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As the population structure of the United States continues to grow older and more 

diverse by race/ethnicity and nativity, the importance of understanding health differences 

in mid- and late-life becomes crucial for our society.  Disability and functioning are 

strong and consistent predictors of independence and quality of life. In addition, because 

health is strongly associated with socioeconomic and social environmental factors, it is 

important to examine the extent to which the social environment at least partially 

explains race/ethnic and nativity differences in physical functioning and disability.  

Chapter 2 of this dissertation examines three measures of disability and 

functioning across 13 broad race/ethnic and nativity groups for adults aged 50 and above. 

I find that middle-aged foreign-born individuals in nearly every subgroup exhibit lower 

proportions of functional limitations and disability than U.S.-born whites. This pattern of 

immigrant advantage is generally reversed in later life and becomes a disadvantage. 

Moreover, most U.S.-born minority groups had significantly higher levels of disability 

and functional limitations than U.S.-born whites in both mid- and late life. This broad 

examination takes into account the demographic heterogeneity of the U.S. population and 

is especially timely given the rapid population aging that U.S. minority and immigration 

subpopulations are experiencing. 
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In chapters 3 and 4 I use the National Health and Aging Trends Survey (NHATS) 

and examined race/ethnic and nativity differences in two new measures of disability: self 

-care and household activity limitation. I introduced a new conceptual framework of 

disability pathways, drew from an intersectionality approach and examined how 

socioeconomic status, social environmental factors, chronic health conditions, and 

physical capacity/functioning attenuate race/ethnic and nativity differences. My findings 

indicate that these key social environmental factors generally attenuate disparities, with 

the exception of foreign-born Hispanics. This sub-group continued to experience high 

rates of household and self-care limitations during their relatively long lives even net of 

these social environmental controls. I examine possible explanations for such striking 

health disadvantages. More research is needed to examine why this group has such high 

odds of debilitating disability, especially as they begin to enter later life in significantly 

large numbers.  
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Chapter 1: Introduction 

MOTIVATION 

The U.S. population continues to grow older and become larger and more racially 

and ethnically diverse. As these population changes unfold, the importance of 

understanding differences in health outcomes by race/ethnicity and nativity becomes 

more and more critical for our society. Declines in mortality under conditions of low 

fertility point to a growing percentage of older persons in the population. According to 

projections, life expectancy will continue to increase (Arias 2012) and the population of 

adults aged 65 and older is projected to more than double by 2050 – from 43.1 million to 

92.0 million, with the aging baby boom cohort in large part responsible for this growth. 

By 2050, 22% of the U.S. population will be composed of adults aged 65 and over (Arias 

2012).  

In addition, the older population will be increasingly varied with regard to 

race/ethnicity and nativity. Figure 1 shows that between 2009 and 2050, the proportion of 

non-Hispanic whites aged 65 and over will decrease by over 20% while other race/ethnic 

groups will see relatively sharp increases. For example, the proportion of older Hispanics 

(65+) is projected to increase from 7% in 2010 to 19.8% in 2050. And the older Asian 

population will nearly triple from 3.4% to nearly 9% (U.S. Census Bureau 2009). Thus, 

adults aged 65 and older will compose a more diverse population than any cohort 

preceding them in terms of both race/ethnicity and nativity. 

Race/ethnic disparities in U.S. health are both pervasive and well documented in 

the literature. In addition, health disparities by race begin early in the life course and not 

only persist, but appear to increase in mid-life and into late life (House, Lantz, and Herd 

2005; Kelley-Moore and Ferraro 2004). Additionally, research has long recognized that 
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nativity status appears to have a strong relationship to health (Marmot, Adelstein, and 

Bulusu 1984; Kasl and Berkman 1983); most generally, immigrants to the United States 

have more favorable health status and lower mortality rates compared with U.S.-born 

individuals (Hummer et al. forthcoming). However, most studies on immigrant health 

focus primarily on the younger ages, which make it difficult to assess the health of older 

foreign-born individuals as they reach middle and late life. 

OBJECTIVES 

The objective of this dissertation is to clearly document and provide as much 

explanation as possible for disparities in racial/ethnic and nativity patterns in disability 

and physical functioning for U.S. men and women in both mid- and late-life. I will 

advance the literature on racial/ethnic and health disparities in disability and functioning 

for older U.S. adults through three empirical studies. 

Chapter 2 documents race/ethnic/nativity disparities in disability and physical 

functioning in the United States. I distinguish among foreign-born and U.S.-born whites, 

non-Hispanic blacks, Mexican Americans, Other Hispanics, and Asian Americans. I also 

include foreign-born Cuban Americans and both island-born and mainland-born Puerto 

Ricans. This chapter will build on prior related research in two key ways. First, I provide 

a more comprehensive documentation of race/ethnic/nativity differentials than is 

typically the case by distinguishing 13 separate population sub-groups and including 

three separate measures of functioning and disability. Second, I include both midlife and 

older age adults in my analysis. The inclusion of midlife adults is particularly important 

given recent increases in disability within this age range. 

Chapter 3 examines race/ethnic and nativity differences in self-reported measures 

of self-care tasks. I also analyze the extent to which socioeconomic and social 
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characteristics, health conditions, and physical capacity explain race/ethnic and nativity 

disparities in self-care. In this chapter I introduce a new conceptual framework that 

illustrates how race/ethnicity, nativity, and gender intersect and form the primary 

pathways through which disability and functional limitations occur.  

Chapter 4 focuses on how foreign-born and disadvantaged minority groups 

compare to non-Hispanic whites on measures that tap into the performance of key 

household activities. Likewise, this chapter also employs my expanded conceptual 

framework and examines the extent to which race/ethnic and nativity differences are 

minimized or absent once differences in key social and environmental factors are taken 

into account. 

Key Concepts 

Before turning to a review of the literature, I begin by defining the key concepts 

traditionally used in population level disability scholarship. Disability is defined as 

difficulty or the inability to perform activities across any domain of life in a way that 

affects expected social roles (Altman 2001; Crimmins 2004).  For older individuals this is 

generally the inability to complete household tasks and self-care. These are often referred 

to as Activities of Daily Living (ADL) and Instrumental Activities of Daily Living 

(IADL), respectively. For example, IADL measures tap dimensions of household 

management – shopping for food, paying bills, preparing meals, housekeeping, using 

transportation, and taking medications (Lawton et al. 1982). ADLs are generally 

considered more severe disabilities; they are the basic tasks of everyday life. They 

include activities such as eating, bathing, getting dressed, and using the toilet (Katz et al. 

1963).  In chapter three I use the terms ADL disability and self-care limitation 

interchangeably. In chapter four I use the terms IADL and household task limitation 

interchangeably.  
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A loss in physical capacity or physical functioning (also called a functional 

limitation) is the inability to perform everyday activities such as walking, lifting, 

balancing and grasping.  An important distinction between functioning loss and disability 

is that disability is affected by external conditions (i.e., the environment) while 

functioning loss occurs at the individual level. Another important term in this literature is 

impairment, which is a dysfunction or abnormality in a specific body system(s) that can 

lead to functional limitations and disability.  
 

BACKGROUND 

It has long been established that there are significant race/ethnic differences in 

health that are primarily based on social and environmental inequality (Du Bois and 

Eaton 1899). In addition, these racial gaps are gendered, with gaps most often larger for 

men than for women. The higher rates of chronic disease and disability for racial 

minorities reflect earlier onset of disease, greater severity, and worse survival rates 

(Williams et al. 2010b). Early research on racial differences in health primarily drew on 

the idea that there are genetic differences between racial groups. Health disparities 

between groups were thought of as reflecting biological differences between races, rather 

than the product of extreme environmental and social differences (Wilkinson and King 

1987). However, sociologists have since established that racial disparities in health are 

social rather than biological and have their roots in the United States’ long history of 

slavery and institutional racism.  The primary pathways through which race and ethnicity 

shape health outcomes include segregation and racism, as well as vast differences in 

educational attainment, family income and wealth (Hummer 1996). Socioeconomic 

resources, in particular, account for a substantial amount of race/ethnic differences in 

health (Hummer 1996; Hayward et al. 2000). However, even after controlling for SES, 
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there are still racial differences in health at every level of education, and less wealth at 

every level of income (Williams and Collins 2001). 

Early sociologist Du Bois (1899) first postulated that immigrant status affects the 

health patterns of a population. The processes linked to immigration can take a toll on the 

health of the foreign-born, in spite of the relatively favorable health most immigrants 

have when they arrive in the United States. And although there is a healthy immigrant 

effect on mortality, with immigrants living longer than their native-born counterparts 

(Singh and Hiatt 2006), the health of immigrants tends to decline with longer duration in 

U.S. society. Factors behind this decline include language barriers, difficulty accessing 

healthcare, physically taxing jobs, discrimination, and fewer socioeconomic resources 

than the U.S.-born population. In addition, research has found that immigrant status 

combines with race in complex ways to influence health outcomes (Williams and 

Sternthal 2010). For example, although mortality rates are lower for Hispanic 

immigrants, the disability rates of older Latino immigrants are generally higher than for 

the US-born white population (Markides et al. 2007; Hayward et al. 2014). 

In addition, it is well established that health patterns are gendered (Verbrugge 

1985; Bird and Rieker 2005; Read and Gorman 2010). Although women have longer life 

expectancies than men, they spend more years with disability and chronic illnesses 

(Crimmins, Hayward, and Saito 1996). Recent research has found that women aged 65 

and over could expect to spend 57% of their remaining lives free of disability, while men 

could expect to spend nearly 80% of their remaining lives disability free (Jagger et al. 

2007). Although it is unclear whether their higher life expectancy contributes to these 

findings, women generally spend more years inactive than men, with minority women 

experiencing many years of disability in later life.  
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SIGNIFICANCE 

My dissertation will build on previous related research in several important ways. 

First, most related studies focus on only a few race/ethnic sub-groups when examining 

disability and physical functioning; in contrast, the first analytic study of my dissertation 

examines two types of disability, Activities of Daily Living (ADLs) and Instrumental 

Activities of Daily Living (IADLs), and Nagi-type functional limitations across 13 broad 

race/ethnic/nativity groups. This broad examination takes into account the demographic 

heterogeneity of the U.S. population and is especially timely given the rapid population 

aging that U.S. minority and immigration subpopulations are experiencing. Second, in 

contrast to past research that relies almost exclusively on the traditional disablement 

process to measure health and well-being, I use a new conceptual framework with 

expanded measures, in the latter two studies of my dissertation. Third, I will examine 

how socioeconomic and social factors, social characteristics, health factors, and physical 

capacity explain race/ethnic and nativity disparities in performance of self-care and 

household activities. These exercises will push my work beyond the description of 

differences toward a more thorough understanding of why such differences exist. Again, 

this is particularly important given the rapidly aging and diversifying society in which we 

live. 

OVERVIEW OF DATASETS 

My first study draws on data from the 1998-2011 National Health Interview 

Survey (NHIS), which I downloaded via the Integrated Health Interview Series (IHIS) 

website that is maintained by the Minnesota Population Center (Minnesota Population 

Center, 2012). The NHIS is nationally representative of the U.S. civilian non-

institutionalized population ages 18 and older. Interviews are conducted in-person; if a 

household member is unavailable for an interview information is obtained from a proxy. I 
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eliminated proxy respondents from my working file in order to obtain the most reliable 

self-report data. The very large sample sizes of the NHIS, along with the 14 years of 

aggregated data, makes it possible to examine and disaggregate disability and functioning 

patterns by race/ethnicity, nativity, and gender, specific to age group for mid and late life 

U.S. individuals aged 50 and above. The NHIS includes self-reported measures of ADL 

and IADL disability and Nagi-type measures of functional limitation.  

My third and fourth chapters draw from the 2011 National Health and Aging 

Trends Study (NHATS). The NHATS is the successor to the National Long Term Care 

Survey (NLTCS), and is conducted by the Johns Hopkins University Bloomberg School 

of Public Health. The NHATS is a longitudinal study of a nationally representative 

sample of Medicare beneficiaries ages 65 and older. The study follows selected Medicare 

beneficiaries to assess how their lives and activities change as they age. The NHATS 

contains both interviews as well as performance-based measurements. A major strength 

of the NHATS is the detailed information on nuanced measures of functioning, 

information on how activities are carried out, and the performance based measures of 

physical capacity, none of which are available in the NHIS. The disadvantage of this data 

set as compared to the NHIS is the significantly overall smaller sample size and, 

therefore, much smaller cell sizes for minority and foreign-born individuals. Moreover, 

NHATS does not contain respondents in mid-life. However, the richness of the data 

collected on the older population makes it a key source for assessing disparities by 

race/ethnicity and nativity in functioning and capacity, as well as the overall well-being 

of the older population in the United States.   

The NHATS also includes measures of capacity. This is a critical measure for 

tracking functioning trends over time and across subgroups of the population, as well as 

for measuring patterns of activity limitations independent of the environment (Kasper et 
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al. 2009). Physical capacity is assessed with both performance-based measures as well as 

self-reports. Performance based measures include grip strength and peak air-flow, both of 

which are strong predictors of disability and mortality (Guralnik et al. 2006). Other 

performance-based physical capacity measures include walking speed, balance and chair 

stands. In addition, respondents report their ability to perform various activities, such as 

walking, lifting & carrying, walking up stairs and kneeling/bending over. Together, these 

compose the physical capacity measures for both the upper and lower body. 

The remainder of the dissertation is organized as follows. First, in Chapter 2, I 

document race/ethnic/nativity disparities for three separate measures of functioning 

across 13 separate population sub-groups. This chapter includes both midlife and older 

aged adults for a comprehensive and timely analysis of patterns of functioning and 

disability for our rapidly increasing population of older adults.  To provide such broad 

documentation, I use fourteen years of data from the National Health Interview Study to 

make these comparisons. In chapter 3, I will turn my focus to adults aged 65 and older 

and more nuanced measures of functioning. To do this, I use the NHATS data and 

document differences in functioning across four sub-groups of the population, stratified 

by gender. This chapter goes beyond descriptive analysis and looks to elucidate how 

socioeconomic and social factors, social characteristics, health factors, and physical 

capacity explain race/ethnic and nativity disparities in performance of self-care activities. 

And lastly, Chapter 4 analyzes how differences in the ability to perform household 

activities varies by race/ethnicity, nativity, and gender. Because household activities 

often contain a cognitive component, understanding to what extent social and 

environmental factors mitigate disparities between sub-groups of the older population is 

especially important for future efforts to ensure seniors are able to perform these 

activities that are essential for independent living. The questions in both Chapters 3 and 4 
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are assessed with a large, nationally representative sample of men and women ages 65 

and older drawn from the 2011 National Health and Aging Trends Study. In Chapter 5, I 

provide concluding thoughts and outline areas that would benefit from further analysis.   
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Table 1.1: Percent Distribution of the Population Ages 65+ by Race/Ethnicity, 2009, 2030, and 2050 

 2009 2030 2050 

Non-Hispanic White 80.1 71.2 58.2 

Non-Hispanic Black 8.3 9.8 11.2 

Hispanic 7.0 12.0 19.8 

Asian 3.4 5.3 8.7 

Other 1.2 1.7 2.1 
 
         Source U.S. Census Bureau, 2009 Population Current Estimates and Future Projections 
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Chapter 2: Age Patterns of Racial/Ethnic/Nativity Differences in 
Disability and Physical Functioning in the United States 

 

INTRODUCTION 
 

In 2007, U.S. life expectancy at birth was just over 75 years for men and 80 years 

for women, and was predicted to continue increasing well into the future (Arias 2010). At 

the same time, research also consistently documents substantial differentials in life 

expectancy and health outcomes in late life by race/ethnicity and nativity (Hummer and 

Chinn 2011; Williams and Sternthal 2010). More specifically, a growing body of 

literature on functional health status and disability indicates substantial differences by 

race/ethnicity and nativity among the elderly U.S. population, with U.S.-born blacks and 

U.S.-born Hispanics generally shown to suffer from the poorest outcomes (Geronimus et 

al. 2001; Hummer, Benjamin, and Rogers 2004; Schoeni et al. 2005; Warner and Brown 

2011). Moreover, higher life expectancy among population subgroups does not 

necessarily coincide with overall favorable population health since declines in mortality 

do not necessarily indicate that overall health has improved. In fact, if mortality decreases 

while the incidence of chronic diseases increases or remains the same, the proportion of 

the population living in poor health will increase (Crimmins 2004). For example, elderly 

Hispanic immigrants have poorer physical functioning and higher disability than U.S.-

born non-Hispanic whites, even in the context of higher life expectancy among Hispanic 

immigrants (Eschbach et al. 2007; Hayward et al. 2014). 

