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Abstract 

 

Subjective disability and mortality risk among elderly Mexican 
Americans with severe physical limitations 

 

Phillip Cantu, MA 

The University of Texas at Austin, 2014 

 

Supervisor:  Ronald J. Angel 

 

Abstract:  Using the disablement process as a framework, we examine the impact 

of the degree of concordance between objective measures of functional capacity, based 

on performance oriented mobility assessments (POMAs), and self-assessed disability, 

based on respondents’ reports of the ability to independently perform similar activities of 

daily living (ADLs), on mortality for elderly Mexican Americans over a seventeen year 

period.  The analyses are based on the longitudinal Hispanic Established Populations for 

the Epidemiologic Study of the Elderly (HEPESE).  We label respondents with serious 

POMA’s limitations who also report ADL disability “realists”, while we label those with 

POMA’s limitations who report no ADL disability “optimists”.  Logistic models reveal 

that mortality rates are higher for “realists” than for “optimists”.  The association between 

optimism and mortality is mediated by more complex measures of disability and reveals 

the complex cognitive and social construction of self-reported measures of physical 

functioning.  We discuss the implications of the discrepancies for understanding 

predictors of functional decline in the older Mexican-origin population. 



 vi 

Table of Contents 

Text .........................................................................................................................1	  

Bibliography ..........................................................................................................22 

 	  



 1 

Introduction 

The United States, like developed nations of the world generally, faces a new and 

challenging demographic future that results from a rapidly aging population. Between 1970 and 

2009 life expectancy at age sixty-five increased from 15.2 to 19.2 years (National Center for 

Health Statistics 2011). Today, individuals over eighty make up the fastest growing segment of 

the elderly population (Werner 2011). The increase in both the absolute and relative number of 

older individuals has profound practical implications for the old-age support system. If increased 

life expectancy at age sixty-five is accompanied by significantly protracted periods of morbidity 

and disability, the old-age dependency burden and the social and political costs could grow 

rapidly. Add to that uncertainty in how disability is measured and defined and the future needs of 

a growing elderly population become harder to predict.  

Increasing longevity, especially differential longevity based on race, ethnicity, and social 

class, raises considerations related to the potential compression of morbidity. Compression of 

morbidity refers to how poor health can be postponed in such a way it becomes a smaller 

proportion of life (Fries 2000). Previous research reveals that while life expectancy has increased 

over the previous century, rates of disability and functional limitation for the U.S. as a whole 

have also increased (Seeman et al. 2010). Recent evidence suggests that among Mexican-origin 

elders, longer lives may be accompanied by substantial protraction (more years in poor health) 

rather than compression of morbidity (Cantu et al. 2013; Hayward et al. 2014). However, the 

protraction of morbidity among Mexican Americans may be related to uncertainty in the 

measurement of disability and functional limitation. In this paper we examine issues related to 

the measurement of functional capacity, and the consequences of discrepancies between 

objective and more subjective measures of functional capacity for survival over a seventeen year 
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period using a unique longitudinal data set, the Hispanic Established Populations for 

Epidemiologic Studies of the Elderly (H-EPESE) (Markides et al. 1997). Using a disablement 

process framework we address the following question: 1) Do discrepancies exist between 

objectively measured functional limitations and self-reported disability? 2) Is mortality 

associated with this discrepancy? and 3) Is that potential variation affected by psychological, 

cultural, and social factors net of physical illness? 

Although the concept of the compression of morbidity might seem straightforward, 

referring to the period between the onset of morbidity and death, its operationalization is far 

more complicated. A basic problem arises in the operationalization of the period of ill health or 

functional incapacity. Our analysis is motivated by the fact that self-assessments of functional 

capacity are widely used and are often assumed to be valid. Given this wide use, a more detailed 

understanding of the measurement and operational characteristics of self-reported functional 

status and more objective measures represent a potentially important theoretical and practical 

contribution. We add to the literature on aging and disability by exploring how multiple 

measurements of disability and functioning are differentially associated with mortality.  

Background 

The Disablement Process 

We use the disablement process to a frame our analysis of how functional limitations 

inform self-assessed disability. ““Disablement” refers to the impact that chronicle and acute 

conditions have on the function of specific body systems and on people’s ability to act in 

necessary, usual, expected, and personally desired ways in their society” (Verbrugge and Jette 

1994:3). This definition of disablement consists of two major dimensions, (1) the physical 

functional capacity of the body as it is determined by age, disease, or injury, and (2) the 
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psycho/social capacity of the individual to carry out daily activities. The capacity to carry out 

daily activities is heavily influenced by the demands placed upon an individual by themselves 

and society.  

