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Abstract
Objective: To determine the association between self-rated health and major cardiovascular
events in a sample of women with suspected myocardial ischemia. Previous studies showed that
self-rated health is a predictor of objective health outcomes, such as mortality.

Method: At baseline, 900 women rated their health on a 5-point scale ranging from poor to
excellent as part of a protocol that included quantitative coronary angiography, cardiovascular
disease (CVD) risk factor assessment, cardiac symptoms, psychotropic medication use, and
functional impairment. Participants were followed for a maximum of 9 years (median, 5.9 years)
to determine the prevalence of major CVD events (myocardial infarction, heart failure, stroke, and
CVD-related death).

Results: A total of 354 (39.3% of sample) participants reported their health as either poor or fair.
After adjusting for demographic factors, CVD risk factors, and coronary artery disease severity,
women who rated their health as poor (hazard ratio, 2.1 [1.1–4.2]) or fair (hazard ratio, 2.0 [1.2–
3.6]) experienced significantly shorter times to major CVD events compared with women who
rated their health as excellent or very good. Further adjustment for functional impairment,
however, attenuated the self-rated health relationships with major CVD events.

Conclusions: Among women with suspected myocardial ischemia, self-rated health predicted
major CVD events independent of demographic factors, CVD risk factors, and angiogram-defined
disease severity. However, functional impairment seemed to explain much of the self-rated health
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association. These results support the clinical utility of self-rated health scores in women and
encourage a multidimensional approach to conceptualizing these measures.
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INTRODUCTION
The relationship between self-rated health and prospectively measured health events is
among the most consistent findings in the psychosomatic literature. Reviews of self-rated
health research (1-3), for example, described statistically robust associations with mortality
present in scores of studies dating back to the 1970s, with generally graded increases in risk
observed across self-rated health categories, such as excellent, very good, good, fair, and
poor.

From this previous self-rated health research, several trends are apparent. For example,
multiple studies (4-6) demonstrated the consistency of self-rated health-mortality
relationships across diverse ethnic populations and across patients with chronic medical
conditions, such as cancer and cardiovascular disease (CVD). Factors, such as gender,
socioeconomic status (SES), and patient’s knowledge of their disease status, often moderate
self-rated health associations with mortality, with men, higher SES groups, and those with
known diseases showing stronger associations (7-10). Prior studies (11,12) also indicated
that self-rated health associations are generally independent of other psychosocial
characteristics in predicting mortality. Finally, adjusting for objective health indicators
attenuates self-rated health relationships with mortality; however, the vast majority of
studies (13-16) showed that self-rated health remains a statistically significant predictor. The
latter findings suggested that self-rated health is capturing valid clinical information
concerning patients’ health status, but that these ratings also contain information beyond that
typically yielded by objective health measures.

Despite this impressive empirical backing, self-rated health measures are unusual in several
respects. The process by which patients appraise their health is complex (17), with some
evidence suggesting that men and women emphasize different disease, symptom, and
demographic factors in their health ratings (18,19). Moreover, self-rated health
measurements contrast with other psychosocial characteristics in ways both psychometric
and conceptual. Relative to lengthy mental health questionnaires, for instance, a single
unbalanced Likert scale item (with three favorable options [excellent; very good; good] and
two negative options [fair; poor]), serves as the basis of self-rated health scores. Similarly,
although self-rated health-mortality relationships may approach the level of statistical
consistency shown for depression (20,21) and SES (22,23) as predictors of health, the
interpretation of these relationships diverges sharply. In contrast to low SES and depression
—factors that may each precede and act as risk factors for end points, such as CVD
development and mortality—self-rated health arguably results from disease status (2).

Conducted in a prospective study of women with suspected myocardial ischemia, the current
investigation sought to expand on previous self-rated health findings. Specifically, we tested
the hypothesis that self-rated health effects could be explained by using a combination of
objective (disease presence and severity) and subjective (symptom severity, psychotropic
medication use as a measure of significant depression and anxiety symptoms, and functional
impairment) dimensions. Although numerous studies (24,25) supported relationships
between self-rated health and clinical symptoms, symptomatic aspects of health are rarely
sufficiently accounted for in studies addressing self-rated health-mortality relationships. The
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Women’s Ischemia Syndrome Evaluation (WISE) protocol, however, included
comprehensive assessments of coronary artery disease status, functional impairment, and
symptom severity, permitting a more rigorous test of this hypothesis, and granting the ability
to assess what dimension of subjective symptoms might be most relevant to self-rated
health.