Indeed, racial/ethnic health comparisons must be sensitive to the nativity (i.e., 

U.S.-born versus foreign-born) distinction; unfortunately, this is not always the case (see, 

e.g., Ward and Schiller 2011). It is clear that immigration is an important component of 
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overall population growth in the United States. According to 2010 data from the 

American Community Survey, there were an estimated 39.9 million immigrants living in 

the U.S., a total that accounts for nearly 13% of the population (Grieco et al. 2012). In 

addition, over the next twenty years, the proportion of older immigrants in particular is 

expected to increase by somewhere between 30 and 50 percent (Arias 2010). This will 

change both the demographic makeup of the older population in the U.S., as well as 

reveal new and emerging trends in the health patterns of older adults. In addition, the 

foreign-born population is often shown to have lower mortality and to exhibit healthier 

profiles than their U.S.-born counterparts of the same race/ethnicity (Akresh and Frank 

2008; Hayward and Heron 1999; Singh and Hyatt 2006). In terms of sheer numbers and 

differential health patterns, then, the separate examination of U.S.-born and foreign-born 

populations is increasingly warranted.    

A related body of recent research documents that the prevalence of disability is 

rising for U.S. individuals in mid- and early-late life (Lin et al. 2012; Seeman, et al. 

2010). For example, Seeman et al. (2010) show that persons aged 60-69 reported higher 

levels of disability in 1999-2004 than their same-age counterparts did in 1988-1994, and 

that this increased prevalence was especially pervasive among the non-white population.  

In addition, as of 2010, 80% of the foreign-born population was adults younger than age 

65 (Grieco et al. 2012). Thus, the examination of race/ethnic and nativity differences in 

disability for both the elderly population as well as for those in middle age is necessary to 

accurately document emerging disability status differences across the life course.   

The aim of this dissertation chapter is to document race/ethnic/nativity disparities 

in disability and physical functioning in the United States, specific to age group, and 

stratified by gender. To accomplish this, a very large data set is necessary; therefore, I 

pool 14 years (1998-2011) of the cross-sectional National Health Interview Surveys 
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(NHIS) to examine as many race/ethnic/nativity groups as the data allow, with specificity 

to both age group and gender. I distinguish among foreign-born and U.S.-born whites, 

non-Hispanic blacks, Mexican Americans, Other Hispanics, and Asian Americans. I also 

include foreign-born Cuban Americans and both island-born and mainland-born Puerto 

Ricans. I build on prior related research in two key ways. First, I provide a more 

comprehensive documentation of race/ethnic/nativity differentials than is typically the 

case by distinguishing 13 separate population sub-groups and including three separate 

measures of functioning and disability. Second, I include the mid-life ages because of 

recently documented concerns about the growing prevalence of disability among 

individuals approaching retirement age. The analysis is further specified by gender, with 

the expectation that women will exhibit higher disability prevalence throughout the adult 

ages (Read and Gorman 2006). 
 

LITERATURE REVIEW 
 

Hispanic health is a much more widely studied topic since immigration streams 

from Mexico and other areas of Latin America have been long-standing and have led to 

rapid growth in the U.S. Hispanic population. This influx of Hispanic immigrants was the 

driving force behind research that uncovered the Hispanic Paradox – the concept 

suggesting that, despite their lower socioeconomic status, Hispanics fare comparably to 

whites on many measures of health, including rates of cancer, heart disease and all-cause 

mortality (Hummer et al. 1999; Markides and Eschbach 2011; Palloni and Arias 2004). 

However, more recent research documents less advantaged patterns of health for 

Hispanics in terms of functioning and disability. Using 2000 Census data, for example, 

Markides et al. (2007) found that both men and women of Hispanic origin reported 

 13 



higher levels of disability than non-Hispanic whites, with Hispanic women of foreign-

born status exhibiting especially high disability rates compared to non-Hispanic white 

women. More recent research by Hayward and colleagues (2014) found support for the 

Hispanic Paradox in mortality, but not in disability. Importantly, they established that 

both female and male foreign-born Hispanics exhibited the greatest burden of disability 

of any large U.S. population sub-group, defined by number of years of life spent with at 

least one limitation in activities of daily living. In addition, this study also showed that 

while U.S.-born Hispanics have mortality rates comparable to whites, they also spent 

more years disabled, with U.S.-born Hispanic disability rates quite similar to those of 

U.S. non-Hispanic blacks (particularly for females). Although Hayward et al. 

differentiated between foreign-born and US-born Hispanics, other research suggests 

substantial variation in disability patterns by country of origin for foreign-born Hispanics 

at ages 65 and above (Markides et al. 2007). In addition, the study by Hayward and 

colleagues was limited to ADL measures of disability and did not include Nagi-type 

functional limitations, which generally occur earlier in the life course and before the 

onset of severe disabilities. This chapter includes a measure of these less severe 

functional limitations in addition to more severe disabilities, and focuses on a broader 

range of race/ethnic and nativity groups than most studies in this area to date.  

Researchers have consistently found significant health differences between black 

and white Americans. In general, black individuals have a higher incidence of disease, 

lower self-rated health, and higher mortality rates than whites and live substantially more 

years with functional disabilities (Geronimus et al. 2001; Hayward and Heron 1999). 

However, there is very little research on how foreign-born blacks differ from native-born 

blacks. In 2005, foreign-born blacks made up approximately 8% of the U.S. black 

population, up from less than 1% in 1960 (Kent 2007). Recently, Elo and colleagues 
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(2011) documented differences between black immigrant subgroups and U.S- born blacks 

and their findings demonstrated that black immigrants experience better health and lower 

disability in comparison to non-Hispanic blacks born in the U.S. (also see Hamilton and 

Hummer 2011).  Because such limited research exists on foreign-born non-Hispanic 

black individuals, even with increasing numbers of black immigrants entering the U.S. 

from the Caribbean and Africa, I fill this gap in the literature by analyzing how both 

foreign-born and native-born blacks compare to non-Hispanic whites with regard to 

detailed patterns of disability.  

The Asian origin population continues to grow largely because of high levels of 

immigration from a wide range of countries throughout Asia. At present, the majority 

(67%) of the Asian American population is foreign-born (Grieco et al. 2010). The 

relatively small body of research that exists on Asian American disability and functioning 

patterns has found that most advantages in Asian American health compared to that of 

U.S. non-Hispanic whites is limited to U.S.-born Asian Americans (Mutchler, Prakash, 

and Burr 2007). This is quite likely because the vast majority of U.S.-born Asians are 

socioeconomically advantaged while foreign-born Asians are more heterogeneous, with 

many arriving as refugees from Southeast Asia (Huang et al. 2011). For example, 

research using Census data for the year 2000 compared foreign-born and native born 

Asian American men and women and found that foreign-born Asian Americans 

experienced higher disability than U.S.-born Asian American men and women (Markides 

et al. 2007). An additional study that utilized data from the 2000 Census found that for 

Asians aged 65 and older, immigrant status is not associated with lower disability. 

Research on disability among Asian immigrants who entered the U.S. during the 1990s 

found that relatively recent immigrants from Southeast Asia report the highest risk of 

physical disability, which may help account for higher disability rates for Asian 
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immigrants compared to U.S.-born Asian Americans (Huang et al. 2011). However, 

disability and functional limitations among U.S.-born Asian Americans remain 

understudied, even as this once relatively small group rapidly grows and ages.  

Although numerous studies in this body of literature document overall health for 

major race/ethnic groups, less scholarship to date has focused on comparing several 

race/ethnic groups, along with making distinctions by nativity status. Further, even fewer 

studies have examined race/ethnic and nativity differentials while taking into account 

both gender and detailed age subgroups of the population.  Thus, this chapter will add to 

the literature with a better understanding of specific disability patterns both within and 

across race/ethnic and nativity groups, which in turn will add to our understanding of 

how disability patterns may change as race/ethnic minority groups grow and compose a 

larger portion of the older adult population. 

In addition to the race/ethnic/nativity patterns described above, a growing body of 

research points toward an increase in disability among U.S. adults in mid-life, with 

sharper increases among non-white individuals in particular (Crimmins and Beltran-

Sanchez 2010; Martin et al. 2010; Martin and Schoeni 2014). Within this research strand, 

a number of studies have uncovered an increase in disability and functional limitations 

for younger cohorts presently approaching old age (Lakdawalla, Bhattacharya, and 

Goldman 2004; Fuller-Thompson et al. 2009; Crimmins and Beltran-Sanchez 2010; 

Seeman et al. 2010).  This increase in disability levels for younger Americans who have 

recently entered mid-life indicates that overall rates of disability are a cause for concern. 

My empirical findings will expand knowledge on the prevalence of disability among 

adults in mid-life, and provide further details on race/ethnicity and nativity differentials, 

specific to gender. 
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CONCEPTUAL FRAMEWORK 

For this chapter I draw from the classic conceptualization of the disability process 

(Verbrugge and Jette 1994). This process is characterized by a pathway where pathology 

leads to impairments which then lead to functional limitations and then finally to 

disability (Lawrence and Jette 1996; Nagi 1991). This first involves the loss of physical 

functioning, such as the ability to walk, climb stairs, and lift heavy objects. These 

functional limitations then progress into the difficulty or inability to perform personal 

care activities such as bathing or getting around within the home (Activities of Daily 

Living; ADLs) and then to the difficulty or inability to perform more complex household 

tasks, such as shopping for groceries or paying bills (Instrumental Activities of Daily 

Living; IADLs). Functional limitations become disabilities when individuals find it 

difficult or are unable to perform activities that affect their expected social roles (Altman 

2001; Crimmins 2004). Although this pathway is not linear and individuals transition into 

and out of the individual components, it is generally thought of as a process that starts 

with pathology and eventually progresses into disability.  

Racial/ethnic and nativity differences in functioning and disability in mid- and 

late-life are of crucial importance because they highlight the physical consequences of 

social inequality in U.S. society (Hummer et al. 2013). These inequalities result in 

differing heath trajectories in mid- and late-life across groups. Such health inequalities 

not only result in pain, suffering, and frustration for the affected individuals and groups, 

but are also hard on caregivers and costly for families and governments (Lynch, Brown, 

and Taylor 2009). As groups who have been historically discriminated against and who 

continue to occupy the lower socioeconomic strata of U.S. society, it is crucial that 

researchers document both racial/ethnic and immigrant/native differences in older adult 

health outcomes (Mehta, Sudharsanan, and Elo 2013; Treas and Batalova 2009).    
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DATA AND METHODS 

Data 

To document race/ethnicity and nativity differentials in functioning and disability 

among U.S. adults specific to both age group and gender, I use aggregated individual 

level data from the National Health Interview Survey (NHIS) spanning 1998 to 2011. The 

NHIS is a cross sectional, nationally representative survey, conducted each year via in-

person and phone interviews by the National Center for Health Statistics. The NHIS uses 

a multistage probability design and is a representative sample of civilian, non-

institutionalized households in the United States. The NHIS data I used were downloaded 

from the Integrated Health Interview Series (IHIS), which is constructed by the 

University of Minnesota and contains harmonized variables of NHIS data across many 

years (Minnesota Population Center 2012). ADL and IADL questions were asked of the 

entire sample (NHIS Core) and include proxy respondents. Functional limitations were 

self-reported by a sub-set of respondents in the Sample Adult Questionnaire. The total 

sample for the 14 years of data for ages 50 and above was 322,641; of these, 146,655 

answered the Sample Adult Questionnaire. After deleting respondents with missing data, 

my final sample size was 319,893 for the analysis of ADL and IADL disability and 

144,975 for the analysis of functional limitations. 

Measures 

I measure disability through two separate indicators: Activities of Daily Living 

(ADLs) and Instrumental Activities of Daily Living (IADLs). The NHIS questions for 

ADL and IADL assessment ask whether individuals need help with specific daily tasks. 

To assess ADLs, respondents are asked, "Because of a physical, mental, or emotional 

problem, does [the respondent] need the help of others with personal care needs, such as 

eating, bathing, dressing, or getting around inside the house?" I coded individuals who 
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answered yes to needing help with any of the items as having an ADL limitation; 

respondents who answered no to all of the items were considered to be free of ADL 

limitations. IADL disabilities were obtained through a similar question, asked after the 

ADL question: "Because of any impairment or a health problem, does [the respondent] 

need the help of other persons in handling routine needs, such as everyday household 

chores, doing necessary business, shopping, or getting around for other purposes?" 

Again, I consider individuals who provided a yes response to any of the IADL items as 

having an IADL limitation, while persons who answered no to all of the IADL items 

were considered to be free from IADL limitations.  

Next I constructed a measure of functional limitations based on the ten items that 

were included in the NHIS. They included the ability (without special equipment) to 

stoop/kneel, stand for two hours, walk three blocks, climb 10 stairs, sit for two hours, 

carry 10 pounds, grasp objects, reach over head, and push large objects. Respondents 

who answered “very difficult” or “cannot do at all” to one or more of these measures 

were coded as having a functional limitation. Respondents who responded “not difficult” 

or “only a little difficult” to all four questions were coded as not having a functional 

limitation. The questions for assessing disability and functioning were identical across all 

14 years of the NHIS data I used.  

All individuals who identified as Hispanic, regardless of race, were classified as 

Hispanic. These individuals were then asked to identify as Puerto Rican, Cuban, 

Dominican, Mexican, Chicano, Central/South American, or multiple/other Hispanic 

groups. Because many of these groups had very small sample sizes, I classified Hispanics 

as Mexican, Puerto Rican, Cuban, or Other Hispanic origin. The other race/ethnic groups 

I include are non-Hispanic Asian Americans, blacks, and whites. Respondents were also 

asked whether they were born in the United States and this indicator was used to 
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determine nativity. Each race/ethnic group is further subdivided by nativity. Because 

there were only a small number of U.S.-born Cubans, this group was included with U.S.-

born Other Hispanics. Those who reported multiple races, American Indian/Native 

American racial origin, unknown race, or unknown nativity were dropped from the 

analysis.  

Analytic Approach  

Analytically, I document the proportion of individuals with a functional 

limitation, ADL disability, and IADL disability, respectively, by race/ethnicity and 

nativity. To capture how disability and functioning patterns change by age, I include four 

age categories that allow for reasonable cell sizes and that encompass both mid-life (50-

64) and late life (65-74, 75-84, 85 and older).  I further stratify by gender. U.S.-born 

white adults are used as the reference category for all statistical tests. The analyses are 

weighted to account for the complex NHIS survey design and IHIS variance estimation 

variables are used to pool multiple years of data into a single file. 