Quantifying disability is complicated by the specific pathways assumed by the 

disablement process. In order for disability to exist, one’s physical functioning must be 

compromised so that it interferes with social and personal expectations and roles. Disability has 

largely been measured in the sociological literature using survey questionnaires that assess one’s 

ability to perform activities of daily living (henceforth ADL’s) and more complex instrumental 

activities of daily living (henceforth IADL’s). ADL’s tap dimension of self-care, such as bathing 

and feeding, while IADL’s assess one’s capacity to carry out more complex tasks related to 

independent-living, such as dealing with finances. ADL’s are more closely related to physical 

wellbeing and disability white IADL’s are more closely related to the environment one lives in. 

Functional limitations that lead to disability have been measured via NAGI survey items and 

directly through observation using performance oriented mobility assessments (henceforth 

POMA’s). POMA’s and NAGI items do not directly assess disability, but rather assess the 

physical limitations that lead to disability (Nagi 1976; Tager, Swanson and Satariano 1998). The 

disablement process framework allows for disagreement between functional ability and disability 

status which has been observed in previous research (Angel et al. 2002; Angel et al. 2000; Linn 

and Linn 1980). Discrepancies between functional ability and disability status can reflect what 

Verbugge and Jette call “quaternary prevention”, which refers to individuals who experience 

functional limitations but do not become disabled, either because they experience different task 

demands or are simply higher functioning. Individuals who experience quaternary prevention do 

not experience fewer physical limitations, but rather are situated in environments in which their 
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limitations do not affect their ability to perform necessary tasks. It is easy to imagine a situation 

in which two elderly individuals with similar physical limitations report different degrees of 

disability because one is situated in a home that has more accommodations for their limited 

physical capacity than the other. 

Previous research has shown that independent living is predictive of self-assessment of 

disability. Using a survey measurement of “how disabled do you feel?”, Kelly-Moore et. 

al.(2006) found that the change in self-assessment of disability over time was related to baseline 

functional limitations, changes in ability to drive, and changes in the type of health care received. 

Their research shows how the more complex IADL’s are important in elderly adults’ self-

assessment of disability. Recent research has shown that disabilities effect trajectories of social 

engagement and loneliness (Russell 2009; Thomas 2011). The association of disability with 

multiple measurements of wellbeing calls for a better understanding of the complex association 

among physical functional limitations and self-assessments of disability in their impact on 

various outcomes, and ultimately, mortality.  

While the disablement process helps us understand the concordance of functional 

capacity and self-assessment of disability, it does not provide a clear theoretical pathway 

between disability and mortality. 

Self-assessments of health as predictors of mortality 

Self-assessments of functional capacity share many of the same measurement issues as 

more general self-assessments of health. Self-assessment of health through self-rated health 

status (henceforth SRHS) has been shown to have a consistent association with mortality; 

individuals with poorer self-rated health experience higher rates of mortality (DeSalvo et al. 

2006; Idler et al. 2004; Idler and Angel 1990; Idler and Benyamini 1997; Jylhä 2009). Like self-
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assessed health, which reflect many potential social and cultural factors other than actual 

physiological status, self-assessments of functional capacity are to an unknown degree socially 

and culturally influenced. The association between SRHS and mortality has been theorized to be 

related to accuracy of the rating, e.g. the correlation between SRHS and 

disease/disability/disease (Johnson and Wolinsky 1993). The linkage between SRHS and 

mortality may result from SRHS being a measure of a trajectory of health more so than a 

snapshot of health at a given moment (Miller and Wolinsky 2007). The SRHS relationship with 

mortality may be causal through health behaviors so that people who rate themselves highest are 

also most likely to exhibit healthy behaviors (Kawachi, Kennedy and Glass 1999). It may also 

operate through access to resources, since individuals who have greater access to health care are 

most likely to self-report good health (Shi et al. 2002). Further research into the association 

between SRHS and mortality have found functional limitations to be central to assessment of 

SRHS (Benyamini et al. 2000; Mora et al. 2008). Extending these ideas to self-assessment of 

disability motivates a theoretical association: the self-assessment of disability should be 

associated with higher rates of mortality.  

Previous work on the concordance between assessed functional limitation and one’s self-

assessment of disability status has found that what we might call “positive discordance”, i.e. a 

situation in which functional disability is present at assessment, but in which the individuals 

report no disability (henceforth optimism). Such optimism was associated with a lower 

probability of mortality in a two year follow up relative to agreement between the two measures 

(Angel et al. 2000). Unfortunately previous research was limited to a short follow up period and 

few deaths. Our current sample moves this previous research forward by looking at survival over 

a longer time period with a greater number of deaths. 
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Conceptual Framework 

As with other multi-dimensional constructs, functional capacity can be defined over 

simplistically as the ability to carry out basic physical tasks. Such a simple definition, though, 

ignores the multiple dimensions of functioning and also its subjective nature. Operationally, the 

measurement of functional capacity involves both assessment of the ability to perform a 

particular activity, and the degree of impairment or help needed to perform it. For present 

purposes, we categorize measures of functional capacity into two broad categories, those that 

involve the observation of an individual carrying out specific tasks (performance oriented 

mobility assessments or POMA’s) , and self-reports of one’s ability to carry out basic activities 

of daily living (ADL’s) or more complex instrumental activities of daily living (IADL’s).  

