Are you what you eat?; Risk Preferences and Healthy Habits

Risky behaviours, such as over-eating and unhealthy diets, smoking, heavy drinking, and sedentary  lives are known causes of a number of chronic health conditions, including cancer, heart diseases, ischemic stroke, and type 2 diabetes mellitus (Sturm, 2002), which, in turn, are primary drivers of  health care spending, disability, premature deaths, and decrease in productivity (Sturm 2002; World  Health Organization, 2005a, 2007a-b; Galizzi, 2012).  

Young subjects are among the segments of the population which, in developed countries, are most  likely to start indulging in unhealthy behaviours with potential long-term consequences (Wechsler et al., 1998; Steptoe et al., 2002; Lloyd-Richardson et al., 2008). In the UK, for instance, nearly a  third of 10-year-old children are overweight or obese, and 55 and 70 percent of under-20-years-old 

boys and girls, respectively, are predicted to  be overweight or obese  by 2050 (Foresight, 2007;  National Statistics and NHS Information Centre, 2009; Stamatakis et al. 2010; Mindell et al 2012).  College students’ life often involves unhealthy eating, excessive drinking, and smoking: for  instance, around 52 percent of male and 43 percent of female undergraduate students drink above  recommended levels (Wechsler, 1998; Steptoe et al., 2002; Richards et al., 2004). Most of the  current 8.5 million adult smokers started when they were teenagers (Robinson and Bugler, 2008).

   Despite the widespread information campaigns  on these risks, problems related to over-eating,  smoking, and heavy drinking not only seem to persist but are increasing over time (Mazzocchi,  Traill and Shogren, 2009; Sassi, 2010). This motivates the analysis of the deeply rooted behavioural  characteristics and attitudes that might drive risky health habits (Barsky et al., 1997; Khwaja,  Silverman and Sloan, 2007). Risk preferences, in particular, are among the most natural individual  attitudes which might be potentially related to risky behaviour. It is therefore important to assess  whether, and to what extent, individual preferences for risk may explain the starting and diffusion  of risky health habits in the early phases of adult life, when health behaviour is not yet affected by  addiction or adaptation problems, and is typically associated with otherwise good health  conditions.  It is in those phases, in fact, that prevention campaigns are most likely to be effective.
Obesity is one of the major public health problems in developed countries. Despite the widespread  nutritional information campaigns, its rise has been so sharp that obesity is now considered a global  epidemic. According to the World Health Organization (WHO) there are more than one billion   adults worldwide overweight and 300 million clinically obese, a figure expected to reach 700  million by 2015 (WHO, 2002, 2003, 2005b, 2007). In the USA 30 percent of the Americans are  obese (US Department of Health and Social Services, 2000) with diet-related illnesses being  responsible for four out of the ten leading causes of death (Bush and Williams, 1999; Mokdad et al. 

2004) amounting to a death toll of 220,000 people a year in the US and Canada and 320,000 in  Europe (Government Office for Science, 2007).  

In the UK, six out of ten adults are overweight, and 30,000 deaths per year are attributed to obesity  or obesity-related illnesses (House of Commons, 2004) and by 2025 40 percent of Britons are  expected to be obese (Foresight, 2007).  The direct and indirect annual costs of treating obesity in  the UK have been estimated at £17.4 billion in 2007 and are estimated to increase by £5.5 billion by  2050 (Foresight, 2007). Being overweight is associated with increased morbidity and more certified 

sick days: obesity costs England 18 million sick days and 30,000 excess deaths (National Audit  Office, 2001), with a total economic cost of £ 7 billion a year (Government Office for Science,  2007).  

The obesity epidemic is even more dramatic among the younger segments of the population. In the  UK, for instance, while overall obesity prevalence  has more than tripled in the past 25 years,  obesity among children has tripled just in a decade (Government Office for Science, 2007). Also in  the UK, nearly a quarter of all 4-year-old, and nearly a third of 10-year-old children are overweight  or obese (National Statistics and NHS Information Centre, 2009). In England, the prevalence of  overweight or obese children among 2-15 year olds has increased from 10 percent in the mid-1980s  to 27 percent in 2002, of which 6 percent were obese compared to 1 percent in the 1980s (Lobstein  and Frelut, 2003; Mazzocchi, Traill and Shogren, 2009). By 2050, 70 and 55 percent of the under- 20-years-old girls and boys, respectively, are predicted to be overweight or obese (Foresight, 2007). 

