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Abstract Self-reported health, a widely used measure of

general health status in population studies, can be affected

by certain demographic variables such as gender, race/

ethnicity and education. This cross-sectional assessment of

the current health status of older adult residents was con-

ducted in an inner-city Houston neighborhood in May,

2007. A survey instrument, with questions on chronic

disease prevalence, health limitations/functional status,

self-reported subjective health status in addition to demo-

graphic data on households was administered to a sys-

tematic random sample of residents. Older adults

([60 years of age) were interviewed (weighted N = 127)

at their homes by trained interviewers. The results indi-

cated that these residents, with low literacy levels, low

household income and a high prevalence of frequently

reported chronic diseases (hypertension, diabetes and

arthritis) also reported non-participation in community

activities, volunteerism and activities centered on orga-

nized religion, thus, potentially placing them at risk for

social isolation. Women reported poorer self-reported

health and appeared to fare worse in all health limitation

indicators and reported greater structural barriers in

involvement with their community. Blacks reported worse

health outcomes on all indicators than other sub-groups, an

indication that skills training in chronic disease self-

management and in actively eliciting support from various

sources may be beneficial for this group. Therefore, the use

of self-reported health with a broad brush as an indicator of

‘‘true’’ population health status is not advisable. Sufficient

consideration should be given to the racial/ethnic and

gender differences and these should be accounted for.
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Introduction

The Institute of Medicine (IOM) has strongly recommended

development of evidence-based, community focused strat-

egies to alleviate the disproportionate burden of illness on

minorities [1]. Minority older adults face added challenges

in maintaining their health. The National Institute on Aging

recommends provision of social support and continued

involvement in activities to foster positive effects on health

and longevity in older adults. Similarly, [2] describe suc-

cessful aging as a low probability of disease, high level of

functioning and active engagement with life. Scientists and

lay persons have long acknowledged the central role of

social relationships and involvement in activities to pro-

mote better health outcomes [3]. Being part of an active

network provides more opportunities for participation in

other activities, both of leisure and productive nature.

Volunteerism in older adults is also associated with positive

health outcomes [4, 5]. Although many older adults report

perceived restrictions in participating in community activ-

ities, [6, 7] reported that social and productive activities that

involve little or no enhancement of fitness lower the risk of

all cause mortality as much as fitness activities do. Such

activities foster feelings of being independent, engaged,
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useful and productive, which are consistently associated

with positive health outcomes [8–11].

Self-reported health (SRH), a self-reported global

assessment of perceived health, is an independent and

strong predictor of mortality and morbidity [12], in addi-

tion to being a useful indicator of a population’s overall

well being [13, 14]. Poorer health status has been found to

be associated with both lower education and income levels

in minority communities [15, 16]. Prospective studies have

found consistent associations between SRH and future

morbidity and mortality. Socio-economic status (SES) is

strongly associated with self-rated health [17] for most

studies. This global subjective health rating of SRH has

been measured by other researchers on a 3–5 point likert-

type scale in population health studies, ranging from

‘‘excellent’’ to ‘‘poor’’ and is more inclusive than current

physical status, encompassing assessments of health

behaviors, psychological well-being trajectories in health

over time and social well-being [12, 18]. As an estimate of

population health, this measure may be as effective an

indicator as collecting extensive biological data, in addition

to being far more feasible.

However, SRH evaluation is influenced by context and

the meaning of ‘excellent’ or ‘good’ health, is subject to

various interpretations [12] and it is still not clear how far

these measures correspond to the ‘‘real’’ (objective) health

status. Much debate is still ongoing about gender differ-

ences, age differences, race/ethnicity differences and SES

differences in SRH [12, 19], and whether these associations

are constant over time [20, 21]. More recently, SRH has

been researched in developing countries and also among

other minority groups in the US. It appears that even across

cultures, SRH is associated with health outcomes. Civic

engagement, measured by membership in clubs and other

civic groups, in a study done in Jordan, was found to have

an independent association with SRH, after controlling for

demographic variables and health risk factors, [22, 23]

reported that a higher proportion of women reported poorer

SRH in Syria than seen in other studies from developing

countries like Pakistan and Bangladesh. The women in this

Syrian study reported poor SRH far more frequently than

men—a finding that the authors tentatively attribute to

strong gender roles and cultural norms. A state-wide study

on Vietnamese adults in California [24], with data from the

California Health Interview Survey, reports that older

Vietnamese adults are at risk for mental health conditions

and report poorer self-reported health.

