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RESEARCH SYNTHESIS
RESEARCH IN AND PROSPECTS FOR THE MEASUREMENT
OF HEALTH USING SELF-RATED HEALTH

DANA GARBARSKIT*

Abstract Self-rated health (SRH)—for example, “in general would
you say your health is excellent, very good, good, fair, or poor?”—is the
most widely used measure of health across a range of survey research
studies. This paper synthesizes extant research and provides a framework
for future research on the measurement of health using SRH, focusing
on four interrelated topics: the factors that influence respondents’ health
ratings, the survey measurement features of SRH, how SRH answers are
analyzed, and the stated purpose of SRH as a proxy for more objective
health or as a perception of health.

Extant research on the health, psychological, and social factors influenc-
ing respondents’ SRH answers is reviewed, as is research concerned with
the survey measurement features of SRH that influence how respondents
rate their health. The synthesis proposes a framework for future research
that focuses on further explicating the factors that underlie respondents’
SRH answers and improving features of SRH measurement and analysis
in ways that are consistent with the various goals of the researchers who
both collect and analyze the data.

Introduction

Self-rated health (SRH) is the most widely used measure of health in medical,
social, and behavioral science research using survey data. SRH is also used as
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a summary indicator to monitor the health of populations (OECD 2015) and
patients in clinical settings (Mavaddat et al. 2014). Its popularity stems in part
from its association with multiple domains of health and subsequent mortality
(Idler and Benyamini 1997; Jylhd 2009; DeSalvo et al. 2006). As Idler and
Benyamini (1997, 31) noted two decades ago, “a very long list of variables
is required to explain the effect of one brief four- or five-point scale item.”
Overall, the measurement of SRH, its use in analysis, and understanding how
respondents rate their health when SRH is asked have important implications
for research, policy, and clinical practice.

The lack of specificity in how the SRH question is asked gives rise to
an inherent tension as the measure’s most important benefit and drawback:
Respondents can make a comprehensive summary of their health, but research-
ers have little control over what respondents consider when rating their health.
Furthermore, while researchers agree that SRH answers are ratings of respond-
ents’ health that integrate and summarize across the health domains salient to
respondents, at least two conceptualizations of SRH exist in terms of how
researchers use respondents’ SRH answers: as proxies for respondents’ more
objective health characteristics and as perceptions of health. In research con-
cerned with the causes and consequences of health, SRH is overwhelmingly
and implicitly used as a proxy for more objective health,! emphasizing the
“health” in SRH. Yet, others have argued that SRH should be conceptualized
by researchers as perceptions of health, constructed through psychological fil-
ters that are themselves part of the assessment rather than a nuisance factor to
be controlled—that is, emphasizing the “self-rated” (Herrmann et al. 1994;
Jylhd 2009, 2010; Huisman and Deeg 2010). While these two conceptualiza-
tions of SRH answers are complementary and highlight the “dual nature” of
the item (Jylhd 2009), they emphasize different facets of SRH, with varying
implications for understanding what underlies SRH answers and how SRH
is—or should be—measured in surveys and analyzed by researchers.

This paper synthesizes extant research on the health, psychological, social,
and survey measurement factors that influence respondents’ ratings of their
health when SRH is asked at a single time point and integrates this research into
a conceptual model. This synthesis proposes a framework for future research,
focusing on further explicating the factors that underlie respondents’ SRH
answers and improving features of the measurement and analysis of SRH. The
tension between the stated purposes of SRH (as a proxy for more objective
health or perception of health) is addressed throughout, as this tension often has
implications for the understanding, measurement, and analysis of SRH.

1. Objective health can include several measures, from self-reports of health behaviors and condi-
tions to assessments from medical professionals to biomarkers of stress to mortality. Each of these
measures is more objective than self-rated health because they each specify a particular domain of
health. However, each of these more objective measures is also subject to errors in measurement.
Thus, “objective health” is qualified with “more.”
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Review of the Factors That Influence Respondents’ SRH
Answers

Figure 1 summarizes extant research on the factors that influence respondents’
SRH answers. Examples of the most commonly studied factors are grouped
based on the broader dimensions that influence SRH answers: health, psycho-
logical, social, and survey measurement. The model highlights the interplay
among the factors that influence respondents” SRH answers.