METHODS
Participant Recruitment and Entrance Criteria

Women were eligible for participation in the WISE study if they were >18 years and
referred for a coronary angiogram as part of their regular medical care for chest pain
symptoms or suspected myocardial ischemia (26). The WISE study was designed to evaluate
the diagnostic reliability of cardiovascular testing in women with suspected ischemic heart
disease by focusing on symptomatic women whose coronary artery disease (CAD) status
was largely unknown. Exclusion criteria included major comorbidity compromising follow-
up, pregnancy, contraindication to provocative diagnostic testing, cardiomyopathy, severe
heart failure, recent myocardial infarction or revascularization procedures, significant
valvular or congenital heart disease, and language barrier. Participants provided their written
informed consent, and all participating sites obtained Institutional Review Board approval.
Study enrollment, including 936 women, was completed between 1996 and 2000, with
follow-up carried out over a median of 5.9 years (25th percentile, 2.5 years; 75>th percentile,
6.9 years; maximum, 9 years) after study entry.

Self-Rated Health
As part of the baseline assessment, participants completed a single item assessing their self-
rated health on a 5-point Likert scale. Categories included poor, fair, good, very good, and
excellent. This question format is identical to that used to assess self-rated health in large-
scale studies, such as the National Health and Nutrition Examination Survey II.

Measurement of CAD
Quantitative analysis of coronary angiograms was performed at the WISE Angiographic
Core Laboratory (Rhode Island Hospital, Providence, Rhode Island) by investigators blinded
to all other subject data (27). Using the angiogram results, each participant was assigned a
continuous coronary disease severity score based on a modified Gensini index (27). This
severity score was developed with points assigned according to the category of severity of
the stenosis (0–19, 20–49, 50–69, 70–89, 90–98, 99–100), adjusting for partial (any filling
of the occluded vessel or its distal branches antegrade or retrograde via channels other than
the original lumen) and complete collaterals. We adjusted scores according to lesion
location, with more proximal lesions receiving higher weighting factors. Because women’s
angiogram procedures were not consistent as to whether they preceded or followed their
WISE baseline evaluation, the baseline evaluation included a question assessing the
participant’s knowledge of her angiogram test results. We included this variable as an
additional covariate in the primary analyses reported here.

Measurement of Clinical Outcomes
Follow-up consisted of a scripted telephone interview by an experienced clinical research
coordinator at 6 weeks post baseline and annually thereafter to track the women’s
subsequent experiences of major CVD events. Previous research (28) has validated this
method against medical records. If a woman died, we obtained documentation of the
circumstances surrounding the death, including death certificates, hospital narratives, and/or
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family accounts. A WISE mortality committee, blinded to diagnostic information, reviewed
these records to classify the deaths as resulting from CVD or non-CVD causes.

A major CVD event was defined as nonfatal myocardial infarction, congestive heart failure,
stroke, or death due to CVD causes. We also conducted a secondary analysis, using all-cause
mortality as an outcome.

Cardiovascular Risk Factor Assessment
Major CVD risk factors assessed at baseline included smoking (defined as current versus not
a current smoker), dyslipidemia, diabetes (insulin and noninsulin dependent), body mass
index, and hypertension. Risk factor assessments included a combination of physical
examination (body mass index) and self-report (smoking, dyslipidemia, diabetes,
hypertension).

Cardiac Symptom Assessment
As part of the baseline protocol, participants completed a study-designed comprehensive
symptom history questionnaire. This measure assessed multiple indicators of cardiac
symptom severity, including shortness of breath and frequency of chest pain. Participants
were coded dichotomously (yes/no) for shortness of breath based on whether this symptom
was an indicator for their coronary angiogram procedure. We assessed the presence and
frequency of participants’ chest pain over the previous 6 weeks, using a single item, with
responses ranging from “never” to “4 or more times daily.”

Psychosocial Measures
Functional capacity was assessed, using the 12-item Duke Activity Status Index (DASI),
wherein patients self-rated their ability to perform a variety of activities ranging from basic
self-care to strenuous exercise. DASI scores are associated with objectively measured
physical fitness levels (29), and lower scores on the DASI equate to lower functional
capacity. We queried antidepressant and anxiolytic medication use in the past week as
measures of depression and anxiety status. Specific types of agents (e.g., serotonin re-uptake
inhibitors, tricyclics, benzodiazepines) were not assessed. Patients also reported their highest
level of education as a measure of SES (coded on a categorical 1–8 scale ranging from
“didn’t go to school” to “doctoral degree [PhD, MD, JD, etc.]).

