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Abstract
Physical health problems become more common as people age and are associated with a great deal
of disability. Although racial/ethnic disparities have been reported in physical health, little is
known about whether these disparities remain in the latest part of older adulthood. Accordingly,
the current study sought to examine racial/ethnic differences in the physical health status of three
age groups of older adults, using the 2005 and 2007 California Health Interview Survey. The
sample for the current study included 40,631 individuals aged 55 and older, with 33,488 non-
Hispanic whites, 1,858 African American/blacks, 2,872 Asian/Pacific Islanders, and 2,412
Latinos. Respondents were compared with regard to three indicators of physical health, which
included presence of four chronic health conditions, difficulties with activities of daily living, and
self-rated health. Analyses were conducted with and without adjustment for gender, marital status,
education, English language proficiency, nativity, and insurance status. Results revealed that, in
general, racial/ethnic disparities existed for physical health in late adulthood, with differences less
pronounced for Asian/Pacific Islanders and Latinos ≥ 75 years after multivariable adjustment.
Disparities between African American/blacks and non-Hispanic whites, as well as disparities
across all racial/ethnic minorities in self-rated health, still existed, however. These findings
suggest that in order to reduce racial/ethnic disparities, clinicians need to address specific
sociodemographic and lifestyle factors related to racial/ethnic differences in health before these
conditions are manifested in late adulthood.
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INTRODUCTION
It is widely known that as people age, chronic medical conditions become more common.
Indeed, approximately 80% of adults 65 and older have at least one chronic condition.1 The
burden of illness, however, is not shared equally across all racial and ethnic categories. Most
of the research on racial/ethnic disparities in physical health status indicators has examined

Corresponding Author: Dara H. Sorkin, UCI Health Policy Research Institute, 100 Theory, Suite 110, Irvine, CA 92617. Phone:
(949) 824-0149; Fax: (949) 824-3388; dsorkin@uci.edu.; Alternate Corresponding Author: Kristin J. August, UCI Health Policy
Research Institute, 100 Theory, Suite 110, Irvine, CA 92617. Phone: (949) 824-8229; Fax: (949) 824-3388; kaugust@uci.edu..
Author Contributions: August: study concept and design, data analysis, interpretation of data, drafting of the manuscript. Sorkin:
study concept and design, interpretation of data, and critical revision of the manuscript.
Sponsor’s Role: The funding agencies were not involved in the design, methods, subject recruitment, data collection, analysis, or
preparation of the manuscript.
Financial Disclosure: The authors have no financial disclosures and no conflict of interests to disclose related to this manuscript.

NIH Public Access
Author Manuscript
J Am Geriatr Soc. Author manuscript; available in PMC 2011 October 1.

Published in final edited form as:
J Am Geriatr Soc. 2010 October ; 58(10): 2009–2015. doi:10.1111/j.1532-5415.2010.03033.x.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



non-Hispanic whites versus African American/blacks, but much less research has focused on
Latinos and Asians.2 In general, research suggests that African American/blacks have a
higher prevalence of heart disease,3 diabetes,4 high blood pressure,5 and asthma6 compared
to whites. With the exception of Latinos having a higher prevalence of diabetes compared to
whites,4 Latinos and Asian/Pacific Islanders generally have comparable or more positive
health profiles than whites with regard to heart disease, hypertension, and asthma.3, 6, 7

Many chronic medical conditions are associated with a considerable degree of disability, or
difficulty with activities of daily living (ADL). ADL difficulties become more prevalent as
people age, as evidenced by population estimates demonstrating that disability more than
doubles between the ages of 45-64 and 65 and older from 23.9% to 51.8%.1 Although
individuals older than 65 are in the age group at highest risk for disability,1 evidence is still
mixed regarding trends of disability in later life,8 particularly among racial/ethnic
minorities.9, 10 Current research suggests that rates of disability in later life may be
declining, but it is unclear whether this decline is occurring equally across different racial/
ethnic categories. Some research suggests that African American/blacks and Latinos have a
higher prevalence of disability compared to whites, whereas Asian/Pacific Islanders have a
lower prevalence of disability compared to whites,8, 11-13 although these differences have
been found to vary as a function of socioeconomic characteristics, such as education,
income, and insurance status.8, 9, 14