Performance-based measures reflect the direct observation by an outside observer who 

rates the subject’s performance based on a-priori criteria. The assessment is, therefore, objective 

in the sense that it does not involve the perceptions of the subject. A person’s self-assessment of 

his or her ability to perform a task, on the other hand, reflects other aspects of personality and the 

cultural, social, and physical environment in which one lives that can affect one’s sense of being 

able to perform a task. The response to questions concerning one’s ability to perform a specific 

task involves complex cognitive processes. If one is asked if she can walk across a room or climb 

stairs, a reasonable person could structure their answer in terms of being able to hold on to 

railings or to take as much time as needed. An individual with a physical impairment could 

simply reinterpret the question to make it more appropriate to their condition. A timed 

observation is, of course, very different and does not involve such reinterpretation of the 

question. 
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In the following analysis we examine how concordance between an objective measure 

(POMA’s) and a more subjective measure (self-reported ADL’s) of functional capacity are 

related to mortality over a 14 year follow-up period. In multivariate analyses we employ a third 

measure based on more complex instrumental measures of functioning (IADL’s) to investigate 

the potential moderating effect of social context on the impact of the discrepancy or agreement 

between POMA’s and ADL’s on mortality.  

Data and Methods 

The data we use are from the Hispanic Established Populations for Epidemiologic Studies 

of the Elderly (H-EPESE). The H-EPESE is a prospective cohort household based sample that at 

baseline is representative of Mexican Americans aged 65 and above living in five south-western 

states of Arizona, California, Colorado, New Mexico, and Texas’. The original baseline sample 

of 3050 was interviewed between September 1993 and June 1994 and a secondary refreshing 

sample of 902 was interviewed during the fifth follow up between September 2004 and June 

2005. Interviews took place both in person and via proxy. Currently, mortality links are available 

up through December 31, 2011. 

Measurements  

Since our focus is on discrepancies between measures of functional capacity, our 

analytical sample includes only individuals who were identified as having POMA’s. POMA 

limitations are measured by the interviewer, removing the respondent’s subjective component. In 

the H-EPESE, POMA’s include three items; 1) the ability to do chair sit and stands with crossed 

arms, 2) the speed to walk across a room, and 3) the ability to balance while standing. Each of 

these three POMA’s items are then scored from 0 to 4, 4 representing full functionality and 0 

representing complete inability to complete the task. We limit our sample to individuals who 
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were tested and scored a 0 on at least one POMA’s item. POMA’s limitations are the most 

common measurement of limitation at baseline, with 1053 of the 3952 respondents having at 

least one POMA. 

Optimism or realism (positive discordance or agreement with POMA’s) was determined 

by self-reports of difficulties with ADL’s. ADL’s are based on a series of 7 items assessing 

whether individuals need help from another person or special equipment or a device for: (1) 

walking across a small room, (2) bathing, (3) personal grooming, (4) dressing, (5) eating, (6) 

getting from a bed to a chair, and (7) using a toilet. Respondents were asked if they need help, 

don’t need help, or are unable to do the task at all. Anyone who responded unable to do or needs 

help was considered to have an ADL disability. Among individuals with at least one POMA 

limitation, anyone who did not report any ADL’s was considered to be an optimist and those 

reporting one or more ADL’s were considered a realist. Due to attrition and proxy reports 

lacking POMA’s measures, we limit our sample to in-person respondents from the first wave and 

the refresher sample at wave 5. 

Demographic Measures 

It is possible that observed mortality differences between optimists and realists reflect 

differences in demographic composition. To control for this possibility, all analyses include 

controls for age, sex, and nativity.  

Global Health Measures 

Another possible source of variation between optimists and realists are other 

measurements of health and mental disposition. For other measurements of health, we used 

morbidity status at baseline. Morbidity status referred to whether or not an individual had been 

told by a doctor/health professional if they had had any one of six health conditions; (1) arthritis, 
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(2) cancer, (3) diabetes, (4) heart attack, (5) hypertension, or (6) stroke. We also control on 

mental status at baseline using the Center for the Epidemiologic Studies of Depression (CESD) 

scale. The CESD depression scale includes 20 questions about personal relations and orientation 

towards the world. Questions are scored 0-3, with 0 being no depressive symptom and 3 being a 

strong indicator of depression. These items are then added together for a composite score. A 

score of 16 or above on the CESD is considered a cut-off for risk of clinical depression, though 

not a clinical diagnosis. At the intersection of physical and mental health, we also control for 

self-rated health status at baseline. We compare those who say they have fair or poor health to 

those who report having good or excellent health. 

