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Abstract

Objectives This study examines the association between morbidity (i.e., chronic health conditions) and self-rated health (SRH)
with the aim of testing the within-group and across-group validity of SRH across nine ethnic groups: non-Latinx White, Mexican,
Puerto Rican, Cuban, African American, Afro-Caribbean, Chinese, Filipino, and Vietnamese Americans. In addition, we assess
whether acculturation (i.e., nativity, years of US residency, language of interview) and health-related factors (e.g., mental
disorder) account for ethnic distinctions in SRH.

Design Data are from the National Survey of American Life (NSAL) and the National Latino and Asian American Study
(NLAAS) (N =8338). Weighted proportions and means for SRH and chronic conditions are reported. Ordered logistic regression
analysis is used to determine ethnic group patterns in SRH.

Results Despite evidence of within-group validity of SRH for each ethnic group, our results seriously challenge the across-group
validity of SRH. For example, Chinese and Vietnamese respondents report lower SRH despite having fewer chronic conditions
relative to non-Latinx Whites. Moreover, Mexican Americans report fewer chronic health problems but lower SRH compared to
non-Latinx Whites. Acculturation factors (e.g., language of interview) partially explain the Mexican—White difference in SRH.
Among Chinese Americans, completing an interview in English is associated with higher SRH relative to those who completed
an interview in Chinese.

Conclusion These findings have implications for health disparities research that uses SRH as the dependent measure. Studies that
compare the health profiles of diverse ethnic groups should use the SRH measure with caution, as SRH does not align with ethnic
patterns of morbidity.

Keywords Self-rated health - Morbidity - Race/ethnicity - Health disparities - Acculturation - Latino/Hispanic epidemiologic
paradox - National Survey of American Life - National Latino and Asian American Study

Self-rated health (SRH) is one of the most commonly used
health measures in social science and health services research
[1]. Given its significant association with both mortality and
morbidity [2], it is heralded as a reliable health measure.
Furthermore, SRH is frequently used in studies to ascertain
racial and ethnic health disparities [3, 4]. A general assump-
tion is that SRH and chronic conditions are inversely correlat-
ed, and this correlation is similar across ethnic groups. In other
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words, SRH is presumably rated more favorably under the
condition of experiencing fewer physical health ailments.
Yet emerging research demonstrates that ethnic patterns for
subjective health measures like SRH do not always align with
objective health measures [5, 6]. Consequently, despite its
prominence in the literature, the construct validity of this mea-
sure has recently been called into question [5, 7-11].

The underlying issues for understanding the paradoxical
incongruence between subjective and objective measures
across ethnic groups are rooted in challenges with the
within-group and across-group validity of the SRH measure.
Prior research suggests that the “presumption of cross-cultural
uniformity of assessment” can be rife with challenges to va-
lidity across ethnic groups [12]. The primary aim of the cur-
rent study is to investigate whether health patterns by ethnicity
are aligned for objective (i.e., morbidity) and subjective (i.e.,
SRH) health assessments. Challenges to the use of SRH across
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ethnic groups may reflect actual between-group variations in
health, differences in evaluations or reporting styles, or lan-
guage translation effects. Therefore, our second objective is to
examine the extent to which acculturation (i.e., nativity, years
of US residency, language of interview) and health-related
factors (e.g., mental disorder) account for ethnic distinctions
in SRH. Using nationally representative US data from the
Collaborative Psychiatric Epidemiology Surveys (CPES),
we contribute to the extant literature by evaluating the con-
struct validity of SRH within and across nine ethnic groups:
non-Latinx Whites, African Americans, Afro-Caribbeans,
Mexicans, Cubans, Puerto Ricans, Chinese, Filipino, and
Vietnamese Americans. To our knowledge, this is the first
study to assess the comorbidity-SRH relationship, as well as
acculturation and health-related mechanisms, across such a
diverse racial and ethnic sample. This research has implica-
tions for health disparities research that utilizes SRH as a
dependent outcome, which renders the across-group validity
of SRH critical to ascertain.

Background
Racial and Ethnic Differences in Self-rated Health

Black and Latinx individuals tend to rate their health more
negatively than non-Latinx Whites. Numerous studies dem-
onstrate that even after adjusting for influential factors such as
socioeconomic status, a greater proportion of Blacks report
fair/poor health than non-Latinx Whites [13—17]. Shetterly
et al. [18] find that Latinx Whites are approximately twice as
likely to rate their health as fair/poor compared to non-Latinx
Whites, and similar results have been replicated with more
recent samples [5, 8, 13]. Notably, there is much ethnic and
nativity heterogeneity within the Black and Latinx popula-
tions in terms of health [15, 19, 20]. African Americans report
significantly worse SRH than Caribbean-born Blacks in the
USA [20]. Similarly, some Latinx subgroups, such as Puerto
Ricans and Dominicans, are more likely to self-report ill
health than Mexicans and other Latinxs [15, 21]. When race
and ethnicity are considered simultaneously, divergent results
emerge. For example, Puerto Ricans are more likely to report
fair/poor health (25.1%) than both non-Latinx Blacks (24.3%)
and non-Latinx Whites (12.6%), but Mexican Americans
(21.7%) and Cuban Americans (17.1%) are less likely to do
so [15]. Overall, these findings demonstrate that both race and
ethnicity impact individuals’ health and health perceptions.
Research less frequently examines racial and ethnic group
differences in SRH among Asians. Existing findings are
mixed, with some studies demonstrating a SRH advantage
among Asians compared to non-Latinx Whites [19] but others
indicating that Asians exhibit less positive SRH compared to
non-Latinx Whites [8, 22, 23]. Yet when disaggregated into

ethnic groups, Chinese, Filipino, Korean, and Vietnamese in-
dividuals are less likely to report excellent/very good health
and more likely to report fair/poor health compared to non-
Latinx Whites [8]. Ahmmad, Wen, and Li [23] similarly found
that all of the eight Asian subgroups in their study exhibited
lower SRH relative to non-Latinx Whites. Hence, SRH pat-
terns for Asian Americans are varied but emerging evidence
suggests Asians in general experience an SRH disadvantage
compared to non-Latinx Whites.

Racial and Ethnic Patterns in Morbidity

Chronic physical health conditions (e.g., diabetes, heart dis-
ease, stroke) disproportionately befall some historically mar-
ginalized ethnic groups, while other minority ethnic groups
experience lower risk for health problems vis-a-vis non-
Latinx White Americans. Black Americans experience higher
prevalence of most chronic physical health problems com-
pared to their non-Latinx White counterparts [24]. Recent
work examines ethnic heterogeneity within the Black popula-
tion, finding that Black Americans of Caribbean descent also
experience more chronic conditions, on average, compared to
non-Latinx Whites [25].