In addition to these more objective indicators of health, older adults’ perceptions of their
physical health also are important to consider, as research has shown that self-rated health is
an independent predictor of both morbidity and mortality.15 Moreover, racial/ethnic
disparities exist in self-rated health, with African American/blacks being most likely of all
racial/ethnic categories to report fair/poor health.2, 16 Other studies also have found
evidence of worse self-rated health in Latinos and comparable or worse self-rated health in
Asian/Pacific Islanders compared to non-Hispanic whites, although disparities in self-rated
health in these minorities often are explained by differences in sociodemographic
characteristics, including nativity and English-language proficiency.17, 18

As the United States population ages and becomes more diverse, it is important to examine
the unmet needs of racially and ethnically diverse older adults.19 Older adults are projected
to comprise 20% of the population by 2030; the number of adults ≥ 75 years is expected to
grow from 9.3 million in 2000 to 19.5 million in 2030.20 These demographic shifts in the
population are expected to be most pronounced among racial/ethnic minorities. Specifically,
the proportion of older adults who are members of racial or ethnic minorities is projected to
increase by more than 10% from 2000 to 2030.21 Given the potential personal, social, and
economic costs of physical illness, especially disability,22 it is important to investigate
racial/ethnics disparities in health that may exist into later life.

Evidence on racial/ethnic differences in health status in later life is limited and inconsistent.
23 The current study therefore sought to examine racial and ethnic differences in the
physical health status of three age groups of older adults. Using the 2005 and 2007
California Health Interview Surveys (CHIS), reports of physical health (presence of chronic
conditions, ADL difficulties, and self-rated health) of African American/black, Latino, and
Asian/Pacific Islander older adults were compared to those of non-Hispanic white older
adults living in California. It was hypothesized that minority older adults (≥ 55) would be
more likely to report physical health problems compared to non-Hispanic whites, although
these disparities were expected to be the least prominent in the oldest age group examined
(≥ 75).
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METHODS
Procedure

Data for the current study were derived from the 2005 and 2007 California Health
Information Survey (CHIS) Public Use File. CHIS is a biannual, random-digit dial telephone
survey, which is representative of the Californian non-institutionalized population. For the
2005 survey, data were collected between July 2005 and April 2006; for the 2007 survey,
data were collected between July 2007 and March 2008. Only one randomly-selected adult
per household was sampled for the survey.24 Interviews were conducted in five languages,
which were chosen based on 2000 Census data of the languages spoken most often by
Californian residents. Thus, for individuals who did not speak English, or did not speak it
well enough to complete a survey, the survey was administered in either Spanish, Chinese
(Mandarin and Cantonese), Vietnamese, or Korean. To ensure cross-cultural equivalence
across items, the questionnaire underwent refereed translation processes and extensive
cultural adaptation. Further information about the sampling methodology, as well as the
cultural translation and adaptation of the survey, can be found elsewhere.24, 25

Sample
The overall sample for the 2005 and 2007 CHIS included 42,613 adults over the age of 55.
The focus of the current study was on examining differences in older adults’ physical health
in four racial/ethnic categories; thus, the analytic sample for the current study was
comprised of 40,631 individuals over 55 years of age. This included 33,488 non-Hispanic
white, 1,858 African American/black, 2,872 Asian/Pacific Islander, and 2,412 Latino
respondents. Within the Asian/Pacific Islander category, subgroups were comprised of
Chinese (32.2%), Filipino (26.3%), Japanese (13.6%), Vietnamese (10.4%), and Korean
(8.5%), with 9.0% of the Asian/Pacific Islander category representing other subgroups.
Within the Latino category, a majority (76.7%) of the respondents were Mexican American
(23.3% of respondents were other Latino subgroups). The sample was weighted to account
for the complex sampling design, and to accurately represent variance estimates.24

Measures
Physical health—The presence of chronic conditions was assessed by asking respondents
if they were ever told by a doctor if they had any of four chronic conditions (asthma,
diabetes mellitus, high blood pressure, heart disease). For each condition, response options
were yes/no. Responses were summed and a dichotomous variable then was created (0 = no
chronic conditions; 1 = one or more chronic conditions). To assess disability, or difficulties
with activities of daily living (ADL), three questions asked respondents whether they
experienced any difficulty with activities such as dressing, bathing, walking, climbing stairs,
getting around their home, or leaving their home alone (yes/no). A dichotomous variable
then was created to categorize older adults’ level of disability (0 = did not have any ADL
difficulties; 1 = had at least one ADL difficulty). Finally, respondents’ overall general health
was assessed with a single item that asked “Would you say that in general your health is
excellent, very good, good, fair, or poor?” Respondents rated their health on a 5-point scale
(1 = excellent, 5 = poor). A dichotomous variable then was created to represent older adults’
self-reported health status (0 = fair or poor; 1 = excellent, very good, and good).