Statistical Analyses
Analysis of variance and χ2 tests were employed to test for differences in demographic
variables, knowledge of angiogram results, symptom measures, CVD risk factors, and CAD
severity scores across participants categorized by self-rated health status. Tukey’s honestly
significant difference post hoc procedure was used to examine specific group differences in
the case of significant F tests.

We conducted the primary study analyses in sequential order. We examined the unadjusted
relationship between self-rated health and major CVD events, using a Kaplan-Meier
analysis. Next, we examined the relationship between self-rated health and major CVD
events after adjusting for demographic variables, CVD risk factors, and CAD severity
scores. We coded education as a dichotomous variable for primary analyses, coded as high
school education or less versus greater than a high school education (60% versus 40% of the
sample self-identified in these two categories, respectively). Subsequently, we examined
interrelationships between self-rated health and subjective dimensions (cardiac symptoms,
functional capacity, and psychotropic medication use). Finally, we assessed self-rated health
relationships with major CVD events after adjusting for both objective and subjective health
dimensions.
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Relationships between self-rated health and major CVD events were completed, using Cox
proportional hazards regression. Because just 6% of patients endorsed “excellent” health, we
merged the “excellent” and “very good” self-rated health categories, and this combined
category served as the reference group in all Cox regression analyses. CAD severity scores
were log transformed due to significant skewness in their raw form. We also adjusted for
prior self-reported history of congestive heart failure or myocardial infarction; however,
these factors had no impact on the results and are not displayed in our final models.
Statistical significance was declared at p < .05. All statistical analyses were completed,
using PASW Statistics 17.0 (www.SPSS.com).

RESULTS
Among the 936 WISE study participants, 900 had complete data on CVD risk factors, CAD
severity scores, and demographic variables, symptom measures, self-rated health, and
follow-up information. Table 1 provides a description of these participants. A breakdown of
the self-rated health distribution showed that 10.2%, 29.1%, 35.2%, and 25.4% fell into the
poor, fair, good, and very good/excellent categories, respectively. Widespread differences
were apparent in the variables listed in Table 1, with participants in the poor and fair self-
rated health categories faring worse on rates of CVD risk factors, cardiac symptoms, levels
of functional impairment, and use of antidepressant and anxiolytic medications. Those with
lower self-rated health also reported significantly lower levels of education and had a greater
likelihood of belonging to a non-Caucasian ethnic group.

Self-Rated Health and Major CVD Events and Mortality
Among the 900 WISE participants, 192 experienced a major CVD event (33 myocardial
infarctions, 64 heart failure events, and 44 strokes), including 95 deaths (58 cardiovascular-
related). Note that events were not independent (e.g., a fatal stroke counted as both a major
CVD event and a total/CVD death). Unadjusted major CVD event rates by self-rated health
over follow-up occurred among 10.9%, 21.1%, 24.4% and 39.1% of the very good/excellent,
good, fair, and poor participant categories, respectively. In an age-adjusted Cox regression
model predicting time to major CVD events, self-rated health was a highly significant
predictor (hazard ratio [HR], 1.5; 95% confidence interval [CI], 1.3–1.7). Participants rating
their health as poor (HR, 5.3; 95% CI, 2.9–9.3), fair (HR, 3.6; 95% CI, 2.2–6.1), and good
(HR, 2.3; 95% CI, 1.4–3.9) experienced significantly greater risk relative to those in the
combined very good and excellent self-rated health categories.

After adjustment for age, education level, ethnicity, CAD severity scores, and CVD risk
factors, the poor and fair self-rated health categories remained highly significant predictors
of major CVD events (HR, 1.3; 95% CI, 1.1–1.4). Diabetes (HR, 2.0; 95% CI, 1.4–3.0),
CAD severity scores (HR, 1.8; 95% CI, 1.4–2.2), dyslipidemia (HR, 1.9; 95% CI, 1.3–2.7),
and current smoking status (HR, 1.7; 95% CI, 1.1–2.6) were also reliable predictors in the
adjusted model. A more detailed description of adjusted self-rated health associations is
shown in Table 2, along with a further breakdown of self-rated health associations after
separate adjustment for psychotropic medication use, cardiac symptoms, and functional
impairment. The latter models indicated that self-rated health associations with major CVD
events were independent of psychotropic medication use and cardiac symptoms but
substantially attenuated by functional impairment scores. Table 3 presents covariate adjusted
self-rated health associations separately with the total and CVD death outcome categories.