Though Black—White physical health disparities are
longstanding, the physical health profiles of Latinx and
Asian Americans are more variegated. Evidence from the
Latinx epidemiological paradox literature suggests that de-
spite economic and social disadvantages, Latinxs, on average,
experience relatively fewer chronic health problems such as
cardiovascular disease [26, 27]. This pattern is paradoxical
given the strong and enduring association between socioeco-
nomic status and health [28]. However, there is substantial
ethnic variation in these patterns, with Puerto Ricans
exhibiting more health problems relative to Mexican
Americans and Cuban Americans [29, 30]. The Latinx epide-
miological paradox also does not extend to all health out-
comes. Although Latinxs exhibit a mortality advantage, they
concomitantly experience elevated rates of specific types of
morbidity and disability compared to non-Latinx Whites [27,
31]. Specifically, Latinxs are disadvantaged in terms of diabe-
tes [27] and depressive, metabolic, and inflammatory risk
[31], which indicates that observed health patterns are not
exclusively paradoxical. That is, socioeconomic disadvantage
and stress exposure contribute to health profiles for Latinxs
similar to non-Latinx Blacks for some health indicators [31].

Generally, Asian Americans experience fewer chronic
health conditions compared to non-Latinx Whites [32].
However, ethnic nuances are also relevant for Asian
Americans [33]. Generally, the most health advantaged
Asian ethnic groups include Chinese, followed by Japanese,
Korean, Vietnamese, and Southeast Asians [33, 34]. In con-
trast, Filipinos, Pacific Islanders, and South Asians experience
more chronic health conditions such as diabetes, hypertension,
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and cardiovascular disease compared to non-Latinx Whites
and other Asian populations [33]. These divergent health
trends reveal the importance of researching individuals as so-
cially located in ethnic groups rather than in broad and hetero-
geneous racial categories alone.

The Paradox: Incongruent Ethnic Patterns
for Morbidity and Self-rated Health

A growing body of literature seeks to confirm whether the
morbidity-SRH association is reflected across diverse ethnic
groups that have distinct cultural orientations, beliefs, and
practices. These studies confirm that ethnic patterns for sub-
jective health measures like SRH do not always map onto
objective health measures such as morbidity and mortality.
For example, Latinxs report lower SRH, on average, despite
experiencing fewer chronic conditions relative to non-Latinx
Whites [5, 6]. Huh, Prause, and Dooley [6] find a similar
disjuncture between morbidity and SRH patterns for Asian
Americans relative to non-Latinx Whites, although they do
not disaggregate the sample by ethnic group. Erving [25] re-
ports relatively worse SRH among Chinese and Vietnamese
Americans, but simultaneously fewer chronic health problems
compared to non-Latinx White Americans. Similarly, Assari
and Lankarani [35] demonstrate that BMI is a weaker predic-
tor of SRH for Chinese and Vietnamese respondents than it is
for other Asians, Latinxs, non-Latinx Blacks, and non-Latinx
Whites. This empirical conundrum for Latinx and Asian eth-
nic groups merits additional investigation, as it has implica-
tions for the conclusions drawn from quantitative studies ex-
amining ethnic disparities in health using SRH as the depen-
dent measure.

A similar quandary arises for SRH among Black
Americans. Though SRH is a predictor of mortality [2], the
SRH-mortality association is weaker for Blacks compared to
non-Latinx Whites. That is, SRH better predicts mortality for
Whites than for Blacks, which implies that Blacks and Whites
evaluate their health differently [11]. For instance, Blacks may
assess their health more optimistically than other racial groups
despite experiencing more chronic conditions on average [7,
36]. Other research suggests that Blacks may appraise their
health more negatively than Whites, as evidenced by older
Blacks (aged 70-79 years) reporting lower SRH at compara-
ble health statuses [17]. Nevertheless, it is largely unknown at
present if the weaker SRH-mortality association for Blacks
compared to non-Latinx Whites extends to the relationship
between SRH and morbidity.

Factors Influencing Self-rated Health Evaluations
Across Ethnic Groups

Generally speaking, socioeconomic factors such as higher ed-
ucation and income are associated with better SRH [16, 18].
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Other sociodemographic factors associated with SRH include
gender, age, and marital status [3]. These widely accepted
determinants of health importantly contribute to self-
evaluations of health. Nevertheless, prior research suggests
ethnic nuances in the specific factors that influence how indi-
viduals evaluate their health [5, 17, 35, 37]. Variation in SRH
across ethnic groups could indicate actual between-group dis-
parities in health, differences in evaluation or reporting style,
or language translation effects. Because of our interest in
unique factors impacting SRH across ethnic groups, here,
we focus on acculturation-related factors, translation issues,
and mental health problems as possible mechanisms.

First, acculturative factors such as generational status and
length of time in the USA influence SRH. Overall, first-
generation immigrants rate their health more positively than
second- and third-generation immigrants [15, 19, 20, 30, 38],
although some studies find the opposite [5] or no association
[39]. The effects of duration of residence as an acculturative
factor are also mixed, with various studies revealing a nega-
tive [14, 15, 19, 38] or no association between length of US
residency and SRH [40]. For instance, recent Asian immi-
grants (0—4 years since migrating) are significantly less likely
to report fair/poor physical SRH compared to US-born Asians
[41]. As this example illustrates, the studies that demonstrate
significant findings using nationally representative samples
generally indicate that later-generational status and increased
length of US residency are detrimental for SRH. While
foreign-born individuals report better health than US-born in-
dividuals, this immigrant health advantage declines with
length of US residency, a pattern that aligns with the notion
of unhealthy assimilation [42].

Second, language of interview affects personal health eval-
uations [3, 5, 9, 10, 21, 43]. That language influences SRH
may reflect issues related to both survey administration and
acculturation. For example, Sanchez and Vargas [9] find that
differences in wording for the “fair” (regular versus mas o
menos) SRH response in Spanish-translated surveys bias this
measure for Latinxs. Accordingly, disparities in SRH between
respondents based on language of interview may indicate in-
accuracies in the translation of the measure. Conducting the
interview in a language other than English may also be indic-
ative of lower levels of acculturation, which, in turn, is asso-
ciated with underlying variations in norms, attitudes, and be-
haviors. Research on Asian and Latinx populations find that
reporting good English proficiency is associated with higher
ratings of SRH [40, 41, 44]. Thus, evidence suggests that
interviews not conducted in English may bias the SRH mea-
sure due to translation issues and/or cultural differences in
evaluation or reporting styles.

