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Abstract The purpose of the study is (1) to compare the

effects of factors on self-rated health (SRH) among older

non-Hispanic Whites (NHW), Hispanic, and Asian Cali-

fornians and (2) to provide estimated influence size of each

factor on SRH. This study analyzed secondary data drawn

from the 2005 California Health Interview Survey. Binary

logit regressions were used to analyze data with the Jack-

knife replication sampling weights. Significant differences

were found in SRH among the three groups. Hispanics and

Asians reported poorer health than NHW. Socioeconomic

status, acculturation, and health access significantly

accounted for an association between ethnicity and SRH.

However, the magnitudes of their effects on SRH varied

across the groups and by the factors examined. This study

discusses and concludes with some recommendations on

the opportunities presented by the Affordable Care Act and

Healthy People 2020.
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Background

Addressing health disparities has been the nation’s top

priority in health policy and research [1]. Disparities exist

between non-minority and minority populations in such

areas such as morbidity, healthcare access, and quality [2].

Such disparities adversely impact health outcome, care

costs, and quality of life at the individual level, while they

increase social injustice and economic burden at the social

level [3]. Yet, the final report on Healthy People 2010

indicates that 172 out 969 objectives (17.7 %) have been

met or exceeded the target [4]. Even with three to four

decades of efforts in the Healthy People initiatives, more

work remains to be done. Several provisions in the

Affordable Care Act of 2010 and the Healthy People 2020

demonstrate continued commitment to addressing health

inequalities. Health disparity may gain more significance

for policy and research priorities as the population of for-

eign-born older Hispanic and Asian populations experi-

enced a steady increase in the US [5, 6].

Among many indicators used in health disparities

research, self-rated health (SRH) has been a focus of study

since it was found to be a powerful and important predictor

of mortality, morbidity, and functional ability [7–9]. It has
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been also used as a consistent measure in many health

disparities initiatives. Other studies also examined the

biological likelihood of the relationships between the

presence of objective health conditions and subjective

SRH, aiming to describe the biological pathways from

bodily sensations and pains to self-ratings of health

[10–12]. A single item of SRH is a subjective but useful

measure. Although it can be interpreted differently for

racial/ethnic groups [13, 14], McGee et al. [9] and Erosheva

et al. [15] seemed to support the utility of using the item in

population research including Asians and Hispanics.

Ethnic minorities such as African Americans and

Hispanics are likely to report poorer SRH consistently

than NHW [13, 16–20]. Studies conducted with NHW

and Hispanic adults identified socioeconomic status as a

main determinant of SRH. Lower level of income and

lower educational attainment were significantly associ-

ated with poorer SRH [13, 16, 17, 21]. Self-rated health

differs significantly by nativity (US-born vs. foreign-

born) and English language proficiency [16, 22, 23].

Only 27 % of foreign-born Mexican adults reported

excellent or very good health, while as many as 56 % of

US-born Mexican adults chose the same categories [16].

In contrast, very few studies of SRH are available for

older Asian American groups and subsequently very little

is known about the determinants of SRH in this popu-

lation [24, 25].

While prior research examined the question of whether

or not the health disparities exist and the question of

which factors are significantly related to ethnic disparities

in SRH, the question of how much remains unanswered,

that is, how much influence each known factor affects

SRH in each group. Examining the extent of influence of

each factor may help to assess the relative importance of

factors in the groups of interest, and better target our

programming and interventional effort to improve cultural

competency in reducing the health disparities. The pur-

pose of this study is: (1) to compare the effects of factors

on SRH among older NHW, Hispanic, and Asian Cali-

fornians and (2) to provide estimated influence size of

each factor on SRH.

Methods

Participants and Design

This study utilized secondary data from the 2005 California

Health Interview Survey (CHIS). A subset of 2005 CHIS

Adult Data was developed based on two criteria of self-

identified ethnicity and self-reported age of 65 or older.

The total unweighted sample size was 9,158; 8,065 NHW,

482 Hispanics, and 611 Asians, respectively.

Measures

Self-Rated Health

Self-rated health was assessed using a one-item question,

‘‘Overall, how would you rate your health?’’ with five

response categories (e.g., Excellent, Very good, Good, Fair,

and Poor). It serves as a main dependent variable of the study.

