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Health and Voting in Young Adulthood

CHRISTOPHER OJEDA AND JULIANNA PACHECO*

Do changes in health lead to changes in the probability of voting? Using two longitudinal datasets, this
article looks at the impact of three measures of health – physical health, mental health and overall
well-being – on voting trajectories in young adulthood. The results show that self-rated health is
associated with a lower probability of voting in one’s first election, depression is related to a decline in
turnout over time and physical limitations are unrelated to voting. Some familial resources from
childhood are also found to condition when the health–participation effect manifests.
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Why do some individuals become lifelong voters, while others do not? A typical answer focuses
on resources and the degree to which young adults have access to the time, money and civic
skills for participation.1 Recent research on voting behavior points to a fourth resource: health.
If participation requires that individuals possess some physical capacity and mental well-being,
then population health inequities may lead to a health–participation gap. Indeed, the voting gap
across health status is consistently estimated to be upwards of 10 percentage points,2 rivaling
other noteworthy disparities in electoral participation. This association is important not just
because it pinpoints a source of political inequality, but because health inequalities in turnout
may also have significant political and electoral consequences3 due to health-based disparities
in partisanship4 and public opinion.5

While research on the health–participation gap is in its infancy, research on the adult
consequences of childhood and adolescent health has accumulated in the fields of sociology
psychology, public health and economics. It is now well established that poor health early in life
is deleterious to success on an array of adult outcomes such as educational attainment,
socioeconomic status and health.6 One recent article aptly described this effect as the ‘long
shadow cast by childhood physical and mental problems on adult life’.7 We expand this work
into the political realm by asking whether the ‘long shadow’ extends to adult political life.
Using the National Longitudinal Survey of Youth 1997 (NLSY), we find that poor adolescent

health generally retards the upward trajectory of voting, but that certain childhood resources can
reverse this effect in complex and unexpected ways. Specifically, we show that self-rated health
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status (SRHS) is associated with an individual’s initial probability of voting but not the voting
trajectory, depression has little influence on the initial probability of voting but is associated
with changes in voting over time, and physical limitations are unrelated to voting in young
adulthood. We further show that the parents’ educational level mitigates the effect of self-rated
health on voting for some young adults and exacerbates it for others, while the parents’
economic standing does not change the nature of the health–turnout linkage. Importantly,
we demonstrate the robustness of some claims and the precariousness of others by replicating
our findings using the Panel Study of Income Dynamics (PSID).
This study contributes to our understanding of political behavior in several ways. First, it

affirms and extends the idea developed in recent scholarship that health is important to political
participation. Participation in politics requires a functioning and healthy (or at least not
unhealthy) body. While previous research on the participatory consequences of health has
generally focused on only one aspect of health,8 we show that health influences turnout
differently depending on the ailment. Health is multidimensional, and our understanding about
how health is related to political behavior must take this into account.
Secondly, our findings – that certain health conditions may interrupt the traditional voting

trajectory of young adults – challenges the dominant assumption in the turnout literature that the
likelihood of voting increases in the first few elections but flattens soon after.9 We show that
chronic health conditions not only affect the initial likelihood of voting, but may also rob
individuals of the typical increase in voting during their early 20s. It remains to be seen whether
these same individuals ‘catch up’ to their healthy counterparts later in life. This finding, along
with more recent research showing that the development of a voting habit is bumpier than
previously suggested,10 requires scholars to question commonly held views about how young
adults transition to being active participants.
Thirdly, we show that the resources for participation – health, education and income – must be

considered in tandem. Studies of voting behavior typically model turnout as a function of an
individual’s resources on the basis that more resources unequivocally lead to a higher propensity to
participate. We find, however, that some sets of resources can activate participation while other sets
can debilitate it. For example, the prior experience of poor health can increase participation among
now-healthy individuals who come from educated families. This effect – in which prior poor health
is associated with higher turnout – suggests that poor–rich combinations of resources may
sometimes motivate participation by placing past grievances (that is, prior poor health) in a resource-
rich environment (that is, now-excellent health, educated family). In contrast, we show that coming
from a well-educated family can reduce participation in the face of declining health. Although we
are not able to replicate these findings, we believe that they call for new theorizing on how sets of
resources, rather than the individual resources themselves, may motivate or depress participation.
Finally, our research is notable in that it employs underutilized longitudinal datasets including

the NLSY and the PSID to understand political participation. The majority of work on the
health–participation gap uses cross-sectional surveys with adult samples. While cross-sectional
data are useful for certain analytic purposes, they do little to distinguish between factors
that influence an individual’s long-term propensity to vote from those that have temporary,
short-term effects that are associated with recent personal or political conditions.11 The inability
to ‘sort out’ causal ordering and the potential endogeneity issues associated with cross-sectional

8 For an exception, see Denny and Doyle 2007; Ojeda 2015.
9 Miller and Shanks 1996.
10 Bhatti, Hansen, and Wass 2012.
11 Plutzer 2002.
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analyses is particularly problematic for understanding the relationship between health and
turnout, because health may have both developmental and contemporaneous components.12

By employing longitudinal data and a developmental design we can better pinpoint both the
short- and long-term effects of poor health across childhood, adolescence and young adulthood.

A DEVELOPMENTAL APPROACH TO VOTER TURNOUT

Political scientists have long viewed voting as a habit that develops over the life course,13 with
the bulk of this development occurring in young adulthood. The developmental trajectory has
three components including a starting level, which is the probability that citizens vote in their
first eligible election, growth, which is the period in which individuals gain resources and
experiences that are relevant to participation, and inertia, which is ‘the propensity for citizens to
settle into habits of voting or nonvoting’.14 As Plutzer explains, young citizens must decide
whether to vote in their first eligible election; this decision is determined in large part from
parental, demographic and personal factors in adolescence.15 First-time voters are likely to
become habitual voters quickly after the first election, while non-voters are likely to remain
non-voters in subsequent elections. Of the non-voters who become habitual voters, the factors
that determined their initial probability of voting become less important.
Plutzer finds that the resources attained from parents have a strong influence on whether an

individual voters in her or her first election, but are largely unrelated to growth thereafter.16 This
makes sense considering how costly it is to vote for the first time. Young citizens have the most
barriers to voting: they are unfamiliar with the registration process, they may not know the
location of their polling place or have a good understanding of key issues, they have few friends
who vote and they are least likely to be targeted by political groups.17 Surprisingly, research
shows that the adoption of adult roles, such as leaving home, attending college or buying
a house, has little bearing on turnout in ‘the first seven years of the political life cycle’.18

Turnout in young adulthood thus seems to be influenced more by the resources and socialization
experiences of childhood and adolescence than by the adult experiences that would be expected
to draw individuals into politics.
Inertial states are different than starting values or growth. Because the costs of voting are

constant and resources generally increase with age, many nonvoters eventually become habitual
voters. The difference across individuals is the speed at which they do so. For instance, Plutzer
shows that college-educated individuals make the transition to habitual voters quicker than
those without a college degree.19 And, while major life events – such as job loss or divorce – are
likely to cause temporary disruptions in turnout, these effects are more detrimental for habitual
voters than for non-voters.
Using a developmental approach allows scholars to assess the determinants of turnout more

precisely by (1) looking at how factors originating in adolescence or young adulthood impact
starting levels compared to growth, (2) modeling variations in how quickly individuals make

12 Pacheco and Fletcher 2015.
13 Aldrich, Montgomery, and Wood 2010; Coppock and Green 2015; Gerber, Green, and Shacher 2003;

Milbrath 1965; Plutzer 2002.
14 Plutzer 2002, 41.
15 Plutzer 2002.
16 Plutzer 2002.
17 Rosenstone and Hanson 1993.
18 Highton and Wolfinger 2001, 202.
19 Plutzer 2002.
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the transition from non-voters to habitual voters, and (3) allowing major life events to
temporarily disrupt the inertia of habitual voters. The developmental model, combined with
a theoretical understanding of how health imposes additional costs to voting, is also well suited
to generate hypotheses for how different facets of health are related to voter turnout.