HEALTH

Existing studies seeking to describe what underlies respondents’ SRH answers
focus on the different types of health factors respondents presumably con-
sider when rating their health, such as health conditions, health behaviors,
physical functioning, health care, and health knowledge. The health dimen-
sion (figure 1) contains several factors under the heading respondent’s health
factors to signal that respondents consider their own health factors in forming
an assessment of their health. The heading health environment incorporates
the observation that respondents make judgments about their own health based
on what they observe about health in the world around them: Whether and
how one considers certain health factors as part of their health assessment

Self-Rated Health

T

Psychological

Health Social Survey Measurement

Respondent’s health factors:
* Health conditions or diseases
 Functional status

* Disability status

« Body constitution

« Bodily sensations

« Symptoms

© Mental health

® Perceived stress

« Diagnoses

* Medication

* Health service use

* Outcome of health exam
* Health behavior

o Health knowledge

o Family health history

Health environment:

 Media

« Cultural norms

« Levels of education in the
population

« Availability of healthcare facilities
in an arca

Temporality of health factors and

environment:

o Past

o Present

« Stability or change over time

Figure 1. Model
Health Answers.

Response process:
o Comprehension
o Retrieval
* Judgment
 Selection

Other psychological factors:
« Memory

o Cognitive ability
 Personality traits

o Self-concept of health

o Expectations of the future
* Mood

« Motivation

o Interest

* Mental health

of the Factors

« Socioeconomic status (education,

occupation, income, wealth)
® Marital status
o Age
* Gender
o Race/ethnicity
* Acculturation
(language, time in region)
o Nativity
o Citizenship
o Country of origin
o Country of residence
o Neighborhood
o Other geographic units
* Environmental exposures
« Social support
® Social networks
o Religion
 Social stressors (c.g., perceived
discrimination)

* Mode

o Question wording

* Question context

® Question order

o Response option labels

o Number of response options

o Order of response options

o Orientation of response options
o Language of survey

o Interviewer characteristics

o Interviewer-respondent interaction

Influencing Respondents’ Self-Rated




980 Garbarski

(or as positive or negative contributions) is influenced by features of the
health environment such as the media, cultural norms, levels of education in
the population, and availability of health care facilities in an area (Sen 1993,
2002). The heading temporality of health factors and environment signals that
these aspects can refer to the past, present, and stability or changes over time
(Sehulster 1994; Idler and Benyamini 1997).

Existing studies have taken both quantitative and qualitative approaches to
examine the range of health factors respondents consider when rating their
health. Quantitative studies examine the association between SRH answers
and various health factors. Cross-sectional studies that examine the associa-
tion between SRH and other concurrent health factors have shown a range
of negative and positive physical and mental health factors associated with
SRH, such as health conditions (in the past, chronic, or recent), medication
use, functioning, activity, health behaviors, and negative and positive affect
(Benyamini, Leventhal, and Leventhal 1999; Benyamini et al. 2000; Singh-
Manoux et al. 2006). In these studies, the inference is made that the health
factors that are more strongly associated with SRH answers are weighed more
heavily by respondents when constructing their answers; some studies have
respondents explicitly rate how important a series of health factors was to the
respondent when they were rating their health (Benyamini, Leventhal, and
Leventhal 1999, 2003).

Longitudinal studies that examine the association between SRH and future
health outcomes have shown that SRH predicts changes in functional ability
(Idler and Kasl 1995) and subsequent mortality (Idler and Benyamini 1997;
Benyamini, Leventhal, and Leventhal 1999). In these and other longitudinal
studies, subsequent morbidity and mortality are used as criteria to examine
the predictive validity of SRH answers across a range of respondents’ social
and health characteristics, exploring whether, when, and for whom SRH pre-
dicts subsequent morbidity and mortality (further addressed below under
Social). For example, SRH is a good predictor of subsequent mortality among
respondents with experiential knowledge of an illness (having a circulatory
system disease) but not for respondents with no diagnosed disorder, support-
ing the notion that respondents with experiential knowledge of their health are
better able to rate their health in a way that is predictive of subsequent mortal-
ity (Idler et al. 2004).

Qualitative studies ascertain the types of health factors respondents take
into account by asking respondents to describe what they were thinking about
when they rated their health. Some of these studies use cognitive interview-
ing techniques, in which respondents rate their health then answer probes that
elicit descriptions of what they considered (Groves, Fultz, and Martin 1992;
Krause and Jay 1994; Canfield et al. 2003; Kaplan and Baron-Epel 2003;
Miller et al. 2005; Garbarski et al. 2015). Other studies use semi-structured
interviewing protocols (Manderbacka 1998; Simon et al. 2005). The results of
the qualitative studies describe a range of health factors respondents reported
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considering while rating their health, differences across groups (e.g., gender,
race/ethnicity, age, and education) in whether and how often certain health
factors were reported, and how respondents integrate multiple and sometimes
disparate domains of health when formulating a rating.

Overall, quantitative and qualitative studies have uncovered the health fac-
tors respondents consider when answering SRH through a process of associa-
tion: either quantifying the association between SRH answers and other health
factors or asking respondents which health factors they considered when for-
mulating their answer. The main difference between these types of studies is
that the health factors considered are reported by respondents for the latter
(although they are coded and categorized by the researchers), whereas in the
former, the health-related factors are selected by researchers a priori and pre-
sented to respondents in a survey.