Objective

1. To assess the perceived health status, functional status,

civic/community participation and chronic disease

prevalence in older adults in an inner-city neighbor-

hood in Houston.

2. To determine the association of functional status,

chronic disease and civic participation with SRH.

3. To determine the role of education and gender in the

association of functional status, chronic disease and

civic participation with SRH.

Methods

A community-based research project was initiated by

Houston Department of Health and Human Services

(HDHHS) in a neighborhood defined by contiguous census

blocks along the Houston Ship Channel. This neighbor-

hood adjoins the Port of Houston which includes more than

150 industrial facilities, primarily petro-chemical refineries

in Houston, Texas. Community mobilization was initiated

by a citizen’s environmental coalition group concerned

about environmental pollutants. HDHHS continued to

nurture, develop and build on this initial mobilization effort

in partnership with the residents and community coalition

groups of this inner-city neighborhood, with an emphasis

on health.

A survey instrument was designed with feedback from

the local Area Agency on Aging (AAA) to gather

information on the health status of older adults in this

neighborhood. The AAA has senior assistance programs

in place for the County, with some services being offered

by external partners and contractors. AAA provides

assistance with prescription medication as well as, hear-

ing, vision and dental screening. External partners and

contractors provided services such as meal delivery pro-

grams, health promotion programs and in-home respite

care. Our survey, conducted in September 2007, con-

sisted of a sample of 308 households; children \5 year

old and adults C60 year old composed of 9.4 and 13.5%,

respectively, of the sample. This was comparable to

census 2000 population distribution of the neighborhood

area (9.5% children \5 year old, and 11.1%

adult C60 year old). Since the primary purpose of the

survey was for public benefit and to inform and improve

public service programs, the study was deemed IRB

exempt. A total of 127 community dwelling older adults

(C60 years of age) were administered the survey instru-

ment after consent to participate was noted by trained

surveyors. Assurances of confidentiality were made and

the interview lasted 15 minutes, after which the partici-

pant received a comprehensive package of information on

services and resources available in their area. Systematic

sampling was conducted in randomly selected clusters of

census blocks in the inner-city neighborhood, following
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the World Health Organization’s EPI method [25],

resulting in a representative sample of older adults in this

community.

Survey Instrument Questions

1. Self-reported health was assessed by ‘‘How would you

rate your current health?’’

2. Participation in community-based senior activities

(civic participation) was determined by ‘‘Do you

participate in activities and programs in your area that

are available to seniors such as civic clubs, volunteer-

ing in schools or hospitals, senior volunteer programs

or church programs?

3. Prevalence of chronic disease was assessed by self-

reported, doctor-diagnosed chronic conditions such as

diabetes, asthma, high blood pressure, cardiovascular

disease/stroke, arthritis or rheumatic disease, and

cancer. This manuscript reports on the three chronic

conditions that were most prevalent among the

participants.

4. Finally, data on quality of life due to health limitations,

health problems affecting day to day activities and

self-management of health conditions were assessed

by the following questions on a 5-point Likert scale.

These are identical to the question asked on Behavioral

Risk Factor Surveillance System (BRFSS).

(a) In the past month, how often has your physical health

interfered with your job or normal social activities,

hobbies, household chores, and/or errands?

(b) How confident are you that you can:

(i) Keep health problems from interfering with your

day to day routine?

(ii) Manage your health condition and decrease your

need to see a doctor?

Analytic Strategies

Data was managed and analyzed by using SPSS version

15. Descriptive statistics comprised percentages or pro-

portions to measure categorical and dichotomous data

and means or medians to measure continuous data.

Various statistical tests were applied to test the differ-

ence among outcomes. Chi-square tests were used to

compare proportions and independent sample T tests

were used to compare means. Multivariate regression

models using both logistic and linear regression, were

applied for testing the association between predictors and

outcomes after adjusting for the potential demographic

confounders.