Other Health Indicators

Two health-related variables were used as covariates along

with demographic variables. They include the summed

number of chronic conditions and the level of psychological

distress. The composite score of the Kessler 6-item psycho-

logical distress scale [26] ranged from 0 to 24 with the higher

score indicating a higher level of psychological distress.

Demographic Variables

Age, gender, and marital status were examined as demo-

graphic control variables. Age was dichotomized into

‘‘65–74 years old’’ and ‘‘75 and older.’’ Marital status was

dichotomized into ‘‘Married’’ and ‘‘Not Married.’’

Socioeconomic Status Factor

Three indicators of socioeconomic status were employed:

educational attainment, household total annual income, and

poverty status.

Acculturation Factor

Two variables were used: nativity (US or foreign born) and

English proficiency with three responses of ‘‘very well,’’

‘‘well,’’ and ‘‘not well.’’ From the two variables, one var-

iable was developed to have three categories: 0 = ‘‘US-

born,’’ 1 = ‘‘Foreign-born and proficient English,’’ and

2 = ‘‘Foreign-born and limited English.’’

Health Access Factor

Health insurance status included: Medicare and Medicaid,

Medicare and other insurance, Medicare only, other

insurance only, and Uninsured. Then, respondents were

asked whether they had a usual source of care (yes/no).

Finally, respondents were asked whether they had visited

doctors in the past 12 months with a yes/no response.

Analysis

To compare the effects of factors on SRH among older

NHW, Hispanic, and Asian Californians, a focal relationship
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was defined as the one between ethnicity and SRH. Self-rated

health was dichotomized with 0 = ‘poor’ or ‘fair’ and

1 = ‘good,’ ‘very good,’ or ‘excellent.’ Multivariate binary

logit regressions were used to estimate the effects of each

factor on SRH in a hierarchical manner and to examine if and

how much each added factor would mediate the focal rela-

tionship between ethnicity and SRH. Three additional fac-

tors included SES, Acculturation factor, and Health Access

factor. In total, four models were developed with each factor

entered into a base model that includes ‘‘ethnicity,’’ con-

trolling for demographic variables (i.e., age, gender, living

alone) and health conditions (i.e., psychological distress and

the number of chronic conditions). The above analyses were

conducted twice separately: one between NHW and His-

panic and the other between NHW and Asians. Multicol-

linearity among the independent variables was examined by

using the procedure and a program of Stata 10.1. Based on

the inspection of VIF and tolerance, two variables, ‘‘total

household income and poverty,’’ showed the variance

inflation factor (VIF) values of more than 10 and a tolerance

value of 0.1 or less, indicating the presence of collinearity

[27]. A variable of ‘‘total household income’’ was, then,

dropped. After multicollinearity was examined, the removal

of the income variable confirmed the absence of collinearity

with the mean VIF of 1.85.

Finally, in order to estimate the differential influence

size of each factor on SRH, percent changes in binary logit

coefficients were calculated with the addition of each

factor. The comparison of the changes in logit coefficients

allows for examining the contributions of each factor to the

focal relationship [27]. All data analysis procedures were

performed with Stata 10.1, with Jackknife sampling

weights applied. This study was reviewed and approved by

the first author’s Institutional Review Board.

Results

Demographic and Socioeconomic Characteristics

Table 1 presents demographic and socioeconomic charac-

teristics by ethnic groups. Approximately 57 % of the total

sample was female. NHW were more likely than Hispanics

and Asians to be older in age. Fifty-six percent of the total

sample was married. Overall, the NHW reported the highest

level of education and income and lowest in poverty. In

contrast, Hispanics were the most disadvantaged, particu-

larly for poverty (39 % living under poverty) and education

(66.2 % for less than high school education). As for accul-

turation, 78 % of Asians and 57 % of Hispanics were for-

eign-born. Approximately 51 % of Hispanics and 38.9 % of

Asians reported English proficiency as ‘‘not well.’’