The rise in obesity may partially explain the increase in proportion of people with diabetes in the  UK, which rose from 2.8 percent in 1996, to 4.3 percent in 2005 (Masso Gonzalez et al., 2009): of 6 those over 21,000 aged 17-year or below have type I diabetes (Diabetes UK, 2010). Data for the US  has shown that obese youngsters are also more likely to have risk factors of cardiovascular diseases, 

pre-diabetes, bone and joint problems, sleep apnea, and social and psychological problems  (Freedman, 2007; CDC, 2011; Daniels et al, 2005; Dietz, 2004). Obesity in adolescence increases  the likelihood of obesity-related diseases in adulthood, such as heart disease, type 2 diabetes, stroke,  several types of cancer, and osteoarthritis. 

Recent reviews of the scientific evidence on the likely causes of obesity  indicate that over-weight  and obesity are mostly explained by excessive caloric intakes through a healthy diet (calories in)  than by insufficient calories burnt,  for instance by physical exercise (calories out) (Mazzocchi,  Traill and Shogren, 2009; Sassi, 2010). Therefore, the overall quality of diet and nutritional intakes 

are important factors to take into consideration when studying the determinants of over-weight and  obesity (Lock et al., 2005; Schmidhuber and Traill, 2006). In England, for instance, 65 percent of  adults eat fewer than five portions of fruit and vegetable a day (Bates et al., 2010), despite the WHO  nutritional experts suggesting that fruit and vegetables should account for about a third of the  overall daily food intake (Lock et al., 2005; Mazzocchi, Brasili and Sandri, 2008). 

In public health agendas, obesity is followed  by risky behaviour such as smoking and heavy  drinking (Galizzi, 2012). Tobacco consumption has already reached the proportion of a global  epidemic. Indeed, even though consumption of cigarettes is levelling down and even decreasing in  some developed countries - such as the US -  worldwide it has been rising with the total number of  tobacco-related deaths in 2000 amounting to 4.9 million, corresponding to a rise of 25 percent in the last decade (WHO, 2008a). The tobacco epidemic has also expanded to the developing world and is currently responsible for 4 percent of disease burden in low mortality developing countries (WHO 2008b).  These trends have justified the set of regulations on smoking, such as restrictions on youth access to tobacco products, regulation of smoking in public places, increased taxes and advertising 

campaigns (Mokdad et al. 2004; WHO, 2002b).  

In most countries young people are more likely to be smokers than older people (Cavelaars et al, 2000). Global estimates of smoking prevalence by age group are limited for developing countries. Across all countries, however, smoking initiation usually occurs during adolescence (WHO, 2003b; Storr et al., 2010). In England, for instance, around 200,000 young people start smoking each year, and the vast majority of them (84 percent) initiate smoking before being 19-years-old (Robinson, 2008). Even though the burden of disease associated with smoking occurs during adulthood, there is evidence on the direct influence of smoking at  younger ages on adult all-cause mortality rates, deaths from cardio vascular and coronary heart diseases, and smoking-related cancers (McCarron et al, 2001). 

Finally, global alcohol consumption has increased in both developed and developing countries in recent decades and is responsible for 1.8 million deaths globally (WHO, 2002a). Alcohol consumption is the first cause of premature mortality in developing countries and the third in developed countries contributing, respectively, for 6.2 percent and 9 percent of disease burden (WHO, 2002b). In the UK, alcohol-related illness costs the NHS around £2.7 billion a year, while the cost of alcohol-related crime can be estimated as high as  £7.2 billion a year (Department of Health, 2010). Alcohol consumption is particularly problematic among the young population. In the UK, it has been estimated that, among the 16-24-years-old, 37 percent of males and 33 percent of females, report drinking above recommended levels (Gill, 2002). These figures are even higher among undergraduate students, the group considered in our study: 52 percent of male, and 43 percent of female students in the UK drink alcohol above recommended levels (Gill, 2002).
 In the analysis of risky behaviour, the scientific literature suggests that it is crucially important to control for all risky behaviours at the same time given that risky behaviours, might be related. For instance, the literature has often documented that obesity and cigarette consumption may be related. In particular, cigarette smoking can directly  impact obesity through biochemical and physical processes such as: insulin homeostasis, activity of lipoprotein lipase and sympathetic nervous system, physical activity, preferences in food consumption, and  appetite reduction (Wack and Rodin, 1982; Hofstetter et al., 1986; Stamford et al., 1986; Williamson et al., 1991; Lundborg  and Andersson, 2008). Moreover, there is an increasing evidence that smoking and obesity may also be related through economic channels, such as cigarettes taxes, for instance (Chou et al., 2004; Rashad and Grossman, 2004; Gruber and Frakes, 2005). The  literature also finds a  close association of alcohol with other risk factors. Indeed alcohol consumption has been found to be negatively related with diet quality (Breslow, Guenther and Smothers, 2006), suggesting that alcohol consumption is an important element to be considered in obesity studies. 
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