Results

The results of our analysis are presented in the following

order. First, the demographic profile of older adults will be

presented followed by the description of the extent of

participation in community-based activities by living

arrangements (Table 1). Next, the perceived effects of

health limitations (Table 2) will be presented by gender.

Finally, the prevalence of chronic health conditions, par-

ticipation in community activities and perceived health

limitations by race/ethnicity (Table 3) and self-rated health

will be presented (Table 4). Additional logistic regression

analysis examining the relationships between the variables

of interest will be presented (Table 5), followed by the

same analysis after adjustment for potential confounders

such as education level and gender (Table 6).

Slightly more than half (51.2%) of the older adults in the

neighborhood reported being black and also being pri-

marily Spanish-speaking (53.3%). A large proportion

(60.6%) had low levels of education (less than 8th grade)

and only a quarter (24.4%) of this group had a high school

diploma; most of them did not have full time employment

(87.4%), and were not in the workforce. Almost a third

(33.1%) reported being homemakers. The survey sample

had 56 (44.1%) males and 71 (55.9%) females. Of the total

weighted N = 127, 17 lived alone (13.4%). Older adults, as

a whole, also reported low participation in the community

based senior activities (civic participation) listed. In addi-

tion, nearly half (44.8%) of this sample reported barriers in

not participating in activities as being due to health related

reasons.

Older women reported more health-related barriers to

participation in community-based senior activities (52.9%)

when compared to older men (36.4%). Older men, on the

other hand, reported greater lack of interest in participation

(42.4%) than older women (29.4%). Of our sample, older

women, more frequently than men, reported that their

perceived health limitations were a problem (Table 2).

Older women reported that their physical health interferes

with their daily activities (OR = 2.27, P = .048, 95%

CI = 1.0–4.8); they were not confident that they could

keep health problems from interfering with their daily

activities (OR = 4.53, P = .011, 95% CI = 1.36–13.68);

and were not confident about managing their health well

enough to avoid seeing a doctor (OR = 2.54, P = .057,

95% CI = 0.96–6.49) (Table 2).

Our sub-sample of older adults living alone is small.

Although the proportion of some chronic disease preva-

lence and health limitations of older adults that live alone

compared to those that live with someone are much greater,

the small sample size of older adults that live alone con-

strains us from exploring this issue in further detail.

J Community Health (2010) 35:135–141 137

123



Table 1 Proportion of all older

adults that did not participate in

the typical community activities

Activities/Resources available in the community and not utilized N %

Civic organization memberships 113 88.9

Volunteering opportunities 109 85.8

Religious organization membership 90 70.9

Received meals on wheels 122 96.1

Bingo sessions 115 90.6

Table 2 Gender differences in perceived health limitations

Males (N = 56) Females (N = 71) OR P-value

Physical health interferes with daily activities (Sometimes, All the time) 23.2 39.5 2.27* 0.048

Not confident that you can keep health problems from interfering with daily activities 21.4 31.0 4.53* 0.011

Not confident of being able to manage health so as to reduce need to see a MD 25.0 38.1 2.54* 0.057

* Statistically significant at P \ 0.05

Table 3 Racial/Ethnic

differences in self-reported

health, prevalence of chronic

conditions, participation in

activities and perceived health

limitations

White (N = 49) Black (N = 65) Hispanic (N = 12)

Self-reported health (%)

Good 53.1 50.8 66.7

Average or poor 46.9 49.2 33.3

Prevalence of chronic conditions (%)

Arthritis 34.7 46.0 16.7

Hypertension 49.0 63.5 8.3

Diabetes 31.9 34.4 27.3

Participation in activities (%)

Civic/community activities 16.3 7.7 0

Volunteerism 14.3 15.4 0

Religious organizations 20.4 35.4 25.0

Perceived health limitations (%)

Physical limitations 25.0 41.3 25.0

Difficulty coping with health 8.7 28.6 0

Difficulty managing their health 13.0 30.2 8.3

Table 4 Gender differences in

self-reported health, prevalence

of chronic conditions,

participation in activities and

perceived health limitations

Male (N = 56) Female (N = 71) Total (N = 127)