PSYCHOLOGICAL

Respondents do not simply formulate a mental list of the health factors that
pertain to them. Rather, several psychological factors—cognitive and affec-
tive—may influence how those health factors are retrieved and synthesized to
formulate an assessment of one’s health (figure 1).

The literature on cognitive aspects of survey methodology (CASM) high-
lights the response process respondents undertake to answer survey questions:
comprehension of the question, retrieval of relevant information from memory
to answer the question, use of retrieved information to make judgments, and
selection and reporting of an answer (Tourangeau, Rips, and Rasinski 2000;
see also Jylhd [2009]; Lee [2014] for integration of this model with respect to
SRH). The subjectivity of this response process becomes apparent when think-
ing through the cognitive steps, strategies, and heuristics respondents may use
to rate their health. These include cognitive processes such as defining what
constitutes, for example, “health” or “excellent health”; drawing on aspects
of health that are most salient in memory (Knéduper and Turner 2003); sam-
pling from the pool of health-relevant considerations (Tourangeau, Rips, and
Rasinski 2000; Lee 2014); comparisons to one’s past health or others (which
of course depends on the social aspect of whom one is around) (Idler 1994;
Sehulster 1994; Singer 1994); evaluating the importance of health-relevant
information; weighting or ranking health information; integrating information
into a summary; and anchoring to the first response option then adjusting to
arrive at the final answer (Tversky and Kahneman 1974).

Furthermore, how the process of rating one’s health unfolds depends on
other psychological factors. As noted above, one’s memory has implications
for the health factors that are considered. One’s cognitive ability is related to
SRH answers, although much of this association can be explained by adult
socioeconomic outcomes such as education and income (Schnittker 2005a).
In addition, dispositional or personality characteristics are included in the
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model: negative affect, optimism, need for cognition, need to evaluate, and
features of psychological well-being such as autonomy, environmental mas-
tery, personal growth, positive relations with others, purpose in life, and self-
acceptance. These are often invoked as sources of methodological artifacts
in subjective ratings, although some studies examine the association between
personality characteristics and concurrent or subsequent SRH as a substan-
tive research question (Benyamini, Leventhal, and Leventhal 1999; Aiken-
Morgan et al. 2014; Letzring, Edmonds, and Hampson 2014; Ryff, Radler, and
Friedman 2015). Also included in the model are one’s self-concept of health,
which includes enduring and established beliefs about one’s health identity
(Idler 1994; Sehulster 1994; Schaeffer 2000; Bailis, Segall, and Chipperfield
2003; Lee 2014; Brenner and DeLamater 2016); one’s expectations about the
future, which can refer to life chances in general or expectations about health
in particular (Sehulster 1994; Hitlin, Erickson, and Brown 2015; Hitlin and
Johnson 2015); and other psychological factors that may affect respondents’
performance in the survey interview, such as their mood, motivation to com-
plete the task, or interest in the survey. The model also includes factors that
may be considered the respondent’s health factors, such as mental health and
perceived stress; here, the model demonstrates that some factors do not fit
neatly within just one dimension.

Thus, what underlies SRH answers includes the health factors respondents
consider when rating their health, the psychological processes respondents go
through to choose and synthesize that information and formulate a response
to the question, and the psychological characteristics of respondents that
may influence the process of rating their health. In addition, the conceptual
model highlights the interplay among the various factors that influence SRH
answers. For example, the stages of the response process may be truncated,
elongated, or otherwise influenced by the other factors in the model. Similarly,
health factors may influence the psychological states that frame evaluations
of health, such as changes in one’s health catalyzing changes in the inter-
nal standards of measurement, values, or definition that one uses to rate their
health as described in models of response shift (Sprangers and Schwartz 1999;
Schwartz et al. 2007).

SOCIAL

The third dimension in the conceptual model is social, which includes sev-
eral social factors that are associated with health, associated with differ-
ences in evaluative frameworks across social groups,? or both (figure 1).
Evaluative frameworks can be broadly defined as the process through which
respondents rate their health; thus, differences in evaluative frameworks