Other subjective measures of ability 

Variation in mortality between optimists and realists could also be other types of 

functionality; the real difference in mortality between optimists and realist could operate through 

specific tasks that optimists are able to do that realists are not. We examine this possibility by 

controlling for IADL’s. IADL’s are self-assessed measures of a respondent’s ability to perform 

10 different activities: (1) use a telephone, (2) drive a car or travel alone, (3) go shopping, (4) 

cook meals, (5) do light housework, (6) take medicine, (7) handle money, (8) do heavy work 

around the house, (9) walk up a flight of stairs, and (10) walk half a mile. We employ IADL’s in 

a number of different ways: we look at the effect of having any IADL limitations, the effect of 

the number of IADL limitations, and the effect of specific IADL limitations. The inclusion of 

IADL’s in other studies of disability self-assessment of disability point to how IADL’s operate 

largely as measurements of independent living. Given their association with disability in 

previous work, we expect that individuals who are more capable of independent living will be 

more likely to be optimist and have lower mortality.  
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Analytic Strategy  

Our final analytical sample is limited to individuals for whom we have comprehensive 

information for all variables at baseline: 863 total, 446 optimists with 311 deaths and 417 realists 

with 288 deaths. We first assess the relationship between our explanatory variables and optimism 

using logistic regression where 

log(Odds of Optimism)=B0+B1x1+…+Bkxk 

In order to better understand the predictors of optimism, we used progressive models 

(such that each previous model is nested within the previous models) to control for demographic 

characteristics, other global measurements of health, and other subjective measurements of 

ability. 

We then expand our sample into person years observed, either years to death in case of 

death or years to loss to follow up or final interview, yielding 6387 person years (and partial 

years), 3976 for optimists and 2411 for realists. We modeled probability of death using logistic 

regression with an offset for exposure so that 

log(Odds of Death)= B0+B1x1+…+Bkxk+log(exposure) 

 Offsetting for exposure allows our model to include information for individuals who are 

lost to follow up or do not experience death over the follow up period so that we can included as 

much data from our sample as possible. A full year of exposure is given for observation from Jan 

1, to Dec 31, a half-year of exposure is given for last observed years for individuals who are lost 

to follow up, and a partial year up to date of death is given for years and individuals dies. This 

model specification allows us to account for differences in survival time from baseline as well as 

differences in age distribution for optimists and realists. In order to understand how the 

relationship between optimism and mortality operates, we used progressive models to control for 
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demographic characteristics, other global measurements of health, and other subjective 

measurements of ability. 

Results  

 

Individuals with POMA’s disabilities who do not report having an ADL disability at 

baseline (optimists) differ from those who report having an ADL disability at baseline (realists) 

on demographic measures. Optimists are significantly younger (75.8 vs 80.7) than realists. While 

there are differences in proportion male for optimists compared to realists (39% vs 35%) these 

differences are not significant. Each group is equally likely to be US born (51% vs 51%). There 

are significant differences in other physical/mental health measures for optimists and realists. 

Realists are more likely to be part of the negative reference groups for self-reported health: 83% 

of realists report fair or poor health compared to 73% of optimists. With regard to morbidity 

conditions, 94% of realists report having at least one condition compared to 83% of optimists. 

40% of realists have significant depressive symptoms compared to 29% of optimists. Secondary 
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measurements of disability also point to significant differences between optimists and realists. 

Nearly all realists also report having at least one IADL limitation (98%) and report having more 

IADL limitations on average than optimists (6.6 vs 2.7). While both groups experience the same 

percentage of death during the follow up (69% of optimists and 69% of realists), descriptive 

statistics do not give a full sense of how mortality disparities operate net of age differences.  
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 Table 2 presents results of models for the relationship between our explanatory variables 

and optimism. In Model 1, age has a significant relationship with optimism; older people are less 

likely to be optimists. The logistic regression results do not show any significant differences in 
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likelihood of being an optimist for men and women or between US born and Mexican born 

respondents. Mirroring the descriptive table, Model 2 shows physical and mental health 

assessments are all significantly related to optimism: people with poor or fair health, depressive 

symptoms and morbidity conditions are less likely to be optimistic. Reporting fair or poor health, 

net of demographics and other health measurements, decreases the odds of being optimistic by 

nearly half (OR 0.53 p<.01). Having a morbidity condition has the strongest negative association 

with the odds of being optimistic of the global health measures we include, reducing the odds by 

two thirds (OR 0.33 p<.001). Depressive also has a strong effect, decreasing the odds of 

optimism by slightly less than 40% (OR 0.616 p<.05). Taken together, theses results suggest that 

optimists have better health than realists, be it through self-reports, professionally diagnosed 

conditions, or mental status.  