RESULTS 

Table 2.1 illustrates substantial variation in women’s health by race/ethnicity and 

nativity; importantly, this variation differs extensively by age. For female mid-life adults 

(50-64), all immigrant groups, with the exception of island-born Puerto Ricans, exhibit 

lower or equal proportions of FLs, ADL disability, and IADL disability, in comparison to 

U.S.-born whites. For example, foreign-born Mexican women have statistically lower 

functional limitations, ADL disability, and IADL disability at ages 50-64 compared to 

U.S.-born white women.  This difference is most evident for functional limitations, with 

foreign-born Mexican women at mid-life experiencing 8% lower rates of functional 

limitations than U.S.-born non-Hispanic white women (.33 and .41 respectively).  
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However, among 65-74 year old women, foreign-born Mexican Americans have 

proportions of functional limitations (.68), ADL disability (.08), and IADL disability 

(.14) that are all significantly higher than those of U.S.-born white women (.58, .03, and 

.07  respectively). What is most striking is that nearly all the foreign-born groups exhibit 

this pattern of significantly lower (at ages 50-64) and then significantly higher (at ages 

65-74, 75-84, and 85+) levels of disability and functional limitations than U.S.-born 

whites. Only older foreign-born Cubans continue to exhibit rates comparable to U.S.-born 

white women across all three of the health outcomes. Clearly, the pattern of healthy 

immigrant selection apparent for mid-life foreign-born adults is not apparent among older 

adults. 

This pattern of overall low disability and functional limitations among the 

foreign-born at ages 50-64 is consistent with notions of both healthy immigrant selection 

and/or unhealthy out-migration. However, the fact that island-born Puerto Ricans – who 

are U.S. citizens at birth and can easily/legally migrate to the U.S. mainland and are thus 

not selected in the same manner for migration as the foreign-born groups – demonstrate 

some of the highest levels of disability and poor functioning for women in this age range 

suggests that healthy immigrant selection is probably responsible for the positive health 

patterns of immigrant groups in mid-life. Moreover, since foreign-born Cuban Americans 

– who are politically restricted from return migrating to Cuba – also generally exhibit 

lower levels of disability and functional problems than U.S.-born whites in this age range 

further suggests that positive immigrant selectivity, rather than the out-migration of 

individuals in poor health, is helping to drive the overall positive patterns of immigrant 

health for women in the mid-life age range. 

Turning to the female U.S.-born minority groups, with the exception of Asian 

Americans, most groups show higher levels of disability and functional limitations in 
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comparison to U.S.-born whites during mid-life.  The most glaring difference is the 

extremely high rate of functional limitations (.53) for U.S.-born black females along with 

their ADL and IADL disability, which is double the rate experienced by U.S.-born white 

females at mid-life (.04 ADL and .09 IADL disability, versus .02 ADL and .05 IADL 

disability rates for U.S. white women). Only U.S.-born Asians have disability and 

functional limitation profiles comparable to U.S.-born white women. Indeed, U.S.-born 

blacks, Mexican Americans, and Other Hispanics have substantially higher levels of 

disability and functional limitations than U.S.-born whites in this mid-life age group. 

Thus, there clearly is not an advantage (i.e., a Hispanic Paradox) for U.S.-born Hispanics 

with regard to either disabilities or functional limitations in this age range; in fact, mid-

life Hispanic health patterns for women closely mirror those of U.S.-born black females. 

At the older ages (65-74, 75-84, and 85+), U.S.-born minority group women, with 

the exception of Asian Americans (who have comparable health to non-Hispanic U.S.-

born whites), exhibit higher levels of disability and functional limitations than non-

Hispanic U.S.-born whites. For example, on all three measures of limitations and 

disabilities, U.S.-born Mexican American women exhibit significantly worse health 

compared to U.S.-born white women, with nearly 75% of U.S.-born Mexican American 

women living with a functional limitation at ages 75-84. The only groups with worse 

health at these ages are foreign-born Mexican and U.S.-born black women. 

Turning to men (Table 2.2), the key patterns are quite similar to those for women. 

For example, there are largely favorable patterns of disability and functioning for most 

middle-aged immigrant groups relative to U.S.–born non-Hispanic whites. That is, for the 

most part, foreign-born Mexican, Cuban, Other Hispanic, Asian, and black men at ages 

50-64 have lower rates of functional limitations, ADL disabilities, and IADL disabilities 

compared to U.S.-born white men.  One clear example is among foreign-born Mexican 
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Americans: they have a comparable proportion of functional limitations (.24), ADL 

disability (.01), and a lower proportion of IADL disability (.02), than those of U.S.-born 

white men (.33, .01, and .03, respectively). In fact, the only exception is island-born 

Puerto-Rican men, who, like women in this age group, have higher disability rates than 

U.S.-born whites in mid-life. In contrast, U.S.-born minority men, with the exception of 

Asian Americans, exhibit higher proportions of ADL disability, IADL disability, and 

functional limitations in comparison to U.S.-born whites. These patterns are consistent 

with the well-documented socioeconomic disadvantages experienced by most U.S.-born 

minority groups. U.S.-born Mexican American men, for example, exhibit statistically and 

substantively higher levels of both forms of disability and functional limitations than 

U.S.-born white men in mid-life. This race/ethnic pattern is quite consistent with the 

earlier results shown for females: in general, individuals in U.S.-born minority groups 

exhibit higher levels of disability and functional limitations in comparison to U.S.-born 

whites during mid-life. 

Similar to the pattern observed for women, immigrant similarities and advantages 

for men relative to U.S.-born whites at ages 50-64 largely disappear and, with the 

exception of foreign-born Cubans, become disadvantages at ages 65 and above. By the 

oldest ages (75-84 and 85+), foreign-born Mexican men have much higher proportions of 

ADL/IADL disability and functional limitations than U.S.-born white men. In fact, for 

the 75-84 age group nearly three times as many foreign-born Mexican men (.14) report 

an ADL disability than U.S-born non-Hispanic white men (.05).   In addition, at the 

oldest ages (65-74, 75-84, and 85+), every U.S.-born minority group of men (with the 

exception of U.S.-born Asian Americans) has substantially higher proportions of 

disability and functional limitations compared to U.S.-born whites. 
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DISCUSSION AND CONCLUSION 

This chapter documented racial/ethnic and nativity differences across three 

measures of disability/functional limitations for U.S. adults aged 50 and older, using the 

most recent and largest nationally representative data set available for a wide range of 

groups. I employed three different health measures in order to capture quite common 

functional limitations as well as more severe limitations in activities considered important 

for daily living. My documentation focused on race/ethnic and nativity disparities 

specific to gender across four age groups: mid-life (50-64), early late life (65-74), late life 

(75 -84), and the oldest old (85+). 

These findings show evidence consistent with the healthy immigrant hypothesis 

for both male and female foreign-born subgroups in mid-life (Akresh and Frank 2008; 

Jasso et al. 2004; Riosmena and Dennis 2012). Relative to U.S.-born whites, foreign-born 

Mexicans, Cubans, Other Hispanics, Asians, blacks, and whites all have comparable and 

in some cases lower proportions of functional limitations and ADL/IADL disability than 

U.S.-born whites. In addition, middle-aged immigrants may not have yet experienced the 

negative health effects caused by many years of physically demanding work that prior 

evidence has shown Hispanics, in particular, experience in the United States (Toussaint-

Comeau 2006). 

At the same time, island-born Puerto Rican women and men displayed higher 

levels of all three indicators of disability and physical limitations in mid-life compared to 

U.S.-born whites. Indeed, the proportion disabled or functionally limited among island-

born Puerto Rican women are twice those of U.S.-born whites in mid-life. The higher 

level of disability for this group is not surprising since past research has found that the 

health advantage of foreign-born Hispanics does not generally hold true for all groups, 

with Puerto Ricans in particular reporting higher rates of disability and worse health than 
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other Hispanic origin sub-groups (Markides et al. 1997). Puerto Ricans living on the 

mainland may be less selected for health than immigrants to the U.S. since they are U.S. 

citizens and do not require a visa to migrate.  

My evidence also illustrates that the better health profiles of immigrants relative 

to U.S.-born non-Hispanic whites documented in mid-life extends to ages 65-74 only for 

female and male Cuban, Asian, and white immigrants. These groups have health 

comparable to or better than U.S.-born non-Hispanic whites for all three 

disability/limitation measures at all ages examined. Fairly comparable levels of disability 

and functioning are also evident for foreign-born blacks relative to U.S.-born whites 

(except for ADLs among women, which are less favorable at this age). The relatively 

comparable health of foreign-born blacks in early late life is consistent with other 

research (Hamilton and Hummer 2011) that found black immigrants maintain their initial 

health advantage longer than many other foreign-born groups. However, at the oldest 

ages (75-84), the health of black immigrants is significantly worse than U.S.-born whites 

across all three outcomes. 

The substantial health advantage of the Cuban foreign-born in the analysis is quite 

likely due to their favorable socioeconomic status relative to other immigrant groups. The 

1960’s cohort of Cuban immigrants were largely middle or upper-middle class, had the 

highest health insurance rates of any Hispanic immigrant group, and have had very 

successful assimilation into U.S. society (Telles and Ortiz 2008; National Research 

Council 2006). These advantages in socioeconomic status relative to other Hispanic 

immigrant groups have most likely translated to protective effects on their health that 

extend into late life. 

Consistent with prior research (Hayward et al. 2014; Markides et al. 2007), I 

found that foreign-born Mexican Americans and Other Hispanics have significantly 
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higher levels of disability in early late life (65-74) compared to U.S.-born whites. This 

pattern was evident for both men and women. Importantly, these groups most often move 

to the U.S. for work-related reasons and also generally work in low-skilled, very 

physically demanding jobs (National Research Council 2006). Such high levels of 

functional limitations and both forms of disability among older aged Mexican and Other 

Hispanic immigrants suggests that the cumulative toll of working in physically taxing and 

risky jobs with low autonomy may well be responsible for their very high levels of 

disability in early late life. Again, these high levels of disability and functional limitations 

for Mexican and Other Hispanic immigrants relative to whites are a reversal of their 

comparatively advantaged patterns relative to U.S.-born white in mid-life. These results 

also clearly indicate that, by the older ages (75-84 and 85+), every foreign-born group 

(except Cubans) has significantly higher proportions of ADL/IADL disability and 

functional limitations than U.S.-born whites. Thus, the well-documented pattern of 

healthy immigrants does not apply to most groups of old age immigrants.  

Interestingly, foreign-born and U.S.-born Asian Americans both exhibited much 

lower levels of all three limitation/disability measures; however, only the U.S.-born 

exhibited health comparable to that of non-Hispanic whites at older ages. For the foreign-

born, Asian Americans reported similar or better health until the older age groups (75-84 

and 85+), at which point foreign-born Asian men had substantially worse health than 

white males on all three measures. For females, ADL disability rose to statistically 

significant higher rates than white females. These results confirm earlier studies, which 

propose that the foreign-born Asian health advantage does not extend into late life 

(Markides et al. 2007; Mutchler et al. 2007; Mehta, Sudharsanan, and Elo 2013), perhaps 

due to the heterogeneity of this group. Asians who move to the U.S. as refugees or for 

family reunification may be less positively health-selected, older at the time of 
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immigration, and/or already experiencing the disabilities and limitations they report at 

these oldest ages. Limited earlier work found much heterogeneity in Asian American 

subgroup patterns of disability by national origin (Cho and Hummer 2001; Mutchler, 

Prakash, and Burr 2007). Thus, a more thorough analysis of subgroup differences within 

the broad Asian immigrant category would help in better understanding the health of this 

diverse and rapidly growing group. Unfortunately, the data set used in the present study 

was not large enough (particularly when broken down by age and gender) for separate 

examination across Asian country of origin subgroups.  

My results also revealed that most U.S.-born minority groups – in particular 

blacks, Puerto Ricans, Mexican Americans, and Other Hispanics – are characterized by 

higher levels of disability and limitations than U.S.-born whites in all four age groups. 

Prior studies suggest that socioeconomic differences between these populations play an 

important part in these group differences in disability and physical functioning (Hummer, 

Benjamins, and Rogers 2004). Policies that reduce socioeconomic disadvantages among 

U.S.-born minority groups should work to help decrease their higher levels of disability 

relative to whites.  

In spite of its strengths, this study includes a number of limitations. Prior studies 

have shown that some national origin differences in disability are related to age of 

immigration and duration of residence in the United States (Elo, Mehta, and Huang 

2011).  Unfortunately, NHIS data does not include age of migration or detailed measures 

of duration.  Moreover, NHIS data do not allow for an in-depth understanding of how the 

migration process is associated with disability; for example, selectivity of migration, 

return migration of individuals in poor health to their countries of origin, and type of visa 

may all have important impacts on the patterns observed in this analysis. Since NHIS 

data are cross-sectional, I also cannot observe changes in disability over time or take into 
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account differential mortality selection. Thus, my results call for future research that 

explores potential explanations of the differences I have documented. 

In addition, prior studies have found that self-reported physical health measures 

may be biased when comparing across cultural and national origin groups (Murray and 

Chen 1992; Sen 2002). All measures used in this paper are self-reported. Future work on 

this topic should examine biological indicators and clinically based measures of physical 

performance and functioning; such measures would also be valuable additions to the 

understanding of disability and functioning differences among diverse racial/ethnic and 

immigrant groups representing numerous countries of origin. Sample size issues, of 

course, are always a major concern. 

Despite these limitations, the current chapter represents a very important 

contribution to knowledge of the complex patterns of race/ethnicity/nativity and adult 

health in the United States. By including a broad range of sub-groups and stratifying the 

analyses by both age and gender, I have uncovered patterns of disability and functioning 

that are less apparent in research that focuses on a limited number of groups or does not 

stratify by both age and gender. Perhaps most important, I document lower levels of 

disability for most immigrant groups compared to U.S.-born whites in mid-life that are 

reversed and are higher levels of disability for the immigrant groups compared to whites 

at ages 65 and above. With a rapidly changing demographic profile of the U.S. that 

includes a large number of aging immigrants, it is essential that our society implement 

social and health policies aimed at ameliorating the negative health outcomes among 

immigrant and disadvantaged minority groups that I have documented. 
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Table 2.1 Proportion reporting Functional Limitations (FL), Limitations in Activities of Daily Living (ADL), and Limitations in Instrumental Activities 
of Daily Living (IADL), by Race/Ethnicity and Nativity among U.S. Females by Age Group, 1998-2011  

 
 Females 

            
 50-64   65-74    75-84  

 FL ADL IADL   FL ADL IADL   FL ADL IADL 

            
     Mexican foreign-born 0.33* 0.01* 0.04*  0.64* 0.06* 0.11*  0.77* 0.17* 0.26* 
     Puerto Rican Island-born 0.55* 0.03* 0.09*  0.65* 0.06* 0.13*  0.73* 0.18* 0.27* 
     Cuban Origin foreign-born 0.36* 0.02 0.03*  0.47* 0.03 0.06  0.62 0.10 0.13 
     Other Hispanic foreign-born 0.40 0.02 0.04*  0.52 0.03 0.08  0.71* 0.13* 0.22* 
     Asian foreign-born 0.31* 0.01* 0.02*  0.46* 0.02 0.06  0.70 0.12* 0.19 
     Black foreign-born 0.37 0.01* 0.03*  0.55 0.04* 0.07  0.71* 0.14* 0.25 
     White foreign-born 0.38 0.02 0.04  0.51* 0.05 0.07  0.67 0.08 0.17 
            
     Mexican US-born 0.44 0.04* 0.07*  0.58 0.07* 0.13*  0.74* 0.16* 0.23* 
     Puerto Rican Mainland-born 0.50* 0.03 0.07*  0.56 0.06* 0.12*  0.71 0.14* 0.27* 
     Other Hispanic US-born 0.50* 0.04* 0.08*  0.63* 0.05* 0.10*  0.70* 0.11* 0.24* 
     Asian US-born 0.40 0.01* 0.03*  0.60 0.03 0.06  0.68 0.07 0.19 
     Black US-Born 0.53* 0.04* 0.09*  0.73* 0.08* 0.14*  0.78* 0.19* 0.28* 
     White US-born (ref) 0.41 0.02 0.05  0.58 0.03 0.07  0.66 0.07 0.16 
            
N=79,426                       
* Indicates that proportion differs from US-born Whites in the same age and gender group (p < .05) 
Source: Integrated Health Interview Survey, 1998-2011 
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Table 2.2 Proportion reporting Functional Limitations (FL), Limitations in Activities of Daily Living (ADL), and Limitations in Instrumental Activities 
of Daily Living (IADL), by Race/Ethnicity and Nativity among U.S. Males by Age Group, 1998-2011 