Third, psychological and emotional problems might ad-
versely affect how individuals evaluate their health [43, 45].
In other words, individuals experiencing psychological dis-
tress or mental disorders may assess their self-rated physical
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health negatively. For example, Angel and Guarnaccia [43]
show that depressive affect is associated with lower SRH for
both Mexican and Puerto Rican Americans. Depressive
symptomology is also associated with decreased SRH among
a sample of Black and White respondents [17]. Finch and
colleagues [46] find that depression accounts for 43% of the
association between discrimination and SRH, which in-
dicates that depression is a crucial mechanism through
which discrimination operates, particularly for Latinxs.
Notably, there may be ethnic differences in how non-
physical factors impact personal health assessments,
whereby social, emotional, and/or spiritual well-being
may affect Latinxs’ and Asians’ SRH to a greater extent
than non-Latinx Whites’ evaluations [8, 47]. This trend
may partially explain the tendency of Latinxs and Asian
Americans to report low SRH on average [5, 8]. At the
same time, research suggests that the SRH of non-
Latinx Whites, non-Latinx Blacks, and Cubans more
strongly reflect the presence of diagnosed psychological
disorders relative to Asian and other Latinx groups [45].
Although most previous studies of SRH include depres-
sion or depressive symptoms when accounting for psy-
chological well-being, other mental disorders may also
affect SRH. Thus, in addition to depression, we incor-
porate a more comprehensive measure of mental health
by including other mood (e.g., bipolar disorder), anxi-
ety, and substance use disorders.

The Current Study

Though SRH is a consistent predictor of morbidity and mor-
tality in the general population, recent research calls into ques-
tion whether the construct validity of SRH is reflected across
diverse populations. Ethnicity is a critical social status charac-
terized by linguistic, cultural, and social distinctions that po-
tentially influence how individuals evaluate their health. To
assess the within-group and across-group validity of SRH, we
use nationally representative data to examine the association
between morbidity and SRH across diverse ethnic groups in
the USA. Previous studies examine the morbidity-SRH rela-
tionship [48, 49] or racial and/or ethnic differences in SRH [8,
13, 14, 18, 38]. Researchers rarely evaluate physical health
indicators and racial and/or ethnic differences in SRH simul-
taneously and even then, only for limited racial and ethnic
populations [6, 17]. We extend prior research by assessing
the comorbidity-SRH relationship across nine ethnic groups,
drawing attention to ethnic diversity within broader racial cat-
egories that are often studied homogeneously. For example,
among Asian Americans, we examine the validity of SRH for
Chinese, Filipino, and Vietnamese Americans, three of the
largest ethnic groups within the US Asian population [50].
In addition, we investigate the roles that acculturation and
health-related factors play in ethnic variations in SRH.

Given the pervasiveness of SRH in social science empirical
research, study results have implications for future research on
racial and ethnic health disparities.

Materials and Methods

We draw data from the National Survey of American Life
(NSAL) and the National Latino and Asian American Study
(NLAAS) [51]. These surveys are a part of a larger
national data collection effort designed to provide first-
time national health estimates for ethnically diverse pop-
ulations. NSAL and NLAAS are included in the public-
ly available Collaborative Psychiatric Epidemiology
Surveys (CPES). CPES includes three data sources that
were merged and harmonized by the principal investiga-
tors [51]. The data were collected between 2001 and
2003, providing national probability samples of several
understudied minority ethnic groups in the USA.
Despite the “age” of the data, NSAL and NLAAS re-
main critical and authoritative sources of information
regarding the social determinants of health for ethnically
diverse groups in the USA. For example, NSAL re-
mains a premier source illuminating the health profiles
of Afro-Caribbeans in the US context [52].

NSAL focuses on the US Black population, and is the first
national probability study of Blacks of immediate Caribbean
descent [53]. All respondents were 18 years of age and older.
A total of 6082 face-to-face interviews were completed
and consisted of 1621 Afro-Caribbeans, 3570 African
Americans, and 891 non-Latinx Whites. All interviews
were conducted in English. In the NSAL, African
Americans were persons who self-identified as Black
but did not report Caribbean ancestry. Afro-Caribbean
were persons who self-identify as Black and answered
affirmatively to any of the following inclusion criteria:
(1) they were of West Indian or Caribbean descent, (2)
they were born within a Caribbean area country, or (3)
they had parents or grandparents who were born in a
Caribbean area country (e.g., Jamaica, Haiti, Trinidad/
Tobago). Interviews lasted an average of 2 h and 20
min, and the overall response rate was 72%.

With a focus on Latinx and Asian Americans, NLAAS
consists of adults 18 and over residing in households in the
coterminous US, Alaska, and Hawaii. A total of 4649 inter-
views were completed, which included Mexican, Puerto
Rican, Cuban, Chinese, Filipino, Vietnamese, Other Latino,
and Other Asian respondents. Interviews were conducted in
English, Spanish, Chinese, Tagalog, and Vietnamese [54],
and lasted an average of 2 h and 35 min. The response rate
was 73% [55].

This analysis includes nine ethnic groups: non-Latinx
Whites, African Americans, Afro-Caribbeans, Mexicans,
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Puerto Ricans, Cubans, Chinese, Filipinos, and Vietnamese.
In our analysis, we use non-Latinx Whites as the reference
category for two reasons. First, this decision is consistent with
previous epidemiological research documenting racial dispar-
ities in health [56, 57]. Second, Whites are the most socially
privileged (with regard to race) and have, on average, the
greatest access to valued societal resources [58, 59].
Nevertheless, we recognize the importance of evaluating
non-White ethnic group differences in health and advocate
for future research to document these patterns. Data collection
for both data sources were approved by the IRB at University
of Michigan. The authors also received IRB approval for sec-
ondary data analysis of NSAL and NLAAS through their
institution.

Measures

The dependent measure is self-rated health (SRH): response
categories included Poor (= 1), Fair (= 2), Good (= 3), Very
good (= 4), and Excellent (= 5). Although prior research tends
to dichotomize SRH [60, 61], we analyzed the morbidity-SRH
association using all five categories to capture subtleties be-
tween the categories. The key dependent measure is an index
count of physical health conditions ranging from 0 to 4 or
more conditions [62]. Respondents were queried if they had
ever been professionally diagnosed with any of the following
nine physical conditions: arthritis, asthma, cancer, chronic
lung disease, diabetes, heart disease/heart trouble, high blood
pressure, stroke, and ulcer. These health conditions were se-
lected because they (1) have relatively high prevalence in the
general population, (2) are associated with increased mortality
risk/disability and are generally chronic in nature, and (3) are
available in both datasets. Furthermore, previous research
shows that a summary count of physical conditions is a more
parsimonious measure for understanding broad dimen-
sions of health as opposed to focusing on a single
health measure [63]. The count measure was truncated
at four conditions, as only 1.8% of respondents reported
more than four conditions.