Having an IADL limitation decreases the likelihood of being an optimist. Model 3 shows 

that having any IADL is associated with a 92% reduction in the odds of being an optimist (OR 

0.077 p<.001). Including any IADL makes the association between optimism and depressive 

symptoms or SRHS no longer significant, while morbidity condition remains significant. When 

including number of IADL’s in Model 4, each additional IADL disability decreases the odds of 

optimism by 47% (OR 0.53 p<.001) . Controlling for each specific IADL independently yields 

interesting patterns. All but one IADL is negatively associated with the odds of optimism. 5 of 

the 9 IADL’s have statistically significant relationships when controlling on all IADL’s 

simultaneously. Not being able to walk half a block (OR 0.357 p<.01) or walk up stairs (OR 

0.239 p<.001) are both associated with significantly lower odds of being optimistic net of other 

IADL measures. Not being able to shop (OR 0.485 p<.05), take medication (OR 0.391 p<.05) or 
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being able to do housework (OR 0.245 p<.001) are also associated with significantly lower odds 

of being optimistic, net of other IADL measures. 

These results show evidence that, net of other measures of health, the IADL’s are an 

important aspect of how individuals label themselves as disabled. Another way to think about 

this is that in order to for someone to move from a POMA disability to a self-report of at least 

one ADL disability necessitates the self-report of at least one IADL disability. Further, the more 

IADL’s a person with POMA’s disability reports the more likely they are to report ADL 

disabilities. 
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 Table 3 shows the results for modeling mortality over the 17 year follow-up period. All 

models include age as a covariate. Model 1 is our baseline model, which provides evidence of a 

difference in the odds of mortality between optimists and realists. In Model 1, net of the age 

differences, the probability of death over the follow up period for optimists is 28% lower than 

that for realists (OR 0.718 p<.01). Model 2 builds upon the baseline model and includes 

demographic characteristics. The inclusion of demographic characteristics does not explain the 

association between optimism and mortality; in fact the association between optimism and 

mortality is slightly strengthened in Model 2 (OR 0.708 p<.01). If the association between 

optimism and mortality is simply picking up differences in global health measurements, then 

controlling on those measurements in a statistical model should significantly attenuate the 

association. Optimism’s continued statistical and practical significance (OR 0.752 p<.05) in 

Model 3 --despite controlling for self-rated health, morbidity conditions and depressive 

symptoms-- suggests that optimism is operating on mortality net of these other measurements of 

health and wellbeing. It appears that the relationship between mortality and optimism is not 

operating entirely through the better health of optimists. The relationship between mortality and 

optimism is complicated by the inclusion of IADL’s. Model 4 includes having a yes/no indicator 

of IADL limitations; its inclusion does not explain away the association between optimism and 

mortality (OR 0.795 p<.05). However, controlling for the number of IADL limitations (Model 5) 

or the specific IADL limitations (Table 4) renders the association between optimism and 

mortality statistically insignificant. This suggests that unmeasured personality, contextual, or 

social factors influence an individual’s ability to function with a significant physical limitation. 

These factors allow an individual with functional limitations to compensate so that they do not 
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self-report disability. Evidence in Table 4 points to the ways in which IADL’s act as a proxy for 

independent living--which the relationship between mortality and optimism is operating through. 

 

 Looking at how the relationship between optimism and mortality changes for each 

different IADL measure, it is apparent that some IADL’s are more consequential than others. 

Controlling on any of the specific IADL’s makes the relationship between optimism and 

mortality non-significant, but three stand out as creating the greatest reduction in the odds death; 

cooking, shopping, and housework. Not being able to cook reduces the mortality advantage for 

optimists from OR 0.752 to OR 0.833. Not being able to shop has a statistically significant 

association with mortality (OR 0.812 p<.05) that operates net of optimism. Likewise, being able 

to do housework reduces the optimist advantage to OR 0.9 and has an independent association 

with mortality (OR 0.706 p<.05). These models suggest that the association between optimism 

and mortality could operate through differences in ability to shop for one’s self or do housework. 

More theoretically, the mortality and optimism association is explained via the types of 

independent living these measurements represent. Likewise, the results from Table 3 (Model 4 
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and Model 5) suggest that the association between optimism and mortality is not a result of 

individuals simply having an IADL, but rather via the severity and number of IADL’s. Thus, 

overall optimists are more capable of living independent than realists and that is what 

differentiates the mortality experience of the two groups. 