THE ROLE OF HEALTH IN THE DEVELOPMENTAL MODEL OF VOTER TURNOUT

We discuss the effect of three dimensions of health – physical health, mental health and overall
well-being – over an individual’s life and in terms of the resources and motivation required to
participate, thereby placing the role of health firmly in the theoretical frames offered by the
developmental and resource models of participation. There are two reasons for focusing on
these three dimensions of health. First, research on the health–participation gap has consistently
shown the importance of these dimensions of health, but has often done so in an isolated
fashion. Because one of our goals is to reconcile past research and provide a more
comprehensive understanding of the health–participation link, it makes the most sense to build
on previous research. Secondly, these dimensions of health are the most commonly available
in survey data.

Physical Health and Turnout

We define physical health as ‘the general working of one’s body’20 and measure it as the
presence (or absence) of a chronic condition that limits daily activities. Conditions that limit
physical mobility are particularly detrimental to political participation,21 since they impose
additional physical costs to voting. Absentee ballots22 and improved street conditions23 help
overcome some of these physical limitations for senior citizen participation, but individuals are
generally less likely to vote if they find it more physically difficult to do so.24 Prior research on
limitations focuses on disabilities such as blindness, hearing impairment and immobility, but
overlooks those that emerge from other physical health conditions earlier in life such as cancer,
diabetes, asthma and high blood pressure. Disability and chronic conditions differ in several
important respects; most notably, disability does not imply poor physical health.25 An
individual with a hearing impairment or who is in a wheelchair may consider themselves to be
in perfect health otherwise, or may be diagnosed as healthy along a range of health dimensions.
However, the logic of physical limitations should apply equally to disabilities and chronic
conditions when looking at their effects on political participation.
Living with chronic conditions in a physical world that privileges able-bodied individuals is

part of a managed process: individuals establish routines, redesign their environment and living
conditions to be more accommodating, and establish networks of social support to manage the
condition and its subsequent limitations. In this sense, we expect that physical limitations
primarily affect the inertia underpinning voting as opposed to the starting levels or growth. The
onset of a chronic condition will be disruptive until the condition and its limitations are
sufficiently managed and accommodated in everyday life. That is, among individuals who have
already developed the habit of voting, a negative change in physical health will likely cause

20 Simon et al. 2005, 207.
21 E.g., Schur and Kruse 2000.
22 Alvarez, Levin, and Sinclair 2012.
23 Clarke et al. 2011.
24 Schur et al. 2002.
25 Williams 1999.
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a temporary disruption in their voting trajectory, much like a job loss or divorce causes
temporary disruptions.
Like other disruptive factors, such as widowhood26 or withdrawal from the labor market,27

we expect that the negative effect of physical limitations on turnout will be considerably less
evident among young citizens than their older counterparts. We expect this for three reasons.
First, younger citizens are much less likely to have formed voting habits that can be disrupted
by the onset of a limiting chronic condition. Secondly, the onset of the chronic conditions
considered here, such as diabetes, high blood pressure and cancer, often occur later in
life, making them less prevalent among younger citizens. In our dataset, for instance, nearly
60 per cent of young adults cited asthma as their chronic condition. While asthma is certainly an
affliction that limits physical activity, it may not be as significant as those caused by the types of
conditions that are more typical in late adulthood. Thirdly, research has identified generational
differences in how individuals understand their disability; young citizens, unlike their older
counterparts, are much more likely to identify with and rally around their disability, which in
turn leads to smaller differences in political participation between those with and without
a disability.28 This type of generational change also seems possible with chronic conditions
like cancer and diabetes, which have recently been subject to organizational efforts to raise
awareness, reduce stigma around the disease and empower those affected.29 Because we are
looking at samples of young adults who came of age in the late 1990s and early 2000s, it seems
less likely that a large dampening effect would be observed.30

Mental Health and Turnout

For mental health, we focus on depression because it is associated with political participation, it
is one of the leading burdens of disease, and relevant to the larger population due to its high
prevalence. Depression is a mood disorder characterized by a loss of energy, low self-esteem,
concentration problems, changes in eating and sleeping patterns, and thoughts of suicide.31 We
measure depression in terms of symptomology. Using a gradient of symptoms is better because
it captures individuals along a depressed mood spectrum, including respondents with clinically
significant but non-major symptoms.32 As Ojeda explains, people with a depressed mood are
less likely to vote because of a loss in motivation, decreased cognitive abilities and reduced
somatic capacity, all of which are required for participation.33

Depression is much more likely than physical limitations to disrupt all aspects of voting, because
it imposes larger costs. Whereas voters who are physically limited may still have the motivation
and cognitive resources to turn out, depression attacks not only the physical capacity to vote,
but also the psychological factors that impact the decision to vote. Depression impairs the
cognitive abilities and executive functioning that underpin the civic skills required for participation.

26 Hobbes, Christakis, and Fowler 2014.
27 Bhatti and Hansen 2012.
28 Schur, Shields, and Schriner 2005.
29 Berger 2004; King 2008.
30 There are two distinct, but interrelated issues related to chronic diseases/illness/conditions: empowerment

and limitations. The literature on identity politics suggests that chronic disease may lead some people to identify
as ‘survivors’, which may increase empowerment and participation. Others, however, may not adopt such an
identity and instead be hindered by the physical limitations of the condition. We focus mostly on the latter in this
article.