2. “Groups” in this context refers to groups defined by social characteristics, including, for exam-
ple, race, ethnicity, language spoken, gender, indicators of socioeconomic status, marital status,
age, and geographic location.
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describe differences across groups in, for example, the types and scope of
health factors considered, the reference groups used in comparisons, defini-
tions of health, interpretation and use of the response scale, and interpre-
tation of other aspects of the survey question (Jylhd 2009). Aspects of this
phenomenon have also been referred to as “reporting differences” (Burgard
and Chen 2014), “reporting heterogeneity” (Lindeboom and van Doorslaer
2004; Dowd and Todd 2011; Dowd 2012), or “differential item functioning”
(Grol-Prokopczyk, Freese, and Hauser 2011). Evidence for differences in
evaluative frameworks across social groups is found in studies that highlight
differences in SRH across groups among individuals that are otherwise simi-
larly situated with respect to health factors, or differences in health outcomes
(including mortality) across groups among individuals with similar SRH rat-
ings. These differences have been found across groups defined by race and
ethnicity (Ferraro and Kelley-Moore 2001; Assari, Lankarani, and Burgard
2016); indicators of acculturation such as language spoken at home, language
spoken in the interview, and time in the United States (Finch et al. 2002;
Bzostek, Goldman, and Pebley 2007); gender (Benyamini, Leventhal, and
Leventhal 2000; Benjamins et al. 2004); indicators of socioeconomic status
such as education, occupation, and income (Dowd and Zajacova 2007, 2010;
Layes, Asada, and Kephart 2012); marital status (Zheng and Thomas 2013);
age (Idler 1993; Lindeboom and van Doorslaer 2004; Schnittker 2005b);
and features of geographic location (Jiirges 2007; Quesnel-Vallée 2007,
Bjornstrom and Kuhl 2014).

In this quantitative research, differences in evaluative frameworks are
assessed indirectly by examining how the association between SRH and
health factors or outcomes varies across groups, in conjunction with the
interpretation that such differences across groups may arise because evalu-
ative frameworks are similar within groups and differ across groups. The
assessment of differences in evaluative frameworks could be made somewhat
more directly in qualitative studies in which respondents are asked why they
rated their health as they did, but only if respondents discuss these factors
(e.g., their definition of health, their interpretation of the response options,
the health factors they considered) and researchers then examine differences
across groups (Garbarski et al. 2015). The notion of the evaluative frame-
works respondents use to evaluate and rate their health moves beyond which
health factors respondents consider to how those health factors and the SRH
question itself are experienced, conceptualized, interpreted, and integrated,
and adds that the process of “how” may vary systematically across groups
defined by social characteristics (see also Jylhd [2009, 2010]), represented
in the conceptual model by the interplay among the first three dimensions.

By considering the first three dimensions of the conceptual model, we can
begin to see how the stated purpose of SRH has implications for the analysis of
respondents’ SRH answers. If systematic differences in evaluative frameworks
across groups exist, using SRH to examine health disparities (differences in
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health across groups) is problematic if the purpose of SRH is to be a proxy
for more objective health (that is, emphasizing the “health” in SRH). In this
instance, the goal is an understanding of group differences in objective health
factors, and differences in evaluative frameworks can be viewed as compro-
mising group comparisons, thus reducing the validity of SRH for this pur-
pose.? For example, if blacks and Latinos in the United States are more likely
to select response options at the extremes of the response scale than are non-
Hispanic whites (Warnecke et al. 1997; Johnson, Shavitt, and Holbrook 2011),
estimates of differences or similarities in SRH across these two groups will
conflate the more objective health factors that underlie respondents’ assess-
ment of their health and group differences in this particular type of response
style (as well as other differences in evaluative frameworks). However, dif-
ferences across groups in evaluative frameworks are not necessarily problem-
atic if the stated purpose of the research is to compare perceptions of health
(emphasizing the “self-rated” in SRH). “Perception” speaks to both the health
factors being considered and the ways in which those pieces of information are
integrated to answer the question. Thus, the frameworks used to evaluate and
rate one’s health are integral to the target concept, and differences in evalua-
tive frameworks across groups do not necessarily reduce the validity of SRH
for this purpose.

SURVEY MEASUREMENT

Another dimension that shapes respondents’ SRH answers highlights that
how surveys measure—observe and record—the concept of health has impli-
cations for how respondents rate their health and the analytic potential of
these ratings. Here, I define survey measurement as the interrelated fea-
tures of the design and implementation of surveys—such as mode, question
context, question order, response option labels, response option order, and
so forth—that may influence respondents’ answers to survey questions. It
is important to understand whether and how these features of survey meas-
urement influence SRH answers because survey measurement is often out-
side the control of researchers who are analyzing previously collected data.
In addition, features of survey measurement often vary across studies that
researchers would like to compare with each other. In other words, potential
implications exist for cross-survey (across studies and over time) comparabil-
ity in estimates of SRH answers. The survey measurement features that have
received the most attention with respect to SRH are the order of response
options and the context established by question order. Less attention has been
paid to the impact on SRH of survey measurement features such as mode,
question wording, labels for response options, number of response options

3. Itake the stance that no single objective measure of “true” health could serve as a criterion for
SRH (Herrmann et al. 1994; Jylhd 2009, 2010; Huisman and Deeg 2010). “Validity” with respect
to SRH thus depends on its stated purpose.
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used, response scale orientation in visual modes, language of the interview,
and interviewer characteristics and interviewer-respondent interaction in
interviewer-administered modes.