We included two factors that researchers most commonly
use to capture acculturation [64]. First, nativity/length of US
residency included the following categories: US-born (refer-
ence), less than 5 years, 5 to 10 years, 11 to 20 years, and more
than 20 years living in the USA. Second, language of
interview distinguished between those who completed the in-
terview in English (= 1) compared to interview completion in
a different language (i.e., Spanish, Vietnamese, Chinese, or
Tagalog).

To assess whether mental health influenced SRH, as previ-
ous studies indicate [17, 43], we controlled for if a mental
disorder (= 1) was experienced within the past 12 months.
The World Mental Health Survey Initiative version of the
World Mental Health Composite International Diagnostic
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Interview (WMH-CIDI) was used to assess psychiatric disor-
ders based on criteria established in DSM-IV [65]. Mental
disorders assessed included major depressive disorder
(MDD), major depressive episode, dysthymic disorder, bipo-
lar disorders 1 and 2, agoraphobia, panic disorder, social pho-
bia, generalized anxiety disorder (GAD), post-traumatic stress
disorder (PTSD), alcohol abuse, alcohol dependence, drug
abuse, and drug dependence.

Though primarily interested in mental health problems, we
included several measures of other health and healthcare fac-
tors known to affect SRH and morbidity [16, 48, 66, 67].
Health insurance coverage is a dichotomous measure (yes =
1) [19]. Morbid obesity was constructed using respondents’
reporting of their height and weight (BMI > 40). To assess
physical functioning, respondents were asked to report wheth-
er they experienced difficulty with mobility due to health prob-
lems in the last 30 days (yes = 1) [7, 39]. Bed days assessed the
number of days in the past month respondent was in bed for
half the day or more due to health or substance abuse prob-
lems [16].

All regression models controlled for sex, age, region of
residence, number of children in the household, relationship
status, and socioeconomic status, as is standard in studies ex-
amining SRH [14, 16, 19]. Sex distinguished between males
and females (= 1). Age is a four-category variable: 18 to 34
years (reference), 35 to 49 years, 50 to 64 years, and 65 years
and older. Region compared individuals residing in the South
(= 1) to other regions. The number of children under the age of
18 living in the household ranged from 0 to 4 or more.
Relationship status distinguished among married or co-
habiting (reference), never married, and formerly mar-
ried (i.e., divorced/separated/widowed). Three measures
captured socioeconomic status (SES): annual household
income, employment status, and education. Annual
household income is a continuous measure, ranging
from $0 to $200,000 or more (top-coded), and measured
in increments of $10,000s. Employment status distin-
guished among those employed (reference), unem-
ployed, and not currently in the labor force. Education
included less than high school (reference), high school
diploma/some college, and college graduate.

Missing Data

Collectively, the original sample size for NSAL and NLAAS
included 10,731 respondents. Due to the inability to identify
specific ethnic origin, Other Latinxs (n = 797) and Other
Asians (n = 467) were excluded from the analysis. Next,
listwise deletion was conducted, and we retained 88% of the
original sample. Respondents were most likely to be missing
on past month sick bed days (6%) and difficulty with mobility
(7%), two critical health indicators that are likely to be related
to SRH. The restricted sample is 8338.
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Analysis Plan

We first present descriptive statistics for SRH and the
count of chronic physical conditions by ethnicity
(Table 1). Wald tests were conducted to assess signifi-
cant differences in health measures between Non-Latinx
Whites and each ethnic minority group. Next, the bivar-
iate association between SRH and chronic conditions
(Table 2) is assessed three ways: (1) Spearman correla-
tions, (2) crosstabs between the number of chronic con-
ditions by each SRH category, and (3) mean SRH
scores by each number of chronic conditions.

The first set of regression analyses presented in
Table 3 has two aims: (1) assess the morbidity-SRH
association for the full sample and (2) examine ethnic
patterns in SRH after adjustments for key covariates.
Table 3 includes SRH as the dependent measure and
uses ordered logistic regression. Model 1 includes the
number of chronic conditions, ethnic groups, and the
controls. Model 2 adds acculturation factors, and
Model 3 adjusts for health and healthcare factors.
Model 4 includes both acculturation and health factors.

The second set of regression analyses presented in Table 4
is designed to ascertain whether the morbidity-SRH as-
sociation differs by ethnic group membership. Ethnicity-
stratified models are run to assess the association be-
tween morbidity and SRH. Then, the suest command
is used to compare the equality of coefficients across
ethnic groups. This will answer the question whether
the effect of chronic conditions on SRH differs across
ethnic groups. Stated differently, this test is equivalent
to an ethnicity-pooled model that includes a statistical
interaction between ethnicity and the number of chronic
conditions. To account for the complex survey design of
the NSAL and NLAAS data, survey weights were used.
All analyses were conducted in STATA 16.1 and were
weighted using the suite of svy commands.

Results
Descriptives

Table 1 includes the means and proportions for SRH and the
count of chronic conditions by ethnicity. Descriptive statistics
for the independent measures and controls are available in
Appendix Table 5. In terms of SRH, the mean score is 3.34
(SD = .98) for non-Latinx Whites, falling between the “good”
and “very good” categories. Mexicans have significantly low-
er SRH, at 3.16 (SD = 1.09), while Filipinos have significantly
higher SRH, at 3.55 (SD = .92). When examining proportions
by each SRH category, Vietnamese (10%) have the highest
prevalence of rating their health as “poor.” Relative to the

other ethnic groups, Mexican, Puerto Rican, and Chinese re-
spondents have a high proportion of rating their health as
“fair”, at 30%, 23%, and 21%, respectively. This is in stark
contrast to non-Latinx Whites, with 12% of respondents rating
their health as “fair.” “Good” and “very good” are the modal
categories for all ethnic groups. Cubans have the highest rate
of reporting “excellent” health, at 25%, compared to 7% of
non-Latinx Whites who rate their health as “excellent.”

For the count of chronic conditions, the mean is 1.08 (SD =
1.29) for non-Latinx Whites, while Mexican, Chinese,
Filipino, and Vietnamese Americans report significantly low-
er mean chronic conditions. The proportion by each number
of chronic conditions reveals similar patterns, with Mexican
(66%), Chinese (59%), and Vietnamese (60%) respondents
being the most likely to have no chronic conditions. Given
that Mexicans report relatively lower SRH compared to non-
Latinx Whites, this finding is counterintuitive. Furthermore,
that Chinese and Vietnamese Americans have fewer chronic
conditions but do not significantly differ from non-Latinx
Whites in terms of SRH is also curious. African Americans
and non-Latinx Whites are the most likely to have two or more
conditions, at 32% and 30%, respectively. In addition, African
Americans (7%), Puerto Ricans (6%), and non-Latinx Whites
(6%) experience the highest rates of four or more health
conditions.