31 APA 2000.
32 Lavretsky and Kumar 2002.
33 Ojeda 2015.
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If voting requires ‘mind, body and heart’, voters with physical limitations lack the body while
voters experiencing a bout of depression are affected in all three domains.
There are also more opportunities for citizens with physical limitations to be integrated into

society compared to those with mental health issues. The disability rights movement is nearly
a half-century old, and efforts like the Voting Accessibility for the Elderly and Handicapped Act
of 1984 and the Americans with Disabilities Act of 1990 have helped make the political process
more open to those with physical disabilities.34 However, disability was only redefined to
include depression in 2008.35 While research on the economic and social consequences of
depression has flourished,36 there is little electoral policy to make voting easier for people with
mental disorders; in some cases, policy excludes such individuals.37

Overall Well-Being and Turnout

We capture overall well-being using a SRHS question asking respondents ‘In general, how is
your health?’ with five allowable responses of excellent, very good, good, fair and poor.
Because SRHS is empirically related to objective measures of health,38 scholars argue that it is
ideally suited to test theories of political behavior.39 Some even claim that ‘an individual’s
health status cannot be assessed without’ SRHS and that this single item captures
‘an irreplaceable dimension of health status’.40

While poor health is associated with lower levels of turnout, we expect SRHS to have
a substantial effect on starting levels and a lesser effect on growth and inertia. As stated above,
factors that originate in adolescence and enable citizens to overcome the high costs of first-time
voting are the most likely to differentiate individuals in their starting levels of turnout. Unlike
other ailments that develop as people age or fluctuate quite substantially over the life course,
SRHS originates in early childhood,41 is transmitted across generations42 and is highly
correlated with socioeconomic status,43 much like political voice and power.44 Consequently,
we expect that SRHS will largely differentiate individuals in their initial starting levels of
turnout but have little effect on voting rates over time, much like parental education.45

34 Alvarez, Levin, and Sinclair 2012.
35 Benfer 2009. Although mental health problems were classified as a disability in 2008, disability research

has measured mental disability for much longer, using the question ‘Because of a physical, mental, or emotional
condition, does anyone have serious difficulty concentrating, remembering, or making decisions?’ (Schur et al.
2002). While this question taps into the concept of mental health, the broadness of the question makes it
ambiguous about which aspect of mental health matters. While all ‘no’ responses to this question will be
equivalent, all ‘yes’ answers are not equivalent and can mean quite different things. For example, an affirmative
response is more likely among individuals with depression, individuals with concussions, senior citizens (i.e.,
aging), individuals with anxiety, individuals with learning disabilities (which themselves can be quite diverse),
individuals with substance-related disorders, and so forth. Therefore past research that uses this measure tells us
little about how or why mental health matters. By focusing on depression here, we can begin to examine how
different aspects of mental health affect participation.

36 E.g., Greenberg et al. 2003.
37 Schriner, Ochs, and Shields 1997.
38 Bjorner, Fayers, and Idler 2005; Jylhä 2009.
39 Pacheco and Fletcher 2015.
40 Idler and Benyamini 1997, 34.
41 Palloni 2005.
42 National Research Council 2000.
43 Lantz et al. 1998.
44 Schlozman, Verba, and Brady 2012.
45 An important caveat is that we do expect SRHS to impact the voting trajectories of older voters, as

suggested by Pacheco and Fletcher (2015). This is primarily because what it means to be in poor health varies
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FAMILY RESOURCES AND THE HEALTH TURNOUT LINKAGE

The transition to adulthood, including the development of a voting habit and an interest in
politics more broadly, is smoothed by the presence of resources; adolescents from well-to-do
families are better equipped to confront the challenges that come with independent living and
thinking, while their less well-off counterparts face a bumpier path.46 The role of health on
political participation must be considered in this context. Thus while poor health negatively
affects turnout, it is also worth considering how family resources can mitigate or exacerbate the
health–participation gap. We consider two resources in particular – parental education and
family income. Parental education is an important predictor of political participation,47 and
income is an important predictor of health status.48

Parental education is a well-known and well-studied predictor of turnout. Children from
families with educated parents are, on average, according to the results of a recent meta-analysis
of voter turnout, more likely to participate later in life than those from less well-educated
families.49 Educated parents are likely to have established interest in politics that they can
transmit to their children through direct teaching, inculcation and role modeling. In this sense,
we expect parental education to mitigate the effects of health in much the same way that we
expect income to. However, we also believe that there is a second pathway through which
parental education can have mitigating effects: by helping adolescents and young adults learn
how to manage their health. Education has consistently been shown to improve health
behaviors.50 In this vein, we expect that educated parents will better understand insurance plans
and know how to navigate the healthcare system. These resources and knowledge can be
provided to offspring, helping to reduce the burden of poor health. We therefore expect that the
effect of health on turnout will be lower among children who grow up in better-educated
families both because parental education prepares children for the political process and assists
them in dealing with health problems.
Perhaps one of the best-established findings in the study of political behavior is that the rich

are more likely to participate than the poor.51 Income also affects health outcomes, as
sociologists have long noted.52 These findings together would point to a spurious health–turnout
linkage were it not for evidence showing a persistent health effect even after controlling for
economic status.53 Still, the nature of the relationship raises interesting questions about how
income might condition the effect of health. The rich are more likely to participate than the poor
because they are more likely to be better educated (thereby acquiring the requisite civic skills
for participation), are more likely to develop friendship networks largely composed of voters
(raising the possibility that they will be recruited into politics) and are more likely to be
contacted by an election campaign seeking donations and votes (thereby raising the probability

(F’note continued)

with age (Groot 2000). SRHS is related to health trajectories across the lifespan (Ferraro 2006), often reflecting
how an individual’s health is changing and is therefore a useful measure to explore changes in political behavior
that occur as people age. Unfortunately, testing such hypotheses is not possible in this article given the
youthfulness of our sample.

46 Plutzer 2002.
47 Gigendel, Wass, and Valaste 2016; Plutzer 2002.
48 Marmot 2002.
49 Smets and van Ham 2013.
50 Cowell 2005.
51 Rosenstone 1982; Smets and van Ham 2013; Verba, Scholzman, and Brady 1995.
52 Adler and Newman 2002.
53 Pacheco and Fletcher 2015.
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that they will be mobilized to participate).54 It therefore seems likely that the skills, recruitment
and mobilization that come with rising income levels will offset the negative effects of health.
That is, income will have a compensatory effect where good health is lacking, thus shrinking the
degree to which poor health limits participation.
These two hypotheses – both of which posit that the health–participation gap will be biggest

where family resources are lowest – are part of a larger narrative about cumulative disadvantage
and political participation. Research elsewhere shows that resources beget more resources, and
can therefore widen the participation gap between the haves and the have-nots.55 While we
expect health to contribute to cumulative disadvantage, we do not believe that this effect will
manifest the same across all dimensions of health. We expect that the effect of physical
limitations will be more disruptive and prevalent later in life. Thus, physical health will be
untainted by the presence or absence of other resources in adolescence. Depression and SRHS,
however, should exhibit a cumulative disadvantaging effect. We expect to see the greatest
cumulative disadvantage in initial levels of participation when family resources are most
proximate to turnout.
To summarize, we anticipate that poor health will generally dampen levels of turnout;

however, how poor health impacts turnout depends on the indicator under consideration and on
what other family resources are present. We hypothesize that starting levels of turnout are
affected by SRHS and depression but less so by physical limitations, and that these effects on
initial turnout are exacerbated by low levels of parental education and family income. We also
expect depression to affect the growth period, hindering individuals’ movement from non-voter
to voter status; during this period, we expect to see a small level of cumulative disadvantage that
carries over from the low levels of family resources available during adolescence. Finally, we
hypothesize that physical limitations will a temporarily disrupt voting among habitual voters.