Covariates—Additional variables were assessed for inclusion as covariates in
multivariable analyses. Variables commonly included as covariates in previous research on
racial/ethnic disparities in health9, 14 were examined for inclusion as possible covariates in
the current study. Any variables that exhibited significant racial/ethnic differences were
treated as covariates. The following sociodemographic characteristics were included in the
analyses: gender (1 = male; 2 = female); marital status (1 = currently married, 2 = not

August and Sorkin Page 3

J Am Geriatr Soc. Author manuscript; available in PMC 2011 October 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



currently married); education level (1 = high school degree or less, 2 = some college or
more); English language proficiency (1 = very well/well, 2 = not well/not at all); and nativity
(1 = U.S. born, 2 = foreign-born). Respondents’ health insurance status (1 = continuous
insurance over the past 12 months, 2 = uninsured/not continuously insured) and health care
utilization (1 = visited doctor in past 12 months, 2 = did not visit doctor in past 12 months)
also were included as a covariates.

Statistical Analyses
Analyses were performed using SAS Callable SUDAAN Release 9.0.2 (Research Triangle
Institute, Research Triangle Park, NC) to account for the complex sampling design, and to
use weighted effects for more accurate variance estimates. To examine racial/ethnic
differences in sociodemographic characteristics, bivariate analyses using Chi-square tests
were conducted. To examine racial/ethnic differences in each of the three indicators of
health status stratified by three groups of older adults (55-64, 65-74, 75-85), multivariate
analyses using multivariable logistic regression were conducted. Adjustments were made for
gender, marital status, education, English language proficiency, nativity, insurance status,
and health care utilization in multivariable analyses.

RESULTS
Sociodemographic characteristics for the four racial/ethnic categories, which are stratified
by age group, are presented in Table 1. Latino respondents were the least likely to have
more than a high school degree (41.1%), to be continuously insured over the past year
(82.1%), and to have had a doctor visit in the past year compared to the other three racial/
ethnic categories (P<.001). In addition, Asian/Pacific Islanders (82.3%) and Latinos (61.2%)
were more likely to report being foreign-born and have limited English-language proficiency
(37.1% and 49.6%, respectively) compared to non-Hispanic whites and African American/
blacks (P<.001).

As shown at the bottom of Table 1, African American/blacks (78.5%) were significantly
more likely to report the presence of chronic health conditions across all age groups,
compared to the other three racial/ethnic categories. Furthermore, Asian/Pacific Islanders
(26.8%) were the least likely to report ADL difficulties compared to the other three racial/
ethnic categories. Finally, Latinos (48.8%) were significantly more likely to report fair/poor
self-rated health compared to the other racial/ethnic categories.

Table 2 presents the unadjusted results of racial/ethnic differences in physical health status
by age group. The findings suggest that, irrespective of age, African American/blacks were
significantly more likely to report the presence of chronic health conditions and report more
ADL difficulties, compared to non-Hispanic whites. Latinos 55-64 years old also were
significantly more likely to report the presence of chronic conditions and report more ADL
difficulties, compared to non-Hispanic whites. Furthermore, Latinos 65-74 years old were
significantly more likely to report ADL difficulties than non-Hispanic whites. In contrast,
Asian/Pacific Islanders 55-64 and 65-74 were significantly less likely to report ADL
difficulties than non-Hispanic whites. Finally, all three racial/ethnic minorities reported
worse self-rated health than non-Hispanic whites in all age groups examined (55-64, 65-74,
75-85). An examination of these racial/ethnic differences in physical health using
continuous versions of ADL difficulties and self-rated health mirrored the results seen for
the dichotomous versions of these variables. A few differences were found for the
continuous version of the chronic conditions variable in unadjusted models, however.
Specifically, Asian/Pacific Islanders 55-64 were no longer significantly more likely to report
chronic conditions compared to non-Hispanic whites (β = .05, P = .17). In addition, Latinos
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65-74 (β = .10, P < .05) and ≥ 75 (β = .14, P < .05) reported significantly more chronic
conditions compared to non-Hispanic whites.