Health Status

As presented in Table 2, there were substantial group

differences in SRH. Approximately 74 % of the NHW

rated their health as ‘‘Excellent,’’ ‘‘Very Good,’’ or

‘‘Good,’’ compared to 48 % of Hispanics and 55 % of

Asians. About half of the total sample had arthritis, and

close to 60 % had high blood pressure. Hispanics reported

the highest prevalence of arthritis (52.8 %) and diabetes

(30.0 %). Approximately two-thirds suffered from co-

morbid conditions. Both Hispanics and Asians reported

higher psychological distress than NHW. Lastly, the

majority reported having a usual source of care, but

Asians (87.3 %) were the least likely to have visited a

doctor in the past 12 months compared to NHW (92.5 %)

and Hispanics (90.5 %).

Table 1 Demographic and socioeconomic characteristics of three

ethnic groups in California: weighted percentages

Variables Ethnicity

Non-Hispanic White Latino Asian

Gender (female)*** 55.6 58.4 57.6

Age group***

65–74 47.4 62.5 56.3

75- or older 52.6 37.5 43.7

Marital status

Married 54.4 57.6 60.2

Not marrieda 45.6 42.4 39.8

Educational attainment***

Less than high school 11.2 66.2 21.8

High school graduate 32.9 19.1 24.8

Some college or more 55.9 14.7 53.4

Household annual income**

$0–9,999 4.6 29.5 20.7

$10,000–29,900 33.2 48.1 38.8

$30K or more 62.2 22.4 40.5

Poverty level***

0–99 % FPL 4.5 38.5 22.2

100–199 % 18.4 33.0 32.1

200 % FPL or more 77.1 28.5 45.7

Nativity (foreign-born)*** 9.1 56.8 77.7

Years lived in the USb

Less than 14 years 1.7 9.4 19.8

15 or more years 98.3 90.6 80.2

English proficiency***

Very well or well 99.3 49.1 61.1

Not well 0.7 50.9 38.9

* p \ .05; ** p \ .01; *** p \ .001
a Includes widowed/separated/divorced/living with partner
b Applies only to foreign-born respondents
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Results from Analysis on NHW and Hispanics

As presented in Table 3, Model 3.1 (base model) indicates

that Hispanics were significantly less likely to rate their

health better than NHW (b = -1.39, p \ .001), after con-

trolling for demographic and other health variables. When the

socioeconomic factor was added (Model 3.2), logit coeffi-

cient reduced from -1.39 to -0.83 (p \ .001). The socio-

economic factor accounted for the ethnic difference in SRH.

In Model 3.3, the addition of the acculturation factor

contributed to the decrease in the logit coefficients to

-0.56 (p \ .05), yet a significant ethnic difference in SRH

remained. Along with an educational attainment, both

being foreign-born and limited in English proficiency

appeared to be risk factors for poor SRH (b = -0.87,

p \ .01). The health access factor was entered as the final

model (Model 3.4). The logit coefficient dropped by about

0.01 to -0.54 (p \ .05) from the previous model. In Model

3.4, the ethnic difference in SRH still remained significant.

Having ‘‘Medicare and other’’ as a source of healthcare

seemed to serve as a protective factor, compared to the dual

eligible’s. For the model with NHW and Hispanics, ethnic

differences in SRH were not fully accounted for, even

controlling for demographic and health conditions, SES,

acculturation, and health access factors.

For the influence size of each factor on SRH, SES factor

(Model 3.2) represents about 40.3 % decrease in logit

coefficients (-1.39 to -0.83). The acculturation factor

brought an additional 20 % decrease in logit coefficients,

amounting to 60.4 % decrease in Model 3.3. However, the

health access factor contributed little to accounting for

SRH difference with only 1.5 %.

Results from Analysis on NHW and Asians

Table 4 displays results on NHW and Asians. In Model

4.1, the adjusted logit coefficient was b = -1.11

(p \ .001). Model 4.2, which included the SES factor

showed logit coefficients that dropped to -0.87 (p \ .001).

As with Hispanics, the educational attainment showed

statistical significance. However, ‘living above 200 % FPL

above’ was significantly associated with better SRH.