DATA AND METHODS

We use the 1997 National Longitudinal Study of Youth (NLSY97) to study the effect of
physical limitations, depression and SRHS on an individual’s developmental trajectory of voter
turnout. Collected by the Bureau of Labor Statistics, the NLSY97 is a longitudinal dataset that
surveyed a nationally representative sample of approximately 9,000 youths annually (1997 to
present) when they were 12 to 16 years old. The NLSY97 contains detailed information on
a wide range of topics including relationships with parents, marital and fertility histories,
employment activity, education, expectations, deviant behavior and health. In addition, parents
were surveyed about the youths’ family background and history in 1997; in some instances, we
use parental questions to control for adolescent factors. The NLSY97, in coordination with the
American National Election Studies, asks about voter turnout in the 2004 and 2008 presidential
elections and the 2006 and 2010 midterm elections.
Figure 1 shows the percentage of citizens who reported voting during each election year. As

expected, respondents report higher levels of turnout in presidential years compared to midterm
years. There is also descriptive evidence that levels of voter turnout increased over time;
57 per cent reported voting in the 2004 election compared to 63 per cent in 2008. Similarly,
only 35 per cent reported voting in the 2006 midterm election compared to 43 per cent in 2010.
This indicates that even though turnout drops significantly in midterm years, there is still
a general pattern of growth over the four election cycles.

54 Soss and Jacobs 2009.
55 Pacheco and Plutzer 2008.
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Fundamentally, we are interested in looking at how the propensity to turn out changes over
time, and exploring whether health is related to individual differences in these changes.
Empirically, we use multi-level modeling as it allows us to partition the variance in voter
turnout into two parts: within-individual change and inter-individual change. The first stage of
the multilevel model, known as level-1, looks specifically at within-individual change and aims
to describe each person’s pattern of change. The second stage of the multilevel model, known as
level-2, looks at inter-individual differences in change and seeks to determine the relationship
between predictors and the shape of each person’s individual trajectory. Although we model
both types of variation, we are primarily interested in the latter.56 About 40 per cent of the
variance in voter turnout is at level-1, while 60 per cent is at level-2.
An important methodological feature of panel analyses is a sensible metric for time. We opt

to use election year as the metric of time, with the 2004 election marking the first recorded
experience in presidential electoral politics; thus we code the 2004 election as election 0, with
2006, 2008 and 2010 coded as 1, 2 and 3, respectively. Notably, because about 38 per cent of
the sample was old enough to vote in the 2000 election and almost all respondents were eligible
to vote in the 2002 midterm election, this temporal choice will necessarily add noise the analysis
and make it more difficult to distinguish health effects on the initial probability of voting from
changes in the trajectory of voting. Unfortunately, NLSY97 does not ask about voter turnout in
the 2000 and 2002 elections. We therefore also estimate the basic models with only those
respondents for whom 2004 was the first presidential election and find that the inferences are
nearly identical to what is reported below.
More specifically, the probability of an individual, i, voting in election t, is estimated as:

Level 1 Pr Yti = 1ð Þ=B0i +B1i Electiontið Þ +B2i Midtermtið Þ +B3i Time�Varying Xtið Þ + eti
Level 2 B0i = γ00 + γ01 Zið Þ +U0i

B1i = γ10 +U1i

B2i = γ20

B3i = γ30

Variation among individuals is modeled in two ways. First, the intercept (B0i) captures
differences in starting levels of turnout when citizens are, on average, 22 years old. The
intercept, or the probability of voting in the 2004 election, is predicted by variable Z (the effect

58 %

2004 2006 2008 2010

36%

64%

43%

Fig. 1. Reported turnout in each election, NLSY97

56 Singer and Willet 2003.
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of variable Z is captured by γ01) and U0i, which is the unexplained variance in person i’s starting
point. Variation is also captured by the slope (B1i), which estimates the developmental trajectory
of turnout that occurs over time, in this case over four consecutive elections, and U1i, which is
the unexplained variance in person i’s trajectory. Since turnout is typically lower in midterm
elections, we also include a dummy variable to differentiate between the two types of elections,
although we assume that this negative effect does not vary across respondents (for example,
the midterm elections variable does not have a random effect).
Developmental theory suggests that variables determined in adolescence will have a greater

impact on the initial starting point than on subsequent changes in turnout over time.
Empirically, Plutzer finds that this is largely the case.57 As a result, all of the control variables
measured prior to 2004 are entered into the random intercept part of the model (for example, as
variable Z in the above equation) and, therefore, can only influence the probability of initially
turning out in the 2004 election. That is, these variables only contribute to understanding
differences in the intercept across individuals and tell us little about changes over time.58

In cases where the independent variable is time varying (for example, marital status), we
include both the 2004 value (for example, as variable Z in the above equation) as well as the
change in that variable, shown as B3i in the equation above. Including both the initial starting
value and the time-varying variable allows us to model systemic variation in both the initial
probability of turnout and changes in turnout.59 For example, we are able to determine whether
married citizens had higher levels of turnout in 2004 compared to unmarried citizens
(for example, if marital status differentiates starting levels or the intercept) as well as whether
getting married increased turnout across the same time period (for example, affected the voting
trajectory or slope over time). Model specification in this manner allows us to explore not only
how aspects of health impact turnout in the 2004 election, but also subsequent growth by
accessing how changing levels of health impact changes in the probability of turning out.60

Measuring Physical Health, Mental Health and Overall Well-Being

In 2002 and 2008, respondents listed up to six chronic conditions and were subsequently asked
whether any of these conditions limited their daily activities. This variable is recoded into a binary
indicator where a 1 indicates that the respondent is limited to any extent by at least one of these
conditions (mean= 0.20). This variable measures physical limitations. Respondents are also asked
a series of questions in all four election years about their mental health, and more specifically, their
level of depression. We combine these questions into a standardized scale (mean=−0.01,
SD= 0.59), with a high degree of reliability, as indicated by Cronbach’s alpha (r= 0.79).61

57 Plutzer 2002. The only variable that has a statistically significant impact on subsequent growth is parental
strength of partisanship. Unfortunately, the NLSY97 does not ask parents about partisanship.

58 We can relax this assumption by interacting the time-invariant variables with the election variable or other
time-varying variables. We do so in later analyses when exploring conditional effects by parental education and
family income.

59 Singer and Willett 2003.
60 Empirically, this is equivalent to including an interaction variable between the 2004 measures and the

election variable (e.g., time variable). In both specifications, we are able to assess how early onset of poor health
influences the typical growth in the propensity of turning out.

61 Although these measures do not perfectly reflect standard practice in the survey measurement of depression –
the gold standard of which is the Center for Epidemiologic Studies Depression Scale – they do broadly capture the
constellation of symptoms used to diagnose depression according to the American Psychiatric Association’s
Diagnostic and Statistics Manual. Specifically, the measure falls short insofar as it fails capture all four subscales –
negative feelings, positive feelings, interpersonal problems, and somatic problems – that are informally associated
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Finally, we measure overall health using a self-rated health question that ranges from poor (3) to
excellent/very good (0) with higher values indicating poorer health (mean= 0.47, SD= 0.68). Thus
for all measures of health, higher values correspond to poorer health levels.62 Question wording for
the health measures is reported in Appendix Table A.1, and the corresponding descriptive statistics
are reported in Appendix Table A.2.