Table 3 presents the results of racial/ethnic differences in physical health status by age
group, adjusting for sociodemographic characteristics. Similar to results seen in the
unadjusted models, African American/blacks in all age groups examined were significantly
more likely to report the presence of chronic conditions compared to non-Hispanic whites.
Only African American/blacks 65-74 years old were significantly more likely to report ADL
difficulties, however. Finally, with the exception of Latinos ≥ 75, racial/ethnic minorities in
all three age groups examined (55-64, 65-74, 75-85) were significantly more likely to report
fair/poor self-rated health compared to non-Hispanic whites. Racial/ethnic differences in
physical health using continuous versions of each of the three health status indicators also
were examined. The only difference that emerged when examining the continuous version of
chronic conditions was for Asian/Pacific Islanders 65-74 years old, who reported
significantly more chronic conditions than non-Hispanic whites in adjusted models (β = .13,
P < .05). The findings for ADL difficulties and self-rated health mirrored the results for the
dichotomous versions of these variables.

DISCUSSION
The current study sought to examine whether racial/ethnic differences in indicators of
physical health status extend throughout later life, utilizing population-based data
representative of the Californian non-institutionalized population. The findings suggest that
although racial/ethnic disparities in health exist in later life – even after adjusting for
sociodemographic characteristics – health status differences between Asian/Pacific
Islanders, Latinos, and non-Hispanic whites appear to diminish with age. Specifically,
Asian/Pacific Islanders and Latino respondents ≥ 75 years old were equally as likely as non-
Hispanic whites to report having one or more chronic conditions or difficulties with
activities of daily living in the current study. Perhaps individuals who survive the myriad of
chronic conditions and associated disability that often manifest in the beginning stages of
late adulthood are the physically hardiest of individuals, regardless of their racial/ethnic
group. Support for this idea can be found in previous research that has examined a
phenomenon called the crossover effect, in which the mortality trajectories of African
American/blacks and non-Hispanic whites “crossover” at age 75. Specifically, African
American/blacks have been shown to have increased mortality rates relative to non-Hispanic
whites prior to age 75, but after that age, mortality rates for African American/blacks
actually decrease, whereas mortality rates for whites continue to increase.26, 27 Findings
from the current study suggest that a similar phenomenon may be occurring among old-old
Asian/Pacific Islanders and Latino respondents, highlighting the resilience among these
individuals. This is consistent with findings from other studies that Asian/Pacific Islanders
and Latinos are more advantaged with regard to mortality at later ages in late life.28
Findings from the current study also may be explained, in part, by respondents’ nativity. In
the current study, the majority of Asian/Pacific Islanders (82.3%) and Latinos (61.2%) were
foreign-born. Evidence suggests that, in general, foreign-born minorities, especially those
who immigrated in later life,29, 30 have better health than native-born minorities.31
Potential reasons for why foreign-born minorities enjoy better health than native born
minorities include the negative influences of U.S. culture with regard to health behaviors
(e.g., smoking, diet) and the selection of healthier individuals migrating to the United States.
2 Another possible explanation for the relative lack of disparities among Asian/Pacific
Islanders and Latinos relative to non-Hispanic whites is that the current study only assessed
four chronic conditions (included in both the 2005 and 2007 versions of CHIS). Other
conditions, notably cancer, were absent from analyses. Racial/ethnic disparities in cancer
have been well documented among the Asian/Pacific Islander and Latino populations.32
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Thus, disparities in later life for these two racial/ethnic minorities may exist in other chronic
conditions such as cancer. Nonetheless, findings from the current study suggest that for
certain conditions (heart disease, high blood pressure, diabetes, and asthma), racial/ethnic
disparities are diminished among the old-old. Future research needs to examine whether this
same pattern is seen in other conditions.

In the current study, African American/black respondents still were more likely than non-
Hispanic white respondents to report the presence of one or more chronic conditions
throughout later life, even after adjusting for sociodemographic characteristics that have
been established risk factors for health disparities.9, 14 In understanding why these
disparities persist into later life for African American/blacks, it is important to consider the
specific conditions that commonly afflict individuals in this racial group. African American/
blacks are particularly susceptible to heart disease, as research has shown that they have 2-3
times the likelihood of dying from cardiovascular disease, compared to non-Hispanic whites.
3 Although the prevalence of heart disease increases with advancing age, a majority of
individuals with heart disease are younger than age 65.3 Thus, African American/black
respondents older than 75 may have survived heart disease in early life, but now face other
common chronic conditions such as diabetes33 and high blood pressure.34 This is consistent
with findings that racial/ethnic minorities, in particular, are experiencing longer life
expectancies,1 coupled with increasing rates of lifestyle diseases.33, 34 These diseases are
of particular interest to clinicians because they involve modifiable lifestyle factors (e.g., diet,
exercise) that, if implemented, can greatly reduce the risk of these diseases, and at the same
time, decrease racial/ethnic disparities in health that may persist into late life.