Table 2 presents the bivariate association between SRH
and chronic conditions. First, Spearman correlations reveal
an inverse association for all nine ethnic groups. Stated differ-
ently, a higher number of chronic conditions is associated with
lower SRH. Nevertheless, the correlations are largest for
Cubans (— .47), Puerto Ricans (— .45), and non-Latinx
Whites (— .43), and relatively weaker for Chinese (— .22),
Filipinos (— .25), and Mexicans (— .25); African
Americans (— .40), Vietnamese (— .40), and Afro-
Caribbeans (— .38) fall in the middle. Second, crosstabs
of mean conditions by SRH category confirm the inverse
morbidity-SRH association within each ethnic group.
Nevertheless, mean conditions by SRH categories vary
across ethnicity. For example, mean chronic conditions
among those reporting “fair” health is low for Chinese
(.82) and Mexicans (.89) compared to non-Latinx
Whites (1.88) and African Americans (1.91). For mean
SRH by number of chronic conditions crosstabs, the
“starting point” for SRH scores differ across ethnicity.
For example, for no conditions, the mean SRH for non-
Latinx Whites, Puerto Ricans, and Afro-Caribbeans is
3.73; similar “objectively healthy” Mexicans and
Chinese rate SRH as 3.33 and 3.42, respectively. These
bivariate results raise concerns regarding the validity of
SRH across ethnic groups. Regression analysis which ad-
justs for potential confounding factors (e.g., language of
interview, mental health) may yield explanations for these
concerns. It is to this set of results that we now turn.
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Regression Analysis: Across-Group Validity

In Table 3, weighted odds ratios from ordered logistic regres-
sion models predicting SRH are shown.' Across all four
models, a higher number of chronic conditions is associated
with lower SRH, further confirming the inverse association
between these two commonly used health measures. We ran
supplemental analyses to assess whether having each physical
condition was associated with lower SRH. When each specific
health condition is entered into the model (as opposed to a
number of chronic conditions measure), seven of the nine
health conditions were associated with lower SRH. Cancer
and asthma were not statistically significant, but were in the
expected direction (i.e., coefficients indicate that diagnosis of
both were associated with lower SRH).

With regard to ethnic patterns in SRH, in model 1, Mexican
(OR = .655, p < .01) and Chinese (OR = .494, p < .001)
respondents have relatively worse SRH compared to non-
Latinx Whites, while Cubans report better SRH (OR =
1.449, p < .05). In model 2, after adjusting for acculturation
factors, the Chinese SRH disadvantage and Cuban SRH ad-
vantage remains while the Mexican-White SRH difference
falls to non-significance. With regard to the effect of accultur-
ation factors, compared to the US-born, recently arrived im-
migrants (less than 5 years; OR = 1.444, p < .01) and long-
term immigrants (20 or more years; OR = 1.491, p < .01)
report significantly higher SRH. This finding is inconsistent
with the unhealthy assimilation hypothesis which suggests
that longer US residency is associated with worse health.
Nevertheless, this set of findings lend partial support for the
healthy immigrant hypothesis. Completing an interview in
English is associated with higher SRH (OR = 1.771, p <.
001). These results suggest that acculturation factors (i.e.,
length of US residency and language of interview) influence
SRH, and also partially explain Mexicans’ relatively lower
SRH compared to non-Latinx Whites. Only 43% of
Mexican respondents were interviewed in English (see
Appendix Table 5); thus, the remaining 57% who completed
interviews in Spanish appear to rate their health more nega-
tively. The implication is that SRH categories carry different
connotations in Spanish and English.

In model 3 of Table 3, health and healthcare factors are
included. These factors do not appear to explain SRH ethnic
patterns; in fact, when adjusting for health-related factors,
Vietnamese respondents emerge as having significantly lower
SRH compared to non-Latinx Whites (OR = .652, p < .05).

" When SRH is dichotomized (i.e., 0 = excellent/very good/good, 1 =
fair/poor), as is common in the literature [60, 61], we find similar, but not
identical, results. More specifically, in Model 1, Mexican, Puerto Rican,
Chinese, and Vietnamese Americans have a significantly higher odds of
reporting fair/poor health compared to non-Latinx Whites (at p < .01). In the
fully adjusted model, Mexican and Chinese Americans are significantly more
likely to report fair/poor health compared to non-Latinx Whites (at p < .01).

@ Springer

Having a past-year mental disorder is associated with lower
SRH (OR =.586, p < .05), suggesting that respondents incor-
porate their mental health into assessing overall health.
Furthermore, past month mobility difficulties (OR = .410, p
<.001) and sick bed days (OR =.904, p < .001) are associated
with lower SRH. In model 4, which includes adjustments for
acculturation and health-related factors, the same ethnic pat-
terns remain: Cubans report significantly higher SRH while
Chinese report significantly lower SRH. However, the results
from this analysis suggest that Mexicans’ relatively poorer
SRH compared to non-Latinx Whites is, in part, due to accul-
turation factors.

Figure 1 provides a visual depiction of ethnic differences in
SRH based on estimates before (Table 3, model 1) and after
(Table 3, model 4) adjusting for contributing factors. We show
predicted probabilities of reporting fair or poor self-rated
health, as past research tends to distinguish between fair/
poor health and good/very good/excellent health [60, 61].> A
clear pattern emerges whereby Chinese (.27) and Mexican
(.22) Americans have a higher predicted probability of
reporting fair or poor health compared to non-Latinx Whites
(.16) in the unadjusted models. On the other hand, Cubans
(.11) have a lower predicted probability of reporting fair or
poor health compared to non-Latinx Whites. These patterns
remain quite consistent even after adjusting for acculturation
and health-related factors in the fully adjusted model.

Regression Analysis: Within-Group Validity

To assess the within-group validity of SRH, Table 4 presents
results from ethnicity-stratified models to test the morbidity-
SRH association within ethnic groups. First, odds ratios for
the effect of chronic conditions on SRH are shown for models
with controls and, second, models that adjust for health-
related factors and, when appropriate, acculturation factors.
For each ethnic group, more chronic conditions are associated
with lower SRH. Nevertheless, the effect of chronic condi-
tions on SRH is relatively weaker for Cuban and
Vietnamese Americans when compared to non-Latinx
Whites in the unadjusted and adjusted models.