Control Variables

It is important to control for other variables that influence the propensity to vote over time.
Demographic characteristics include race (measured as two indicator variables for black and
other, with white as the reference category), gender (female= 1), and age (centered at 22).63

One important parental influence on young adult turnout is education.64 Consequently, we
include a composite index of parental education by combining the highest degree earned by the
respondent’s mother and father; this index has a high degree of reliability, as indicated by
Cronbach’s alpha (r= 0.93). We also include a measure of parent-reported family income in
1996, the year in which parents were asked about the family’s economic status.
Plutzer finds that high school achievement matters mostly indirectly through knowledge and

political engagement; that is, students who are high achievers in high school have a higher
propensity to vote in their first election primarily because they are more engaged in politics.65

We control for adolescent political engagement indirectly by including a measure of high school
GPA in 1999, which captures high school achievement. Adult education, and particularly
college education, also contributes to a head start and a more rapid increase in voter turnout. We
include a time-varying measure of the highest degree earned by the respondent (centered at
twelve years) to account for the additional resources respondents gather through higher
education.
Other variables tap into important life events that may temporarily disrupt political activity,

including marital status (measured by two dummy variables indicating whether the respondent
was married or divorced/separated; never married/widowed is the omitted category), parenthood
(measured as the number of children living in the household) and residential migration
(measured by a dummy variable indicating whether the respondent has moved since the prior
interview). Finally, we capture political engagement directly by including a time-varying
measure of the extent to which respondents follow what is going on in government, which
ranges from 0 (hardly at all) to 3 (most of the time).
Unless otherwise noted, all predictors that are numeric scales (for example, depression or

parental education) are mean centered, while variables with arbitrary scales (for example,
SRHS) and dummy variables remain in their natural metric (see Appendix Table A.2 for
descriptive information on all of the variables). This allows an intuitive interpretation of the
intercept, which is the propensity to turn out in the 2004 election. Linear mixed models are
estimated using the lmer function in R in order to examine the overall pattern of individual

(F’note continued)

with survey measures of depression. However, that our measure is a noisy approximation of depressive symptoms
means that our analysis will be hampered by measurement error thus making any effect of depression more difficult
to detect.

62 The correlations among the health indicators are low, suggesting that each is measuring distinct concepts.
The correlation between SRHS and depression is 0.27, the correlation between SRHS and limitations in 2002 is
0.09, and the correlation between depression and limitations in 2002 is 0.06.

63 We do not include a time varying measure of age since it is collinear with the election variable.
64 Plutzer 2002.
65 Plutzer 2002.
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differences in voter turnout across election years. Restricted maximum likelihood is used to
report model parameters and to assess the significance of random effects.

RESULTS: THE EFFECT OF PHYSICAL HEALTH, DEPRESSION AND SRHS ON TURNOUT

The baseline model reported in Table 1 largely corroborates previous research.66 Parental
education is strongly related to turnout among offspring in the 2004 election. Respondent
education is also important to the initial starting level of turnout in the 2004 election as well as
to change. Young adults who are politically interested are more likely to turn out in the 2004
election, and as political interest increases, so does the probability of voting. The election
variable is statistically significant, indicating that turnout generally increases over time,
although the probability of turning out decreases substantially in midterm elections. Finally, we
find that residential mobility is associated with turnout. As a reference, we note that the constant
is the probability of turning out in the 2004 election (estimated to be about 15 per cent) when all
other variables are 0, which corresponds to never married, white, male, aged 22 years old with
twelve years of education whose parents have an average level of education and who does not
follow what is going on in politics.
We now turn to the effects of health, which are presented in Models 1–4 in Table 1. Past

research shows that individuals with physical limitations are less likely to turn out,67 as are
those with depressive symptoms68 and poor SRHS.69 Our results suggest that inferences about
the effect of health on political participation need to be qualified, particularly when applied to
young adults. As shown in Model 1 of Table 1, we find that physical health during adolescence
is not related to voter turnout in the 2004 election or change thereafter, even when other health
indicators are absent from the model.70 The developmental model suggests that the effect of
physical health will be greatest for habitual voters, and therefore negligible for young voters.
The estimates presented in Models 1 and 4 in Table 1 are consistent with that argument.
Unlike physical health, depression is associated with lower rates of turnout over time, as is

shown in Model 2 of Table 1. Figure 2 illustrates these effects by plotting the trajectory in the
predicted probabilities of voting for individuals who had average levels of depression in 2004,
but who differed in terms of how their depressive symptoms changed over time.71 As seen in
Figure 2, both types of individuals had a low probability of voting in the 2004 election
(13 per cent). Yet individuals who experienced a decline in depression nearly doubled their
probability of turning out in the next presidential election (24 per cent), while those whose
symptoms worsened over time saw no growth in their propensity to turn out in the 2008
election (15 per cent). By the 2010 election, these two types of individuals differ in their
probability of voting by a four-point gap even though starting levels in 2004 are the same –

a not insubstantial change given the overall low level of turnout among young adults. An otherwise
larger improvement or worsening of depressive symptoms would further widen this gap.

66 E.g., Plutzer 2002.
67 Schur et al. 2002.
68 Ojeda 2015.
69 Mattila et al. 2013.
70 This remains true even when we exclude asthma from our operationalization of physical limitations.

Asthma comprises more than half of all cases of physical limitation, but may be expected to have the smallest
effect on turnout, a combination that could obscure the effect of other important chronic conditions. We do not
find this to be the case.

71 Recall that this estimate is predicted keeping all other variables at 0, which refers to a never married, white,
male, aged 22 years old with twelve years of education whose parents have an average level of education and
who does not follow what is going on in politics.
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TABLE 1 Self-rated Health Status and Depression Affect Different Parts of the
Voting Habit

Baseline Model 1 Model 2 Model 3 Model 4

Health: Initial Probability
Physical Limitations (2002) 0.151 0.188

(0.138) (0.140)
Depression −0.009 0.006

(0.065) (0.066)
Self-rated health status −0.130* −0.121*

(0.072) (0.074)
Health: Time-Varying
Physical Limitations (2008) −0.132 −0.147

(0.163) (0.165)
Depression −0.204** −0.205**

(0.055) (0.055)
Self-rated health status −0.012 0.021

(0.058) (0.059)
Controls: Initial Probability
Black 0.756** 0.753** 0.745** 0.757** 0.742**

(0.097) (0.098) (0.098) (0.098) (0.098)
Other −0.482** −0.478** −0.488** −0.476** −0.480**

(0.123) (0.123) (0.123) (0.123) (0.124)
Female 0.491** 0.484** 0.532** 0.513** 0.537**

(0.081) (0.081) (0.082) (0.081) (0.082)
Parental education 0.236** 0.233** 0.236** 0.237** 0.234**