Adjusting for antidepressant and anxiolytic use had negligible impact on the self-rated
health effects, with both the fair (HR, 1.8; 95% CI, 1.02–3.2) and poor (HR, 2.0; 95% CI,
1.01–3.9) ratings remaining significant predictors of major CVD events. A similar pattern
held true regarding the cardiac symptom severity measures (chest pain frequency and
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shortness of breath), with neither cardiac symptom measure statistically related to major
CVD events, whereas fair (HR, 2.0; 95% CI, 1.2–3.6) and poor (HR, 2.1; 95% CI, 1.1–4.1)
self-rated health remained significant predictors. In contrast, self-rated health no longer
approached significance after controlling for DASI scores. Specifically, higher functional
status was associated with a reduced risk of major CVD events (HR, 0.97; 95% CI, 0.96–
0.99, per point increase on the DASI scale). In this model, the fair (HR, 1.5; 95% CI, 0.83–
2.7) and poor (HR, 1.5; 95% CI, 0.72–3.1) self-rated health categories were reduced to
nonsignificance, with approximately 50% reductions in the magnitudes of the HR values
(Table 2) compared with those observed in the demographic and CVD risk factor-adjusted
model.

DISCUSSION
Consistent with previous studies, self-rated health was a significant predictor of major
cardiovascular events and all-cause mortality in a sample of women with suspected
myocardial ischemia. Participants who rated their health as poor or fair showed roughly two-
fold increases in risk over a median 5.9 years of follow-up compared with those who rated
their health as very good or excellent. This magnitude of risk rivaled the effects of
established CVD risk factors, such as diabetes and dyslipidemia in this sample. These
findings suggest that self-rated health can be a useful addition to women’s objective medical
status information in projecting future health risk, despite some prior studies (7,10)
indicating that self-rated health is a less effective predictor of health events in women
relative to men.

Beyond the replicated findings of self-rated health predicting mortality after adjustment for
objective health indicators, this study sought to extend previous literature in several ways.
First, unlike nearly all previous efforts, we were able to include a specific measure of CAD
severity as a covariate, as all WISE women underwent coronary angiogram at baseline. We
are aware of only one previous publication on the link between self-rated health and
mortality that included a comparable measure of CAD severity (13). The observation that
self-rated health continued to predict major CVD events despite adjustment for angiogram
results, CVD risk factors, and demographic factors supports prior findings that self-rated
health captures health information beyond laboratory test results and reinforces our decision
to examine associations between self-rated health and subjective aspects of disease.

As a follow-up to our initial hypothesis, we examined the relationships among self-rated
health and several dimensions of disease-related symptoms, including a pair of cardiac
symptom severity indicators (chest pain frequency and shortness of breath), antidepressant
and anxiolytic use, and functional impairment. Self-rated health scores correlated strongly
with each of these symptomatic dimensions—findings that are consistent with a variety of
previous studies (30-33) linking self-rated health to mood, pain, exercise capacity, and job
stress characteristics in noncardiac samples.

Although self-rated health continued to predict cardiovascular-related death and major CVD
events in the WISE sample even after further adjustment for cardiac symptoms and
antidepressant and anxiolytic use, it failed to do so after adjusting for functional impairment
scores. Instead, DASI scores showed independent associations with major CVD events, and
their inclusion as covariates obviated the self-rated health associations. The attenuation of
self-rated health as a predictor of major CVD events when adjusting for functional
impairment scores favors the conclusion that impairment secondary to women’s medical
status explains much of the relationship between self-rated health and CVD outcomes.
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Interpreting our finding that self-rated health relationships with CVD outcomes were
attributable to a combination of objective disease status and symptomatic factors poses some
challenge. Reviews of the substantial self-rated health-mortality literature (1-3) emphasize
the statistical independence of self-rated health measures, yet most of these prospective
studies controlled for only medical conditions, demographic factors, and disease severity
rather than symptomatic aspects of disease. Many other studies (34-36) have demonstrated
the importance of symptom burden and impairment in understanding self-rated health scores
but did not include mortality or other objective health outcomes. As a result, the present
findings are novel in describing self-rated health effects in the context of a study protocol
thoroughly assessing both objective and subjective dimensions of medical illness among
women.