Most surveys order the SRH response options from the positive to the
negative end of the scale (e.g., “excellent” to “poor”) regardless of mode.
Garbarski, Schaeffer, and Dykema (2015a, 2016) find in a web survey experi-
ment that mean SRH is higher (e.g., better health) and the proportion in “fair”
or “poor” health lower when the response options are ordered from posi-
tive to negative. One interpretation is that ordering the SRH response options
from “poor” to “excellent” appears to increase the likelihood that respond-
ents consider some of the less desirable response options when assessing
their health rather than choosing the first response option perceived to be
an acceptable answer (Krosnick and Alwin 1987; Krosnick 1991; Garbarski,
Schaeffer, and Dykema 2015a, 2016). Further, the concurrent validity of SRH
is better—the association between SRH answers and medical plan visits is
significant—when the SRH response options are ordered from negative to
positive (Means et al. 1989), although replication is needed with other criteria
and larger samples. While beginning with the less desirable end of the scale
has been suggested to expand the range of response options that respondents
consider (Sudman and Bradburn 1982), more research is needed—examin-
ing the mode of administration and whether ordering response options from
negative to positive violates conversational norms (Holbrook et al. 2000)—in
order to support a recommendation to do so for SRH (Garbarski, Schaeffer,
and Dykema 2015a).

Common wisdom dictates that SRH, as a general health question, be asked
before questions about more specific aspects of health so that respondents’
answers to these domain-specific health items do not affect their SRH answers.
Thus, the position of SRH in the survey instrument relative to other health
items may be consequential for respondents’ answers and the validity of SRH.
Two mechanisms survey researchers use to describe the effects of question
context established by question order are assimilation effects and contrast
effects. Assimilation effects would lead to larger associations between SRH
and other domain-specific health items when SRH is administered after those
health items compared to when SRH is administered before (Schwarz, Strack,
and Mai 1991; Schwarz and Bless 1992; Tourangeau, Rips, and Rasinski
2000; Garbarski, Schaeffer, and Dykema 2015a). In general, a change in the
order of questions could lead to an increased association between the items if
the change leads to a reduction in random error even though the underlying
association is unaffected or leads to an increase in the underlying association.
Several interrelated processes could elicit these effects (Garbarski, Schaeffer,
and Dykema 2015a): 1) if the order of questions conveys to respondents that
SRH should summarize the information they provided in their answers to the
preceding specific health items (Schwarz, Strack, and Mai 1991; Schwarz and
Bless 1992); 2) if the preceding specific health questions provide a similar
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definition of health or the response option scale for respondents that they use
when rating their health (Hopkins and King 2010; Lee and Schwarz 2014); or
3) if the preceding specific health questions initiate for respondents a simi-
lar memory structure of beliefs, evaluations, and feelings about health that
become salient when answering SRH (Tourangeau, Rips, and Rasinski 2000;
Lee 2014). Contrast effects would lead to smaller associations between SRH
and other health items when SRH is administered after those items compared
to before; this could occur if respondents infer that SRH is asking about some-
thing different from the preceding specific health items (Schwarz, Strack, and
Mai 1991; Toureangeau, Rasinski, and Bradburn 1991; Schwarz and Bless
1992; Tourangeau, Rips and Rasinski 2000).

A few studies examine how the placement of SRH with respect to specific
questions about health affects the distribution of SRH answers—with varying
results—but do not examine associations between SRH and the other health
items, and thus do not indicate whether placing SRH after other health items
elicits assimilation, contrast, or no effects (Crossley and Kennedy 2002; Bowling
and Windsor 2008; Lee and Grant 2009). However, consistent with assimilation
effects, Garbarski, Schaeffer, and Dykema (2015a) demonstrate that the asso-
ciations between SRH answers and other health items are larger when SRH is
administered after the health items than when SRH is administered before.