Entering the acculturation factor (Model 4.3) has

reduced the coefficient from -0.87 to -0.39 (p \ .05).

Those who were foreign-born and had limited English

proficiency appeared to report worse SRH (b = -1.40,

p \ .001).

Lastly, the contribution of health access to ethnic dif-

ference in SRH is substantially smaller, as seen in only

0.06 change in the logit coefficients (b = -0.33, n.s.) in

Table 2 Health status of three

ethnic groups in California:

weighted percentages and

means

* p \ .05; ** p \ .01;

*** p \ .001

Variables Ethnicity (%)

Non-Hispanic White Latino Asian

Self-rated health***

Excellent/very good/good 73.9 48.7 54.8

Fair/poor 26.1 51.3 45.2

Chronic conditions

Arthritis*** 51.3 52.8 41.0

Cancer*** 29.3 9.8 9.1

Diabetes*** 13.9 30.0 18.2

High blood pressure 58.8 61.7 60.3

Heart disease 23.6 17.8 19.9

Stroke 9.4 8.4 7.7

The number of chronic conditions (co-morbidity)

None 9.5 11.9 11.5

1 21.1 18.9 26.5

2 or more 69.4 69.1 62.0

Level of psychological distress (0–24)* (Mean/SD) 2.35 (0.05) 2.93 (0.25) 2.95 (0.17)

Health insurance***

Medicare ? MediCal 11.2 40.6 42.1

Medicare ? other 78.3 38.9 42.9

Medicare only 6.4 9.2 7.1

Other only 3.8 9.2 6.2

Uninsured 0.3 2.1 1.6

Have usual source of care (yes) 97.7 96.4 96.6

Visited doctors in the past 12 months (yes)** 92.5 90.5 87.3
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Model 4.4. Yet, the ethnic difference in SRH seemed to be

no longer significant. For this model, it appears that

demographic and health conditions, SES, acculturation,

and health access factors explain away the ethnic differ-

ence in SRH between NHW and Asians.

Regarding the influence size of each factor on SRH, SES

factor (Model 4.2) represents about 21.6 % decrease in

logit coefficients (-1.11 to -0.87). The largest change of

about 43 % decrease in logit coefficients was noted with

the addition of Acculturation factor in Model 4.3. The

health access factor (Model 4.4) brought about 6.3 %

changes for SRH difference.

Discussion

This study examined ethnic differences in SRH for three

groups aged 65 and older in the state with a larger foreign-

born older population of Hispanic and Asians. It estimated

the relative influence size of socioeconomic status, accul-

turation, and health access in accounting for ethnic dif-

ferences in SRH. This study reaffirmed evidence for

persistent ethnic difference in SRH among older popula-

tions. Both older Hispanic and Asians reported poorer

health than their NHW counterparts. These findings are

consistent with previous research that reported poorer self-

reported health among older Hispanics (i.e., Mexican–

American) [28, 29] and Asian adults [24]. Factors such as

socioeconomic status, acculturation, and health access

factors accounted for the ethnic difference in SRH. For

example, the significant effect of educational attainment

has been found in this study as in previous studies [16–18,

21]. Acculturation was significantly associated with better

SRH among older Hispanics [21, 22, 30]. Lastly, this study

found a relatively small effect of health access (or insur-

ance) to health disparities [31–33].

Table 3 Binary logit models of better self-rated health for White and Latino

Variables Model 3.1a (base) Model 3.2 (SES) Model 3.3 (acculturation) Model 3.4 (health access)

b (SE)b b (SE) b (SE) b (SE)

Ethnicity

Latinos (White = reference category) -1.39 (0.17)*** -0.83 (0.19)*** -0.56 (0.22)* -0.54 (0.22)*

Socioeconomic status factor

Educational attainment

Less than HS (reference) – – –

HS graduate 0.29 (0.15) 0.18 (0.16) 0.16 (0.16)

Some college or more 0.57 (0.16)** 0.46 (0.17)** 0.44 (0.17)*

Poverty level

0–99 % FPL (reference) – – –

100–199 % 0.33 (0.19) 0.21 (0.19) 0.15 (0.19)