 
 Males 

            

  50-64    65-74    75-84  

 FL ADL IADL   FL ADL IADL   FL ADL IADL 

            
     Mexican foreign-born 0.24* 0.01 0.02*  0.44* 0.03 0.06*  0.63* 0.14* 0.21* 
     Puerto Rican Island-born 0.42* 0.03* 0.05*  0.43* 0.05* 0.08*  0.72* 0.14* 0.23* 
     Cuban foreign-born 0.23* 0.01 0.02*  0.32* 0.02 0.04  0.57 0.11* 0.13 
     Other Hispanic foreign-born 0.25* 0.01 0.01*  0.35 0.03 0.06*  0.62* 0.13* 0.16* 
     Asian foreign-born 0.18* 0.01 0.01*  0.33* 0.02 0.03*  0.54 0.05 0.12 
     Black foreign-born 0.24* 0.01 0.03  0.41* 0.04* 0.05  0.57 0.11* 0.17* 
     White foreign-born 0.29 0.02 0.02  0.33 0.03 0.05  0.53 0.07 0.11 
            
     Mexican US-born 0.41* 0.02* 0.05*  0.43* 0.04* 0.07*  0.62* 0.10* 0.16* 
     Puerto Rican US-born 0.38* 0.01 0.04  0.42* 0.03 0.06*  0.61* 0.12* 0.17* 
     Other Hispanic US-born 0.39* 0.02* 0.04  0.51* 0.03* 0.05*  0.63* 0.09* 0.13* 
     Asian US-born 0.22* 0.01 0.02*  0.42 0.01 0.03  0.54 0.06 0.19* 
     Black US-Born 0.41* 0.03* 0.06*  0.46* 0.05* 0.08*  0.72* 0.15* 0.25* 
     White US-born (ref) 0.33 0.01 0.03  0.39 0.02 0.04  0.55 0.05 0.09 
            
N=62,230                       
* Indicates that proportion differs from US-born Whites in the same age and gender group (p < .05) 
Source: Integrated Health Interview Survey, 1998-2011 
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Chapter 3: Race/Ethnic and Nativity Differentials in Self-Care Activity 
Limitations for Older Men and Women in the United States 

INTRODUCTION  

The aging of the U.S. population is one of the most important demographic shifts 

of the twenty-first century. Declines in mortality alongside continued low fertility have 

together led to projections that the population of adults aged 65 and older will more than 

double by 2050, with adults 65 and older composing 22% of the U.S. population (Arias 

2012). And even within the older population the share of individuals 85 and older is 

growing much faster than the overall older population itself, with this segment projected 

to triple from 2012 to 2040 (U.S. Census Bureau 2014). This translates to much larger 

numbers of the “oldest old”-- the most vulnerable group of older Americans, and a group 

much more likely to experience chronic conditions, disability, and poor overall health. 

These individuals often need personal assistance and caretaking; at the same time, they 

are more likely to live alone, since at this age a large percentage of the elderly are female 

and widowed. Thus, the demographic profile and needs of the rapidly aging elder 

population is increasingly varied in terms of age and the unique needs and challenges that 

arise at different ages. 

In addition to a larger segment of individuals aged 65 and older, the older 

population will also continue to grow increasingly varied along the lines of race/ethnicity 

and nativity. Between 2012 and 2030 the non-Hispanic white population aged 65 and 

above is projected to increase by 54%, while the composition of older race/ethnic 

minorities will experience an unprecedented increase of 126%, including Hispanics 

(155%), African-Americans (104%), and Asians (119%), respectively (U.S. Census 

Bureau, 2014).  Along with increased race/ethnic diversity, the demographic composition 

of the aging population will experience dramatic growth over the first half of the 21st 
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century as high rates of immigration continue, with both older individuals migrating to 

the United States, along with the aging of young immigrants who generally have lower 

mortality rates than the U.S.-born population (Turra and Goldman 2007).  Altogether, 

race/ethnic minorities will make up 28% of the elderly by 2030 (U.S. Census Bureau 

2014). This burgeoning and heterogonous group will most likely have vastly different 

needs when compared to the relatively small and mostly white population that has 

historically comprised the vast majority of the U.S. elderly.  

As the composition of our population grows older and increasingly diverse, 

research on the health of older Americans has also begun to document troubling patterns 

of worsening functioning and disability, especially for vulnerable groups of the older 

population (Freedman et al. 2013; Lin et al. 2012). For example, Seeman et al. (2010) 

show that older individuals reported higher levels of disability in 1999-2004 than their 

same-age counterparts did in 1988-1994, and that this increased prevalence was 

especially pronounced among the non-white population. Disability is an important 

indicator of population health since the physical ability to carry out basic tasks of 

everyday living in a person’s built environment is crucial for independent living in the 

community. In this chapter I will focus specifically on one particular type of disability:  

self-care limitations. This disability is traditionally referred to as Activities of Daily 

Living (ADL) disability and includes the ability to carry out basic daily activities such as 

eating, bathing, dressing, and getting around the home, along with completing the type of 

self-care tasks that are necessary to live independently.   

This chapter examines race/ethnic and nativity differences in self-care limitations. 

The primary goal is to document health disparities by race/ethnicity and nativity, for 

older men and women, and examine the extent to which key social factors and 

environmental characteristics work to narrow the gap between race/ethnic and nativity 
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sub-groups. To achieve this goal, I propose a framework that builds and extends on the 

existing conceptualization of the disablement process framework employed by the 

National Health and Aging Trends Study (NHATS). My analysis evaluates several 

questions. First, are there race/ethnic and nativity differences for older adults in new 

measures of daily self-care limitations that are crucial for independent living? And 

secondly, to what extent are these health disparities explained by social, health, and 

environmental factors? Key social, health, and environmental characteristics include 

socioeconomic status, chronic health conditions, marital status, living arrangements, and 

physical functioning. These questions are assessed using a large, nationally representative 

sample of adults aged 65 and older drawn from the National Health and Aging Trends 

Study (NHATS). 

BACKGROUND 

There are two major demographic trends behind the considerable growth of the 

older immigrant population in the United States. The first and most significant factor is 

the aging of the foreign-born individuals that migrated to the United States after the 

Immigration and Nationality Act of 1965 opened U.S. borders to larger streams of 

immigrants, with unprecedented growth from countries that had traditionally not 

migrated in large numbers. The second is an increase in recent migration of older, mostly 

non-white, adults who have migrated to the U.S. as refugees or for family reunification 

and are sponsored by their adult children or family members (Portes and Rumbaut 2006).  

In addition, immigrants tend to exhibit a lower mortality rate as well as better health upon 

arrival to the United States. A great deal of research has documented a “healthy 

immigrant” advantage for the foreign-born, with considerably lower all-cause adult 

mortality rates for the foreign-born compared to their native-born counterparts (Singh and 
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Hiatt 2006). However, recent research has found that individuals who migrate as refugees 

or with family reunification status are less likely to arrive in good health than those who 

migrate to the U.S. for employment reasons (Akresh and Frank 2008). In addition, the 

favorable health status experienced by the foreign-born tends to diminish with a longer 

duration of time spent in the United States (Antecol and Bedard 2006; Cho et al. 2004; 

Stella, Huang, and Singh 2010). By the time they reach advanced ages, health and 

disability patterns for older immigrants tend to be much less favorable than for the native-

born. For example, even with lower mortality rates, older immigrants of Hispanic descent 

experience significantly higher rates of disability and poorer physical functioning than 

U.S-born whites (Haas, Krueger, and Rohlfsen 2012; Hayward, Warner, and Crimmins 

2007). 

The literature on race/ethnic differences in health and disability for the older 

population has focused mainly on black/white differences, with recent research 

expanding their focus to Hispanics and other neglected groups. A large number of studies 

have established worse health outcomes and higher disability levels among older U.S.-

born non-Hispanic blacks, compared to whites and most other U.S. race/ethnic groups 

(Hayward and Heron, 1999; Ferraro and Farmer 1996; Kelley-Moore and Ferraro 2004; 

Manton and Gu 2001; Elo, Mehta, and Huang 2011; Hamilton and Hummer 2011). This 

is not surprising since the historical narrative of U.S.-born non-Hispanic blacks has been 

one of both institutional and individual-level discrimination that has resulted in 

generations of disadvantage and poorer profiles for almost every health outcome. This is 

perhaps best illustrated in the continued sizeable mortality gap between U.S.-born blacks 

and whites which reflects the significance of racial socioeconomic stratification and its 

consequences (Hummer and Chinn 2011). 
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The largest group of U.S.-born Hispanics is Mexican Americans, the majority of 

whom reside in the southwestern United States.  Research conducted in the southwestern 

U.S. by Markides and Coreil (1986) found that Mexican-Americans experience both low 

socioeconomic status as well as the stress of living in segregated and impoverished areas 

that makes it almost impossible to assimilate into the larger society. The Mexican-

Americans in this study reported higher rates of smoking, obesity, and untreated diabetes, 

all of which contribute to poorer health at older ages. In addition, recent research by 

Angel and colleagues (2014) found that although foreign-born Mexican American 

women have longer life expectancies than their male counterparts or U.S.-born women of 

Mexican descent, they spend an overwhelming two-thirds of their extra years of life with 

a significant disability. In addition, this study documents that both foreign-born and U.S.-

born Mexican men spend nearly half of their life after age 65 in a state of physical 

impairment. 

In addition, scholars generally agree that U.S.-born Hispanics and non-Hispanic 

blacks are born into families with fewer resources and advantages than whites, and they 

accumulate fewer resources as young and working-age adults (McLanahan and Percheski 

2008).  Thus, in late life, they have fewer of the fundamental resources that protect 

health. This is particularly the case for socioeconomic resources, which are closely tied to 

health outcomes, resulting in worse health in later life than their U.S.-born white 

counterparts. In addition, studies by prominent heath scholars document that even after 

controlling for socioeconomic status, minority sub-groups continue to display worse 

health than U.S.-born whites (Shuey and Wilson 2008; Hayward et al. 2000). This may 

be in part be a result of the stress of a lifetime of discrimination and disadvantage takes a 

steep toll on not just mental, but also physical health (Thoits 2010). 
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According to data from the 2009 Current Population Survey (CPS), 39% of 

women ages 65 and older live under or near the federal poverty line as compared to only 

27% of men (Bloom, Cohen, and Freeman 2010). Because health is strongly associated 

with socioeconomic status, and women are more likely to live in or near the poverty line, 

it is not surprising that women are more likely than men to experience disability and 

chronic conditions in later life. Interestingly, despite these socioeconomic differences, on 

average, women live longer than men.  In 2010, life expectancy at birth in the United 

States was 76.2 years for men and 81.0 years for females (U.S. Census Bureau 2014). 

Unfortunately, these extra years of life are likely spent in poor health, especially for 

minority and immigrant women. Research by Geronimus (2000) found empirical 

evidence of accelerated disability for women, specifically for African Americans. She 

hypothesized that the accelerated poor health of older black women was in large part due 

to the stress of early caregiving, living in segregated neighborhoods, and a lifetime of 

chronic stress caused by discrimination in their everyday lives. Thus, socioeconomic 

disadvantages and stressors, as well as discrimination and segregation, play key roles in 

poor health for disadvantaged minority groups. In addition, older immigrant women tend 

to spend a majority of their lives working in physically taxing jobs and then often lack 

access to government resources at ages 65 and older, putting them at further risk for 

disabilities (Angel and Angel 2006; Treas and Batalova 2009). 
 

LITERATURE REVIEW 

Activities of Daily Living (ADLs) are of central interest to scholars since their 

performance is necessary to live independently and these self-care tasks are likely to be 

difficult to perform when an individual in later life experiences functioning loss from a 

chronic health condition. Therefore, I focus solely on ADL disability (also referred to as 
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self-care limitations) in this chapter. These self-care/ADL activities include eating, 

bathing, dressing and getting around the home. Inability to perform these tasks is 

considered fairly serious since these are the basic tasks of everyday life, which is crucial 

for independent living (Lynch, Brown, and Taylor 2009).  

Overall U.S. trends for ADL disability documented by Schoeni and colleagues 

(2005), over a twenty-year period (1982-2002) for adults ages 70 and older, found that 

there has not been significant decline in ADL disability over these two decades. And 

while rates were fairly stable for non-Hispanic whites, other race/ethnic groups did not 

fare as well. In fact, the race/ethnic gap in ADL disability was substantial and persistent 

over this period and the socioeconomic gap grew even larger (Schoeni et al. 2005). A 

study by Martin and colleagues (2010) on mid-life disability found that ADL disability in 

particular is on an upward trend for adults ages 50-64, with rates rising over a ten year 

period (1999-2002). And a recent study by Lin and colleagues (2012) reports upward 

cohort trends in ADL disability after a period of fairly stable rates during the 1980s and 

1990s. Overall, trend studies clearly suggest that ADL disability is not declining in any 

substantial way, and is becoming more prevalent for minorities and disadvantaged 

groups.  

Although there is a substantial body of literature on race/ethnic differences in 

general disability and functioning, many studies combine IADL and ADL disability or 

use a mix of physical functioning measures along with ADL disability (Haas, Krueger, 

and Rohlfsen 2012; Elo, Mehta, and Huang 2011; Geronimus et al. 2001; Cho and 

Hummer 2001). And still others use chronic conditions and morbidity to measure racial 

differences in healthy life (Hayward and Heron 1999). Much less scholarship focuses 

specifically and solely on how ADL disability levels vary by race/ethnicity and nativity. 

This area of study is of importance since ADL disability is historically considered just as, 
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if not more, important for independent living than IADL disability (Lawton and Brody 

1969), since they are mainly physical tasks rather than socially or cognitively complex 

tasks. For example, getting out of bed and using the toilet are activities that require more 

physical strength than overall cognitive skills, whereas paying bills relies more on 

cognition and can be accomplished even if an individual cannot perform self-care tasks.  

Within this relatively small body of research solely focused on ADL disability, a 

recent study by Hayward and colleagues (2014) documents that despite living relatively 

long lives, foreign-born Hispanic women spend 11.1 years, on average, after the age of 

50 with significant ADL disability (compared to 6 years for U.S.-born white women).  In 

addition, foreign-born Hispanic men spend a longer proportion of later life with disability 

compared to non-Hispanic white men, and U.S.-born Hispanics also live significantly 

more years with an ADL disability than U.S.-born whites. Clearly, ADL disability is a 

significant burden for aging Hispanic sub-groups. 

Recent scholarship on ADL disability for black Americans by Elo and colleagues 

(2011) documented ADL self-care disability differences between foreign-born black 

subgroups and U.S- born blacks. Their findings demonstrated that black immigrants have 

lower rates of ADL disability in comparison to non-Hispanic blacks born in the United 

States.  Because such limited research exists on ADL disability for foreign-born non-

Hispanic black individuals, even with increasing numbers of black immigrants entering 

the U.S. from the Caribbean and Africa, this chapter will add to the literature by 

documenting ADL disability for foreign-born and native-born blacks compared to non-

Hispanic whites.  

Although there are few studies that focus specifically on ADL disability rates of 

older Asian Americans, a recent study by Melvin and colleagues (2014) documented 

lower ADL disability for U.S.-born and foreign-born Asian Americans in mid-life 
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compared to U.S. non-Hispanic whites, while older Asian American (ages 65+) ADL 

disability prevalence rates differed depending on nativity. U.S-born Asians still 

experienced less ADL disability than U.S.-born whites; however, foreign-born Asians 

had significantly higher ADL disability rates than U.S.-born whites at these older ages. 

The heterogeneity of foreign-born Asians, along with recent growth in arrivals from 

Southeast Asia, has caused rapid growth and change in this relatively understudied group. 

However, this chapter will provide documentation of their ADL disability, a contribution 

that is critical to understanding the health of this aging and expanding group of foreign-

born Asian Americans. 