Preceding SRH with other health items may diminish differences in how
SRH is interpreted by providing a common referent for respondents, leading
to more comparable estimates of SRH across groups. This approach has been
used to examine what I call the Latino SRH paradox: Latinos in the United
States tend to be as healthy as or healthier than non-Hispanic whites across a
range of health indicators (despite their comparably lower socioeconomic sta-
tus; this is often referred to as the Hispanic/Latino health paradox [Markides
and Eschbach 2005])—yet their SRH is often worse. The work of Lee and
colleagues demonstrates that question order effects (differences in estimates
of SRH depending on whether SRH precedes or follows other health items)
tend to exist for Latinos (but not non-Hispanic whites) and Spanish speakers
(but not English speakers) (Lee and Grant 2009; Lee and Schwarz 2014; Lee,
Schwarz, and Goldstein 2014). The direction of these question order effects is
important as well: Preceding SRH with other health items for all respondents
produces estimates of SRH that are more similar across these groups (Latinos
and non-Hispanic whites, Spanish and English speakers)—a potentially desir-
able outcome in terms of the Latino SRH paradox. Furthermore, preceding
SRH with health items appears to increase the predictive validity of SRH
answers with respect to subsequent mortality for Spanish speakers (Lee and
Schwarz 2014). Thus, if SRH is to be used as a proxy for more objective
health, preceding SRH with other health items appears to diminish differences
in how SRH is interpreted (at least for Spanish-speaking and Latino respond-
ents in the United States compared to other groups) and increase the predictive
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validity of SRH answers (at least with respect to mortality) for Spanish speak-
ers in the United States.

However, placing SRH before other domain-specific health items is advis-
able for several reasons (Garbarski, Schaeffer, and Dykema 2015a). First, the
content of the other health items that precede SRH will vary across studies,
with implications for cross-survey comparability of SRH answers. For exam-
ple, in the study by Garbarski, Schaeffer, and Dykema (2015a), the health
items preceding SRH included a range of health behaviors, conditions, and
limitations. A study with different health questions preceding SRH (Lee,
Schwarz, and Goldstein 2014) showed a different pattern of results. Although
several factors could contribute to the discrepant results of the two studies
(such as the mode and target population), it raises the question of whether
the different health contexts elicited by the health items produced different
associations between SRH answers and an index of current health risks con-
structed from these other health items.* Second, the distribution of health
conditions, behaviors, and limitations varies across study populations, which
can also reduce cross-survey comparability of estimates of SRH answers
if the health items preceding SRH are relevant for one population but not
another, such that the preceding health questions “define health” in different
ways across the two populations. Third, these first two issues and the appar-
ent assimilation effects—stronger associations between SRH answers and
other health items when SRH is administered after these items compared to
before—have implications for many types of multivariate analysis in which
SRH and other health items from the survey are modeled simultaneously,
such as potentially increasing multicollinearity when SRH and other health
items are independent variables in a model or attenuating the effects of other
independent variables when SRH is the dependent variable and the other
health items are independent variables.

These suggestions are relevant regardless of whether SRH is conceptualized
as a proxy for more objective health or as a perception of health. If SRH is con-
sidered a proxy for more objective health, preceding SRH with health items
may reduce the comparability of SRH estimates and multivariate analyses
across studies because of variation across studies in the preceding health items
used and their relevance for a given study population. Furthermore, if the goal
is for SRH to capture perceptions of health, it may be problematic to precede
SRH with other health items, as influencing the health factors respondents

4. In the California Health Interview Survey used by Lee and colleagues (2014), SRH is asked
after questions about (1) chronic health conditions or (2) mental health assessment and service
utilization questions. This study shows that those with one (English- and Spanish-speaking) or
two (Spanish-speaking) current comorbidities (an index constructed from the other health items)
have a higher proportion of positive health ratings when SRH is presented last compared to first.
However, Garbarski, Schaeffer, and Dykema (2015a) find that respondents with four or more cur-
rent health risks (constructed from the other health items) have significantly higher (better) mean
SRH when SRH is presented first compared to last.
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consider when rating their health may diminish the between-group differences
that are precisely of interest.

A related issue concerns cross-survey (across groups and over time) com-
parability of SRH beyond the issue of question order. In theory, the features
of survey measurement—mode, question wording, context, response option
order, and so forth—should be standardized to the extent possible regardless
of the stated purpose of SRH, as the standardized measurement of SRH is
desirable for cross-survey comparability regardless of whether SRH is being
used as a proxy for more objective health or as a perception of health. In
practice, this will not be the case given the myriad permutations of design and
implementation features in surveys containing SRH.

SUMMARY

Overall, the conceptual model of the factors that influence respondents’ SRH
answers highlights the complex interplay among the health, psychological,
social, and survey measurement factors. The implications of this interplay
depend on the stated purpose of SRH. If SRH is conceptualized as a proxy
for more objective health (that is, emphasizing the “health” in SRH), then
controlling for or removing the influence of the psychological, social, and sur-
vey measurement factors is needed, particularly when making cross-group or
cross-survey comparisons of SRH. However, if the purpose of SRH is to cap-
ture respondents’ perceptions of health (that is, emphasizing the “self-rated”),
then each factor is part of the “SRH package” as something to be unpacked
and understood rather than controlled.

