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              ELIMINATING health disparities is a major goal of 
Healthy People 2010, and understanding racial differ-

ences in health is a critical step in reaching this goal ( Dressler, 
Oths, & Gravlee, 2005 ). For more than 50 years, self-rated 
health (SRH) has been one of the most widely used measures 
for assessing health disparities (see review by  Ferraro, 1993 ). 
It is typically measured with a single item asking respon-
dents to rate their health on a 5-point Likert-type scale. SRH 
is a consistent predictor of mortality independent of medical, 
behavioral, and psychosocial factors ( Benyamini, Blumstein, 
Lusky, & Modan, 2003 ;  Idler & Benyamini, 1997 ;  Idler, 
Hudson, & Leventhal, 1999 ;  McGee, Liao, Cao, & Cooper, 
1999 ). In longitudinal analyses of the National Population 

Health Survey in Canada,  Bailis, Segall, and Chipperfi eld 
(2003)  found that SRH coincided with changes in health
 status over time. Previous    studies also suggest that SRH 
might be more strongly related to disability than morbidity 
(Ferraro, 1980), and longitudinal analyses of the SRH – dis-
ability association found that these factors might exert a mu-
tual infl uence on one another ( Ferraro, Farmer, & Wybraniec, 
1997 ). Overall, SRH provides researchers in the fi eld of ag-
ing with an inexpensive way to characterize health status 
( Schulz et al., 1994 ) and because of its predictive utility is an 
important indicator of overall health in older adulthood. 

 Racial differences in SRH have been well documented in 
multiple studies of large, nationally representative samples. 
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   Background.        The health pessimism hypothesis suggests that Black elders are more pessimistic about health than Whites 
and therefore tend to report lower self-rated health (SRH) at comparable health status. The current analysis examined the factors 
associated with SRH and tested the health pessimism hypothesis among older adults at similar levels of physical functioning. 

   Methods.        The study example included 2,729 Health, Aging, and Body Composition study participants aged 70 – 79 
years. We used hierarchical logistic regression to examine the association between race and SRH while adjusting for 
demographic, physical health, and psychosocial factors. The analyses were repeated for participants at similar levels of 
objective functioning to test the health pessimism hypothesis. 

   Results.        The association between race and SRH remained independent of physical and psychosocial health variables, 
with Whites being 3.7 times more likely than Black elders to report favorable SRH. This association was signifi cant at each 
level of physical functioning and greater at the higher (odds ratio [OR] = 5.5) versus lower (OR = 2.2) levels of functioning. 

   Conclusions.        The results suggest greater health pessimism among Black elders and expand previous work by includ-
ing objective functioning in multidimensional models to deconstruct race variations in the SRH of older adults   .   
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According to age- and sex-adjusted estimates from the 2006 
National Health Interview Survey, 69.4% of White adults 
reported excellent or good health compared with 56.4% of 
Black adults ( U.S. Department of Health and Human 
Services, 2007 ). Black adults consistently report poorer SRH 
than White adults even after controlling for a number of socio-
demographic and self-reported health correlates (e.g.,  Borrell 
& Crawford, 2006 ;  National Center for Health Statistics, 
2006;   Ren & Amick, 1996 ). In fact, adjusted models indicate 
that Black adults are approximately twice as likely as Whites 
to report fair or poor SRH ( Boardman, 2004 ;  Ferraro, 1993 ). 

 Two interpretations have been proposed to clarify 
between-group variations in SRH ( Boardman, 2004 ). The 
fi rst is  “ spontaneous assessment, ”  which suggests that SRH 
refl ects an individual’s self-evaluation and is a direct mea-
surement of health status ( Bailis et al., 2003 ). In the context 
of racial disparities, spontaneous assessment would suggest 
that poorer SRH among Blacks is a simple and direct indi-
cation of poorer health status. However, this does not ex-
plain the fi nding that these differences persist even after 
controlling for other factors. The second interpretation,  “ en-
during self-concept, ”  relates more to an individual’s health 
beliefs ( Bailis et al., 2003 ). Enduring self-concept would 
suggest that Black adults might have different beliefs about 
health, which might lead to more negative health assess-
ments. These two views of SRH provide researchers with a 
conceptual framework for understanding racial differences 
in SRH ( Boardman, 2004 ). 