Given the emphasis on SRH translation challenges for in-
terviews conducted in Spanish, we opted to show language of
interview effects by ethnic group in Table 4. Language of
interview is not relevant for non-Latinx Whites, African
Americans, and Afro-Caribbeans because all interviews were
conducted in English for these groups. Interestingly, for
Mexican (OR = 1.654, p <. 05) and Puerto Rican (OR =
2.029, p <. 01) respondents, but not Cubans, interviews con-
ducted in English are associated with higher SRH. This

2 Predicted probabilities for all five SRH categories are available upon request.
Of note, ethnic differences in predicted probability of “fair” SRH are most
pronounced.
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Table 2 Bivariate association between self-rated health and number of conditions (N = 8338)

NLW Mexican Puerto Rican Cuban African American Afro-

Chinese Filipino Vietnamese

Caribbean

Unweighted Spearman correlation — .43 —.25 — .45 -47 —-.40 - .38 -.22 -.25 —.40
Mean conditions by SRH category

Poor 243 1.84 2.49 236 228 228 1.60 1.38 1.34
Fair 1.88 .89 1.68 1.73 191 1.54 .82 1.36 1.08
Good 1.17 42 73 1.00  1.18 1.14 .53 .97 .62
Very good 73 .39 .64 .68 74 .59 42 .66 .33
Excellent 32 28 44 44 .50 40 31 42 17
Mean SRH by # of conditions

0 373 333 3.73 396 3.8 3.73 3.42 3.76 3.67
1 335 3.06 3.20 353 331 3.49 3.13 3.42 2.93
2 291 2.62 2.90 290 290 2.62 2.87 3.40 2.54
3 273 235 2.30 233 264 2.79 2.49 3.23 2.05
4 or more 245 213 1.91 1.77 241 1.87 1.75 2.48 2.03

National Survey of American Life (NSAL) and National Latino and Asian American Study (NLAAS), 2001-2003
SRH, self-rated health where 1 = poor, 2 = fair, 3 = good, 4 = very good, 5 = excellent

NLW, non-Latinx White

The health conditions that comprise the count of chronic conditions include arthritis, high blood pressure, cancer, chronic lung disease, stroke, heart

disease, ulcer, diabetes, and asthma

Means are weighted to adjust for the complex survey design of both data sources

suggests that less acculturated respondents (i.e., those who
completed interviews in Spanish) report worse SRH. Among
Asian Americans, language of interview is only significant for
Chinese Americans (OR = 5.175, p < .001): Chinese respon-
dents who completed English interviews report higher SRH
compared to those who completed interviews in Chinese.

Discussion

The current study assessed ethnic distinctions in the pre-
dictive validity of self-rated health (SRH), a common
health measure in social science and health services re-
search. Our concern for validity is rooted in a growing
body of research that casts doubt on the ability of SRH to
capture existing racial and ethnic disparities in objective
health measures (e.g., morbidity and mortality). To assess
the within-group and across-group validity of SRH, we
used data from the National Survey of American Life and
National Latino and Asian American Study to examine the
association between professionally diagnosed chronic
physical conditions and SRH across nine ethnic groups in
the USA. We contribute to existing research by demon-
strating ethnic diversity within the broader racial catego-
ries of “Black,” “Latinx,” and “Asian” American. Our
study results reveal heterogeneity within these racial
groups who are often studied monolithically.

@ Springer

We found limited evidence of across-group validity for
SRH, particularly for Mexican Americans vis-a-vis their
non-Latinx White counterparts. Despite experiencing relative-
ly fewer chronic conditions compared to non-Latinx Whites,
Mexican Americans reported significantly lower SRH. In fact,
30% of Mexicans rated their health as “fair,” compared to
12% of non-Latinx Whites. Furthermore, Mexicans’ lower
SRH was explained, in part, by survey administration and
acculturation factors; more specifically, Mexican respondents
who completed interviews in English, on average, reported
relatively higher SRH. The same pattern of language effects
emerged for Puerto Rican, but not Cuban, respondents.
Scholars suggest that the translation of the “fair” category to
regular leads Spanish language Latinx respondents to report
poorer health since regular may denote a more positive mean-
ing in Spanish than intended [9, 10]. This language effect may
coalesce with cultural factors, such as the traditional social
norm to avoid boasting about one’s health among some
Latinx populations [18], to create artificial disparities in
SRH. Interestingly, for other Latinx groups, Puerto Ricans
and Cubans, there appeared to be greater consistency between
SRH and morbidity. This set of findings further confirms the
necessity of ethnically disaggregating the diverse Latinx cat-
egory. In addition, recent research also suggests that racial
identification in combination with ethnicity among Latinxs
also contributes to differentiated SRH patterns [13, 14, 38].
Although the data did not allow for the differentiation of



J. Racial and Ethnic Health Disparities (2022) 9:462-477 471
Table 3  Weighted odds ratios from ordered logistic regression for self-rated health (N = 8338)

Model 1 [CI] Model 2 [CI] Model 3 [CI] Model 4 [CI]
Number of health conditions 584" [497-.685] 5817 [494-.684] 650" [.546-.774] 6477 [543-.772]
Ethnicity
Non-Latinx White (ref.) 1.000 1.000 1.000 1.000
Mexican 655" [.487—.880] 782 [566-1.079] 563" [.405-.783] 719 [.505-1.023]
Puerto Rican 966 [691-1.351]  1.071 [.757-1.517] 970 [.646-1.457]  1.141 [.750-1.735]
Cuban 1.449°  [1.012-2.075] 1.723"°  [1.152-2.577] 1.500°  [1.037-2.171] 19817  [1.319-2.977]
African American 943 [.775-1.148]  .943 [.774-1.150] 969 [.763-1231] 969 [.762-1.232]
Afro-Caribbean 1.021 [.742-1.406]  .876 [.634-1212]  1.062 [731-1.544] 892 [.618-1.287]
Chinese 494" [335-729] 563" [.366—.866] 400" [.269-.595] 485™ [.315-.744]
Filipino 1.055 [.764-1457] 954 [.685-1.329]  .890 [.627-1262]  .802 [.575-1.119]
Vietnamese 816 [573-1.163]  1.024 [.681-1.542] 652" [.453-.940] 892 [.595-1.334]
Acculturation factors
Nativity/time in USA
US-born (ref.) 1.000 1.000
Less than 5 years 1.444™  [1.094-1.904] 1.440°  [1.071-1.935]
5-10 years 1.008 [.693-1.466] 1.169 [.913-1.497]
11-20 years 1.181 [.883-1.580] 1215 [.908-1.626]
20 or more years 14917 [1.160-1.916] 1.530""  [1.197-1.956]
Interview in English 177177 [1.378-2.277] 2124 [1.659-2.718]
Health and health care factors
Any 12-month mental disorder 586" [.367-.937] 575" [.361-.916]
Health insurance coverage 1.027 [.827-1.276] 1.008 [.807-1.259]
Morbid obesity 957 [332-2.758] 956 [.330-2.772]
Past month mobility difficulties 41077 [282-.594] 409" [.281-.595]
Past month sick bed days 904" [.868-.941] 903" [.868-.941]

National Survey of American Life (NSAL) and National Latino and Asian American Study (NLAAS), 2001-2003

All models control for sex, age, region, number of children in household, relationship status, income, employment status, and educational attainment

stk

“p<0.05 " p<0.01," p<0.001

Latinx respondents by race, studies indicate that Latinx Blacks
are more likely to report fair/poor health than Latinx Whites
and non-Latinx Blacks and Whites [13, 14]. As such, the lack
of inclusion of race could conceal health variation among
Latinx populations. Future research should explore the inter-
sections of racial identification, ethnic group membership, and
nativity status among Latinx populations, and the implications
of these statuses for SRH.