(0.053) (0.053) (0.053) (0.053) (0.053)
Family Income 0.023** 0.023** 0.023** 0.021** 0.022**

(0.010) (0.010) (0.010) (0.010) (0.010)
GPA 0.040 0.040 0.044 0.028 0.035

(0.077) (0.077) (0.077) (0.077) (0.078)
Age 0.006 0.005 0.008 0.004 0.005

(0.028) (0.028) (0.028) (0.028) (0.029)
Education 0.256** 0.257** 0.252** 0.252** 0.252**

(0.044) (0.044) (0.045) (0.044) (0.045)
Political interest 0.315** 0.313** 0.319** 0.310** 0.313**

(0.045) (0.045) (0.045) (0.045) (0.045)
Married 0.022 0.017 0.020 0.023 0.015

(0.146) (0.146) (0.146) (0.146) (0.147)
Divorced 0.309 0.311 0.292 0.298 0.287

(0.337) (0.337) (0.340) (0.337) (0.340)
Parenthood −0.138 −0.136 −0.132 −0.139 −0.129

(0.092) (0.092) (0.093) (0.092) (0.093)
Migration −0.309** −0.310** −0.303** −0.310** −0.305**

(0.093) (0.093) (0.093) (0.093) (0.094)
Controls: Time-Varying
Education 0.081** 0.082** 0.079** 0.080** 0.079**

(0.035) (0.035) (0.035) (0.035) (0.035)
Political interest 0.710** 0.711** 0.713** 0.709** 0.714**

(0.039) (0.039) (0.039) (0.039) (0.039)
Married −0.075 −0.076 −0.107 −0.077 −0.108

(0.103) (0.103) (0.103) (0.103) (0.104)
Divorced −0.551** −0.554** −0.562** −0.547** −0.565**

(0.209) (0.209) (0.209) (0.209) (0.210)
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Fluctuations in depression over the life course are not uncommon. While almost half of
respondents had changes in their symptoms between 2004 and 2010 within a standard deviation,
about one-third of respondents saw their depressive symptoms decline by over a standard
deviation, while another one-fifth saw their symptoms rise by more than one standard deviation.
Finally, the results in Model 3 show that SRHS affects starting turnout levels in 2004, but has

little effect thereafter, much like the effect of parental education. The predicted probability
of turning out in the 2004 election for young adults who report being in excellent health is
15 per cent, which is larger than the 9 per cent of young adults who report being in poor health.
While this effect is small, it is comparable in size to the difference in turnout between an
individual who follows what is going on in the government ‘some of the time’ (24 per cent

TABLE 1 (Continued )

Baseline Model 1 Model 2 Model 3 Model 4

Parenthood 0.109* 0.108* 0.109* 0.109* 0.108*
(0.062) (0.063) (0.063) (0.063) (0.063)

Migration −0.373** −0.372** −0.369** −0.374** −0.369**
(0.072) (0.072) (0.072) (0.072) (0.072)

Other
Election 0.235** 0.233** 0.237** 0.237** 0.235**

(0.033) (0.033) (0.033) (0.033) (0.033)
Midterm −1.771** −1.769** −1.781** −1.771** −1.780**

(0.065) (0.065) (0.065) (0.065) (0.065)
Constant −1.901** −1.901** −1.918** −1.834** −1.872**

(0.115) (0.116) (0.116) (0.119) (0.122)
Variance Components
Intercept 3.031 3.021 3.070 3.024 3.052
Election 0.160 0.160 0.165 0.160 0.165
Observations 11,170 11,170 11,104 11,162 11,098
Cases 3,791 3,791 3,777 3,788 3,775

Note: data come from the National Longitudinal Study of Youth 1997. Cell entries are coefficients
from a multi-level logistic regression; standard errors are listed in parentheses. **p< 0.05,
*p< 0.10
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Fig. 2. Predicted probabilities of voting across levels of depression and change in depression
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predicted probability of voting in 2004) compared to ‘hardly at all’ (15 per cent predicted
probability of voting in 2004).
We replicate the findings from Table 1 using the PSID and report these results in Appendix

Table B.1. The results of the PSID analysis reveal that SRHS is negatively associated with the
initial probability of voting, while depression negatively affects growth in voting over time. The
similarity between the NLSY and PSID results affirms our conclusion that health affects
turnout, but it depends on what aspect of health and turnout are considered. Nevertheless, two
differences in the substantive effects are worth noting. First, the NLSY model tends to
underestimate participation levels compared to the PSID model. This difference means that the
effect sizes of depression and SRHS observed in the NLSY model are probably smaller than
their actual effect on turnout in the population. Secondly, while the NLSY model shows that
increases in depression over the course of young adulthood can stunt the development of
a voting habit, this effect was not as strongly observed in the PSID. The voting trajectory of
those with depression is flattened in the PSID relative to those with consistently average
or improved levels of depression, but it is not flat as in the NLSY.

Interactions with Parental Education

While the findings from Table 1 show that different aspects of health affect the development of
a voting habit at different points in the process, they tell us nothing about how this process
interacts with other childhood and adolescent resources that are important to political
participation. In this section we examine how parental education conditions the effects of health
on voting by including interaction terms between parental education and each measure of
health. We report these results in Table 2. Model 1 shows that physical limitations do not affect
political participation at any value of parental education. This comports with our hypothesis that
physical limitations matter later in life, and therefore should not reveal an effect regardless of
parental education.
Next we turn to depression. The results of Model 2 in Table 2 reveal that the effects of

depression documented earlier hold regardless of parental education levels. As we noted before,
depression does not affect the starting level of turnout but does shape the voting trajectory. This
finding does not follow our hypothesis of cumulative disadvantage, in which those from
disadvantaged backgrounds would be hit hardest by depression because they would not have
other resources to compensate for the lack of motivation and physical fatigue induced by
depression.
Perhaps the most interesting and surprising results are those related to how parental education

conditions the effect of SRHS. Model 3 of Table 2 reveals that the interaction term for each
measure of SRHS is statistically significant and in the opposite direction from the other,
suggesting that changes in health over time can have opposing effects on turnout depending on
parental education. This finding holds in Model 4 after controlling for physical limitations and
depression. For ease of interpretation, Figure 3 plots the probability of voting in 2008 for four
illustrative cases in which health either changed or stayed the same between 2004 and 2008 –

poor to poor, poor to excellent, excellent to poor, and excellent to excellent – across all the
potential values of parental education.
Two noticeable patterns emerge from this graph. First, the probability of voting increases

with parental education when health is consistent over time: those who are always in excellent
health are more likely to participate than those who are always in poor health. Secondly, the
effect of changes in SRHS over time is conditional upon parental education. Those who
transitioned from poor health to excellent health are the least likely to vote when parental
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TABLE 2 The Effect of Self-rated Health Status on Voting is Conditional on Parental
Education