 One hypothesis for these differences that was fi rst de-
scribed by  Ferraro (1993)  as a way to explain his fi ndings 
suggests that Black older adults are more pessimistic about 
health than Whites and therefore tend to evaluate health 
more negatively. This negative assessment persists even 
when the health status of Black and White older adults is 
similar.  Boardman (2004)  defi ned this concept of health 
pessimism as  “ a notable mismatch between subjective and 
objective health status ”  (p. 2523). This hypothesis is consis-
tent with the enduring self-concept interpretation of SRH. 
However, a limitation of previous work on health pessimism 
is that the  “ objective ”  indicators of health status have typi-
cally been based on self-report data, making it diffi cult to 
adequately examine the mismatch between objective and 
subjective health assessments. A second limitation is that 
few studies consider that the factors which infl uence health 
might differ between groups. For example, Whites might 
consider physical functioning as a more salient factor when 
defi ning health than do Black older adults ( Krause & Jay, 
1994 ). In addition to these possible cultural differences in 
SRH assessments, physical functioning is an important 
quality of life indicator that has not, to our knowledge, been 
used to test the health pessimism hypothesis. 

 The 1985 Constitution of the World Health Organization 
defi nes health as  “ a state of complete physical, mental and 
social well-being and not merely the absence of disease or 
infi rmity. ”  Consistent with this defi nition, numerous factors 

must be included in order to adequately deconstruct SRH 
( Schulz et al., 1994 ) and explore what factors best explain 
the observed racial differences. The goal of the current anal-
ysis was to examine the role of multiple health indicators, 
including objective physical functioning, as predictors of 
SRH in a racially diverse sample of community-dwelling 
older adults. Physical functioning is a widely accepted indi-
cator of overall physical health status ( Newman et al., 2006 ) 
and, to our knowledge, has not been examined as it relates 
to SRH. We tested the health pessimism hypothesis by de-
termining whether racial differences in SRH persisted at 
similar levels of objective physical functioning, as measured 
by a multidimensional physical performance battery, after 
adjusting for known predictors of SRH. We hypothesized 
that health-related variables would only partially explain 
racial differences in SRH. We also hypothesized that Black 
elders would report poorer SRH than Whites with compa-
rable functional status, which might be indicative of greater 
health pessimism among Black elders.  

 Methods  

 Study Population 
 The data for this analysis were from the Health, Aging, 

and Body Composition (Health ABC) study, a prospective 
cohort study of 3,075 Black and White men and women aged 
70 – 79 years at baseline. Only those participants with com-
plete data on all key variables were included in the current 
analyses ( N  = 2,729), with 346 (11.25%) having incomplete 
data. Health ABC was designed to examine the relationship 
between changes in body composition and development of 
functional diffi culties in a sample of initially well-functioning 
older adults. Participants were recruited using designated zip 
codes in or around Pittsburgh, Pennsylvania, and Memphis, 
Tennessee, and deemed eligible if they had no diffi cultly 
walking one-quarter mile, going up 10 steps without resting, 
or performing basic activities of daily living. In addition, eli-
gible participants did not need walking aids, reported no his-
tory of active treatment of cancer in the prior 3 years, and did 
not plan on moving out of the area in the next 3 years. All of 
the Health ABC participants were Medicare recipients living 
in the designated zip codes. White participants were recruited 
based on a random sample of Medicare-eligible adults, 
whereas Black participants were oversampled to ensure a 
suffi cient number by recruiting from 100% of all age-eligible 
Medicare recipients. The data used in the current analysis 
were collected during the baseline home interview and clinic 
assessment, between April 1997 and June 1998.   

 Measures 
  SRH , our dependent variable, was assessed with a single 

item,  “ How would you rate your overall health? ”  with re-
sponse categories of excellent, very good, good, fair, and 
poor. To ensure suffi cient cell sizes, SRH was dichotomized 
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as favorable SRH (excellent + very good + good) versus 
unfavorable SRH (fair + poor) for the regression analyses. 
In order to better understand racial variations in SRH, 
factors known to be associated with SRH were collapsed 
into conceptual domains and included as potential 
confounders. 

  Race  was categorized according to the participant’s self-
identifi cation as Black or White. Three conceptual domains 
were used to categorize predictor variables, including de-
mographics (four variables), physical health (six variables), 
and psychosocial factors (three variables). All variables 
were selected based on their conceptual and statistical as-
sociations with SRH, with the goal of limiting the amount 
of missing data.  “ Demographic ”  variables in the fi rst do-
main included sex (men vs. women), age (continuous vari-
able, measured in years), site (Memphis vs. Pittsburgh), and 
highest education level (high school graduate vs. less than 
high school). Income was not included in the analyses due 
to a large amount of missing data for this variable ( n  = 316) 
and because it showed a moderate/high correlation with 
education ( r  = .47). 