A second challenge to the across-group validity of SRH
was found for Asian Americans: though Chinese and
Vietnamese Americans had relatively fewer chronic condi-
tions, they simultaneously reported lower SRH compared to
non-Latinx Whites. In some Asian cultures in which modesty
is highly valued, reporting health as “excellent” may appear
particularly immodest [6] or overly optimistic [8].
Alternatively, perhaps Chinese and Vietnamese Americans
are relying on co-ethnics as a reference group when evaluating
their health, which could cause them to evaluate their health
poorly even in the absence of health problems. Analogously,

research on Asian American academic performance shows a
similar disjuncture: in interviews with Chinese and
Vietnamese immigrants, Lee and Zhou [68] found that be-
cause other high performing co-ethnics was their comparison
group, many suffered from low self-efficacy despite having
objectively high academic achievement. While the finding is
specific to the educational sphere, it demonstrates a weak
linkage between personal subjective evaluations (self-efficacy
or self-rated health) and objective measures (academic
achievement or chronic health problems). An alternative ex-
planation for Asian Americans’ relatively lower SRH is that
some Asian Americans may conceptualize health from a more
holistic perspective, incorporating physical, emotional, and
spiritual health; non-Latinx White Americans, however, may
adopt a medical model perspective, relying primarily on med-
ical conceptions such as pre-existing conditions and health
behaviors [8]. Accordingly, an absence of chronic diseases
may not signify optimal health for Asian Americans. Future
research should explore the factors affecting how various

@ Springer
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Table 4 Weighted results from ethnicity-stratified models

Odds ratios for effect of chronic conditions on self-rated health Odds ratios for effect of interview language on self-rated health

OR [C1] OR [C1]
Non-Latinx White
Model with controls .586%** [.468-.735]
Fully adjusted model .651%* [.508-.835]
Mexican
Model with controls —.534%** [.425-.672]
Fully adjusted model .527%%** [.429—.647] Interview in English 1.654% [1.103-2.479]
Puerto Rican
Model with controls .497%%** [.374-.661]
Fully adjusted model .534%** [.420-.677] Interview in English 2.029%%* [1.297-3.176]
Cuban
Model with controls .462%*%* [.391-.546] "
Fully adjusted model .487%** [.410-.578] " Interview in English 1.773 [.854-3.679]
African American
Model with controls .567%%%* [.529-.607]
Fully adjusted model .651%** [.601-.706]
Afro-Caribbean
Model with controls .487%** [.349-.679]
Fully adjusted model .648%** [.481-.873]
Chinese
Model with controls .610%** [.454-.819]
Fully adjusted model .522%* [.368-.739] Interview in English 5.175%%* [2.583-10.365]
Filipino
Model with controls .676** [.523-.875]
Fully adjusted model .752* [.594-951] Interview in English 1.814 [.880-3.740]
Vietnamese
Model with controls .460%%** [.333-.635] ~
Fully adjusted model .473%*%** [.332-.674] " Interview in English 1.533 [.883-2.662]

National Survey of American Life (NSAL) and National Latino and Asian American Study (NLAAS), 2001-2003

#p < .05, *¥p < 01, **¥p < 001

Model with Controls adjusts for sex, age, region, number of children in household, relationship status, income, employment status, and educational

attainment.

Fully adjusted model = model with controls, plus adjustments for health insurance, mental disorder, past month mobility difficulties, past month sick bed
days, and, where appropriate, English interview as well as length of US residency

~Coefficient significantly differs from non-Latinx Whites at p < .05

Odds ratios for interview language are not reported for NLW, African American, or Afro-Caribbean respondents, as all interviews with these ethnic

groups were conducted in English

ethnic groups within the Asian American population evaluate
their health, especially in light of recent research demonstrat-
ing variation in the social determinants of SRH between dif-
ferent Asian ethnic groups [37]. Anchoring vignettes might be
an insightful methodological approach [7, 69].

Beyond cultural interpretations of health, language effects
may also contribute to differences in SRH between non-
Latinx Whites and Asian Americans. As Kandula et al. [8]
suggest, terms such as “excellent” and “fair” may not have
commensurate translations in some Asian languages. This

@ Springer

may be the case for the Chinese language given that Chinese
respondents who completed English interviews reported sig-
nificantly higher SRH compared to those who completed in-
terviews in Chinese. In light of previous findings regarding
the translation effects of the word “fair” in Spanish, this pat-
tern merits further attention. Future research should investi-
gate whether altering the words for different SRH categories
systematically modifies patterns in SRH for Chinese-speaking
respondents, as Sanchez and Vargas [9] found for Spanish-
speakers.
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Fig. 1 Predicted probabilities of
fair/poor self-rated health by eth-
nicity. NLW, non-Latinx White.
Unadjusted model predicted
probabilities are based on Table 3,
model 1. Fully adjusted model
predicted probabilities are based
on Table 3, model 4. All covari-
ates are set at their means
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Surprisingly, we did not find evidence of SRH differences
between Black Americans (African American or Afro-
Caribbeans) and their non-Latinx White counterparts. Prior
research has indicated that Blacks might be optimistic in their
ratings, as they are likely comparing themselves to their less
healthy family members and peers [7]. Lee and Hicken [36, p.
432] offered the explanation that health problems Blacks ex-
perience at disproportionately higher rates could be “simply
accepted as part of life” or “‘seen as more manageable.” The
possibility of normalization of health problems among Black
Americans is an interesting hypothesis, and some qualitative
research suggests that Black Americans may rely on different
indicators (e.g., spirituality and social activities) when
reporting their health relative to their non-Latinx White coun-
terparts [70, 71]. Thus, despite finding similar patterns of SRH
and chronic conditions in this sample of Black and non-Latinx
White Americans, Black—White differences (or lack thereof)
in SRH should be investigated in future research.

Last, we found evidence of within-group validity for SRH.
In other words, for each ethnic group, SRH and chronic con-
ditions were inversely associated. This finding is encouraging,
as it suggests that studies focused on a single ethnic group will
be less prone to validity concerns. Such studies can be insight-
ful because they reveal the social correlates of SRH for a
particular group. For example, Todorova and colleagues’
[72] study of SRH among Puerto Ricans revealed specific
determinants of their SRH including emotional support, heavy
alcohol use, and smoking, among other factors.