In sum, less scholarly work has focused solely on race/ethnic and nativity 

differences in self-care or ADL disability, and those studies that do exist generally 

compare only a couple of groups. This study will add to the literature as well as expand 

the number of race/ethnic and nativity groups and make comparisons stratified by gender. 

This more complete depiction of race/ethnic and nativity differences in ADL disability, 

along with a focus on the role of key social and environmental factors in attenuating these 

disparities, makes an important contribution to the existing literature on disparities in 

disability across sub-groups of our aging population. 

CONCEPTUAL FRAMEWORK 

The classic Disablement Process Framework (Nagi 1976; Verbrugge and Jette 

1994), is characterized by a primary pathway where pathology leads to impairments, 

which then lead to functional limitations, and then finally to disability (Lawrence and 

Jette 1996). In 1994, Verbrugge and Jette added intra-individual or extra-individual 

factors that accelerate or slow down the process of disablement. These factors include 

social, psychological and environmental influences, as well as lifestyle and behavior 
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changes, coping ability, and changes in how activities are performed. Although this 

pathway is not linear and individuals transition into and out of the individual components, 

it is generally thought of as a process that starts with pathology and eventually progresses 

into disability in later life.  

In addition, population based studies on disability typically measure only ADLs 

and Instrumental Activities of Daily Living (IADLs), since they are well established 

measures of how disability manifests in social roles such as difficulty carrying out 

activities that are essential for living independently. Although the traditional ADL and 

IADL measures are strong and consistent indicators of disability, these measures have not 

changed in nearly half a century (Whiteneck 2006). This is potentially problematic since 

the way in which we carry out activities of daily living has changed a great deal over the 

past few decades, with technology and assistive devices making it easier for the elderly to 

navigate their environment, even for those who have limitations. For example, older 

individuals can utilize hand grips to bathe without assistance, technology to bank and 

shop without leaving the home, and the microwave to heat frozen meals. Access to 

assistive devices and technology is not distributed equally across the older population, 

however, so it stands to reason that less advantaged individuals will be less likely to 

utilize these accommodations and therefore will report higher levels of disability. 

In light of these conceptual and measurement challenges, researchers recently 

introduced the National Health and Aging Trends Study (NHATS) Disability Framework 

(Freedman et al. 2011). This framework blends the traditional model of the disablement 

process with the language and perspective of the relatively new World Health 

Organization’s International Classification of Functioning, Health and Disability (ICF). 

This framework has informed data collection of the NHATS study and includes more 
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nuanced predictors of disability that are not generally included in large nationally 

representative surveys.   

 I propose a framework that is informed by the traditional disablement model and 

draws heavily from the NHATS framework and measures (Figure 3.1). In contrast with 

earlier frameworks, however, I posit that the primary pathway for disability and 

functioning starts with race/ethnicity, nativity, and gender. These demographic factors are 

dimensions of stratification that shape health outcomes throughout the life course. It has 

long been established that there are significant race/ethnic differences in health that are 

primarily based on social and environmental inequality (Du Bois and Eaton 1899). In 

addition, these racial gaps are gendered, with gaps for men often larger than those for 

women. The higher rates of chronic disease and disability for racial minorities reflect 

earlier onset of disease, greater severity, and worse survival rates (Williams et al. 2010). 

Early research on racial differences in health primarily drew on the idea that there are 

genetic differences between racial groups.  Health disparities between groups were 

thought of as reflecting biological differences between races, rather than the product of 

extreme environmental and social differences (Wilkinson and King 1987). However, 

sociologists have since established that racial disparities in health are social rather than 

biological and have their roots in the United States’ long history of slavery and 

institutional racism.  The primary pathways through which race and ethnicity shape 

health outcomes include segregation and racism, as well as vast differences in 

educational attainment, family income and wealth (Hummer 1996). Socioeconomic 

resources, in particular, account for a substantial amount of race/ethnic differences in 

health (Elo 2009; Hummer 1996; Hayward et al. 2000). However, even after controlling 

for SES, there are still racial differences in health at every level of education, and less 

wealth at every level of income (Williams and Collins 2001). 
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Early sociologist Du Bois (1899) first postulated that immigrant status also affects 

the health patterns of individuals. The processes linked to immigration can take a toll on 

the health of the foreign-born, in spite of the relatively favorable health most immigrants 

have when they arrive in the United States. And although there is a healthy immigrant 

effect on mortality, with immigrants living longer than their native-born counterparts 

(Singh and Hiatt 2006), the health of immigrants tends to decline with longer duration in 

U.S. society. Factors behind this decline include language barriers, difficulty accessing 

healthcare, physically taxing jobs, discrimination, and fewer socioeconomic resources 

than the U.S.-born population. In addition, research has found that immigrant status 

combines with race in complex ways to influence health outcomes (Williams and 

Sternthal 2010). For example, although mortality rates are lower for Hispanic 

immigrants, the disability rates of older Latino immigrants are generally higher than for 

the US-born (Markides et al. 2007; Hayward et al. 2014). 

I include gender as a primary pathway in my conceptual framework as well since 

it is well established that health patterns are gendered (Verbrugge 1985; Bird and Rieker 

2005). Although women have longer life expectancies than men, they spend more years 

with disability and chronic illnesses (Crimmins, Hayward, and Saito 1996). Recent 

research has found that women aged 65 and over could expect to spend 57% of their lives 

free of disability, while men could expect to spend nearly 80% of their older lives 

disability free (Jagger et al. 2007). Although it is unclear whether their higher life 

expectancy contributes to these findings, women generally spend more years inactive 

than men, with minority women experiencing many years of disability in later life.  

It is important to emphasize that gender, race/ethnicity, nativity, and social class 

intersect to create very different experiences based on group membership. The central 

focus of intersectionality scholarship (Collins 1990; Hankivsky 2012) is the tenet that 
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single categories of social identity (race, immigrant status, gender, class) do not 

accurately explain human experiences; thus the concept of intersectionality brings  added 

emphasis on simultaneous interactions aspects of social identity that shape our 

experiences, and thus our health. Recent research in health disparities focuses on the 

importance of recognizing multiple forms of disadvantage and treating social categories 

as interactive in their associations with health (Brown et al. 2013; Ailshire and House 

2011; Hanvivsky 2012). For example, the social factors I have outlined as primary 

pathways -- race/ethnicity, nativity and gender -- are key dimensions of inequality that 

intersect to form unique experiences of multiple disadvantage. Individuals in 

disadvantaged sub-groups have spent much of their lives at the intersection of multiple 

dimensions of inequality, and invariably, this in turn has a deleterious effect on their 

health in later life. An example that reinforces my conceptual framework and exemplifies 

the intersectionality approach in health is that of older foreign-born women of Hispanic 

descent, who often spend much of their lives caring for family members including 

children, older relatives, and spouses. These responsibilities, coupled with their lack of 

opportunities in the workforce, and the stress of working in jobs in the service sector, (in 

large part due to their immigrant status), can result in disability earlier in the life course 

than their more advantaged U.S.-born non-Hispanic white female counterparts.   

Race/ethnicity, nativity, and gender are also closely tied to primary environmental 

influences, which work to structure the entire health process. Thus, for example, 

socioeconomic resources such as income, education, and wealth may be thought of as key 

environmental resources that shape race/ethnic and nativity disparities in chronic 

conditions, functional limitations and subsequent disability. In addition, research shows 

that health is associated with other social factors, such as marital status, family structure, 

and living arrangements (Angel and Angel 1999; Liu and Umberson 2008).  For example, 
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individuals who are widowed or single may find it more challenging to live 

independently if they have physical or mobility limitations from loss of functioning. In 

addition, living arrangements are impacted by race/ethnicity and nativity, as well as by 

socioeconomic factors (Angel, Angel, and Himes 1992). For example, 2000 Census data 

has shown that older Hispanic and Asian immigrants who live in extended-family 

households have more disabilities than those who do not and are also less likely to be 

married (Gurak and Kritz 2010). Including factors such as living arrangements and 

marital status as key environmental and social pathways is crucial since the care of 

elderly individuals with limitations or disability is largely determined by living 

arrangements, with the most likely source being the presence of a (non-disabled) spouse, 

followed by children and other family members. These informal care resources are of 

critical importance for disabled individuals to continue to live in the community. Thus, 

marital status, access to adult children, and living arrangements are increasingly 

important sources of support and assistance in later life, especially for older foreign-born 

female seniors living at or near the poverty level. 

These social and environmental factors work to influence subsequent health 

pathways in my conceptual framework.  This conceptual framework, much like the 

NHATS, preserves traditional measures of functioning, modernizes measures of 

disability and expands their scope, and adds new measures that help assess how 

functional changes unfold in later life (Freedman et al. 2011). I believe this framework 

can be used to organize new ways of thinking about the functioning-disability process as 

well as to inform policymaking in this important area of study among the U.S. elderly 

population. 
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DATA AND METHODS 

Data 

The data for this chapter come from the first round (2011) of the National Health 

and Aging Trends Study (NHATS). The NHATS draws from a sample of adults aged 65 

and over who receive Medicare. Medicare recipients represent 96% of the older U.S. 

population, with the remaining 4% consisting of the foreign born who do not qualify for 

benefits or individuals who receive employment-type benefits and are not enrolled in 

Medicare. The NHATS conducted in-person interviews to collect self-reported data and 

physical performance batteries to provide complementary measures of participants’ 

physical capacity.  The NHATS oversamples non-Hispanic Black individuals. The 

sample size for this analysis is 8,245 individuals, with 468 of the respondents in nursing 

homes/residential care facilities. If individuals reside in a nursing home or cannot 

respond, a proxy is interviewed by NHATS. Altogether, there were 583 proxy 

respondents in the 2011 sample. I exclude proxy respondents since a large percentage of 

proxies were not asked the socioeconomic questions such as education and income 

(facility providers responded for all nursing home residents). I also exclude 203 other 

cases with a significant amount of missing data. Thus, the final sample size is 7,459.  To 

account for the complex survey design of the NHATS, I employ the analytic weights 

provided by the study investigators.  

Measures 

The NHATS re-conceptualized disability so that the traditional ADL questions are 

now reflected by new self-care activity limitation measures; I use these new measures to 

construct my dependent variable. Self-care activities are composed of four items. These 

include being able to eat, get cleaned up, use the toilet, and dress. For each item, 

respondents answer if they are: fully able to perform, able to perform with device use, 

 45 



able to perform with personal assistance, unable to perform (with or without help).  

Because the vast majority of individuals in the sample can perform each self-care activity 

either with or without personal assistance/accommodations, I measure self-care 

dichotomously, with those who are unable to perform or need assistance/device use 

coded as having a self-care limitation. It is important to note that individuals who could 

not perform any of the self-care activities even with assistance were not represented in 

the survey, since they were most likely in a nursing home or other institution and thus a 

proxy responded for them and they were dropped. I dichotomized self-care activities in 

part due to the small cell numbers of individuals in each sub-category after separating the 

sample by race/ethnicity and nativity. Thus, it is possible that this analysis may miss 

some of the nuances of accommodations and the important role they play in helping older 

Americans to successfully carry out self-care activities. However, my focus on relatively 

small population subgroups made this decision necessary.    

My primary independent variables are race/ethnicity and nativity. I also examine 

the social environment through measures of household income, education, living 

arrangements, and marital status and control for health conditions and physical 

capacity/functioning. Because of small cell sizes I am limited to foreign-born and U.S.-

born non-Hispanic whites, non-Hispanic blacks, Hispanics, and an “other” category that 

contains mostly Asian-Americans. To account for variations in the age composition of 

sub-groups, I control for age throughout the analysis. I also stratify all analyses by 

gender, since men and women experience disability very differently. Stratifying by 

gender also helps to account for the theoretical importance of intersectionality, as 

discussed above.  

Household income is the first SES measure. Income sources included in this 

measure are: Social Security payments, Supplemental Security Income, veteran 
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payments, pension plan income, earned income, as well as income from retirement 

accounts and interest/dividends from mutual funds, stocks, bonds, bank accounts and 

certificates of deposit. Together, these make up the total household income for the last 

year. I use total household income because it captures sources of both passive and active 

income. Respondents who did not know their income were able to choose a bracketed 

value. Of the sample, 31% of respondents did not report income; thus, multiple 

imputation was conducted to fill in for the missing data. Household income is measured 

in quartiles, with those reporting $50,000 and above serving as the reference category. 

My second SES measure is educational attainment. Because many of the foreign-

born have very little education and I want to ensure that the distributions overlap for both 

the foreign-born and U.S.-born, I use a dichotomous measure of education (less than high 

school versus high school degree or higher), the latter of which is the reference category. 

I also include marital status (married or single/widowed/divorced), since spouses 

are the most immediate source of assistance and support. Married is the reference 

category for marital status. Living arrangements are considered part of the social 

environment since children or other family members are the next most likely source of 

assistance for elders who need help with self-care. The measures I use for living 

arrangements are: live with only spouse/partner (reference), live with spouse and children 

or other family member(s)/live with others, and live alone.  

The physical capacity measures I control for include both performance-based 

measures as well as self-reported Nagi-type functioning items. Self-reported functioning 

items include: walk 6 blocks, climb 20 stairs, lift and carry 20 pounds, kneel, bend over, 

reach overhead, and grasp small objects. For performance based capacity, I use objective 

measures of peak air flow, grip strength, and balance. These are dichotomous measures 

with “difficulty” or “unable to perform” coded as having a limitation. The reference 
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category is “able to perform”. For the three performance based measures, if an individual 

was unable to complete the task or scored “poor” they were coded as having a limitation; 

those who were able to complete or scored in the “normal” or “above average” category 

were coded as not limited and served as the reference category as well.  

I control for self-reported health conditions that may be partially responsible for 

racial/ethnic and nativity differences in self-care. These health conditions include 

arthritis, cancer, heart disease, hypertension, stroke, and diabetes. I measure each of these 

dichotomously; a “yes” for each chronic condition indicates that respondents have been 

informed by a medical doctor that they had or currently have the condition. A response of 

“no” for each item serves as the reference categories.  

Analytic Approach 

First I calculate descriptive statistics for each race/ethnic and nativity sub-group 

(U.S.-born and foreign-born whites, blacks, Hispanics, and “other”), stratified by gender, 

to examine differences in the social environment measures (education, household income, 

living arrangements, and marital status), as well as the measures of self-care, health 

conditions, and physical capacity (Tables 3.1 and 3.2). To model differences in self-care 

limitations by race/ethnicity and nativity, I use logistic regression with self-care 

limitations as my dependent variable. To answer my second research question I add each 

group of measures in four separate models (basic demographics, social environment, 

health conditions, and capacity) to determine whether they help to explain differences in 

self-care limitations between groups.  

RESULTS 

Descriptive Statistics 
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Tables 3.1 and 3.2 present descriptive statistics for the women and men in the 

sample (respectively), by race/ethnicity and nativity.  As shown in Table 3.1, 

socioeconomic disadvantages fall heavily on black and Hispanic women.  For instance, 

over one-half of foreign-born and U.S.-born Hispanic and U.S.-born black females live in 

a household with an annual income of less than $13,000. In addition, very few foreign-

born and U.S. Hispanics have a household income of $50,000 or over (3.4% and 6.4% 

respectively), with just under 10% of U.S.-born blacks in this highest income bracket. In 

contrast, roughly 40% of U.S.-born white women reside in a household where income is 

at least $50,000 a year, with foreign-born whites not far behind at 34.7%. By far the least 

educated, 70% of foreign-born Hispanic women ages 65 and older have less than a high 

school education. The highest educational distribution is most similar for U.S.-born and 

foreign-born whites, and U.S. “others” with around 80% reporting high school or more. 

And for U.S. born Hispanic and black women, just under 60% report a high school 

education. 