 Six variables were included under the  “ physical health ”  
domain, including our measure of physical functioning, 
which was selected  a priori  to examine the health pessimism 
hypothesis. (1) The Health ABC physical performance 
battery (PPB) is an objective, composite score based on the 
participant’s ability to complete four tasks: fi ve repeated 
chair stands, timed standing balance across four positions 
(feet parallel, semitandem, tandem, and single-leg stance), 
gait speed based on 6-m walk, and a narrow walk test for 
balance. Continuous scores on the PPB ranged from 0 to 4, 
with higher scores indicating better physical functioning 
( Simonsick et al., 2001 ). (2) The count of prescribed medi-
cations was based on an inventory during the clinic assess-
ment. Participants were asked to bring in the medications 
they used within the past 2 weeks, and clinic staff recorded 
the name of the medication and the prescribed dosage. (3) 
Self-reported ease of walking one-quarter mile was assessed 
with a single item, with response categories of  not that easy, 
somewhat easy,  and  very easy . (4) To assess comorbidity, 
participants were asked whether a doctor had ever told them 
they had a given condition. The comorbid-conditions 
variable was a simple tally of 10 chronic conditions that are 
common in older adulthood: cancer, heart attack, conges-
tive heart failure, diabetes, hypertension, knee osteoarthri-
tis, osteoporosis, chronic obstructive pulmonary disease, 
stroke, and angina due to heart disease. (5) Global pain was 
a continuous variable measured using a single item,  “ Dur-
ing the past 30 days, how often have you had pain? ”  with 
the following response options: 0 = no pain, 1 = once or 
twice, 2 = a few times, 3 = fairly often, 4 = very often, and 
5 = every day or nearly every day. (6) Finally, body mass 
index was calculated by dividing the participant’s weight 
(kilograms) by height (meters) squared, both of which were 
assessed during the baseline clinic visit. 

 The fi nal conceptual domain of  psychosocial health  in-
cluded depressive symptomatology, personal mastery, and 
satisfaction with social support. (1) Depressive symptoma-
tology was assessed with the 20-item Center for Epidemio-
logic Studies Depression Scale (CES-D,  Radloff, 1977 ), a 
multidimensional screening instrument for acute depressive 
symptoms experienced over a 7-day period. For this con-
tinuous variable, respondents indicated how often they felt 
each way during the past week: rarely, sometimes, occa-
sionally, or most times. (2) Personal mastery was measured 
using two items from the Personal Mastery Scale of  Pearlin 
and Schooler (1978) . Participants were asked whether they 
agreed or disagreed with the following statements:  “ I often 
feel helpless in dealing with the problems of life ”  and  “ I can 
do just about anything I really set my mind to do, ”  with re-
sponse categories of  disagree strongly, disagree somewhat, 
agree somewhat,  and  agree strongly . (3) Finally, satisfac-
tion with social support was assessed with a single yes/
no item adapted from the Lubben Social Network Scale 
( Lubben, 1988 ):  “ In the past year, could you have used more 
social support than you received? ”    

 Statistical Analyses 
 Descriptive statistics,  c  2  for categorical variables and 

 t -tests or analyses of variance for continuous variables, were 
used to describe and compare demographic and health char-
acteristics between racial categories, stratifi ed by sex. Sim-
ple contingency tables were used to examine racial variations 
in the proportion of participants who nominated each SRH 
category. We also used bivariate    correlations to examine the 
association between SRH and the four components of the 
PPB: repeated chair stands, timed standing balance, gait 
speed, and the narrow walk test. 

 The association between race and SRH, as well as the 
predictive utility of the variables across the three do-
mains, was examined with logistic regression. The mod-
els were built using hierarchical block entry of variable 
domains to test the association between these domains 
and the dichotomized (favorable vs. unfavorable) SRH 
outcome. Five models were fi tted to examine the variable 
associations adjusted for (a) race only, with Black adults 
as the reference group; (b) race + other demographic 
variables, including a Sex × Race interaction term; (c) 
race + demographics + physical health; (d) race + demo-
graphics + physical health + psychosocial health; and (e) 
race + demographics + physical health + psychosocial 
health + the Race × PPB interaction. Addition of the Race × 
PPB interaction term allowed us to determine if the rela-
tionship between PPB and SRH varied by race. More-
over, entering the interaction term after the other domains 
allowed us to interpret how the race coeffi cient changed 
above and beyond the infl uence of other variables in the 
model. To determine if any information was lost by di-
chotomizing the dependent variable, we reran the fi ve 
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models using multinomial logistic regression with a 
three-group split on SRH: excellent/very good versus 
good versus fair/poor. 