Self-reported health (%)

Good 55.4 52.1 53.5

Fair or poor 44.6 47.9 46.5

Prevalence of chronic conditions (%)

Arthritis 30.4 46.4 39.2

Hypertension 44.6 58.0 52.0

Diabetes 30.2 35.7 33.3

Participation in activities (%)

Civic/community activities 14.3 8.5 11.0

Volunteerism 12.5 15.5 14.2

Religious organizations 21.4 35.2 29.1

Perceived health limitations (%)

Physical limitations 23.6 40.6 33.1

Difficulty coping with health 7.5 26.1 18.0

Difficulty managing their health 13.2 27.5 21.3
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Table 5 Association between

self-reported health and

perceived health limitation,

participation in activities, and

chronic diseases

* Statistically significant at

P \ 0.05

** Statistically significant at

P \ 0.10

Dependent variable: reported fair or poor health (vs. reported good health)

OR 95% CI P

Perceived health limitations (%)

Physical limitations

Ref: no limitation

4.27* 1.90–9.58 0.000

Difficulty coping with health problems

Ref: no difficulty

2.84* 1.07–7.57 0.037

Difficulty managing their health problems

Ref: no difficulty

0.40* 0.16–0.97 0.04

Participation in activities (%)

Civic/community activities

Ref: not participate

0.28** 0.07–1.04 0.059

Volunteerism

Ref: not participate

0.28* 0.09–0.91 0.034

Religious organizations

Ref: not participate

0.61 0.28–1.33 0.61

Prevalence of chronic conditions (%)

Arthritis

Ref: none

1.94** 0.93–4.01 0.075

Hypertension

Ref: none

3.50* 1.67–7.35 0.001

Diabetes

Ref: none

2.21* 1.03–4.75 0.043

Table 6 Association between

self-reported health and

perceived health limitation,

participation in activities, and

chronic diseases; controlling for

gender and education

Educational classification: less

than 8 grade vs. at least 8 grade;

sex: male vs. female)

* Statistical significant at

P \ 0.05

** Statistically significant at

P \ 0.10

Dependent variable: reported fair or poor health (vs. reported good health)

OR 95% CI P

Perceived health limitations (%)

Physical limitations

Ref: no limitation

5.74* 2.34–14.06 0.000

Difficulty coping with health

Ref: no difficulty

2.91** 0.97–8.74 0.057

Difficulty managing their health

Ref: no difficulty

2.58** 0.96–6.90 0.059

Participation in activities (%)

Civic/community activities

Ref: did not participate

0.32** 0.08–1.22 0.09

Volunteerism

Ref: did not participate

0.32** 0.01–1.07 0.065

Religious organizations

Ref: not participate

0.49 0.21 1.16

Prevalence of chronic conditions (%)

Arthritis

Ref: none

1.99** 0.92–4.30 0.079

Hypertension

Ref: none

4.29* 1.85–9.98 0.001

Diabetes

Ref: none

2.12** 0.93–4.81 0.074
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When race/ethnic differences in self-rated health were

examined (Table 3), approximately half of white and black

older adults reported good health vs. fair or poor health.

However, two-thirds of the Hispanic adults reported being

in good health (although the number of older adults

belonging to this group was small). Blacks reported higher

prevalence of chronic conditions and far greater perceived

health limitations. Low levels of volunteerism and civic

participation were observed in all groups. Blacks reported

lower participation in civic/community activities but higher

levels of participation in activities centered in/around

religious organizations.

There did not appear to be a marked difference among

males and females as far as self reported health

(Table 4). However, older women reported far greater

perceived health limitations (40.6 vs. 23.6%) than older

men. Older women also reported far greater prevalence

of chronic conditions such as arthritis (46.4 vs. 30.4%),

hypertension (58.0 vs. 44.6%) and diabetes (35.7 vs.

30.2%) than older men. When examining indicators of

community involvement, more than a third (35.2%) of

older women reported being involved in activities of

religious organizations.