Notably, disparities in ADL difficulties were attenuated for African American/blacks and
Latinos after inclusion of covariates. These findings are consistent with other research that
has found disparities narrowed or diminished after socioeconomic factors such as education
level, income, and insurance status were taken into account.9, 14 African American/blacks
and Latinos in the current study had less educational attainment and were less continuously
insured than their non-Hispanic white counterparts. Taken together, these findings suggest
that the racial/ethnic disparity in disability may stem, in part, from the limited
socioeconomic resources available to American/blacks and Latinos compared to non-
Hispanic whites. In a related vein, access to, and the quality of, health care received by
minorities without insurance may not be as good as that received by individuals who are
more likely to be continuously insured.14 Moreover, educational and other socioeconomic
resources have been linked to access to and use of preventative services,35 which may not
only help prevent the development of a condition, but also may aid in the prevention of any
associated complications or disability.

Finally, consistent with previous research, racial and ethnic differences in self-rated health
remained throughout late adulthood.2, 16 Self-rated health is considered a subjective
assessment of one’s health status.36 Perhaps people of varying ethnic and racial
backgrounds ascribe different meanings to self-rated health than non-Hispanic whites.
Indeed, some studies suggest that racial/ethnic differences in views of self-rated health may
be a function of cultural beliefs and language.17, 37 For example, research has shown that
Asians and Latinos, in particular, include other aspects of health, including mental health, in
reports of their overall health.17, 37 Given evidence that racial/ethnic minorities report
worse mental health than non-Hispanic whites,38 racial/ethnic minorities therefore may be
using their mental health status as an index of their overall health, despite the relative
absence of disparities in other physical health problems.

In evaluating the results of the current study, some limitations need to be considered. First,
CHIS only assessed the non-institutionalized population of one specific geographic area,
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namely California. Results from the current study therefore may differ from those seen in
samples of institutionalized older adults, who may be more likely to suffer from more severe
physical illnesses. Given that non-Hispanic whites are more likely to be in nursing homes
than racial/ethnic minorities,39 the racial/ethnic differences reported in the current study
may be more pronounced than if older adults from all living situations were sampled. The
sampling area for the current study also precludes us from making any firm conclusions
about older adults living in other areas of the United States. Moreover, only households who
had access to a telephone were sampled. Individuals of lower income, particularly
minorities, therefore may have been excluded from the current study. Thus, the results from
the current study may have underestimated the health status of older adults with more
serious illness and those without access to certain resources, who are more likely to be of a
racial/ethnic minority. Second, each racial/ethnic minority was examined as a homogenous
group, rather than examining specific subgroups within each minority. Results may differ
when specific ethnicities are examined within each group. For example, the Asian/Pacific
Islander population is a heterogeneous group, with differences seen in health risk factors
among subgroups.40 Previous research has demonstrated that older Vietnamese Americans
are especially vulnerable to physical health issues compared to other Asian subgroups.41
Future research needs to examine whether disparities in specific subgroups of minorities
extend into later life. In a related vein, CHIS only was administered in some Asian
languages, but not others. Notably, it was not administered in Japanese or Filipino, the
languages of the second and third largest Asian subgroups in California. Thus, the survey
may have excluded less acculturated individuals, with findings from the current study
underestimating the poor health status of these older Asians. Although this is a possible
limitation of the current study, it is important to note that English has been one of the
national languages of the Philippines since 1987, and Japanese are considered among the
most acculturated of the Asian ethnic groups.42 Nonetheless, future research should include
not only language-specific, but also culture-specific, measures to more accurately assess
health disparities.43, 44

Finally, the cross-sectional nature of the CHIS does not allow us to examine the actual
trajectories of physical health in later life. Disparities in late life may differ as a function of
when individuals were diagnosed with physical health conditions, as research has shown that
racial/ethnic disparities are more pronounced in persistently ill adults.45 Future research
therefore should include prospective data to examine whether or not disparities persist into
later life, in general, and advanced old age, in particular, for individuals with varying
degrees of illness duration.