 Incongruence between objective functioning and SRH 
was examined using a two-tiered approach. First, we inter-
preted the results of the Race × PPB interaction term in the 
fully adjusted regression model to test for racial differences 
in the association between physical functioning and SRH. 
The second strategy was to examine this association among 
participants at the same level of physical functioning. To do 
this, we stratifi ed the scores of the PPB into tertiles and 
compared participants with PPB scores in the same tertile 
(described as high, medium, and low levels of physical 
functioning). Additional logistic regression analyses were 
then conducted to examine the association between race and 
SRH within each tertile of physical functioning. Variable 
domains were entered in hierarchical order as previously 
described: race, additional demographic characteristics, 
physical health, and psychosocial health. All analyses were 
carried out using SPSS Version 15 ®  statistical software.    

 Results  

 Sample Characteristics 
  Table 1  illustrates the demographic characteristics of the 

sample, stratifi ed by sex to provide a more detailed descrip-
tion of the health profi le of participants. Compared with 
those included in the analyses, the participants eliminated 

due to missing data did not differ on the majority of sample 
characteristics. They were, however, more likely to have 
lower education levels and report needing more social sup-
port over the past year (data not shown). The mean age for 
the entire sample ( N  = 2,729) was 73.6 years ( SD  = 2.9, 
range = 68 – 80). Slightly over half (51.3%) of the partici-
pants were women and 41.3% were Black. Across both 
sexes, Black elders had lower educational levels, reported 
lower satisfaction with social support, and had lower scores 
on the PPB than Whites. Black men and women were also 
less likely to report that walking one-quarter mile was  “ very 
easy ”  compared with Whites. The no difference fi nding for 
depressive symptoms must be interpreted with caution due 
to the low reliability of the CES-D in the current sample 
(Cronbach’s  a  = .54). Among women, Black participants 
had signifi cantly higher personal mastery, higher body mass 
index, and more self-reported chronic conditions than 
Whites. Finally, White men reported higher global pain and 
were signifi cantly older than the Black men in the sample.       

 SRH 
 Results of bivariate analyses revealed that the fi ve-level 

SRH measure was signifi cantly correlated ( p   ≤  .01) with 
each of the individual components of the PPB. The magni-
tude of the association was highest for the repeated chair 
stands task (Spearman’s rho = 0.23), followed by the narrow 
walk test (Spearman’s rho = 0.17), gait speed (Spearman’s 
rho = 0.14), and the timed standing balance task (Spearman’s 

 Table 1.        Demographic and Health Characteristics of Health, Aging, and Body Composition Participants by Race and Sex ( N  = 2,729)  

  Women  Men   

 Black ( n  = 646) White ( n  = 755) Black ( n  = 481) White ( n  = 847)  

 Variable (range for total sample) % ( n ) or  M  ( SD )   p  Value (within sex) % ( n ) or  M  ( SD )   p  Value (within sex)  

  Age** (years) (68 – 80) a 73.34 (2.94) 73.57 (2.78) .136 73.51 (2.75) 73.91 (2.94) .016 
 Education*** (%) <.001 <.001 
     Less than high school 37.0 (239) 10.3 (78) 49.5 (238) 13.9 (118)  
     High school graduate 35.8 (231) 44.5 (336) 24.5 (118) 26.6 (225)  
     Postsecondary 27.2 (176) 45.2 (341) 26.0 (125) 59.5 (504)  
 Site*** <.001 .211 
     Memphis, TN 45.0 (291) 55.2 (417) 48.0 (231) 51.6 (437)  
     Pittsburgh, PA 55.0 (355) 44.8 (338) 52.0 (250) 48.4 (410)  
 Physical performance battery*** (0 – 4) 1.89 (0.53) 2.17 (0.50) <.001 2.14 (0.53) 2.42 (0.50) <.001 
 Prescribed medications (0 – 29) a 3.37 (2.74) 3.32 (2.88) .758 3.01 (3.06) 2.76 (2.49) .106 
 Ease of walking one-quarter mile*** (%) <.001 <.001 
     Very easy 58.4 (377) 75.2 (568) 73.2 (352) 81.7 (692)  
     Somewhat easy 31.4 (203) 22.0 (166) 22.2 (107) 16.4 (139)  
     Not that easy 10.2 (66) 2.8 (21) 4.6 (22) 1.9 (16)  
 Comorbid conditions** (0 – 10) 1.45 (1.18) 1.27 (1.12) .004 1.35 (1.18) 1.26 (1.12) .192 
 Global pain score* (0 – 5) 2.26 (1.88) 2.35 (1.94) .384 1.74 (1.84) 1.97 (1.93) .036 
 Body mass index*** (kg/m 2 ) 
(14.59 – 51.99) a 