Future Research Directions to Improve the
Understanding, Measurement, and Analysis of SRH

This section draws on the synthesis of the extant research to outline future
research directions that focus on 1) further explicating the factors that underlie
respondents’ SRH answers and 2) improving features of the measurement and
analysis of SRH.

HOW TO MEASURE GROUP DIFFERENCES IN HEALTH WITH SRH

The conceptual model highlights an individual-level model in terms of which
factors influence respondents’ SRH answers. However, extant studies demon-
strate systematic differences across groups in the association between health
factors and SRH, indicating potential differences in evaluative frameworks
across groups (that is, differences across groups in how respondents rate their
health). These findings raise an important question as to “where and how”
SRH can be used to examine differences in health across specific subgroups
(Jylhd 2009; Dowd 2012).
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As noted in the preceding sections, controlling for differences in evaluative
frameworks is not desirable if the stated purpose of SRH is to capture percep-
tions of health. If SRH is being used as a proxy for more objective health,
however, differences in evaluative frameworks are problematic for cross-
group comparisons. “Where and how” SRH can be used to examine group
differences in health when SRH is used as a proxy for more objective health
has been addressed with methods that attempt to make SRH “more objec-
tive” by controlling for some aspect of subjectivity. These methods include
anchoring vignettes (King et al. 2004; Grol-Prokopczyk, Freese, and Hauser
2011; Grol-Prokopczyk et al. 2015; Bzostek et al. 2016; Xu and Xie forth-
coming), controlling for more objective health measures in analysis, attempt-
ing to isolate particular parts of evaluative frameworks and their differences
across groups (Layes, Asada, and Kephart 2012; Hardy, Acciai, and Reyes
2014; Altman, Van Hook, and Hillemeier 2016), and influencing the definition
of health respondents use by preceding the presentation of SRH with specific
health items (Lee and Schwarz 2014). Each method seeks to standardize SRH
for cross-group comparison (either by standardizing the researcher’s interpre-
tation of SRH answers using other measures as calibration or by standardizing
respondents’ interpretations of SRH when the item is administered), and each
has particular assumptions, strengths, and weaknesses. Unknown and uncon-
trolled sources of differences in evaluative frameworks still remain with these
methods, and future research that continues to refine these methods and com-
pare them to one another—particularly within a given study—is warranted.

Furthermore, the very notion of “health disparities” emphasizes differ-
ences between groups while glossing over within-group heterogeneity. For
example, while between-group differences in cultural orientations exist, not
all Latinos in the United States have “collectivist” orientations and not all
non-Hispanic whites have “individualist” orientations (Lee, Schwarz, and
Goldstein 2014). Future research is needed that goes beyond the question of
intergroup comparability and develops conceptual and empirical models of
SRH that are nuanced with respect to intersecting systems of oppression and
identity (Crenshaw 1989; Choo and Ferree 2010) and within-group variability.

MORE DIRECT OBSERVATION OF THE SRH RESPONSE PROCESS

Existing research documents the health factors respondents consider when
answering SRH by either quantifying the association between SRH and other
health measures or asking respondents which health factors they considered
when formulating their answer. Future research should extend this line of
inquiry, examining both which health factors respondents take into account
when rating their health as well as how they take these factors into account: the
processes and pathways through which health factors and the SRH question
itself are experienced, conceptualized, interpreted, and integrated to formu-
late a health rating. By focusing on respondents’ explanations and accounts
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of how they formulate their answer in addition to the health factors consid-
ered, such studies will be able to characterize more completely the processes
through which respondents rate their health. In particular, studies are needed
that focus on more direct observation of the SRH response process as it occurs.
These studies could examine explanations and accounts of how respondents
arrived at their answers through cognitive interviewing (Garbarski et al. 2015)
or by observing features of the interviewer—respondent interaction (Garbarski,
Schaeffer, and Dykema 2011).

FEATURES OF SURVEY MEASUREMENT OF SRH

The overall picture of how survey measurement features impact SRH answers
is incomplete, and little is known about how combinations of survey measure-
ment features jointly impact the distribution of SRH answers and their asso-
ciation with covariates. This has implications for improving the measurement
of SRH, as the “best” version likely varies across populations and the stated
purpose of SRH. For example, while a particular combination of survey meas-
urement factors may yield an optimal prediction of subsequent mortality (a
criterion for SRH when it is a proxy for more objective health), this combina-
tion may not yield optimal measurement of respondents’ perceptions of their
health—and the effects of these combinations of survey measurement factors
on SRH answers may vary across groups. Furthermore, many researchers are
working with measures of SRH in which they had little or no control over how
the data were collected. The best course of action for researchers in this posi-
tion is to work within the existing structure of their survey data, at least noting
the particular features of the measurement of SRH in their study when report-
ing results to allow for an assessment of how their particular SRH measure and
attendant results compare with other studies.