200 % FPL or more 0.70 (0.18)*** 0.56 (0.17)** 0.45 (0.19)*

Acculturation factor

US-born (reference) – –

Foreign-born and English 0.22 (.17) 0.21 (0.17)

Foreign-born and limited English -0.87 (0.30)** -0.82 (0.31)**

Health access factor

Health insurance

Medicare ? Medicaid (reference) –

Medicare ? other 0.32 (0.13)*

Medicare only 0.34 (0.20)

Other only and uninsured 0.20 (0.23)

Usual source of care (1 = yes) 0.11 (0.27)

Visited doctors (1 = yes) -0.06 (0.18)

Constant 3.30 (0.13)*** 2.24 (0.24)*** 2.45 (0.23)*** 2.21 (0.36)***

Fit statistics F(6, 74) = 111.03*** F(10, 70) = 64.9*** F(12, 68) = 53.4*** F(17, 63) = 39.9***

* p \ .05; ** p \ .01; *** p \ .001
a For brevity of the presentation, estimates for demographic (age, gender, living alone) and health-related variables (psychological distress and

the number of illness) are not reported (available upon request)
b Standard errors are Jackknife replication standard errors
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This study also examined differential determinants of

SRH by ethnic groups in order to provide explanatory

factors. A comparison was made of the influence size of

each factor in accounting for ethnic differences in SRH.

For Hispanics, SES (i.e., education) turned out to be more

salient factor than others, while for Asians, the level of

acculturation was. This shows that although the SES,

acculturation and English proficiency have been consid-

ered significant to SRH in the previous literature for

Asian and Hispanic populations, this study demonstrated

the relative saliency of those factors varying by the group

involved. This finding would be essential to identifying

any priority areas or target issues for further intervention

efforts aimed at health disparities. For example, the sal-

ience of education for the Hispanic highlights the need to

place greater focus on effective communication, outreach,

and community campaign aimed to increasing awareness

and knowledge of health-related information and health

literacy. On the other hand, for the Asians, greater

emphasis should be placed on the increased efforts to

understand culture-related health belief and behaviors that

may not be consistent with mainstream health care in

terms of autonomy, self-determination, and decision-

making styles.

Comparable information on the determinants of ethnic

difference (or disparities) in SRH still remains limited on

older populations. As noted in this study, it appears that the

persistence of health disparities and their factors are con-

gruent with the studies of adult populations. Nevertheless,

it is important to direct our effort towards the older pop-

ulation, since it provides a more nuanced understanding of

complex pathways that lead to health disparities, which can

thereby improve our ability to reduce them among the older

population [32, 34–36].

Table 4 Binary logit models of better self-rated health for White and Asians

Variables Model 4.1a (base) Model 4.2 (SES) Model 4.3 (acculturation) Model 4.4 (health access)

b (SE)b b (SE) b (SE) b (SE)

Ethnicity

Asians (White = reference category) -1.11 (0.15)*** -0.87 (0.15)*** -0.39 (0.19)* -0.33 (0.19)

Socioeconomic status factor

Educational attainment

Less than HS (reference) – – –

HS graduate 0.21 (0.15) 0.07 (0.15) 0.05 (0.15)

Some college or more 0.63 (0.16)*** 0.43 (0.16)* 0.39 (0.17)*

Poverty level

0–99 % FPL (reference) – – –

100–199 % 0.28 (0.20) 0.18 (0.20) 0.14 (0.21)

200 % FPL or more 0.87 (0.19)*** 0.68 (0.19)* 0.56 (0.21)*

Acculturation factor

US-born (reference) – –

Foreign-born and English 0.10 (0.17) 0.11 (0.17)

Foreign-born and Limited English -1.40 (0.24)*** -1.34 (0.24)***

Health access factor

Health insurance

Medicare ? Medicaid (reference) –

Medicare ? other 0.42 (0.12)**

Medicare only 0.30 (0.18)

Other only and uninsured 0.34 (0.24)

Usual source of care (1 = yes) 0.44 (0.36)

Visited doctors (1 = yes) 0.17 (0.15)

Constant 3.28 (0.12)*** 2.09 (0.25)*** 2.45 (0.27)*** 1.57 (0.49)***

Fit statistics F(6, 74) = 120.6*** F(10, 70) = 73.6*** F(12, 68) = 57.8*** F(17, 63) = 44.5***

* p \ .05; ** p \ .01; *** p \ .001
a For brevity of the presentation, estimates for demographic (age, gender, living alone) and health-related variables (psychological distress and

the number of illness) are not reported (available upon request)
b Standard errors are Jackknife replication standard errors
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Limitations

First, this study assumed homogeneity of within-group dif-

ferences among the Hispanic and Asian older populations.