Among those that those that reported fair or poor health

(Table 5), were four times (OR = 4.27, P B 0.05) more

likely to report physical limitations, almost three times

(OR = 2.84, P B 0.05) more likely to report difficulty

coping with their health, and less difficulty (OR = 0.40,

P B 0.05) managing their health problems; far less likely

to volunteer (OR = 0.28, P B 0.1) in the community and

less likely to participate in activities of civic/community

organizations (OR = 0.28, P B 0.1). Those who perceived

their health to be fair or poor were also more than three

times (OR = 3.50, P B 0.05) likely to report doctor

diagnosed hypertension and twice (OR = 2.21, P B 0.05)

as likely to report doctor diagnosed diabetes and almost

twice (OR = 1.94, P B 0.1) as likely to report doctor

diagnosed arthritis.

When the effect of sex and education was controlled

for, of all the indicators examined for perceived health

limitations, participation in activities and prevalence of

chronic disease (Table 6), perceived physical limitations

and prevalence of hypertension appeared to be affected

when the effect of gender and education were controlled

in logistic regression model. All other associations tend

to diminish. It appears that gender and education served

to decrease the association between physical limitations

and fair/poor health. Conversely, gender and education

appears to strengthen the association between

reported prevalence of hypertension and fair/poor repor-

ted health.

Discussion

Self-reported health is a widely used as a health outcome in

epidemiological studies and the association of self-reported

health with various health outcomes is extensively docu-

mented. Older adults were chosen as a priority group for

this community assessment because of the need to under-

stand the health related issues of this burgeoning popula-

tion and to be better prepared to anticipate and plan future

programmatic initiatives for the ageing population. In an

effort to assess health at the community level, this study

was conducted to learn more about some social and health

issues in this community.

Our assessment indicates that, in this neighborhood, a

large proportion of older adults did not fare well in terms of

their health. It is likely that non-participation in community

based senior activities resulting in a smaller number of

network ties, also placed them at greater risk for social

isolation. Volunteerism in older adults is associated with

positive health outcomes [4, 5] and low levels of volun-

teerism and civic participation in this neighborhood places

this population at risk for poorer health outcomes. In

addition, with advancing age, the number and severity of

chronic conditions is likely to increase. With additional

comorbidity comes an increased risk of decline in func-

tional status and poor health outcomes. Racial/ethnic and

gender disparities were observed and were striking in some

cases. In particular, we found that older women in our

sample currently report having several health limitations

that stand as barriers to participation in community activ-

ities, similar to previous findings by [6] and they also

consistently reported poorer self-reported health in large

numbers. In addition, this group was vulnerable because of

their reported physical limitations, poorer coping abilities

and difficulties managing their health conditions.

Therefore, self-rated health, even when measured on a

broad 3 point likert-type scale, is a useful and reliable

measure of general health status of the community. How-

ever, gender and education appear to affect the association

between SRH and various health indicators, strengthening

some associations and weakening others. Since gender and

education levels can affect the relationship between SRH

and the other variables, caution should be exercised in

using SRH as an indicator of general health status without

taking gender, education and race/ethnicity into account,

since patterns differ across groups. Others also report that

socio-economic status affects the strength of SRH in pre-

dicting subsequent mortality [12]. In any case, this issue

requires further exploration. More than half of our sample

self-identified as black and Hispanic. The minority status

and low education and income possibly places them at an
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even greater risk of poor health outcomes. Additionally, it

is interesting to note that in our study, far greater numbers

of Hispanic older adults report being in ‘‘good’’ health than

black or white older adults. It is not clear whether this is a

valid finding or is due to this group’s differential assess-

ment of subjective health status, their acculturation levels

or is simply an artifact of our analysis due to the small

sample size.

Our small sample size does not permit us to further

stratify and analyze our data. However, it provides

important information in terms of identifying the needs of

‘‘at risk’’ older minority adults and prioritizing our

resources to engage this population and develop skills

training programs to reduce their burden of poor health. It

is clear from our findings that, inner-city older adults would

benefit from skills training in chronic disease self-man-

agement programs, and in developing wider social net-

works and accessing available sources support when

needed, so that they may be better equipped to handle day-

to-day challenges. Further prospective research is needed

in identifying and confirming causal pathways.
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