Model 1 Model 2 Model 3 Model 4

Health: Initial Probability
Physical Limitations (2002) 0.146 0.182

(0.141) (0.143)
Limitations × parental education 0.047 0.023

(0.168) (0.172)
Depression −0.004 0.012

(0.065) (0.066)
Depression × parental education −0.084 −0.093

(0.075) (0.077)
Self-rated health status −0.139* −0.128*

(0.073) (0.074)
SRHS× parental education 0.175** 0.175*

(0.089) (0.091)
Health: Time-Varying
Physical Limitations (2008) −0.139 −0.153

(0.165) (0.167)
Limitations × parental education 0.102 0.112

(0.179) (0.183)
Depression −0.209** −0.210**

(0.055) (0.056)
Depression × parental education 0.078 0.080

(0.065) (0.065)
Self-rated health status −0.004 0.030

(0.058) (0.059)
SRHS× parental education −0.128* −0.122*

(0.073) (0.074)
Controls: Initial Probability
Black 0.754** 0.745** 0.760** 0.746**

(0.098) (0.098) (0.098) (0.099)
Other −0.479** −0.491** −0.477** −0.486**

(0.123) (0.123) (0.123) (0.124)
Female 0.484** 0.531** 0.512** 0.534**

(0.081) (0.082) (0.082) (0.083)
Parental education 0.223** 0.239** 0.221** 0.208**

(0.055) (0.053) (0.062) (0.065)
Family Income 0.023** 0.023** 0.022** 0.023**

(0.010) (0.010) (0.010) (0.010)
GPA 0.039 0.045 0.031 0.040

(0.077) (0.077) (0.078) (0.078)
Age 0.005 0.008 0.004 0.004

(0.028) (0.028) (0.028) (0.029)
Education 0.258** 0.254** 0.252** 0.253**

(0.044) (0.045) (0.045) (0.045)
Political interest 0.314** 0.320** 0.311** 0.315**

(0.045) (0.045) (0.045) (0.046)
Married 0.016 0.022 0.022 0.016

(0.146) (0.146) (0.147) (0.147)
Divorced 0.310 0.296 0.297 0.289

(0.337) (0.339) (0.338) (0.341)
Parenthood −0.137 −0.127 −0.136 −0.122

(0.092) (0.093) (0.093) (0.093)
Migration −0.310** −0.303** −0.314** −0.309**

(0.093) (0.093) (0.093) (0.094)
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education is low, but the most likely when parental education is high. The exact opposite is true
for those who transition from excellent health to poor health. These results do not comport with
a story about cumulative disadvantage as we originally imagined, but instead suggest that a lack

TABLE 2 (Continued )

Model 1 Model 2 Model 3 Model 4

Controls: Time-Varying
Education 0.082** 0.077** 0.081** 0.079**

(0.035) (0.035) (0.035) (0.035)
Political interest 0.711** 0.713** 0.711** 0.716**

(0.039) (0.039) (0.039) (0.039)
Married −0.076 −0.106 −0.078 −0.107

(0.103) (0.103) (0.103) (0.104)
Divorced −0.554 −0.560 −0.553 −0.570

(0.209) (0.209) (0.209) (0.210)
Parenthood 0.108* 0.105* 0.108* 0.103*

(0.063) (0.063) (0.063) (0.063)
Migration −0.373** −0.370** −0.374** −0.371**

(0.072) (0.072) (0.072) (0.072)
Other
Election 0.233** 0.238** 0.235** 0.235**

(0.033) (0.033) (0.033) (0.033)
Midterm −1.769** −1.783** −1.775** −1.786**

(0.065) (0.065) (0.065) (0.065)
Constant −1.902** −1.918** −1.839** −1.876**

(0.116) (0.116) (0.120) (0.122)
Variance Components
Case (intercept) 3.031 3.074 3.060 3.099
Election 0.161 0.163 0.164 0.169
Observations 11,170 11,104 11,162 11,098
Cases 3,791 3,777 3,788 3,775

Note: data come from the National Longitudinal Study of Youth 1997. Cell entries are coefficients
from a multi-level logistic regression; standard errors are listed in parentheses. **p< 0.05, *p< 0.10
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Fig. 3. Predicted probabilities of voting across levels of SRHS and parental education
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of resources can mobilize turnout under the auspices of a grievance. We elaborate on this
possibility in the discussion, but do so cautiously given that the results do not replicate in our
analysis of the PSID (reported in Appendix Table B.2).

Interactions with Family Income

Next we turn to the conditional effect of family income. As shown in Table 3, none of the
interaction terms are statistically significant. These findings thus mirror those reported in
Table 1 and do not change our understanding of health, except to the extent that the lack of
statistically significant interaction terms indicates that the effects of health on participation are
present regardless of economic background. The replication of these results using the PSID is
reported in Appendix Table B.3.

CONCLUSIONS

Our findings advance research on voter turnout more broadly and the health–participation gap
more specifically. Regarding turnout, the results of this article challenge the commonly held
view that the probability of voting uniformly increases throughout young adulthood. We show
that certain conditions – in this case, depression – dampen the probability of voting in spite of
all the changes in young adulthood, such as education, mobilization and familiarization with the
political process – that would typically lead to a positive voting trajectory during this period.
Because of the age limitations of our data, it remains to be seen whether the negative voting
trajectory that results from depression is temporary or permanent, but even the possibility that it
is permanent should be of concern, given the habitual nature of voting.
This study also contributes to the larger research agenda on health and politics. Recent

research, much of it conducted in isolation, finds that various facets of adult health are
associated with political participation. We tie together and strengthen the inferences of these
disparate findings using a developmental framework that incorporates multiple dimensions of
adolescent and young adult health. Doing so allows us to distinguish the effect of health on
starting levels of turnout from the voting trajectory. We find that: (1) self-rated health reduces
the initial probability of voting but not the voting trajectory, (2) depression slows (and
sometimes even reverses) an individual’s voting trajectory and (3) physical limitations do not
have a statistically significant effect on either the initial probability of voting or a citizen’s
trajectory in young adulthood; however, this does not rule out the possibility of an effect later
in life.
That these findings were replicable across datasets bolsters the strength of our results and

more generally solidifies the idea that health affects participation. Importantly, the findings
have larger implications for social and political processes beyond voter turnout. In particular,
they contribute to emerging scholarship on the ‘new inequality paradigm’, which emphasizes
the role of interdisciplinary research in highlighting and documenting the breadth and depth of
social, economic and political inequalities around the world.72 With respect to health and
politics, research elsewhere suggests that the diminution of political voice due to health
inequalities has political consequences73 that may reinforce initial inequalities in health.74 If this
is the case, then knowing when and how health inequalities lead to inequality in political

72 Savage 2016.
73 Pacheco 2014; Pacheco and Fletcher 2015.
74 Ojeda 2015.
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TABLE 3 Family Income Does Not Condition the Health-turnout Linkage