The two groups are extremely diverse in terms of ethnic

origin, generations, English capacity, and socioeconomic

characteristics [37]. It is quite likely that the investigation

into within-group differences can uncover more insightful

information about complex pattern of health disparities

among ethnic subgroups. Second, this study used the sample

from California and the generalizability of the findings to

those in other states in the US may be limited.

Conclusions

First, in considering many strategies to address health dis-

parities, it is important to direct attention to the development

of health and social intervention tailored for the differential

and diverse needs of the various groups. It is a high time that

we move beyond ‘One Size Fits All’ intervention in the

health disparities-related policy and programs. In that vein,

one provision of the Affordable Care Act (ACA) on the

strengthening of community health centers or clinics would

be critical to serving the diverse population. The differential

levels of salience of the determinants by group need to be

taken into account in designing and developing intervention.

Many ethnic communities tend to form ethnic enclaves for

their economic and social activities, so strategically posi-

tioning and strengthening health centers or clinics in such

areas would positively contribute to addressing health

inequalities. To ensure the success of the provision, how-

ever, attention to the support and funding along with evi-

dence-based practice and research would be considered as

an integral part of the implementation.

Second, current and future health disparity initiatives

should direct more focus on older adults as a unique group.

It is one of many age groups that are projected to increase

rapidly. Older adults in general exhibit the highest level of

need as related to the biological, psychological, and social

dimensions of the aging process. Such high level of need,

in turn, may contribute to increasing health care expendi-

ture. When it comes to ethnic minority older populations,

the situation is and will be more direr. Greater efforts

should be made to identify and develop health indicators

not only for the older population in general but also for

ethnic minority older populations. Since it was only in the

latest Healthy People 2020 effort that the group was rec-

ognized as a topic area, it remains to be seen whether any

positive changes to the current status of health disparities

among older adults will be made.

Third, it is necessary that we move beyond the discus-

sion of the presence or absence of a disease to that of

quality of life. In that regard, the recent change in the

Healthy People 2020’s overarching goals and foundation

measures is much welcomed. Nevertheless, other founda-

tional measures such as ‘‘general health status,’’ ‘‘social

determinants of health,’’ ‘‘health-related quality of life and

well-being’’ should be also adopted and measured as con-

tributors to disparities and inequity. This conceptualization

would be essential to assessing any progress or effective-

ness of various health disparity initiatives for the older

population.

In conclusion, the opportunities afforded by the ACA

allow us to seriously consider how to coordinate and

integrate with the ongoing initiatives of the Healthy People

project for common goals/objectives, activities, imple-

mentation, and administration to improve and advance the

nation’s health for all.

References

1. Agency for Healthcare Research and Quality. 2011 National

Healthcare Disparities Report. Rockville, MD: US Department of

Health and Human Services. AHRQ publication no. 12-0006; 2012.

Retrieved from http://www.ahrq.gov/qual/nhdr11/nhdr11.pdf.

2. Smedley BD, Stitch AY, Nelson AR. Unequal treatment: con-

fronting racial and ethnic disparities in health care. Institute of

Medicine. Washington, DC: National Academic Press; 2003.

3. LaVeist VT, Gaskin, DJ, Richard P. The economic burden of

health inequalities in the United States. (2009). Joint Center for

Political and Economic Studies. Available at http://www.

jointcenter.org.

4. National Center for Health Statistics. Healthy people 2010 final

review. Hyattsville, MD. 2012. Retrieved from http://www.cdc.

gov/nchs/healthy_people/hp2010/hp2010_final_review.htm.

