1), 510-531.

Varadaraj, V., Ehrlich, J.R., Swenor, B.K., 2022. Vision impairment has implications for aging and health outcomes, beyond ophthalmology. JAMA Netw. Open
5 (5), e2214610.

Vitale, S., Cotch, M.F., Sperduto, R.D., 2006. Prevalence of visual impairment in the United States. Jama 295 (18), 2158-2163.

Voigtldnder, N., Voth, H.-J., 2012. Persecution perpetuated: the medieval origins of anti-semitic violence in nazi Germany. Q. J. Econ. 127 (3), 1339-1392.

Walsh, B., Silles, M., O'Neill, C., 2012. The role of private medical insurance in socio-economic inequalities in cancer screening uptake in Ireland. Health Econ.
21 (10), 1250-1256.

World Health Organization, 2022. Eye care in health systems: guide for action. World Health Organization.

10


http://refhub.elsevier.com/S0167-2681(26)00266-0/sb29
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb29
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb29
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb30
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb31
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb32
http://dx.doi.org/10.1093/qje/qjw023
http://dx.doi.org/10.1257/aer.20190825
http://dx.doi.org/10.1257/aer.20190825
http://dx.doi.org/10.1257/aer.20190825
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb35
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb36
https://vizhub.healthdata.org/gbd-results/
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb38
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb39
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb40
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb41
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb41
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb41
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb42
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb42
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb42
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb43
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb44
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb44
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb44
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb45
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb45
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb45
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb46
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb47
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb47
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb47
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb48
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb49
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb50
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb51
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb51
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb51
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb52
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb52
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb52
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb53
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb53
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb53
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb54
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb54
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb54
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb55
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb56
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb56
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb56
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb57
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb58
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb59
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb60
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb60
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb60
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb60
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb60
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb61
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb62
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb63
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb63
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb63
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb64
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb65
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb65
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb65
http://dx.doi.org/10.6103/SHARE.w8.900
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb67
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb67
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb67
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb68
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb69
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb69
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb69
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb70
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb70
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb70
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb71
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb72
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb73
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb73
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb73
http://refhub.elsevier.com/S0167-2681(26)00266-0/sb74

	Cultural origins of preventive health care utilization
	Introduction
	Data and descriptive statistics
	SHARE data
	Country-level culture data
	Sample construction and descriptive statistics

	Empirical strategy
	Results
	Main results
	Robustness checks

	Conclusion
	Declaration of competing interest
	Appendix A. Supplementary data
	Data availability
	References