Here, I outline suggestions for future research concerning the survey meas-
urement of SRH and note that the implications of a proposed study may vary
across populations and stated purpose of SRH. While recent research has
focused on the effects of question order and response option order on SRH
answers, these studies should be replicated across different populations. In
addition, future research should examine the effects on SRH answers of 1) the
number of response options; 2) response option labels; 3) mode of administra-
tion; and 4) question wording.

First, the number of response options used varies depending on the survey.
For example, the General Social Survey uses a version with “excellent, good,
fair, or poor,” and the Gallup Panel qualifies “fair” with “only” (Shim, Shin,
and Johnson 2013); many other surveys also include “very good” between
“good” and “excellent.” Including more response options may make sense in
order to capture finer gradations in health, particularly positive options such as
“very good” to obtain more discrimination in populations that are healthier or
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that view health optimistically, but this claim warrants empirical investigation
(Smith 2005).

Second, the response option labels for SRH vary across studies, with impli-
cations for making comparisons across studies. Many US studies use some
version of a scale ranging from “excellent” to “poor,” while the World Health
Organization and many European studies use response options that range
from “very good” to “very bad”; still other researchers are examining dif-
ferent response options altogether, such as a rating thermometer (Perneger et
al. 2013). It is unclear which version is preferable (which likely depends on
stated purpose) and how to make comparisons across surveys that use different
versions of the scale (Eriksson, Undén, and Elofsson 2001; Jiirges, Avendano,
and Mackenbach 2008). A further consideration is the language of the survey,
which may lead to variation across groups being compared if different transla-
tions do not correspond to similar meanings for response options nor similar
distances between the response options (Bzostek, Goldman, and Pebley 2007,
Sanchez and Vargas 2016; Viruell-Fuentes et al. 2011). For both the response
option labels and the language of administration, more research is needed to
produce recommendations for best practices in surveys.

Third, little attention has been paid to differences in SRH answers across
modes, holding constant other features of survey measurement. One notable
exception is a recent experiment using the Pew Research Center’s American
Trends Panel, showing that respondents interviewed over the phone were
more likely to report “excellent” (and less likely to report “very good” or
“good”) health compared to web respondents (Pew Research Center 2015).
In addition, in the Gallup Panel 2008 Health Survey, web respondents had
better SRH than mail respondents (after controlling for relevant covariates
associated with Internet access) (Shim, Shin, and Johnson 2013). Further
research is needed that compares the distribution of SRH and its association
with covariates across other modes and across survey measurement features
within a mode (e.g., horizontal or vertical presentation of response options
in a self-administered mode [Garbarski, Schaeffer, and Dykema 2015b]),
and that also incorporates respondents’ characteristics such as cognitive
ability and socioeconomic status.

Fourth, more research should examine whether the distribution of SRH and
its association with covariates are influenced by differences in question word-
ing—for example, invoking a particular reference period or group: “In general
would you say your health is,” “Overall would you say your health is,” “During
the last four weeks would you say your health is,” and “Compared to others
your age and sex would you say your health is” (Singer 1994; DeSalvo et al.
2006). The latter two versions define reference periods and groups, which may
standardize the comparisons used in assessing health and so be useful for cer-
tain purposes, but also may render these measures incomparable to each other
and the former, more general versions.
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ADDITIONAL DIRECTIONS FOR FUTURE RESEARCH

In online appendix A, I propose two additional directions for future research
that extend the conceptual model beyond respondents’ ratings of their health at
one point in time to ratings of general health made by others and the measure-
ment of SRH over time.

Conclusion

Over forty years ago, Maddox and Douglass (1973) succinctly described the
paradox of SRH as a ubiquitous, cost-effective, and potentially valid measure
of health in surveys: “These ratings clearly measures something more—and
something less—than objective medical ratings” (92). This paradox has impli-
cations for the understanding, measurement, and analysis of health in survey
research using SRH. This paper reviews existing research on the health, psy-
chological, social, and survey measurement factors that influence respondents’
SRH answers. The synthesis of extant research lays a framework for future
research on SRH that focuses on further explicating the factors that underlie
respondents’ SRH answers and improving features of the measurement and
analysis of SRH. These future research areas include where and how to exam-
ine group differences in SRH, a more direct observation of the SRH response
process, examining additional features of survey measurement with respect to
SRH, examining ratings of general health made by others, and examining the
measurement of SRH over time. While much insightful work has been done,
future research can do much more to delineate what underlies respondents’
SRH answers and to improve the measurement and analysis of SRH to fit the
various goals of the researchers who both collect and analyze the data.

Supplementary Data

Supplementary data are available online at http://poq.oxfordjournals.org/
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