Model 1 Model 2 Model 3 Model 4

Health: Initial Probability
Physical Limitations (2002) −0.008 0.046

(0.221) (0.224)
Limitations × family income 0.033 0.030

(0.037) (0.037)
Depression −0.063 −0.038

(0.098) (0.100)
Depression × family income 0.011 0.009

(0.015) (0.016)
Self-rated health status −0.196* −0.176

(0.115) (0.118)
SRHS× family income 0.015 0.013

(0.021) (0.021)
Health: Time-Varying
Physical Limitations (2008) 0.130 0.111

(0.252) (0.256)
Limitations × family income −0.049 −0.048

(0.037) (0.037)
Depression −0.209** −0.214**

(0.085) (0.086)
Depression × family income 0.001 0.002

(0.014) (0.014)
Self-rated health status 0.042 0.082

(0.092) (0.094)
SRHS× family income −0.012 −0.014

(0.016) (0.017)
Controls: Initial Probability
Black 0.756** 0.746** 0.758** 0.747**

(0.098) (0.098) (0.098) (0.098)
Other −0.478** −0.489** −0.478** −0.482**

(0.123) (0.123) (0.123) (0.124)
Female 0.487** 0.534** 0.513** 0.540**

(0.081) (0.082) (0.081) (0.082)
Parental education 0.235** 0.234** 0.237** 0.234**

(0.053) (0.053) (0.053) (0.053)
Family Income 0.024** 0.023** 0.021* 0.024**

(0.011) (0.010) (0.012) (0.012)
GPA 0.042 0.043 0.028 0.037

(0.077) (0.077) (0.077) (0.078)
Age 0.005 0.008 0.004 0.006

(0.028) (0.028) (0.028) (0.029)
Education 0.258** 0.253** 0.252** 0.253**

(0.044) (0.045) (0.044) (0.045)
Political interest 0.313** 0.319** 0.310** 0.312**

(0.045) (0.045) (0.045) (0.046)
Married 0.017 0.019 0.022 0.014

(0.146) (0.146) (0.146) (0.147)
Divorced 0.320 0.298 0.295 0.297

(0.337) (0.340) (0.337) (0.341)
Parenthood −0.136 −0.132 −0.138 −0.129

(0.092) (0.093) (0.092) (0.093)
Migration −0.312** −0.299** −0.310** −0.304**

(0.093) (0.093) (0.093) (0.094)
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voice is important for breaking this cycle. Our findings suggest that breaking the health–
participation linkage cannot be done by treating health as a monolith – in which individuals are
simply characterized as healthy or unhealthy – but requires recognizing the multidimensionality of
health. Indeed, severing the health–participation linkage will require diverse efforts: encouraging
participation among young adults with poor-rated health, mobilizing individuals with depression
and potentially findings ways to facilitate participation among older citizens with physical
limitations.
As research on health and politics continues to grow, we see three important lines of research.

First, scholars should continue exploring the effect of health on political behavior by
considering other forms of participation and political attitudes. The majority of the literature
focuses on voter turnout. Voting is arguably one of the easiest forms of political participation,
and may therefore be less affected by health disparities than other forms of participation, such as
working in campaigns or in the community, contacting government officials and contributing
money.75 In addition to alternative forms of participation, scholars should also consider other
types of health indicators. For example, research on the mental health–participation linkage has
thus far focused primarily on depression. Other forms of mental health should also be
considered – potentially including anxiety, externalizing and substance-related behaviors, and

TABLE 3 (Continued )

Model 1 Model 2 Model 3 Model 4

Controls: Time-Varying
Education 0.082** 0.079** 0.080** 0.079**

(0.035) (0.035) (0.035) (0.035)
Political interest 0.710** 0.714** 0.710** 0.715**

(0.039) (0.039) (0.039) (0.039)
Married −0.077 −0.105 −0.076 −0.105

(0.103) (0.103) (0.103) (0.104)
Divorced −0.556** −0.561** −0.546** −0.563**

(0.209) (0.209) (0.209) (0.210)
Parenthood 0.110* 0.110* 0.108* 0.109*

(0.063) (0.063) (0.063) (0.063)
Migration −0.372** −0.368** −0.374** −0.368**

(0.072) (0.072) (0.072) (0.072)
Other
Election 0.232** 0.236** 0.236** 0.234**

(0.033) (0.033) (0.033) (0.033)
Midterm −1.770** −1.780** −1.772** −1.781**

(0.065) (0.065) (0.065) (0.065)
Constant −1.906** −1.922** −1.833** −1.886**

(0.117) (0.116) (0.122) (0.125)
Variance Components
Case (intercept) 3.011 3.069 3.036 3.056
Election 0.161 0.165 0.160 0.167
Observations 11,170 11,104 11,162 11,098
Cases 3,791 3,777 3,788 3,775

Note: data come from the National Longitudinal Study of Youth 1997. Cell entries are coefficients
from a multi-level logistic regression; standard errors are listed in parentheses. **p< 0.05, *p< 0.10

75 Verba, Nie, and Kim 1978.
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personality disorders. Examining several measures of mental health will illuminate which
aspects matter most for participation. This is also the case with specific chronic conditions.
Gollust and Rahn show that both cancer and heart disease affect voting in different ways.76

Sund and colleagues show that mental health disorders, alcoholism and neurodegenerative brain
diseases reduce the probability of voting, while cancer, chronic obstructive pulmonary disease
and asthma do the opposite.77 Future research should continue to theoretically and empirically
distinguish between when specific chronic conditions are expected to depress turnout and when
they become motivating factors for participation (for example, participation and advocacy
among women who have, or have had, breast cancer).
A second line of research would focus on the policy consequences of health-based

inequalities in participation. Are individuals in poor health under-represented compared to their
healthy counterparts? Research shows a direct link between inequalities in turnout and policy
responsiveness, yet the majority of this research concentrates on class-based politics.78 Since
voters are better represented than non-voters, it79 stands to reason that healthy individuals may
also enjoy better responsiveness. Preliminary evidence is suggestive. For instance, Pacheco
finds that healthy individuals are better represented by their congressional representatives
compared to unhealthy citizens; this positive relationship is particularly true for individuals who
are affluent as well as when citizens are represented by Republicans.80 Determining the extent
of under-representation and its policy consequences are important for identifying the magnitude
of the problem.
Finally, having firmly established a health–participation link, scholars should turn their

attention to examining how the under-representation of individuals in poor health reinforces both
poor health and health-based inequalities in participation. Institutions and policies shape how
individuals experience health and navigate the health system, which raises the possibility that the
health–participation link is self-reinforcing. Evaluating how access to (and the quality of)
healthcare is shaped by healthcare policy and then experienced differently across racial, gender
and class identities could be important in understanding how institutions and policies can close
the health–participation gap. For example, recent changes in the state of healthcare due to the
Affordable Care Act (ACA), as well as challenges and changes to the ACA, means that the
healthcare landscape is constantly changing. Evaluating the policy consequences of the ACA, as
well as state-level variation in its implementation, will reveal the extent to which access to and
the quality of healthcare can magnify the political voice of individuals in poor health. These
suggestions are forward looking, but should in no way obscure the noteworthy contributions of
the current study. To reiterate, we add to a growing body of research on health and participation
through a more detailed analysis of longitudinal data. We show that health politics research must
consider the multidimensionality of health as well as the habit of voting to fully understand what
the health–participation gap represents.
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