I include living arrangements and marital status since they impact physical health, 

especially at older ages. Indeed, the logistics of living alone or being widowed can be 

more difficult to navigate. The same groups that report socioeconomic disadvantage and 

low levels of education are likely to be widowed/single. These include foreign-born and 

U.S. born black women, of which 82.5% and 77.8% are not married. Distinct patterns 

appear in living arrangements, with foreign-born Hispanic, black, and “other” women 

displaying the highest percentage of respondents who live with either their spouse and 

others or just others --generally extended family and children. This finding supports 

research that suggests living arrangements have a strong cultural component, with 

foreign-born elders more likely to live with extended family than the U.S.-born (Angel, 

Angel, and Himes 1992).  As expected, in light of their widowed/single status, few black 
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women, regardless of nativity, live with just their spouse (only 6% of foreign-born and 

12.1% of U.S.-born). 

The most pervasive chronic health conditions for women overall are hypertension 

and arthritis. The percentage reporting arthritis is similar across sub-groups, (roughly 

55% - 65%), while hypertension displays great variation across groups.  Just under 67% 

of U.S-born white women reported hypertension, while over 80% of U.S. and foreign-

born black women and 78% of foreign-born Hispanics report a diagnosis of hypertension, 

and these are the same disadvantaged sub-groups with the highest reports of diabetes 

(38.3%, 43.6% and 38.8% respectively). U.S.-born Hispanics have fairly similar chronic 

health profiles as U.S.-born whites, with one exception, much higher diabetes rates 

(38.8% versus 18.5% respectively). 

Physical capacity limitations include Nagi type functional limitations along with 

three performance-based activity limitations (peak air flow, grip strength, and balancing). 

The results of the performance-based limitations were considerably worse for foreign-

born and U.S.-born Hispanic women relative to U.S.-born white women. Almost 94% of 

both sub-groups had poor grip strength and about 66% of individuals in these sub-groups 

these groups had poor balance. Foreign-born and U.S.-born blacks did not fare much 

better – they also had much higher rates of physical capacity limitations than U.S. - or 

foreign-born whites or “others”.   Overall, U.S.-born and foreign-born whites and 

“others” had 10%-35% lower proportions of difficulty for every measure of physical 

capacity than U.S.-born and foreign-born blacks and Hispanics. And not surprisingly, 

foreign-born Hispanics and U.S.-blacks had the highest self-care limitations (13.4% and 

12.5% respectively), with foreign-born whites displaying the lowest proportion of 

limitations at 4.6%. There is a clear pattern of disadvantage in both allocation of 

resources and overall health for Hispanics and blacks, and further parsing out nativity 
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makes it clear that, for the most part, foreign-born Hispanic women have the highest 

proportion who report failing health, high poverty, and little education to draw from as 

their health deteriorates in old age. Thus, their ability to access both monetary and 

informational resources is much more limited than other groups as it becomes 

increasingly important. 

Moving to Table 3.2, the composition for male sub-groups display largely the 

same patterns as for women, with some notable differences. For example, more men than 

women in every race/ethnic, and nativity sub-group report being married to and living 

with a spouse. This is not surprising considering men have an overall shorter life 

expectancy and thus they are less likely to outlive their female spouses. Again, however, 

the foreign-born are more likely to live with extended family and others besides their 

spouses than the U.S.-born, and the foreign-born have the lowest proportions of men 

living alone. For example, 41.9% of older foreign-born Hispanic men live with extended 

family and 68.9% report being married. This sub-group also reported the highest 

proportion of individuals living in a household in the lower first and second income 

quartiles as well, so it is very likely that living arrangements are shaped by both cultural 

and economic factors. Education levels are the lowest for foreign-born Hispanic men as 

well, with 70.5% reporting less than a high school education. Interestingly, 78% of 

foreign-born blacks have at least a high school education, evidence that black male 

immigrants from this era were highly selected on education. 

Chronic health conditions show a great deal of variation based on race/ethnic and 

nativity sub-group. For example, 44.5% of U.S.-Hispanic men report a diabetes diagnosis 

while U.S.-born white men have much lower levels of diabetes (25.1%) but higher 

proportions of most other chronic diseases, including heart disease, cancer, arthritis, and 

hypertension, than U.S.-born Hispanics. Foreign-born Hispanic men also report a higher 
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level of diabetes than U.S.-white men, yet relatively lower proportions of all other 

chronic conditions. U.S.-born black males report the highest hypertension (78.4%) and 

second highest diagnosis of diabetes (35.5%) compared with any other sub-group.  

Overall, U.S.-born black men have the worst health profile in terms of higher 

rates of almost every chronic health condition. However, physical capacity limitations 

display a different pattern, with foreign-born Hispanic men reporting higher proportions 

of lower body limitations (difficulty bending, climbing stairs, and carrying 20 pounds) 

than any other sub-group. They also have the highest proportion of performance based 

limitations (peak air flow, grip strength, balancing) relative to other sub-groups. As 

expected, foreign-born Hispanic men also display the highest proportion of self-care 

limitations, with 11% reporting at least one self-care disability (U.S.-born Hispanics are 

the second most disabled at 9.0%). These patterns of poor health are much clearer for 

males. Older foreign-born blacks report the highest number of chronic conditions, while 

foreign-born Hispanic men suffer from a multitude of health related functional limitations 

that are likely the result of decades of physically taxing labor that have taken a massive 

toll on their functioning. While foreign-born Hispanic males are not diagnosed with as 

many diseases as other groups, they certainly appear to suffer more from debilitating 

functional limitations and disability.  

Logistic Regression Models 

Tables 3.3 and 3.4 present results from logistic regression models predicting one 

of more self-care limitations. Table 3.3 displays odds ratios for women ages 65 and older. 

The first model in Table 3.3 documents the overall association between race/ethnicity and 

nativity, and self-care limitations, net of age.  This model shows extremely large 

differences in the odds of a self-care limitation by race/ethnicity and nativity, net of age, 

for women. For example, foreign-born Hispanic women are 3.37 times more likely to 
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have a disability than U.S.-born non-Hispanic white women, net of age. U.S. and foreign-

born blacks and U.S.-born blacks fare somewhat better, but they are still about twice as 

likely to have a self-care limitation (1.91, 2.11, and 2.14 respectively), compared with 

U.S.-born non-Hispanic whites. All of these disparities are statistically significant at the 

p<.05 level. In fact, the only group that does not have a statistically significant higher 

odds ratio of self-care limitations compared to U.S.-born whites is foreign-born white 

women. All other female sub-groups experience much higher odds of disability at ages 65 

and above. 

In model 2, I add controls for socioeconomic status, living arrangements, and 

marital status to try and uncover whether these key social and environmental factors are 

associated with limitations in self-care. Income levels in the lowest two quartiles (less 

than $13,000 and $13,000-$24,999) are strongly correlated with higher odds of self-care 

limitations.  Living with extended family is also associated with higher odds of a self-

care limitation, a relationship that may well be bi-directional since many individuals with 

disability are unable to live independently and the majority of women at these ages are 

widowed or divorced/single. For foreign-born Hispanics and blacks and U.S.-born 

minority groups, there are substantial reductions in the odds of self-care limitations after 

controlling for these key social environmental variables, however all groups are still 

significantly worse off than whites. For instance, the ratio of a disability for foreign-born 

Hispanic women (compared to U.S.-born white women) is reduced to 1.96 after 

controlling for socioeconomic status, living arrangements, and marital status. However, 

they are still significantly disadvantaged, with twice the odds of a self-care limitation in 

comparison to U.S.-born white women. For U.S.-born Hispanics, the odds ratio of self-

care limitation is reduced from 2.14 to 1.70 and both U.S.-born and foreign-born blacks 

also have lower odds ratios in model 2 as well. Moreover, the U.S. and foreign-born other 
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groups no longer statistically differ from U.S.-born whites in model 2. Overall, then 

socioeconomic and social-environmental factors are very important in helping to explain 

race/ethnic and nativity differences in women’s self-care limitations. 

Model 3 additionally includes chronic health conditions. As expected, most of the 

chronic conditions are associated with higher odds of self-care limitations. Focusing on 

the race/ethnic and nativity differences, the inclusion of chronic conditions is associated 

with modest changes. For example, among foreign-born and U.S.-born black women, the 

odds ratios for a self-care limitation are no longer statistically significantly different than 

for U.S.-born whites after controlling for chronic conditions. Thus, worse health among 

both U.S.-born and foreign-born blacks women is partially responsible for their higher 

odds of self-care limitations relative to U.S.-born white women. For foreign-born 

Hispanics, there is a very modest reduction, as well. But regardless of nativity, Hispanics 

exhibit significantly higher odds of self-care limitations than U.S.-born whites. That is, 

the odds ratios for self-care limitations are 87% higher for foreign-born Hispanic women 

and 75% higher for U.S.-born Hispanic women compared to U.S.-born white women, net 

of age, socioeconomic variables, and chronic conditions. 

Models 4 introduces controls for physical capacity. Although most physical 

capacity limitations are strongly associated with higher odds of self-care limitations, there 

are no meaningful changes in the main effects of race/ethnicity and nativity. Thus, net of 

age, socioeconomic variables, and chronic conditions, race/ethnicity and nativity 

differences in the odds of a self-care limitation are not influenced by differences in 

physical functioning across groups. This is likely at least in part due to the bi-directional 

relationship between physical functioning limitations and the likelihood that individuals 

with these functional limitations are also at higher risk of a self-care limitation. In other 

words, individuals with a self-care limitation most likely report one or more physical 
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capacity limitations and those individuals who cannot perform these very basic physical 

functions (ex. kneeling, bending) are also very likely to report a self-care limitation.   

Table 3.4 documents fairly similar patterns of self-care limitations for men by 

race/ethnicity and nativity. In model 1, after controlling for age, foreign-born and U.S.-

born Hispanics display odds of self-care limitation 82% and 90% higher than U.S.-born 

white men. Foreign-born and U.S.-born blacks have 44% and 66% higher odds, 

respectively. Only foreign-born whites and foreign-born and U.S. born “others” start out 

with comparable odds of self-care limitations with U.S.-born whites that are not 

statistically higher at the p< .05 level. Model 2 additionally includes key socioeconomic 

and environmental variables: household income, education, living arrangements, and 

marital status. As expected, these are highly associated with self-care limitations for men 

as well. Men in every lower income quartile (compared to the reference quartile of 

$50,000 or more) as well as men with less than a high school education have significantly 

higher odds of a self-care limitation. Both living arrangements and marital status are also 

strongly associated with disability odds as well. Focusing on the race/ethnic and nativity 

differentials, the addition of these controls reduces the odds ratios for a self-care 

limitation substantially for foreign-born Hispanic and black men, respectively, and even 

more dramatically for U.S.-born Hispanic men. For example, the odds ratios for U.S.-

born Hispanic men are reduced from 1.90 to 1.48 with controls for socioeconomic 

variables and the social environment. However, this does not completely attenuate the 

disparities for most groups, although foreign-born blacks are no longer statistically 

different from U.S.-born whites at the p<.05 level. However, for both foreign-born and 

U.S.-born Hispanics and for U.S.-born blacks, the odds of a self-care limitation are about 

50% higher than for U.S.-born white men and statistically significant at the p<.05 level  

in the context of model 2. Thus, socioeconomic and social environmental factors are very 
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important in helping to explain race/ethnic and nativity differences in self-care 

limitations.  

Adding the controls for chronic health conditions in model 3 results in an 

interesting effect for men at these older ages. As expected, every chronic condition 

(except cancer) is highly correlated with the odds of having a self-care limitation. And 

when evaluating the main effects of race/ethnicity and nativity, after controlling for 

chronic conditions, there are reductions that completely attenuate the differences between 

groups. Differences between foreign-born blacks, U.S.-born blacks, and U.S.-born 

Hispanics from U.S.-born whites in the odds of a self-care limitation are also similarly 

reduced to no significance. Thus, socioeconomic and social environmental factors and 

chronic conditions fully explain race/ethnic and nativity differences in self-care 

limitations.  

The inclusion of controls for physical capacity limitations in model 4 exhibit 

patterns very similar patterns to those for women. Again, while physical capacity 

limitations are associated with higher odds of a self-care limitation, there is once again no 

real change in the main effects of race/ethnicity and nativity. As was the case for women, 

the strong correlation is most likely due to the bi-directional relationship between 

physical functioning limitations and the likelihood of individuals with these functional 

limitations being at higher risk of a self-care limitation. However, there continue to be no 

race/ethnic, or nativity differences in self-care limitations in comparison to U.S.-born 

white males in the context of model 4.  

DISCUSSION AND CONCLUSION 

This chapter documented race/ethnic and nativity differences in self-care 

limitations for older adults and examined how key social factors and environmental 
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characteristics, chronic conditions, physical functioning, and self-care disability work to 

narrow the gap between race/ethnic and nativity sub-groups. Given the rapid population 

aging that U.S. minority and immigrant subpopulations are experiencing, this is an 

increasingly important area of exploration since disability in later life is extremely costly 

and higher levels of disability for disadvantaged minority groups and the foreign-born 

translates to poorer health for the sub-groups that already have few resources to depend 

on in late life. I used a new conceptual framework and examined how socioeconomic 

status, social environmental factors, chronic health conditions, and physical 

capacity/functioning attenuate race/ethnic and nativity differences in self-care limitations. 

I stratified by gender since I expected U.S.-born minority and foreign-born women to 

face multiple disadvantage and higher levels of self-care limitations.  

Perhaps the most important finding of this chapter is the very clear pattern of 

Hispanic disadvantage in self-care limitation disability that emerges for both men and 

women. Most striking is the consistently high odds of self-care limitations for foreign-

born Hispanics. Their higher odds are partially driven by pathology/morbidity (chronic 

health conditions) and higher risk socioeconomic status and environmental factors. Thus, 

foreign-born Hispanics in the United States experience very high rates of disability 

during the latter part of their relatively long lives. This finding is especially interesting 

since the idea of the healthy immigrant effect generally assumes that individuals who 

migrate to the U.S. have health outcomes comparable to U.S.-born non-Hispanic whites; 

this notion has held traction for several decades. Only very recent research (Hayward et 

al 2014) has begun to document evidence that mortality and disability are not tightly 

coupled together for foreign-born Hispanics, and in fact, foreign-born Hispanics 

experience a very different pattern than U.S.-blacks, who have short lives with relatively 

high disability.  
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This study further finds evidence that morbidity differences across groups in the 

form of chronic health conditions, while important, are also not the only key contributing 

factor for higher disability among foreign-born Hispanic men and women. The findings 

in this chapter emphasize the crucial importance of socioeconomic resources and social 

environment for explaining sub-group differences in functioning. Self-care limitations are 

clearly associated with levels of socioeconomic resources, lower levels of education, and 

both marital status and living arrangements. After controlling for these socioeconomic 

resources and key environmental variables, most of the race/ethnic and nativity 

differences in self-care limitations were accounted for and this held true for both females 

and males. 

Why would foreign-born Hispanics experience high life expectancy and yet have 

such high odds of debilitating self-care limitations? One very likely explanation is tied 

directly to the time period and legislation under which many Hispanic individuals 

migrated to the United States. That is, a significant number of immigrants in this sample 

likely migrated to the U.S. from Mexico under the Bracero Program that operated from 

1942-1964. The Bracero Program, initiated by the Roosevelt administration, was in 

response to a labor shortage in the agricultural industry, and thus led to legislation for the 

temporary migration for Mexican farmworkers or “braceros” (which translates to 

“farmhand” in Spanish). Thus, the original purpose of the Bracero Program was to import 

inexpensive labor for American agriculture. And after World War II, when economic 

growth led to an even greater need for manual labor, immigrants from Mexico also 

streamed into the southwestern U.S. to fill jobs working on farms, and in construction 

(Massey 2002). This cohort of Mexican workers most likely spent decades performing 

physically demanding manual repetitive labor, with little access to health care, 

substandard and overcrowded living conditions, and few labor laws to protect them 
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(Massey, 2002). This explanation for the high odds of disability as evidenced in the 

results for foreign-born Hispanics at ages 65 and older is consistent with the conditions a 

significant portion of immigrants were subjected to upon arrival to the U.S. in this 

particular cohort. Thus, their disability is most likely tied to occupation and working 

conditions and not necessarily an exclusive result of poor health caused by disease. My 

results show relatively high physical capacity limitations for foreign-born Hispanics that 

is consistent with the idea that they suffered musculoskeletal degeneration and repeated 

physical injuries. (Villarejo 2003; Toussaint-Comeau 2006). 