Limitations 

 The estimates presented here must be taken with caution because there are a number of 

limitations that need to be addressed in future analyses. Some, however, simply cannot be 

addressed with available data. For one, the current model estimation treats the data essentially as 

cross sectional and does not take advantage of the repeated measures of POMA limitation and 

ADL disability. The reason we have not yet addressed this issue is that different waves’ response 

rates vary for proxy respondents and deaths. For waves for which we only have proxy 

respondents for some individuals we may have ADL measures but we do not get POMA’s 

measures. Dealing with missing interviews would require making a separate set of assumptions 

for each pattern of missing interviews. By assuming a constant state of optimism or realism from 

the baseline, we need only make one assumption. Also of concern is the difference in age 

distribution of optimists and realists. The relatively older realist sub-sample could imply that 

optimism and realism are part of a shared trajectory rather than distinct states.  

Discussion  

 Using a disablement process framework (Verbrugge and Jette 1994) 1)we studied how 

Mexican origin individuals with objectively measured (POMA’s) functional limitations self-

report disability (ADL’s); and 2) analyzed the mortality differentials for those who do not report 

disability (optimists) and those who do (realists). Individuals with better health were more likely 
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to be included in the optimist group than the realist group, but even net of health, reports of 

independent living disabilities were key differences in the likelihood of being an optimist. 

The lower odds of mortality for optimists makes sense as logical extension of other 

research finding an association between positive SRHS and mortality (DeSalvo et al. 2006; Idler 

and Angel 1990; Idler and Benyamini 1997). SRHS status is a subjective measure of global 

health while self-assessments of disability appear to be tapping different dimensions of 

individuals understanding their capacity to function in specific contexts. Both are tapping some 

measurement of health that cannot be ascertained by a third party. Individuals are able to report 

about their health status and disability status in ways that are consequential for mortality and 

cannot be externally assessed by methods currently available. Put another way, while objective 

measurements of disability such as POMA’s attempt to give a clear picture of the functional 

limitations individuals face, subjective measurements of health and disability are situated within 

social/physical/cultural/psychological realities that are important and predictive of mortality in 

different ways.  

 While the association between optimism and mortality maintained significance when 

controlling for demographic characteristics, global health measurements, and the presence of at 

least 1 IADL, its association was ultimately diminished to non-significance in our models when 

controlling for the number of IADL’s and specific IADL’s. In other words, controlling for the 

number of IADL’s an individual has eliminated the association between optimism and mortality 

statistically and practically. When controlling for specific IADL’s, shopping, doing housework 

and cooking did the most to diminish the association between mortality and optimism. The 

interpretation of the number of IADL finding and specific IADL finding lead us to similar 

conclusions. The number of IADL’s tells a story of the possibility of socially constructed 
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disability. IADL’s are measures of an individual’s ability to perform tasks that are necessary for 

independent living; thus being further removed from independent living (higher IADL scores) is 

what the association between optimism and mortality is actually picking up. Likewise, when 

looking at the change in association between optimism and mortality when controlling for 

specific IADL’s, we find that the IADL’s most closely associated with independent living are the 

most powerful in explaining away the focal association. Being able to cook, shop, and maintain a 

household are all vital to independent living. Our analysis suggests that the ability to live 

independently reflects unmeasured factors that largely explain the association between optimism 

and mortality. This finding is consistent with previous research that the subjective assessment of 

disability is informed by the types of care elderly individuals need (Kelley-Moore et al. 2006).  

Like explanations for the association between SRHS and mortality, the relationship 

between self-assessment of disability and mortality may be mediated by a range of factors. Our 

results suggest that the association between self-assessed disability and mortality for elderly 

Mexican Americans experiencing functional limitations is related to both temporal ordering of 

disability and personal/social resources. Self-assessment of disability also appears to be a more 

valid measurement of health and health trajectories than objective functional limitation alone. 

The self-assessment of disability reflects the fact that the ability to function depends on more 

than just physical status. While objective measurements of functional status allow us to 

externally assess health, a nuanced understanding of the aging process requires a greater 

understanding of the social construction of subjective assessments of health as well. 

Conclusion  

 This paper examinee the relationship between self-perceptions of functioning and 

mortality risk among elderly Mexican Americans. We found that, among individuals with 
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objectively measures limitations, those who perceived themselves as being more functional 

(optimists) live longer than those whose perception of their functioning more closely mirrored 

their objective reality. We examined possible explanations for this disparity. The differences in 

mortality rates were not a result of demographic characteristics, such as the age, gender, or 

nativity make up of optimists relative to realists. Nor did we find that the differences in mortality 

were due to other global measurements of health or wellbeing, be it through morbidity 

conditions, self-rated health, or depressive symptoms. The difference was explained away 

through secondary measurements of functioning: instrumental activities of daily living. Our 

analysis leads to the conclusion that much of the difference in mortality between optimists and 

realists operates through the ability to live independently. Our models do not explicitly test 

whether or not living independently is what is driving these differences. Future research will 

need to address whether or not the disconnect in perception and functioning and its relationship 

with mortality is related to independent living.  

The policy implication of this research points to a need to situate elderly people inside 

living situations that allow them to perceive themselves as being capable of independent living. 