Despite these limitations, the current study adds to the literature on racial/ethnic disparities
in physical health status trends in later life. Findings from this study suggest that although
some racial/ethnic disparities in physical health continue into late adulthood for African
American/blacks, they are not as evident in the latest part of life for Asian/Pacific Islanders
and Latinos, after adjustment for well-established risk factors. Thus, physicians need to be
attentive to racial/ethnic differences in indicators of physical health status during especially
critical periods (between the ages of 55-64) in which patients initially present with
symptoms of life-threatening conditions (e.g., heart disease) and disparities are most
prominent.46, 47 Given that many of the conditions examined in the current study involve
treatment regimens that include health behavior change, multilevel interventions targeted
toward encouraging healthy lifestyles may be especially effective in reducing disparities
when administered in mid-life. For African American/blacks, disparities in physical health
are prominent throughout later life, suggesting a need for geriatric clinicians to continue to
recommend engagement in health-enhancing behaviors throughout late life. Finally,
although it is important to be aware of racial/ethnic disparities in disability, this indicator of
physical health is less mutable as it occurs as a result of chronic conditions that are
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manifested already. Thus, to reduce racial/ethnic disparities in subsequent mortality,
clinicians should focus on both the prevention of chronic conditions (even in the absence of
disability as in the case of hypertension) as well as the enhancement of overall self-rated
health, which for minorities, often includes physical and mental health.
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Table 1
Sociodemographic Characteristics of Respondents by Race/Ethnicity (N = 40,631)

Characteristic

Non-Hispanic
white

(n=33,488)

African
American/black

(n=1,858)

Asian/Pacific
Islander
(n=2,872)

Latino
(n=2,412)

n (%)

Age*

 55-64 13,712 (46.2) 864 (53.0) 1,305 (45.2) 1,298 (52.9)

 65-74 9,743 (25.4) 578 (26.0) 956 (31.7) 716 (29.5)

 75-85 10,034 (28.4) 416 (21.1) 611 (23.1) 398 (17.6)

Gender (female)* 20,587 (54.0) 1,224 (60.7) 1,665 (55.9) 1,464 (51.8)

Marital status*

 Married 16,161 (60.8) 598 (39.5) 1,870 (71.2) 1,229 (62.0)

 Not married 17,328 (39.2) 1,260 (60.5) 1,002 (28.8) 1,183 (38.0)

Level of education*

 High school or less 1,877 (7.8) 222 (14.0) 441 (17.8) 1,192 (58.9)

 Some college or more 31,612 (92.2) 1,636 (86.1) 2,431 (82.2) 1,220 (41.1)

English proficiency*

 Very well/well 33,362 (99.1) 1,857 (99.9) 1,747 (62.9) 1,416 (50.4)

 Not well/not at all 127 (0.9) 1 (0.1) 1,125 (37.1) 996 (49.6)

Country of birth*

 United States 30,940 (91.1) 1,767 (94.8) 590 (17.7) 1,087 (38.8)

 Foreign born 2,549 (8.9) 91 (5.2) 2,282 (82.3) 1,325 (61.2)

Health insurance status*

 Currently insured 32,002 (95.6) 1,742 (92.7) 2,581 (90.6) 2,041 (82.1)

 Currently not insured 1,487 (4.4) 116 (7.3) 291 (9.4) 371 (17.9)

Doctor visit in past year*

 Visited doctor 30,602 (91.4) 1,683 (89.4) 2,462 (85.0) 2,074 (83.8)

 Did not visit doctor 2,887 (8.6) 175 (10.6) 410 (15.0) 338 (16.2)

Presence of chronic
conditions*

 0 12,484 (37.4) 395 (21.5) 1,116 (34.9) 814 (35.3)

 1 12,918 (38.6) 828 (44.9) 1,113 (40.8) 849 (32.2)

 2 6,182 (18.3) 456 (23.4) 509 (19.1) 558 (21.9)

 3 1,709 (5.0) 143 (8.7) 114 (4.1) 166 (6.7)

 4 196 (0.7) 36 (1.5) 20 (1.1) 25 (0.9)

ADL difficulties*

 0 22,417 (67.3) 1,120 (61.2) 2,183 (73.2) 1,473 (62.8)