Gender likely plays an important role in the extremely high odds of self-care 

limitations for foreign-born Hispanic females compared to U.S.-born white females. 

According to research on gender and migration, race/ethnicity, class and gender interact 

in the migration process in a unique way (Angel and Angel, 2006). Women who migrated 

to the United States from Mexico in this older cohort likely participated in labor that 

included high levels of childbearing and caregiving, along with paid labor as domestic 

workers or in the agriculture and service industries. Thus, like men, they worked in 

repetitive and very difficult paid jobs in addition to their responsibilities in the family, 

where their husbands were largely absent due to the division of household labor. The 

cumulative mental and physical stress of their multiple roles as well as the stress of 

migrating to a new environment likely added to this health burden as well.  Using 

HEPESE data, Angel and colleagues (2014) found that gender and nativity interact for 

foreign-born Mexican women and that nearly two-thirds of their lives beyond age 65 are 

spend with a serious disability. The results of this study adds further evidence that 

foreign-born Hispanic women experience significant levels of disability and high rates of 

physical capacity limitations at ages 65 and older and this is likely due to the demanding 

conditions under which they migrated and worked in the United States. 
 59 



As expected, U.S.-born blacks carry a heavy burden of self-care limitations in 

later life. This is not surprising considering that most scholarship on race/ethnic 

differences in functioning focuses on black/white differences. Just as other researchers 

have documented (Geronimus et al. 2001; Crimmins and Saito 2001), this study also 

found that black women, who are more likely to be widowed and/or living alone than 

U.S.-born black men, have much higher odds of disability than U.S.-born whites at these 

older ages. Considering the historical context of systematic discrimination this group has 

faced, it stands to reason that they would have worse health outcomes in later life after 

living lives of cumulative disadvantage with a high physical toll of stress and strain from 

discrimination and blocked opportunities. Somewhat surprisingly, compared to U.S.-born 

whites, U.S.-born Hispanic females and males have disability profiles for self-care that 

appear very similar if not worse than U.S.-born black females (compared to U.S-whites). 

In fact, for women ages 65 and older, U.S.-born Hispanics, even after all controls, are 

still nearly twice as likely to have a self-care disability as U.S.-born white women. Again, 

this is quite possibly the end result of a lifetime spent in physically taxing and low-skilled 

jobs in the service and/or agriculture industry, as well as the result of high rates of 

chronic conditions, in particular diabetes.  

The worse health of foreign-born black men and women relative to U.S.-born 

whites at these older ages appears to be explained in large part by socioeconomic factors. 

However, foreign-born blacks compose a fairly small sample since immigration from 

Africa and the Caribbean is relatively more recent. Over the next few decades, this group 

will move into older ages in much larger numbers; thus, more research on their health 

will be needed. Similarly, the “other” race/ethnic and nativity sub-groups are extremely 

small groups and appear to exhibit similar self-care limitation patterns as U.S.-born 
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whites. This finding should be interpreted with extreme caution due to their 

heterogeneous composition and small size. 

Beyond the small sample sizes for some sub-groups, a few other limitations must 

be considered when interpreting these findings. These data do not allow for an in-depth 

understanding of how the migration process is associated with disability; for example, 

selectivity of migration, return migration of individuals in poor health to their countries 

of origin, and type of visa all may all have important impacts on the patterns observed in 

this chapter. Since the analytic data set is cross-sectional, I cannot document changes in 

disability over time, and all measures used in this chapter are self-reported due to the data 

set used. Furthermore, the results of the regression analyses must be interpreted with 

caution because the associations between socioeconomic status, chronic health 

conditions, physical capacity/functioning, and self-care limitations are likely to be, at 

least in part, bi-directional. The longitudinal component of the NHATS will be very 

important for helping to uncover the causal processes of disability documented in this 

chapter. 

Despite these limitations, the analyses in this chapter contribute to our 

understanding of the key primary pathways that shape health in later life and the how the 

intersections of race/ethnicity, nativity and gender come together in unique ways to shape 

self-care limitations in later life. Clearly, the importance of future research on the health 

trajectories of older foreign-born Hispanics as well as U.S.-born disadvantaged minority 

groups is crucial as growth in these older sub-groups will lead to larger expenditures for 

the local, state, and federal governments as well as add major challenges for families. The 

policy implications of a growing population of older adults in poor health with dwindling 

resources as they move into later life cannot be overstated. Without proper planning and 

key legislation in place, this will be a very heavy burden for taxpayers, states, and 
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families. More importantly, the health of millions of Americans is at stake and right now 

many are at risk of spending the last decades of their lives in state sponsored institutions 

and medical facilities as they face a higher burden of disability and poor health than prior 

generations. Unfortunately, this is particularly the case for U.S.-born minority groups and 

foreign-born Hispanics, as the chapter demonstrated – groups that have lived under very 

difficult work and social conditions and are now faced with the highest odds of disability 

in late life. 
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Table 3.1 Weighted Descriptives by Race/Ethnicity and Nativity for U.S. Females, Aged 65+ 

 

 
  

FB-Hisp US-Hisp FB-Black US-Black FB-Other US-Other FB-White US-White Tota l

Age: Mean (s t dev) 74.8 (7.4) 75.3 (7.2) 74.9 (7.2) 75.1 (7.5) 74.6 (7.0) 73.7 (7.9) 77.2 (7.7) 75.9 (7.5) 75.7 (7.3)
Education
     Less  than H.S. 70.1 43.2 53.2 41.3 46.1 20.0 23.9 19.0 19.1
     H.S. or More 29.1 56.8 46.8 58.7 53.8 80.0 76.1 81.0 80.9
Household Income 
  < $13,000 54.2 56.1 23.3 57.3 24.5 45.4 10.3 21.6 21.2
     $13,000-$24,999 30.4 24.0 26.6 19.1 25.2 17.1 15.4 26.1 26.6
     $25,000-$49,999 12.0 13.5 28.5 14.4 21.9 18.1 30.6 22.2 22.8
     $50,000  or More 3.4 6.4 21.6 9.2 28.5 19.4 43.8 30.1 29.4
Living Arrangements
     Others  only or Spouse and others 53.7 43.2 52.7 48.3 52.5 28.9 21.5 20.5 19.9
     Live Alone 20.3 33.3 41.3 39.6 15.4 40.0 40.3 41.6 42.0
     Live with Spouse Only 26.0 23.5 6.0 12.1 32.1 31.1 38.2 37.9 38.1
Mari ta l  Status
     Married 40.7 32.3 17.5 22.2 52.1 36.8 42.5 45.4 45.1
     Widowed/Single/Divorced 59.3 67.7 82.5 77.8 47.9 63.2 57.5 54.6 54.9
Chronic Heal th Conditions
     Arthri ti s 63.9 63.9 61.2 64.5 53.2 53.3 53.4 61.4 61.2
     Cancer 11.1 14.5 10.9 13.4 15.7 24.0 21.0 26.4 26.0
     Heart Disease 11.0 9.2 13.1 15.0 8.2 4.4 16.3 16.3 16.5
     Hypertens ion 78.0 70.8 84.0 81.4 65.3 60.9 65.4 66.9 67.2
     Stroke 10.1 12.4 13.9 12.8 5.0 14.6 8.3 10.0 10.2
     Diabetes 30.0 38.8 43.6 38.3 23.6 25.6 21.1 18.5 19.0
Phys ica l  Capaci ty: Di fficul t/Unable
     Walking 6blks 49.6 54.4 50.0 52.6 33.9 32.3 40.8 39.7 40.1
     Cl imbing 20 s ta i rs 51.1 50.4 46.6 48.0 30.9 26.1 34.3 31.2 31.6
     Carrying 20lbs 57.3 49.9 49.5 53.0 51.9 23.3 35.3 35.0 35.6
     Kneel ing 71.7 78.0 84.4 73.3 53.8 53.8 61.2 67.3 67.9
     Bending 64.7 52.1 69.0 46.4 39.7 24.1 42.0 30.2 31.2
     Reaching Overhead 80.7 76.0 67.5 68.3 59.1 72.6 64.1 61.8 62.4
    Grasping smal l  Objects 32.3 24.8 27.5 25.6 9.3 12.1 9.5 12.5 13.1
     Peak Ai r Flow (Poor) 81.9 73.6 81.0 78.8 76.0 71.0 66.6 71.1 71.6
     Grip Strength (Poor) 93.8 93.5 87.8 75.9 69.9 70.2 81.3 80.2 80.2
     Ba lancing (Poor/Unable) 65.3 65.7 57.2 66.0 52.3 61.8 55.5 54.9 55.3
Sel f-Care Limitations : One or More 13.4 9.4 9.6 12.5 7.3 7.1 4.6 6.6 6.9
N=4,342
Source: National  Heal th and Aging Trends  Survey, 2011
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Table 3.2 Weighted Descriptives by Race/Ethnicity and Nativity for U.S. Males, Aged 65+ 

 

  

FB-Hisp US-Hisp FB-Black US-Black FB-Other US-Other FB-White US-White Tota l

Age: Mean (s t dev) 74.3 (6.7) 74.1 (7.0) 72.3 (6.0) 73.7 (6.5) 74.6 (5.7) 74.3 (6.4) 74.7 (7.5) 74.5 (6.9)     74.7(7.0)
Education
     Less  than H.S. 70.5 39.1 21.6 46.2 27.6 26.4 23.4 18.8 19.6
     H.S. or More 29.5 60.9 78.4 54.8 72.4 73.6 77.6 81.2 80.4
Household Income 
     < $13,000 44.9 15.0 29.1 23.3 37.7 24.5 17.5 10.3 10.5
     $13,000-$24,999 29.3 30.4 18.6 26.6 28.3 25.2 15.7 15.4 15.9
     $25,000-$49,999 20.8 29.3 26.4 28.5 12.7 21.9 28.6 30.6 30.2
     $50,000  or More 5.0 25.3 25.9 21.6 21.4 28.5 38.2 43.7 43.4
Living Arrangements
     Others  only or Spouse and others 41.9 40.7 43.0 32.1 43.3 29.5 25.8 17.2 17.8
     Live Alone 15.1 21.8 18.0 26.1 16.0 20.2 23.7 18.0 18.8
     Live with Spouse Only 43.0 37.5 33.2 41.8 32.7 50.3 19.5 64.8 64.3
Mari ta l  Status
     Married 68.9 55.1 61.7 56.4 73.9 61.4 76.3 73.2 73.1
     Widowed/Single/Divorced 31.1 44.9 38.3 43.6 26.1 38.6 23.7 26.8 26.9
Chronic Heal th Conditions
     Arthri ti s 41.2 41.0 28.4 45.7 26.6 39.6 41.8 45.3 45.5
     Cancer 11.6 13.2 17.5 25.5 19.1 20.4 23.6 30.8 31.0
     Heart Disease 17.8 14.4 9.3 17.9 17.2 22.5 20.0 20.8 21.4
     Hypertens ion 53.0 67.7 69.8 78.4 63.2 57.4 55.4 61.3 62.4
     Stroke 6.4 16.0 3.0 13.0 11.7 16.3 8.4 10.0 10.5
     Diabetes 29.5 44.5 31.3 35.5 35.3 31.5 21.8 25.1 25.9

     Walking 6blks 33.6 35.4 11.8 34.6 24.0 28.4 20.1 23.7 24.0
     Climbing 20 stairs 39.2 32.3 10.3 31.6 17.4 26.0 15.9 17.8 18.2
     Carrying 20lbs 33.6 23.7 12.8 26.7 21.8 22.3 20.4 15.0 15.8
     Kneeling 47.1 56.9 25.2 44.9 40.0 39.5 38.6 40.0 40.5
     Bending 74.9 67.0 33.5 46.2 61.4 41.1 38.5 37.1 37.8
     Reaching Overhead 18.5 19.6 6.9 14.3 17.3 13.5 9.6 9.6 10.2
    Grasping small Objects 39.1 26.0 23.6 33.5 17.5 23.4 28.2 29.9 30.0
     Peak Air Flow (Poor) 45.2 30.5 36.7 39.7 35.2 44.4 30.1 24.5 24.8
     Grip Strength (Poor) 39.7 34.5 31.7 25.6 35.6 29.7 29.7 19.2 19.6
     Balancing (Poor/Unable) 55.2 52.6 42.6 49.1 40.2 40.1 39.4 43.3 43.4
Sel f-Care Limitations : One or More 11.0 9.0 3.8 6.9 5.6 5.4 5.3 4.8 5.1
N=3,117

Physical Capacity: Difficult/Unable

Source: National  Heal th and Aging Trends  Survey, 2011
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Table 3.3 Odds Ratios for Predicting Self-Care Limitations, U.S. Females Aged 65+ 

 

  

Model 1 Model 2 Model 3 Model 4

Race/Ethnicity/Nativity (ref=White, U.S.-born)
     Hispanic Origin, foreign -born 3.37* 1.96* 1.87* 1.85*
     Hispanic Origin, US -born 2.14* 1.70* 1.75* 1.90*
     Black, foreign -born 2.11* 1.38* 1.25 1.29
     Black, US -born 1.91* 1.51* 1.29 1.20
     Other, foreign -born 1.36* 1.24* 1.23 1.19
     Other US-born 1.29* 1.02 0.87 0.77
     White, foreign-born 1.25 1.25 1.24 1.11
Age 1.09* 1.09* 1.09* 1.05*
Education (ref=H.S. or more)
     Less than H.S. 1.18* 1.07 1.12
Household Income (ref: $50,000 +)
    < $12,999 2.73* 2.39* 1.85*
   $13,000-$24,999 2.04* 1.75* 1.51
   $25,000-$49,999 1.28 1.14 1.07
Living Arrangements (ref=Live with Spouse only)
     Live with spouse and others or just others 2.35* 2.47* 1.56*
     Live Alone 0.77 0.87 0.43
Marital Status (ref=Married)
     Divorced/Widowed 1.02 0.84 0.80
Chronic Health Conditions
     Arthritis 1.55* 1.48*
     Cancer 1.20 1.12
     Heart Disease 1.57* 1.60*
     Hypertension 1.17 1.08
     Stroke 2.27* 1.94*
     Diabetes 1.73* 1.53*
Physical Capacity (0/1)
     Walk 6 Blocks 1.54*
     Climbing 20 stairs 1.68*
      Able to carry 20 pounds 2.23*
       Kneeling 2.01*
       Bending 1.62*
      Able to reachoverhead 1.28
      Able to grasp small objects 1.30
      Peak Air Air Flow 1.36
      Grip Strength 2.11*
      Balance Score 4.08*
Likelihood Ratio 217.9* 312.4*1 426.5* 512.2*
Degrees of Freedom 28.00 22.00 36.00 64.00
*p<0.05  N=4,342
Source: National Health and Aging Trends Survey, 2011
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Table 3.4 Odds Ratios for Predicting Self-Care Limitations, U.S. Males Aged 65+ 