29.69 (5.81) 26.11 (4.60) <.001 27.20 (4.41) 27.00 (3.70) .372 

 Depressive symptoms (0 – 60) 5.01 (5.27) 5.38 (6.02) .232 4.41 (5.19) 3.98 (4.87) .127 
 Personal mastery** (1 – 8) 7.09 (1.19) 6.81 (1.38) <.001 7.01 (1.31) 7.01 (1.30) .929 
 Needs more support*** .004 <.001 
     Yes 33.9 (219) 26.9 (203) 31.8 (153) 18.7 (158)   

    Notes : Racial differences detected for entire sample: * p  ≤ .05; ** p  ≤ .01; *** p  ≤ .001.  
  a       Actual range for entire sample.   
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rho = 0.10). Because the magnitude of the association was 
higher for the PPB composite score (Spearman’s rho = 0.29) 
than for any of the individual scale components, the com-
posite score was used in the logistic regression models. 

 As shown in  Figure 1 , a greater proportion of Black par-
ticipants rated their health as fair or poor compared with 
Whites (27.3% vs. 8.2%, respectively). A greater proportion 
of Whites (17.6%) rated their health as excellent compared 

with only 8.7% of Blacks, and 34.0% of Whites reported 
very good health compared with 25.3% of Blacks. The pro-
portion of older adults reporting good health was similar 
across race (38.7% of Blacks and 40.2% of Whites).     

 A logistic regression analysis was performed on SRH (fa-
vorable vs. unfavorable) as the outcome with the fi ve hierar-
chically ordered variable domains. In the unadjusted model, 
White elders were 4.18 times more likely than Black elders 
to report favorable SRH ( Table 2 ). When additional demo-
graphic predictors were included in the model at Step 2 
(Negelkerke  R  2  = .15), the relationship between race and 
SRH remained signifi cant but was attenuated, with Whites 
being 3.45 times more likely than Black elders to report fa-
vorable SRH. A Race × Sex interaction was not detected. The 
signifi cant race association persisted when physical health 
variables at Step 3 (odds ratio [OR] = 3.36, 95% confi dence 
interval [CI] = 2.35 – 4.82) and psychosocial health variables 
at Step 4 (OR = 3.74, 95% CI = 2.59 – 5.40) were included in 
the model. SRH was signifi cantly predicted by all variables 
in the physical health domain with the exception of body 
mass index. Two of the psychosocial health variables — 
depressive symptomology and personal mastery — were sig-
nifi cantly associated with SRH (Negelkerke  R  2  = .28), but 
satisfaction with social support was not. Finally, the Race × 
PPB interaction was statistically signifi cant in the fully ad-
justed model, which justifi ed a more in-depth exploration of 

  

 Figure 1.        Self-rated    health of older men and women stratifi ed by race. 
 c  2 (4,  N  = 2,726) = 203.43,  p  < .001.    

 Table 2.        Odds Ratios (ORs) and 95% Confi dence Intervals (CIs) for Logistic Regression Predicting Favorable Self-Rated Health (SRH) a   

  Conceptual Domains and 
Select Predictor Variables

Step 1 Race Only Step 2 + Demographics Step 3 + Physical Health Step 4 + Psychosocial Health Step 5 + Interaction Term 

 OR (95% CI) OR (95% CI) OR (95% CI) OR (95% CI) OR (95% CI)  

  Race (White vs. Black) 4.18 (3.35 – 5.21)*** 3.45 (2.47 – 4.80)*** 3.36 (2.35 – 4.82)*** 3.74 (2.59 – 5.40)*** 1.42 (0.57 – 3.52) 
 Demographics  
     Sex (men vs. women) 1.02 (0.78 – 1.34) 0.76 (0.56 – 1.03) 0.75 (0.55 – 1.02) 0.80 (0.58 – 1.08) 
     Age (years) 0.97 (0.94 – 1.01) 1.00 (0.96 – 1.04) 1.00 (0.96 – 1.05) 1.00 (0.96 – 1.04) 
     Education (graduate vs. 
  less than high school)