5. Derose K, Escarce JJ, Lurie N. Immigrants and health care:

sources of vulnerability. Health Aff. 2007;26:1258–68.

6. National Research Council. Eliminating health disparities: mea-

surement and data needs. Panel on DHHS collection of race and

ethnicity data. In: Ver Ploeg M, Perrin E, editors. Committee on

National Statistics, Division of Behavioral and Social Sciences

and Education. Washington, DC: The National Academy Press;

2004.

7. Idler EL, Benyamini Y. Self-rated health and mortality: a review

of twenty-seven communities. J Health Soc Behav. 1997;38:

21–37.

8. Idler EL, Kasl SV. Self-ratings of health: do they also predict

change in functional ability. J Gerontol B Psychol Sci Soc Sci.

1995;1995(50):S344–53.

9. McGee DL, Liao Y, Cao G, et al. Self-reported health status and

mortality in a multiethnic US cohort. Am J Epidemiol.

1999;149:41–6.

10. Christian LM, Glaser R, Porter K, Malarkey WB, Beversdorf D,

Kiecolt-Glaser JK. Poorer self-rated health is associated with

elevated inflammatory markers among older adults. Psychoneu-

roendocrinology. 2011;36(10):1495–504.

11. Jylha M. What is self-rated health and why does it predict mor-

tality? Towards a unified conceptual model. Soc Sci Med.

2009;69(3):307–16. doi:10.1016/j.socscimed.2009.05.013.

12. Otiniano ME, Du XL, Maldonado MR, Ray L, Markides K.

Effect of metabolic syndrome on heart attack and mortality in

J Immigrant Minority Health

123

http://www.ahrq.gov/qual/nhdr11/nhdr11.pdf
http://www.jointcenter.org
http://www.jointcenter.org
http://www.cdc.gov/nchs/healthy_people/hp2010/hp2010_final_review.htm
http://www.cdc.gov/nchs/healthy_people/hp2010/hp2010_final_review.htm
http://dx.doi.org/10.1016/j.socscimed.2009.05.013


Mexican-American elderly persons: findings of 7-year follow-up

from the Hispanic established population for the epidemiological

study of the elderly. J Gerontol A Biol Sci Med Sci. 2005;60(4):

466–70.

13. Shetterly SM, Baxter J, Mason LD, Hamman RF. Self-rated

health among Hispanic versus non-Hispanic White adults: the

San Luis Valley Health and Aging study. Am J Public Health.

1996;86(12):1798–801.

14. Markides KS, Eschbach K. Aging, migration: and mortality,

current status of research on the Hispanic paradox. J Gerontol B

Psychol Sci Soc Sci. 2005;60(Special Issue 2):S68–75.

15. Erosheva E, Walton EC, Takeuchi DT. Self-rated health among

foreign-and US born Asian Americans: a test of comparability.

Med Care. 2007;45(1):80–7.

16. Bzostek S, Goldman N, Pebley A. Why do Hispanics in the USA

report poor health? Soc Sci Med. 2007;65:990–1003.

17. Lopez R. Income inequality and self-rated health in US metro-

politan areas: a multi-level analysis. Soc Sci Med.

2004;59:2409–19.

18. Yao L, Robert SA. The contributions of race, individual socio-

economic status, and neighborhood socioeconomic context on the

self-rated health trajectories and mortality of older adults. Res

Aging. 2008;30:251–73.

19. Frisbie WP, Cho Y, Hummer RA. Immigration and the health of

Asian and Pacific Islander adults in the United States. Am J

Epidemiol. 2001;153(4):372–80.

20. Barnes PM, Adams PF, Powell-Griner E. Health characteristics of

the Asian Adults population: United States, 2004–2006. Advance

data, no. 394. Washington, DC: US Department of Health and

Human Services; 2008.

21. Finch BK, Vega WA. Acculturation stress, social support and

self-rated health among Latinos in California. J Immigr Health.

2003;5(3):109–17.

22. Angel JL, Buckley CJ, Finch BK. Nativity and self-assessed

health among pre-retirement age Hispanics and non-Hispanic

Whites. Int Migr Rev. 2001;35(3):784–803.