Whether or not being actually capable of living independently is necessary for optimism to exert 

a positive effect on morality is yet to be empirically tested. 

 

 

 

 

 

 



 22 

Bibliography 
Angel,	  R.,	  M.	  Frisco,	  J.	  Skinner,	  J.	  Teresi,	  D.	  Holmes,	  S.	  Stahl,	  and	  A.	  Stewart.	  2002.	  "Self-‐

assessments	  of	  health	  and	  functional	  capacity	  among	  older	  adults."	  Multicultural	  
Measurement	  in	  Older	  Populations:129-‐146.	  

Angel,	  R.,	  G.V.	  Ostir,	  M.L.	  Frisco,	  and	  K.S.	  Markides.	  2000.	  "Comparison	  of	  a	  Self-‐Reported	  and	  a	  
Performance-‐Based	  Assessment	  of	  Mobility	  in	  the	  Hispanic	  Established	  Population	  for	  
Epidemiological	  Studies	  of	  the	  Elderly."	  Research	  on	  Aging	  22(6):715-‐737.	  

Benyamini,	  Y.,	  E.L.	  Idler,	  H.	  Leventhal,	  and	  E.A.	  Leventhal.	  2000.	  "Positive	  affect	  and	  function	  as	  
influences	  on	  self-‐assessments	  of	  health	  expanding	  our	  view	  beyond	  illness	  and	  
disability."	  The	  Journals	  of	  Gerontology	  Series	  B:	  Psychological	  Sciences	  and	  Social	  
Sciences	  55(2):P107-‐P116.	  

Cantu,	  P.A.,	  M.D.	  Hayward,	  R.A.	  Hummer,	  and	  C.-‐T.	  Chiu.	  2013.	  "New	  Estimates	  of	  Racial/Ethnic	  
Differences	  in	  Life	  Expectancy	  with	  Chronic	  Morbidity	  and	  Functional	  Loss:	  Evidence	  
from	  the	  National	  Health	  Interview	  Survey."	  Journal	  of	  Cross-‐Cultural	  Gerontology:1-‐15.	  

DeSalvo,	  K.B.,	  N.	  Bloser,	  K.	  Reynolds,	  J.	  He,	  and	  P.	  Muntner.	  2006.	  "Mortality	  Prediction	  with	  a	  
Single	  General	  Self-‐Rated	  Health	  Question."	  Journal	  of	  General	  Internal	  Medicine	  
21(3):267-‐275.	  

Fries,	  J.F.	  2000.	  "Compression	  of	  morbidity	  in	  the	  elderly."	  Vaccine	  18(16):1584-‐1589.	  
Hayward,	  M.,	  R.	  Hummer,	  C.-‐T.	  Chiu,	  C.	  González-‐González,	  and	  R.	  Wong.	  2014.	  "Does	  the	  

Hispanic	  Paradox	  in	  U.S.	  Adult	  Mortality	  Extend	  to	  Disability?"	  Population	  Research	  and	  
Policy	  Review	  33(1):81-‐96.	  

Idler,	  E.,	  H.	  Leventhal,	  J.	  McLaughlin,	  and	  E.	  Leventhal.	  2004.	  "In	  sickness	  but	  not	  in	  health:	  self-‐
ratings,	  identity,	  and	  mortality."	  Journal	  of	  health	  and	  social	  behavior	  45(3):336-‐356.	  

Idler,	  E.L.and	  R.J.	  Angel.	  1990.	  "Self-‐rated	  health	  and	  mortality	  in	  the	  NHANES-‐I	  Epidemiologic	  
Follow-‐up	  Study."	  American	  Journal	  of	  Public	  Health	  80(4):446-‐452.	  

Idler,	  E.L.and	  Y.	  Benyamini.	  1997.	  "Self-‐rated	  health	  and	  mortality:	  a	  review	  of	  twenty-‐seven	  
community	  studies."	  Journal	  o	  fHealth	  and	  Social	  Behavior:21-‐37.	  

Johnson,	  R.J.and	  F.D.	  Wolinsky.	  1993.	  "The	  structure	  of	  health	  status	  among	  older	  adults:	  
disease,	  disability,	  functional	  limitation,	  and	  perceived	  health."	  Journal	  of	  Health	  and	  
Social	  Behavior.	  

Jylhä,	  M.	  2009.	  "What	  is	  self-‐rated	  health	  and	  why	  does	  it	  predict	  mortality?	  Towards	  a	  unified	  
conceptual	  model."	  Social	  Science	  &	  Medicine	  69(3):307-‐316.	  

Kawachi,	  I.,	  B.P.	  Kennedy,	  and	  R.	  Glass.	  1999.	  "Social	  capital	  and	  self-‐rated	  health:	  a	  contextual	  
analysis."	  American	  Journal	  of	  Public	  Health	  89(8):1187-‐1193.	  