This study, however, is not the first to show that covariate adjustment can reduce or
eliminate self-rated health relationships with health events. Thombs and colleagues (36), for
example, recently reported bivariate associations between self-rated health and 12-month
mortality in an acute coronary syndrome sample that became nonsignificant on subsequent
adjustment for disease severity and depression. However, the short-term follow-up of that
study permitted only an assessment of total mortality, unlike the current findings that
described cardiovascular-specific outcomes in women. In addition, in a large study of
primarily male CAD patients led by Bosworth et al. (13), self-rated health relationships with
CAD-related mortality showed substantial attenuation after controlling for medical
comorbidities, depression, and functional impairment (including the DASI) but remained
significantly predictive. The latter manuscript did not report gender-specific results.

Several clinical implications are available from these data. In this clinical sample of women,
we found that self-rated health scores most closely overlapped with functional impairment
status; as such, self-rated health measures may offer providers insight into the functional
disease impact of patients not captured by traditional biomedical measures. We could
envision a practical two-step approach in clinic, including the single-item self-rated health
question as a screening tool and, for those self-identifying in the poor/fair categories,
completing a more comprehensive assessment of functional impairment, such as the DASI.
Our results suggest that reliance on standard CVD risk factors and disease severity measures
underestimates clinical event risk among women with fair and poor self-rated health. For
providers assessing self-rated health, therefore, an inference is that the latter groups (39.3%
of the WISE sample) may warrant additional attention to functional aspects of their health,
more frequent follow-up, or more aggressive risk factor modification to improve health
outcomes. Finally, our results may support a particular clinical role for self-rated health
measures among women presenting to cardiology settings. The gender discrepancy in the
sensitivity and specificity of standard cardiac symptoms and ischemia tests is well
documented (26), with the possible outcome being less aggressive assessment and treatment
among women (37). Self-rated health measures may offer an additional tool for providers to
use in gauging the clinical risk of symptomatic patients similar to those participating in
WISE.

The importance of the self-rated health-CVD relationship is partially dependent on the
percentage of women who met the criteria for the poor/fair health categories associated with
greater CVD outcomes. In the WISE sample, 39.3% of participants self-identified with these
two categories, indicating that perceptions of poor health may be widespread among women
presenting to cardiologists with symptoms consistent with myocardial ischemia. These
percentages are much larger than those reported by women in general population studies
(38), such as the Behavioral Risk Factor Surveillance System in which 13.5% of women
self-rated their health in the poor/fair categories and the National Health Interview Survey in
which 16.9% self-rated their health in the poor/fair categories. However, the 39.3% of WISE
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participants in the poor/fair health categories approximated the percentage (42%) reported in
the same categories of the aforementioned study (13) of patients with established CAD.

Self-rated health, although statistically independent of angiographic CAD severity and CVD
risk factors in predicting CVD outcomes, strongly reflected CVD risk factor status. Table 1,
for instance, revealed that those in the poor/fair health categories were about 75% more
likely to be diabetic or hypertensive, and more than twice as likely to be current smokers
relative to those in the very good/excellent groups. The same pattern held regarding the
symptom dimensions, with the poor/fair groups again reporting roughly two-fold greater
rates of cardiac symptoms and antidepressant/anxiolytic use and higher levels of functional
impairment as measured by the DASI. However, when added as covariates in our statistical
models, functional status, but not psychotropic use, CAD severity, symptoms, or CAD risk
factors, substantially attenuated the relationship between self-rated health and CVD
outcomes. These findings suggest that this relationship in women is influenced by functional
factors measured by the DASI, and they support broader attention to functional impairment
dimensions in cardiology practice settings.