23. Franzini L, Fernandez-Esquer ME. Socioeconomic, cultural, and

personal influence on health outcomes in low income Mexican-

origin individuals in Texas. Soc Sci Med. 2004;59:1629–46.

24. Kandula NR, Lauderdale DS, Baker DW. Differences in self-

reported health among Asians, Latinos, and non-Hispanic Whites:

the role of language and nativity. Ann Epidemiol. 2007;17:191–8.

25. August KJ, Sorkin DH. Racial and ethnic disparities in indicators

of physical health status: do they still exist throughout later life?

J Am Geriatr Soc. 2010;58:2009–15.

26. Kessler RC, Barker PR, Colpe LJ, Epstein JF, Gfroerer JC, Hiripi

E, Howes MJ, Normand SLT, Manderscheid RW, Walters EE,

Zaslavsky AM. Screening for serious mental illness in the general

population. Arch Gen Psychiatry. 2003;60:184–9.

27. Homer DW, Lemeshow S. Applied logistic regression. 2nd ed.

New York: John Wiley & Son; 2000.

28. Hummer RA, Benjamins MR, Rogers RG. Racial and ethnic

disparities in health and mortality among the US elderly popu-

lation. In: Bulatao RA, Anderson NB, editors. Understanding

racial and ethnic differences in health in late life: a research

agenda. Washington, DC: National Academy Press; 2004.

p. 53–94.

29. Markides KS, Rudkin L, Angel RJ, Espino DV. Health status of

Hispanic elderly in the United States. In: Martin LG, Soldo B,

editors. Racial and ethnic differences in the health of older

Americans. Washington, DC: National Academy Press; 1997.

p. 285–300.

30. Finch BK, Frank R, Vega WA. Acculturation and acculturation

stress: a social-epidemiological approach to Mexican migrant

farmworkers’ health. Int Migr Rev. 2004;38(1):236–62.

31. Lantz PM, House JS, Lepkowski JM, Williams DR, Mero RP,

Chen J. Socioeconomic factors, health behaviors, and mortality:

results from a nationally representative prospective study of US

adults. JAMA. 1998;279:1703–8.

32. House JS, Williams DR. Understanding and reducing socioeco-

nomic and racial/ethnic disparities in health. In: Smedly BD,

Syme SL, editors. Promoting health: intervention strategies from

social and behavioral research. Washington, DC: National

Academy Press; 2000. p. 81–124.

33. Williams DR, Costa MV, Odunlami AO, Selina AM. Moving

upstream: how interventions that address the social determinants

of health can improve health and reduce disparities. J Public

Health Manag Pract. 2008;November(Supplement):S8–S17.

34. Adler N. Overview of health disparities. In: Thomson GE, Wil-

liams M, editors. Examining the health disparities research plan

of the national institutes of health: unfinished business (Appendix

D). Washington, DC: The National Academies Press; 2006.

p. 121–74.

35. Crimmins EM, Hayward MD, Seeman T. Race/ethnicity, socio-

economic status, and health. In: Anderson N, Bulatao R, Cohen

B, editors. Critical perspectives on race and ethnic differences in

health in later life. Washington, DC: The National Academies

Press; 2004. p. 310–52.

36. House JS. Understanding social factors and inequalities in health:

20th century progress and 21st century prospects. J Health Soc

Behav. 2002;43(2):125–42.

37. Williams DR. The health of US racial and ethnic populations.

J Gerontol B Psychol Sci Soc Sci. 2005;60(Special Issue 2):

S53–62.

J Immigrant Minority Health

123


	Comparative Analysis on Determinants of Self-Rated Health Among Non-Hispanic White, Hispanic, and Asian American Older Adults
	Abstract
	Background
	Methods
	Participants and Design
	Measures
	Self-Rated Health
	Other Health Indicators
	Demographic Variables
	Socioeconomic Status Factor
	Acculturation Factor
	Health Access Factor

	Analysis

	Results
	Demographic and Socioeconomic Characteristics
	Health Status
	Results from Analysis on NHW and Hispanics
	Results from Analysis on NHW and Asians

	Discussion
	Limitations

	Conclusions
	References