Kelley-‐Moore,	  J.A.,	  J.G.	  Schumacher,	  E.	  Kahana,	  and	  B.	  Kahana.	  2006.	  "When	  do	  older	  adults	  
become	  “disabled”?	  Social	  and	  health	  antecedents	  of	  perceived	  disability	  in	  a	  panel	  
study	  of	  the	  oldest	  old."	  Journal	  of	  Health	  and	  Social	  Behavior	  47(2):126-‐141.	  

Linn,	  B.S.and	  M.W.	  Linn.	  1980.	  "Objective	  and	  self-‐assessed	  health	  in	  the	  old	  and	  very	  old."	  
Social	  Science	  &	  Medicine.	  Part	  A:	  Medical	  Psychology	  &	  Medical	  Sociology	  14(4):311-‐
315.	  

Markides,	  K.S.,	  L.	  Rudkin,	  R.J.	  Angel,	  and	  D.V.	  Espino.	  1997.	  "Health	  status	  of	  Hispanic	  elderly."	  
Racial	  and	  Ethnic	  Differences	  in	  the	  Health	  of	  Older	  Americans:285-‐300.	  



 23 

Miller,	  T.R.and	  F.D.	  Wolinsky.	  2007.	  "Self-‐rated	  health	  trajectories	  and	  mortality	  among	  older	  
adults."	  The	  Journals	  of	  Gerontology	  Series	  B:	  Psychological	  Sciences	  and	  Social	  Sciences	  
62(1):S22-‐S27.	  

Mora,	  P.A.,	  M.D.	  DiBonaventura,	  E.	  Idler,	  E.A.	  Leventhal,	  and	  H.	  Leventhal.	  2008.	  "Psychological	  
factors	  influencing	  self-‐assessments	  of	  health:	  Toward	  an	  understanding	  of	  the	  
mechanisms	  underlying	  how	  people	  rate	  their	  own	  health."	  Annals	  of	  Behavioral	  
Medicine	  36(3):292-‐303.	  

Nagi,	  S.Z.	  1976.	  "An	  epidemiology	  of	  disability	  among	  adults	  in	  the	  United	  States."	  The	  Milbank	  
Memorial	  Fund	  Quarterly.	  Health	  and	  Society:439-‐467.	  

National	  Center	  for	  Health	  Statistics.	  2011.	  "Life	  expectancy	  at	  birth,	  at	  65	  years	  of	  age,	  and	  at	  
75	  years	  of	  age,	  by	  sex,	  race,	  and	  Hispanic	  origin:	  United	  States,	  selected	  years	  1900–
2009."	  edited	  by	  U.S.	  Health.	  Atlanta,	  GA:	  Centers	  for	  Disease	  Control,.	  

Russell,	  D.	  2009.	  "Living	  Arrangements,	  Social	  Integration,	  and	  Loneliness	  in	  Later	  Life:	  The	  Case	  
of	  Physical	  Disability."	  Journal	  of	  Health	  and	  Social	  Behavior	  50(4):460-‐475.	  

Seeman,	  T.E.,	  S.S.	  Merkin,	  E.M.	  Crimmins,	  and	  A.S.	  Karlamangla.	  2010.	  "Disability	  Trends	  Among	  
Older	  Americans:	  National	  Health	  and	  Nutrition	  Examination	  Surveys,	  1988–1994	  and	  
1999–2004."	  American	  Journal	  of	  Public	  Health	  100(1):100-‐107.	  

Shi,	  L.,	  B.	  Starfield,	  R.	  Politzer,	  and	  J.	  Regan.	  2002.	  "Primary	  care,	  self-‐rated	  health,	  and	  
reductions	  in	  social	  disparities	  in	  health."	  Health	  Services	  Research	  37(3):529-‐550.	  

Tager,	  I.B.,	  A.	  Swanson,	  and	  W.A.	  Satariano.	  1998.	  "Reliability	  of	  Physical	  Performance	  and	  Self-‐
Reported	  Functional	  Measures	  in	  an	  Older	  Population."	  The	  Journals	  of	  Gerontology	  
Series	  A:	  Biological	  Sciences	  and	  Medical	  Sciences	  53A(4):M295-‐M300.	  

Thomas,	  P.A.	  2011.	  "Trajectories	  of	  social	  engagement	  and	  limitations	  in	  late	  life."	  Journal	  of	  
Health	  and	  Social	  Behavior	  52(4):430-‐443.	  

Verbrugge,	  L.M.and	  A.M.	  Jette.	  1994.	  "The	  Disablement	  Process."	  Social	  science	  &	  medicine	  
38(1):1-‐14.	  

Werner,	  C.A.	  2011.	  "The	  Older	  Population:	  2010."	  Pp.	  1-‐19	  in	  2010	  Census	  Briefs.	  
	  
 

 