Despite the study’s insights, there are some limitations.
First, beyond self-reported measures of health conditions
(i.e., asking respondents if they have been diagnosed with a
condition), health measures based on medical professional
evaluation could yield a more precise measure of morbidity
prevalence, particularly for groups less likely to be insured.
Interestingly, Angel and Guarnaccia [43] found substantial
differences between Latinxs’ ratings of their own health com-
pared to physician evaluations, with doctors being more likely

m Fair or Poor - Unadjusted Model = Fair or Poor - Fully Adjusted Model

to rate respondents’ health as “excellent” or “very good,” par-
ticularly among those who took the survey in Spanish. This
finding suggests a complex interplay between physician eval-
uation and patient self-evaluation that we were unable to cap-
ture here. In a similar vein, such evaluations could also illu-
minate details regarding the timing of diagnosis, treatment
approach, and disease severity. Relatedly, examining the as-
sociation between SRH and measures of biological risk (e.g.,
allostatic load) may offer a more stringent test of whether SRH
maps on to objective health outcomes [61]. Second, statistical
power challenges prevented us from examining ethnic, racial,
age, and gender distinctions in SRH and chronic health con-
ditions. Nevertheless, past research suggests SRH reporting
styles also display racial (as previously discussed), age, and
gendered patterns [13, 14, 38, 69, 73, 74]. Research indicates
that the association between SRH and physical health, includ-
ing functional limitations and chronic conditions, weakens
with age [73, 74]. Due to sample size limitations, we were
unable to conduct age-stratified analyses to account for poten-
tial aging, cohort, or survivor effects. Instead, our models
included age as a covariate in order to account for differing
age distributions by ethnicity. We were similarly unable to
stratify analyses by gender, but account for gender in our
analyses given women'’s propensity for optimism when rating
their health [69]. How ethnicity, race, age, gender, and nativity
statuses intersect to produce differentials in SRH reporting
remains an important area of empirical investigation. Third,
acculturation is a dynamic process used to describe a broad
range of cultural adjustments experienced by individuals who
migrate to the US. Beyond the “typical” measures of accul-
turation used here (i.e., language of interview, length of US
residency), more granular acculturation measures may aid in
better specifying sow acculturation processes impact the ways
in which immigrants answer the SRH question in survey data.
For instance, measures that capture individuals’ ethnic identi-
ty, adoption of health-related attitudes, and health behaviors

@ Springer
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may more accurately capture convergence to the host society’s
culture.

Conclusion

Using data from two nationally representative samples, find-
ings from this study reveal within-group validity of the SRH
measure for nine ethnic groups in the USA. However, study
results raise serious concerns regarding the across-group va-
lidity of SRH, particularly in research comparing Mexican,
Chinese, and Vietnamese Americans to their non-Latinx
White counterparts. We submit that SRH may be insufficient
as a sole health indicator for studies seeking to assess
population-based health disparities. Nonetheless, when used
in tandem with other health measures (e.g., morbidity, func-
tional limitations), SRH may yield fruitful information regard-
ing group differences in the perceptual dimension of health
not captured in objective health measures like condition-
specific prevalence rates. Though SRH is a highly subjective
measure, its subjectivity is not a liability. Instead, racial and
ethnic patterns in SRH must be adequately contextualized
given our study findings and more recent research suggesting
the non-equivalence of SRH across ethnic groups. The

broader implication is that health scholars should exercise
caution when using SRH in studies focused on racial, ethnic,
and nativity disparities in health. Furthermore, given its ubig-
uity in social science research, more research is needed to
ascertain what specific factors affect how respondents evalu-
ate health, and whether SRH determinants differ across eth-
nicity and nativity status.
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Appendix
Table 5 Weighted descriptive statistics by ethnicity

NLW Mexican Puerto Rican Cuban African American Afro- Chinese Filipino Vietnamese

Caribbean

Sample size 771 844 486 572 2914 1152 592 495 512
Controls
Female 52 A45% 51 A48 .56 .50 .54 .54 .55
Age
18-34 years 30 53% 39% 25 34 38 32 .36 30
35-49 years 33 .29 33 27 34 33 37 33 36
50-64 years 22 A1 .19 26 .19 .18 20 .19 21
65 years and older 15 .06* .09 22% 12 .10 11 13 12
South .55 30% 20% .92% .56 28% .04+ .09%* 19%
Number of children in household .41 87 .50 27 54% Sl 32 .50 51
Relationships status
Married/cohabiting 52 .69% .55 .64% 42% .50 .69% .67 5%
Never married 22 .19 25 145 31* 32% .20 22 18
Formerly married .26 A1 .20 23 .28 19% A1% .10% .07*
Income (in $10,000s) 457 3.83 5.13 5.26 3.62% 4.56 7.36%  7.91*% 5.12
Employment status
Employed 73 637 59% 61% .65% .76 .64+ .64 .62%

@ Springer


https://www.icpsr.umich.edu/web/ICPSR/studies/20240/datadocumentation
https://www.icpsr.umich.edu/web/ICPSR/studies/20240/datadocumentation

J. Racial and Ethnic Health Disparities (2022) 9:462-477 475

Table 5 (continued)

NLW Mexican Puerto Rican Cuban African American Afro- Chinese Filipino Vietnamese
Caribbean

Not employed .05 .07 .07 .05 10%* .09 .06 .06 .09%*
Not in labor force 22 .29 35% 35% 25 15% 30% 30% 29
Education

Less than high school 15 52% 34 30% 25% .20 .19 12 34%*
High school/some college .55 40% .54 A46* .62 .59 37* .52 A4
College graduate 30 .07%* 2% 23 14%* 21 A4 .36 22
Acculturation factors

Nativity/time in USA

US born 98 A4% 55% 14% .99 36% 18% 30% .03%*
Less than 5 years .01 10% .02 16%* .01 .09%* 14 .10% 15%
5-10 years .004 .09%* .04 3% .002 .09%* .14* .09%* 26*
11-20 years .00 19% .09%* .09%* .00 20% 30% 23% 29%
20 or more years .00 .18 30% A48%* .00 26% 24%* 28% 27%
Interview in English 1.00 A43% 58% 23% 1.00 1.00 AT* 87 22%
Health and healthcare factors

Any 12-month mental disorder .19 18 28% .19 21 24 14% 2% .10*
Health insurance coverage .88 58 .84 5% .83% 8% .86 .87 81%
Morbid obesity .03 .04 .04 .02 .07%* .04 .004%* .01 .01%*
Past month mobility difficulties 23 10% A7 15% 23 .20 .07* .097% .07%*
Past month sick bed days .85 A43% .92 1.07 1.35* 1.06 32% 32% A7
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