2.46 (1.94 – 3.11)*** 2.39 (1.86 – 3.08)*** 2.28 (1.77 – 2.95)*** 2.32 (1.80 – 3.00)*** 

     Site (Memphis, TN vs. 
  Pittsburgh, PA)

1.20 (0.96 – 1.50) 1.22 (0.97 – 1.55) 1.23 (0.97 – 1.56) 1.24 (0.97 – 1.57) 

     Race × Sex 0.89 (0.57 – 1.40) 0.85 (0.53 – 1.37) 0.78 (0.48 – 1.27) 0.68 (0.42 – 1.13) 
 Physical health  
     Physical performance 
  battery (PPB) b 

1.73 (1.38 – 2.16)*** 1.63 (1.30 – 2.05)*** 1.33 (1.00 – 1.77) 

     Number of medications 0.88 (0.84 – 0.91)*** 0.88 (0.85 – 0.92)*** 0.88 (0.84 – 0.92)*** 
     Ease of walking 
  one-quarter mile (easy 
  vs. not easy)

2.07 (1.35 – 3.18)*** 1.97 (1.28 – 3.05)** 1.99 (1.29 – 3.06)** 

     Comorbidity 0.86 (0.77 – 0.95)** 0.86 (0.78 – 0.96)** 0.86 (0.78 – 0.96)** 
     Global pain 0.85 (0.80 – 0.91)*** 0.88 (0.83 – 0.94)*** 0.88 (0.83 – 0.94)*** 
     Body mass index 1.02 (1.00 – 1.05) 1.01 (0.99 – 1.04) 1.02 (0.99 – 1.04) 
 Psychosocial health  
     Depressive symptoms 0.95 (0.93 – 0.97)*** 0.95 (0.93 – 0.97)*** 
     Personal mastery 1.10 (1.00 – 1.20)* 1.10 (1.00 – 1.20)* 
     Needs support (yes vs. no) 0.86 (0.67 – 1.11) 0.86 (0.67 – 1.11) 
 Race × PPB 1.66 (1.07 – 2.57)* 
 Omnibus  c  2  statistic 176.09*** 70.10*** 189.72*** 45.36*** 5.19 
 Negelkerke  R  2 0.11 0.15 0.25 0.28 0.28  

   Notes :  * p  ≤ .05; ** p  ≤ .01; *** p  ≤ .001.  
  a       Favorable = excellent, very good, or good SRH.  
  b       Health, Aging, and Body Composition PPB.   
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the relationship between race and SRH at each level of 
objective physical functioning.     

 Results of the fully adjusted model that used the alternate, 
multinomial approach revealed that the association between 
race and SRH was driven by the proportional Black versus 
White difference in the excellent/very good versus fair/poor 
SRH groups. Specifi cally, Whites compared with Blacks 
were more likely to report excellent/very good SRH than 
fair/poor SRH (OR = 2.67, 95% CI = 1.15 – 6.18;  p  = .02), but 
there was not a signifi cant race – SRH association when 
comparing the excellent/very good versus good SRH groups 
(OR = 1.98, 95% CI = 0.89 – 4.42;  p  = .10). Because this 
approach did not provide any new information and for ease 
of interpretation, we decided to use the dichotomized SRH 
outcome to further examine the health pessimism hypothesis.   

 Stratifi cation by Objective Physical Functioning 
 To further explore the Race × PPB interaction, the PPB was 

fi rst divided into tertiles in order to examine racial differ-
ences in SRH at varying levels of PPB. As shown in 
 Figure 2 , at each level of objective physical functioning, 
Black elders were signifi cantly more likely to report unfa-
vorable SRH than Whites. The percent of those reporting 
unfavorable SRH for each racial group decreased with pro-
gressively higher levels of physical functioning, but the ra-
cial disparity (e.g., the proportion of Black to White older 
adults reporting unfavorable SRH) increased from the lowest 
to the highest tertile. In order to determine the adjusted odds 
for reporting favorable SRH at each level of functioning, we 
then performed a series of logistic regression analyses paral-
lel to the one previously described (Step 5) at each tertile.     

 As shown in  Table 3 , results of the fully adjusted models 
suggest that after stratifying by objective physical function-
ing, the association between race and SRH became stronger. 
For participants in the lowest tertile of functioning, the fully 
adjusted model indicated that White elders were more than 
twice as likely (OR = 2.20, 95% CI = 1.48 – 3.28) as Black 
elders to report favorable SRH. White elders in the middle 

tertile were 3.77 times more likely to report favorable SRH 
compared with Black elders (95% CI = 2.43 – 5.83), and 
among the highest functioning participants, Whites were 
5.54 times more likely than Black elders to report favorable 
SRH (95% CI = 2.92 – 10.54). These results indicate that af-
ter adjustment, the Black versus White disparity increased 
with higher levels of objective physical functioning.        