 1 7,881 (22.9) 431 (22.0) 433 (16.6) 629 (24.9)

 2 2,058 (6.5) 169 (9.2) 149 (6.2) 200 (8.1)

 3 1,133 (3.3) 138 (7.6) 107 (4.0) 110 (4.2)
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Characteristic

Non-Hispanic
white

(n=33,488)

African
American/black

(n=1,858)

Asian/Pacific
Islander
(n=2,872)

Latino
(n=2,412)

n (%)

Self-rated health*

 Excellent 6,317 (18.4) 167 (9.7) 214 (8.5) 328 (9.2)

 Very good 10,974 (31.6) 436 (24.8) 377 (13.2) 599 (21.4)

 Good 9,436 (28.9) 632 (31.8) 708 (29.5) 863 (30.4)

 Fair 4,739 (14.9) 421 (23.9) 772 (34.9) 720 (26.0)

 Poor 2,023 (6.2) 202 (9.8) 341 (13.9) 362 (13.0)

*
P < .001. Sample sizes are unweighted. All percentages are weighted.
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Table 2

Unadjusted Racial/Ethnic Differences in Physical Health Status by Age Group (N = 40,631)

Presence of chronic
conditions

ADL difficulties Fair/Poor
Self-rated health

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

Age 55-64

White REF REF REF

African American/black 2.68 (2.16, 3.33)*** 1.28 (1.03, 1.59)* 2.16 (1.71, 2.74)***

Asian/Pacific Islander 1.22 (1.01, 1.47)* 0.67 (0.51, 0.89)** 2.61 (2.13, 3.19)***

Latino 1.20 (1.02, 1.42)* 1.34 (1.13,1.59)** 4.43 (3.78, 5.20)***

Age 65-74

White REF REF REF

African American/black 2.20 (1.57, 3.07)*** 1.74 (1.35, 2.23)*** 1.93 (1.45, 2.57)***

Asian/Pacific Islander 1.09 (0.91, 1.32) 0.71 (0.55, 0.92)* 2.52 (2.02, 3.13)***

Latino 1.19 (0.94, 1.52) 1.55 (1.24, 1.94)*** 3.96 (3.31, 4.75)***

Age ≥ 75

White REF REF REF

African American/black 1.71 (1.09, 2.69)* 1.37 (1.03, 1.80)* 1.86 (1.41, 2.45)***

Asian/Pacific Islander .96 (0.70, 1.33) 1.02 (0.82, 1.26) 2.22 (1.67, 2.96)***

Latino 1.11 (0.83, 1.50) 1.07 (0.83, 1.39) 2.56 (1.97, 3.33)***

*
p < .05

**
p < .01

***
p < .001
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Table 3

Adjusted Racial/Ethnic Differences in Physical Health Status by Age Group (N = 40,631)

Presence of chronic
conditions

ADL difficulties Fair/Poor
Self-rated health

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

Age 55-64

White REF REF REF

African American /black 2.65 (2.15, 3.28)*** 1.08 (0.86, 1.34) 1.85 (1.45, 2.36)***

Asian/Pacific Islander 1.69 (1.39, 2.06)*** 0.79 (0.58, 1.08) 1.79 (1.34, 2.38)***

Latino 1.40 (1.15, 1.72)** 1.15 (0.96, 1.38) 1.67 (1.34, 2.09)***

Age 65-74

White REF REF REF

African American/black 2.20 (1.56, 3.10)*** 1.60 (1.25, 2.05)*** 1.77 (1.33, 2.36)***

Asian/Pacific Islander 1.25 (0.99, 1.57) 0.83 (0.61, 1.14) 1.76 (1.33, 2.33)***

Latino 1.16 (0.89, 1.50) 1.23 (0.90, 1.68) 1.55 (1.18, 2.03)**

Age ≥ 75

White REF REF REF

African American/black 1.83 (1.19, 2.81)** 1.22 (0.93, 1.61) 1.74 (1.31, 2.30)***

Asian/Pacific Islander 1.14 (0.79, 1.66) 0.91 (0.73, 1.14) 1.47 (1.09, 1.98)*

Latino 1.05 (0.75, 1.45) 0.84 (0.64, 1.10) 1.23 (0.90, 1.69)

Note: Analyses are adjusted for gender, education, marital status, insurance status, health care utilization, English-language proficiency, and
nativity.

*
p < .05

**
p < .01

***
p < .001
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