Study Limitations
The results presented in this paper are derived from a sample comprised exclusively of
clinically symptomatic women, among whom approximately 40% had obstructive CAD
based on quantitative angiogram results (31). This sample characteristic differs substantially
from many previous studies on self-rated health in which participant inclusion has been
based on objective disease status rather than the presence of disease symptoms. As a result,
the relationship between symptom measures and self-rated health may be stronger in WISE
than in samples with less functional impairment. We also assessed self-rated health at only a
single time point, whereas some studies (39) indicated that improved prediction models
result from tracking changes in self-rated health over time. Due to fewer events in the
analyses using the all-cause mortality and CVD mortality event categories versus the
combined clinical outcomes end point, the weaker pattern of self-rated health relationships
with the mortality events may have resulted from reduced statistical power rather than a lack
of association. Moreover, our psychotropic medications variables are not equivalent to
symptom severity measures, and different results might result using validated depression
and anxiety questionnaires. The WISE protocol did include questionnaire measures of
depression and anxiety; however, because these measures were not included in the baseline
evaluation until late in the first year of recruitment, we are missing data on 300 to 400
women, and we chose in this paper to rely on depression and anxiety variables for which we
had complete data. Completing the study analyses with this subgroup, in which the
depression and anxiety questionnaire scores replaced the psychotropic medications, had no
substantial impact on the findings.

Summary
In a sample of women with suspected myocardial ischemia, self-rated health predicted major
CVD events and all-cause mortality over a median 5.9 years of follow-up even after
adjusting for demographic factors, depression and anxiety medication use, CVD risk factors,
cardiac symptoms, and CAD severity measured via coronary angiogram. However, we
further observed that the degree of functional impairment explained much of the self-rated
health relationship with major CV events. These findings suggest that self-rated health
measures in women capture both objective medical status information and subjective
elements, reflecting the degree of impact of the women’s medical conditions.
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TABLE 2

Covariate-Adjusted Relationship Between Self-Rated Health and Major Cardiovascular (CVD) Events (CVD-
Related Death, Heart Failure, Myocardial Infarction, or Stroke; n = 900)a

HR 95% CI p

1.  Adjusted for demographic
  and CVD risk factorsb

  Self-rated health (good) 1.7 0.98–2.9 .06

  Self-rated health (fair) 2.0 1.2–3.6 .01

  Self-rated health (poor) 2.1 1.1–4.2 .03

2.  Adjusted for demographic
  and CVD risk factors plus
  current use of antidepressant/
  anxiolytic medicationc

  Self-rated health (good) 1.6 0.94–2.7 .09

  Self-rated health (fair) 1.8 1.02–3.2 .01

  Self-rated health (poor) 2.0 1.01–3.9 .03

3.  Adjusted for demographic
  and CVD risk factors plus
  cardiac symptomsd

  Self-rated health (good) 1.6 0.95–2.8 .08

  Self-rated health (fair) 2.0 1.2–3.6 .01

  Self-rated health (poor) 2.1 1.1–4.1 .03

4.  Adjusted for demographic
  and CVD risk factors plus
  functional statuse

  Self-rated health (good) 1.3 0.78–2.3 .28

  Self-rated health (fair) 1.5 0.83–2.7 .16

  Self-rated health (poor) 1.5 0.72–3.1 .28

CVD = cardiovascular disease; HR = hazard ratio; CI = confidence interval.

a
The combined excellent/very good self-rated health group served as the reference group for the analysis.

b
Included age, education level (≤ high school versus > high school), ethnicity, coronary artery disease severity scores, diabetes status, hypertension

status, dyslipidemia status, current smoking status, body mass index, and knowledge of angiogram results.

c
Based on self-reported use of medications for anxiety or depression in past week.

d
Included chest pain frequency and shortness of breath.

e
Defined by scores on the Duke Activity Status Index.
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TABLE 3

Covariate-Adjusted Relationship Between Self-Rated Health and Total and Cardiovascular Disease Mortality
Outcomes; n = 900a

HRb 95% CI p

1.  Total mortality
  (n = 95 deaths)

  Self-rated health (good) 1.4 0.70–2.6 .36

  Self-rated health (fair) 1.4 0.65–2.8 .41

  Self-rated health (poor) 3.1 1.4–6.6 .004

1.  CVD deaths
  (n = 58 deaths)

  Self-rated health (good) 1.6 0.60–4.0 .36

  Self-rated health (fair) 1.8 0.70–4.8 .25

  Self-rated health (poor) 2.9 0.99–8.6 .05

HR = hazard ratio; CI = confidence interval; CVD = cardiovascular disease.

a
Covariates included age, education level (≤ high school versus > high school), ethnicity, CAD severity scores, diabetes status, hypertension status,

dyslipidemia status, current smoking status, body mass index, and knowledge of angiogram results.

b
The combined excellent/very good self-rated health group served as the reference group for the analysis.
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