 Discussion 
 In our analyses, the addition of physical and psychosocial 

health variables attenuated, but did not eliminate, the asso-
ciation between race and SRH (i.e., Whites were still 3.7 
times more likely than Blacks to report favorable SRH). 
When participants were compared at the same level of objec-
tive physical functioning, Whites were signifi cantly more 
likely to report favorable SRH compared with Black elders 
after adjusting for differences in demographics, physical 
health, and psychosocial health. Even among those partici-
pants with the best performance scores across several physi-
cal domains, Whites were 5.5 times more likely to report 
favorable SRH than Black elders. These data are consistent 
with the hypothesis of greater health pessimism among Black 
elders. It also suggests that enduring self-concept might be 
the most accurate way to view SRH, whereby cultural differ-
ences exist in how health is interpreted and the extent to 
which individual factors infl uence SRH assessments. 

 Table 3.        Odds of Reporting Favorable Self-Rated Health (SRH) a  in 
White Compared With Black Participants at Similar Levels of 

Objective Physical Functioning b   

  Hierarchical Block Entry of 
Variables

 n  per Tertile c   Odds Ratio 95% Confi dence 
Interval 

 Black White   

  Lowest tertile of objective 
functioning

514 388  

     Race only 2.79*** 1.99 – 3.91 
     Model A + demographics 2.09*** 1.44 – 3.04 
     Model B + physical health 2.15*** 1.45 – 3.18 
     Model C + psychosocial 
  health

2.20*** 1.48 – 3.28 

 Middle tertile of objective 
functioning

384 523  

     Race only 3.54*** 2.43 – 5.14 
     Model A + demographics 3.07*** 2.07 – 4.55 
     Model B + physical health 3.46*** 2.26 – 5.30 
     Model C + psychosocial 
  health

3.77*** 2.43 – 5.83 

 Highest tertile of objective 
functioning

229 691  

     Race only 5.32*** 3.21 – 8.81 
     Model A + demographics 4.42*** 2.56 – 7.62 
     Model B + physical health 4.78*** 2.61 – 8.72 
     Model C + psychosocial 
  health

5.54*** 2.92 – 10.54  

   Notes :  *** p   ≤  .001.  
  a       Favorable = excellent, very good, or good SRH.  
  b       Based on mean score on the Health, Aging, and Body Composition physi-

cal performance battery.  
  c       Some error in the distribution of tertiles due to rounding.   

  

 Figure 2.        Percent of Black and White older adults who report unfavorable 
self-rated health (SRH) (unfavorable = fair or poor SRH) at each level of objec-
tive physical functioning. Signifi cant differences by race and tertile ( p   ≤  .001).    
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 Information gained from our analysis supports the notion 
that SRH taps into multiple dimensions of health ( Idler & 
Benyamini, 1997 ). The association between race and SRH per-
sisted after adjusting for multiple health-related variables, 
suggesting that the factors which infl uence SRH are complex 
and not readily captured with standard subjective and objective 
measures. In the Cardiovascular Health Study of the Elderly, 
 Schulz et al. (1994)  found that from an extensive list of 70 
predictors, it was the health-related factors which participants 
were aware of that had the strongest association with SRH 
(e.g., prescription medications, known illnesses, etc.). Our 
work expands on this by demonstrating that objective physical 
function is also important to the SRH of older adults. The 
observation that multiple factors predict SRH supports previ-
ous literature, but the fi nding that racial differences exist at 
similar levels of functioning warrants further discussion. 

 Research suggests that defi nitions of what constitutes 
good (and poor) health differ across diverse populations 
because the meaning of  “ healthy ”  is often related to group 
referents and lifetime experiences ( Damron-Rodriguez, 
Frank, Enriquez-Haass, & Reuben, 2005 ;  Krause & Jay, 
1994 ). In a study of 114 older adults with chronic illness, 
Blacks tended to focus more on the presence or absence of 
conditions, whereas Whites focused more on functioning 
( Silverman, Smola, & Musa, 2000 ). Krause and Jay found 
that Whites used physical functioning as a frame of refer-
ence, whereas non-Whites (Black and Hispanic) might think 
more about health problems when interpreting SRH. Results 
from these studies support our fi nding of comparatively 
greater concordance between SRH and physical functioning 
among Whites (i.e., high functioning corresponded with 
higher SRH ratings among Whites but not Blacks). It is pos-
sible that in the current study, high levels of functioning 
were responsible for elevated SRH among Whites but did 
not infl uence ratings of health to the same extent among 
Black elders due to different defi nitions of health. 

 An alternate explanation is that factors not included in the 
current analyses might better explain SRH among Black el-
ders.  McMullen and Luborsky (2006)  recently suggested that 
Black older adults might be using more than biomedical and 
physical health criteria when defi ning health as a way to main-
tain health identity. Although our models of SRH included 
some psychosocial measures, these constructs were not ex-
haustive and tend to be less well-measured than standard phys-
ical health variables. The addition of a more diverse set of health 
and psychosocial variables might show a greater attenuation of 
the race difference than was observed in the current analyses. 

 The hypothesis of health pessimism among Black elders 
was explored in the current analysis in a way that has not 
been previously described. Prior studies have shown that ra-
cial differences in SRH persist after controlling for a number 
of demographic and health-related variables. However, none 
to our knowledge have examined the health pessimism hy-
pothesis by using objective physical functioning as the stan-
dard on which physical health is gauged. Using objective 

indicators in research on health pessimism has implications 
for the development of screening instruments to identify older 
adults who are at risk for poor outcomes.  Hong, Oddone, 
Dudley, and Bosworth (2005)  found that among older veter-
ans with hypertension, health pessimists had less control over 
their blood pressure than elders in any other health congru-
ence group (good health realists, poor health realists, or health 
optimists). If health pessimists are at heightened risk for poor 
health outcomes, future research could address whether 
health pessimism is a stable trait based on a history of poor 
health or whether health pessimism in older adulthood could 
be modifi ed with targeted behavioral interventions. 

 The underlying reasons for racial group differences in 
health pessimism are not well understood. As previously 
suggested, these differences in health pessimism might be 
due to cultural or psychosocial variations in how individuals 
conceptualize the global construct of SRH. In our study, for 
example, self-reported pain was higher among White men 
compared with Black men, which might also suggest differ-
ences in how these groups view, interpret, and report physi-
cal symptoms. Another intriguing possibility which has 
some support in the social science literature is the idea that 
lifetime experiences have resulted in more negative health 
appraisals among Black individuals. In a sample of 1,106 
Blacks and Whites age 18 years and older, interpersonal 
maltreatment (defi ned as perceived maltreatment from oth-
ers in daily life) explained racial differences in health pes-
simism ( Boardman, 2004 ). It is possible, then, that perceived 
maltreatment might lead to elevated health pessimism 
among racial minority elders, although the data are cur-
rently unavailable to test this in the Health ABC cohort. 

 The present study has limitations which must be ac-
knowledged. First, the data were cross-sectional, which 
limited our ability to understand the directionality of the re-
lationships between variables. It is possible that health pes-
simism in the baseline Health ABC sample could lead to 
poor health outcomes and accelerated health decline over 
time. Although our results were consistent with the litera-
ture, generalizability may be limited because Health ABC 
participants were relatively high functioning at baseline. 
Also, factors which are unaccounted for in our analyses 
might be infl uencing SRH. Finally, although performance 
on the multidimensional PPB seems to be a strong measure 
of functioning, participants in future analyses should be 
equated on additional measures (e.g., grip strength, 400 m 
walk, etc.) to see if the health pessimism hypothesis holds 
across other dimensions of physical functioning. 

 Understanding SRH in minority populations could have 
important clinical and policy implications because of its 
widespread use and its predictive utility ( Damron-Rodriguez 
et al., 2005 ;  Ferraro & Kelley-Moore, 2001 ). SRH is not only 
strongly related to health but also provides information about 
well-being that is not explained by other measures. We 
demonstrated that racial differences in SRH did not coincide 
with differences in functioning nor were these differences 
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explained by a variety of demographic, physical, and psycho-
social factors. SRH is perhaps the most commonly used 
measure of global health in national surveillance surveys. 
For example, Healthy People 2010 uses SRH to measure 
health-related quality of life and describe overall health across 
a range of demographic characteristics. However, many of 
these surveys lack the data necessary for developing an 
in-depth understanding of racial variations in SRH. The 
current analysis makes a unique contribution by including 
objective physical functioning as one of these factors in a large 
and diverse sample of community-dwelling older adults.   
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