    Model 1 Model 2 Model 3 Model 4 

Race/Ethnicity/Nativity (ref=White, U.S.-born)      
     Hispanic Origin, foreign -born  1.82* 1.50* 1.31 1.24 
     Hispanic Origin, US -born  1.90* 1.48* 1.24 1.13 
     Black, foreign -born  1.44* 1.14 0.96 1.07 
     Black, US -born  1.66* 1.49* 1.27 0.98 
     Other, foreign -born  1.39 0.86 1.05 0.72 
     Other US-born  0.81 0.63 0.53 0.43 
     White, foreign-born  1.49 1.31 1.35 0.94 
Age  1.07* 1.07* 1.07* 1.04* 
Education (ref=H.S. or more)      
     Less than H.S.   1.27* 1.10 0.98 
Household Income (ref: $50,000 +)      
    < $12,999   3.24* 3.03* 2.07* 
   $13,000-$24,999   2.12* 1.99* 1.78* 
   $25,000-$49,999   1.50* 1.46* 1.09 
Living Arrangements (ref=Live with Spouse only)      
     Live with spouse and others or just others   1.78* 1.63* 1.55* 
     Live Alone   0.57 0.59 0.63 
Marital Status (ref=Married)      
     Divorced/Widowed   1.90* 1.78* 1.02 
Chronic Health Conditions      
     Arthritis    2.19* 1.66 
     Cancer    1.10 1.23 
     Heart Disease    1.44* 1.26 
     Hypertension    1.46* 1.60* 
     Stroke    3.23* 2.28* 
     Diabetes    1.64* 1.25 
Physical Capacity (0/1)      
     Walk 3 Blocks     1.32 
     Climbing 20 stairs     1.34 
      Able to carry 20 pounds     2.03* 
       Kneeling     1.78* 
       Bending     1.40 
      Able to reach overhead     1.11 
      Able to grasp small objects     1.14 
      Peak Air Flow     1.88* 
       Grip Strength     2.93* 
      Balance Score     3.00* 
Likelihood Ratio  139.3* 200.1* 248.3* 326.5* 
Degrees of Freedom  28.00 18.00 36.00 58.00 
*p<0.05   N=3,117           
Source: National Health and Aging Trends Survey, 2011       
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Race/Ethnicity,Nativity,Gender 

Social Environment 

Physical Capacity 

Health Conditions 

Self-Care Limitations 

Figure 3.1 Conceptualization of Race/Ethnicity, Nativity, Gender, Social Environment, and Older Adult Self-Care 
Limitations 
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Chapter 4: Race/Ethnic and Nativity Differentials in Household Activity 
Limitations for Older Men and Women in the United States 

INTRODUCTION 

The composition of the U.S. population is growing increasingly older, with the 

share of individuals aged 65 and older projected to almost double between 2012 and 2050 

(Arias 2012). Immigration and the aging of the baby boomers play an important role in 

the demographic shift in age structure. This segment of older Americans is at the highest 

risk for disability, mobility limitations, and poor overall health that together limit their 

ability to live independently in the community. The demographic profile of the older 

population is overwhelmingly female and widowed since women are more likely to 

outlive their male spouses and survive to these older ages. These elders often need 

assistance with activities associated with running a household (i.e. shopping, taking care 

of household finances, using the phone, doing light housework, getting around outside 

the home to perform errands, and taking care of the home). However, these tasks, while 

not always necessarily physically taxing, involve a cognitive component and are heavily 

reliant on the built environment, adequate transportation, and access to resources. For 

older individuals these routine activities can be challenging, or, without a supportive 

environment, the proper equipment, or the necessary skills and technology, impossible to 

perform.     

In this chapter I focus on one type of disability: household activity limitations. 

This category has traditionally been referred to as disabilities in Instrumental Activities of 

Daily Living (IADLs). It is a crucial measure of health for older individuals. IADL 

disability or limitations completing household tasks are socially complex items that tap 

into functioning. They require different dimensions of functioning than Activities of 

 68 



Daily Living (ADL) disability (Lawton and Brody 1969; Johnson and Wolinsky 1993). 

IADL disability includes a more complex set of activities that traditionally includes the 

ability to use the telephone, go shopping, prepare food, keep house, do laundry, transport 

oneself, and handle finances (Lawton and Brody 1969). Although IADL disabilities make 

independent living more difficult, they do not absolutely preclude independent living. For 

example, not being able to drive or clean the home does not make it impossible to live 

alone, but these limitations do present many challenges. Certainly, with technology, some 

of these tasks can be accomplished without a great deal of physical exertion. However, 

this measure of disability is sensitive to technological resources, the built environment, 

language proficiency, and literacy skills. Thus, this measure of disability may reveal not 

only impaired functioning, but also gaps in resources and education between race/ethnic 

and nativity sub-groups.  

This chapter examines race/ethnic, nativity, and gender differences in household 

activity limitations. The primary goal is to document health disparities by race/ethnicity 

and nativity, by gender, and examine the extent to which key social factors and 

environmental characteristics work to narrow the gap between race/ethnic and nativity 

sub-groups, for both men and women. To achieve this goal, I utilize a framework that 

builds and extends on the existing conceptualization of the disablement process 

framework employed by the National Health and Aging Trends Study (NHATS). My 

analysis answers several questions. First, are there race/ethnic and nativity differences in 

new measures of household activity limitations among older U.S. adults that are crucial 

for independent living? And secondly, to what extent are these health disparities 

explained by social, health, and environmental factors? Key social, health, and 

environmental characteristics include socioeconomic status, chronic health conditions, 

marital status, living arrangements, and physical functioning. These questions are 
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assessed using a large, nationally representative sample of adults aged 65 and older 

drawn from the National Health and Aging Trends Study (NHATS).  

LITERATURE REVIEW 

Several studies from the 1980s and 1990s documented that IADL disability 

prevalence was fairly flat and any trends showed modest declines in both ADL and IADL 

disability in later life (Martin et al. 2010; Freedman et al. 2006; Manton, Gu, and Lamb 

2006).  However, using the National Health and Nutrition Examination Survey, Seeman 

and colleagues (2010) found increases over time in IADL limitations for respondents 

ages 60 to 69 years of age, independent of their health status and health behaviors. The 

increase was significantly higher among non-whites in particular. Freedman and 

colleagues (2013) later analyzed individuals 65 and older in five separate data sets and 

found that for IADL disability, any downward trend had disappeared for older 

populations and  increased for the cohort approaching late life (ages 55-64).  All in all, 

there is a consensus that any decline or flattening in disability trends for older adults has 

disappeared, and in fact, there is an uptick in disability that started in the early 2000’s. 

This is especially true for the more diverse set of individuals now entering older ages, as 

older non-whites in general. 

Since most disability research either combines IADL and ADL disability or uses a 

number of physical functioning measures along with IADL Disability (Haas, Krueger, 

and Rohlfsen 2012; Elo, Mehta, and Huang 2011; Geronimus et al. 2001; Cho and 

Hummer 2001), there are few studies that focus solely on IADL disability, especially as 

far as how it varies by race/ethnicity and nativity. However, IADL disability, while 

closely related to other disability measures, may capture limitations that other measures 

do not, since it is a function of both underlying health status and environmental demands 
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in which people live (Lawton and Brody 1969). And although Medicare and other 

programs that provide support in late life help to equalize health, there is a great deal of 

variation in socioeconomic resources available in later life by race/ethnicity and nativity. 

Socioeconomic resources can equalize IADL disability by providing seniors with 

technological modifications such as user-friendly phones, laundry services, grocery 

delivery, and professional assistance with housework and money management. Thus, 

differences in IADL disability by race/ethnicity and nativity may be a crucial indicator of 

the persistent socioeconomic and social inequalities that disadvantaged minorities and 

immigrants face later in life. For example, proficiency in speaking English and literacy 

are both generally necessary for banking and paying bills, and these tasks are unique to 

IADL disability measures. This makes this indicator very different from a measure of 

physical functioning or ADL disability, which is simply based on physical ability and, in 

the case of ADL disability, the built environment. 

Even less scholarship focuses on race/ethnic and nativity differences in IADL 

disability specifically. Of the few studies to date, much higher levels of IADL limitations 

are documented for older U.S.-born blacks, compared with U.S.-born whites. This is not 

surprising since the persistence of social inequality between race/ethnic groups into older 

ages suggests that accumulated exposure, stress, and disadvantaged social roles that arise 

from the social environment will continue to have a profound effect on health in late life. 

For example, Ferraro (1993) found that older U.S-born black women report higher levels 

of IADL disability than U.S.-born black men or U.S.-born white men or women. 

Interestingly, Ferraro found that at older ages U.S.-born black men did not have IADL 

rates as high as would be expected considering their same race female counterparts and 

this was attributed to the robust health of U.S.-born black men who reach older ages, 

presumably a function of selective survival. Additional scholarship, however, documents 
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higher levels of IADL disability for U.S.-born black men and women and Mexican origin 

men and women compared to U.S.-born whites (Zsembik, Peek, and Peek 2000).  

To my knowledge, the only study to date that parsed out IADL disability for 

foreign-born blacks was that of Melvin and colleagues (2014), who documented 

significantly higher IADL disability for older foreign-born black men (ages 65+) in 

comparison to U.S.-born white men and an even more glaring and heightened level for 

older foreign-born black women compared to U.S.-born white women. IADL disability 

for black Americans differed depending on nativity, with U.S.-born male and female 

blacks documented as experiencing much higher IADL disability rates than U.S.-born 

whites at ages 65 and older. Unfortunately, this study was not able to take into account 

country of origin or timing of migration for foreign-born blacks. This chapter will 

contribute to the sparse literature on IADL disability for both U.S.-born and foreign-born 

blacks, and examine how these older minority and native-born sub-groups fare on this 

measure of disability. 

Although there is a growing body of literature documenting higher rates of 

disability for U.S.-born and foreign-born Hispanics compared to U.S.-born whites, 

generally these studies focus on ADL Disability or other physical functioning measures 

(Hayward et al. 2014; Angel, Angel, and Hill 2014; Zsembik Peek and Peek 2000). In 

general, however, Hispanics tends to report poorer overall health status compared to 

U.S.-born whites and other racial/ethnic groups in the United States (Borrell and Dallo 

2008; Kandula Lauderdale and Baker 2007).  Although few studies have focused 

specifically on separate IADL disability measures, those that have reached similar 

conclusions. For example, the San Luis Valley Health and Aging Study found that for 

rural Hispanics residing in Colorado during late life (nativity was not distinguished), 

IADL disability rates were up to five times higher than for non-Hispanic whites 
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(Shetterly et al. 1998). A follow-up study two years later documented increased 

prevalence of IADL disability for Hispanics compared to non-Hispanic whites and found 

evidence that Hispanic women suffered from the greatest burden of IADL disability 

(Bryant et al 2001). In addition, a recent study by Mendes de Leon and colleagues (2011) 

analyzed several types of disability among Mexican Americans in the Midwest and 

Southwest and found that at older ages (aged 50 and above) foreign-born Mexican 

American females in particular have substantially higher prevalence of IADL disability 

than U.S.-born white women. 

Broad conclusions about Asian American disability are difficult to make since 

this is a very heterogeneous population from many different national origins. There is 

some evidence of poor health and high disability risk for foreign-born Vietnamese 

Americans compared to U.S.-whites and other foreign-born Asian groups (Kim 2010). 

Recent arrivals of refugees from Southeast Asia make the study of late life disability for 

foreign-born Asians even more problematic given their tumultuous social histories. 

Recent research by Yang and colleagues (2014), for example, documented IADL 

disability for four Southeast Asian groups and found great variation in IADL rates by 

nationality for Southeast Asia individuals who migrate to the United States with a refugee 

status. Because newer Asian immigrants who migrate as refugees from Southeast Asia 

suffer from poorer health, have lower levels of English proficiency, less education, and 

fewer resources than prior cohorts of Asian immigrants, they enter later life with higher 

levels of IADL disability and will likely need much higher levels of social support and 

both family and government support than their predecessors (less recent Asian 

immigrants).    

In sum, few studies have focused solely on race/ethnic and nativity differences in 

household limitations or IADL disability. This chapter expands our understanding of 
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differences in IADLs by race/ethnicity and nativity sub-groups, and makes comparisons 

stratified by gender. A more complete depiction of differences in household activity 

limitations for several race/ethnic and nativity sub-groups, along with a concentration on 

the role of key social and environmental factors in explaining these disparities, makes a 

crucial contribution to the existing literature on the increasing rates of disability for non-

white and disadvantaged sub-groups of our aging population. 

CONCEPTUAL FRAMEWORK  

I utilize the primary pathway framework I posited in Chapter 3.  This framework, 

shown in Figure 4.1, asserts race/ethnicity, nativity, and gender are primary pathways that 

shape health outcomes and are closely tied to social and environmental influences, which 

then work to structure the entire health process. For example, socioeconomic status, 

marital status, and living arrangements influence chronic conditions, functional 

limitations/physical capacity, and subsequent household task limitations/disability. Thus, 

social and environmental factors work to influence subsequent health pathways and 

eventually can lead to limitations in the ability to perform household tasks.  

This chapter also uses an intersectionality approach to examine how the 

intersection of race/ethnicity, nativity, and gender combines to create multiple 

dimensions of disadvantage (Collins, 1990). It is the combination of these group 

memberships that create specific social locations occupied by individuals. This chapter 

utilizes this theory of intersectionality to analyze the impact of race/ethnicity, nativity and 

gender on the ability to perform routine household tasks in later life. For example, many 

foreign-born Hispanic women have spent decades in roles performing care-giving tasks 

and are more emotionally stressed and burdened than men. As young adults, they also 

had fewer opportunities to pursue higher education since they generally started families 
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earlier than U.S.-born white women and thus also faced fewer opportunities in the paid 

labor force. Later they most likely also work in the service industries and other physically 

taxing jobs, with female Mexican immigrants concentrated in the garment industry and 

domestic service, generally earning low wages and faced with exploitative conditions and 

little opportunity for social mobility (Pedraza 1991). Thus, decades of disadvantage 

associated with the life pressures and cultural expectations of being female, Hispanic, and 

foreign-born, along with few resources accumulated in late life combined with their 

uniquely low mortality rates, leads to many years of later life lived with poor health and 

subsequent disability.  

DATA AND METHODS 

Data 

The data for this chapter come from the first round (2011) of the National Health 

and Aging Trends Study (NHATS). The NHATS draws from a sample of adults aged 65 

and over who receive Medicare. Medicare recipients represent 96% of the older U.S. 

population, with the remaining 4% consisting of the foreign born who do not qualify for 

benefits or individuals who receive employment-type benefits and are not enrolled in 

Medicare. The NHATS conducted in-person interviews to collect self-reported data and 

physical performance batteries to provide complementary measures of participants’ 

physical capacity.  The NHATS oversamples non-Hispanic Black individuals. The 

sample size for this analysis is 8,245 individuals, with 468 of the respondents in nursing 

homes/residential care facilities. If individuals reside in a nursing home or cannot 

respond, a proxy is interviewed by NHATS. Altogether, there were 583 proxy 

respondents in the 2011 sample. I exclude these proxy respondents since a large 

percentage of proxies were not asked the socioeconomic questions such as education and 
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income (facility providers responded for all nursing home residents). I also exclude 203 

other cases with a significant amount of missing data. Thus, the final sample size is 

7,459.  To account for the complex survey design of the NHATS, I employ the analytic 

weights provided by the study investigators.  

Measures 

The NHATS re-conceptualized disability so that the traditional IADL questions 

are now reflected by new household activity limitation measures. I use these new 

measures to construct my dependent variable. Household activities are measured by five 

items. These include being able to do laundry, shop for groceries, make hot meals, pay 

bills/banking, and handle money tasks such as dealing with retirement accounts and other 

routine financial tasks. For each item respondents answer if they are: fully able to 

perform, able to perform with device use, able to perform with personal assistance, 

unable to perform (with or without help).  Because the vast majority of individuals in the 

sample can perform each household activity either with or without personal 

assistance/accommodations, I measure household activity limitations dichotomously, 

with those who are unable to perform or need assistance/device use on any of the five 

items coded as having a household activity limitation. It is important to note that 

individuals who could not perform any of the household activities even with assistance 

were not represented in the survey, since they were most likely in a nursing home or 

other institution and thus a proxy responded for them and they were dropped. I 

dichotomized household activities in part due to the small cell numbers of individuals in 

each sub-category after separating the sample by race/ethnicity and nativity.  As a 

consequence this analysis may miss some of the nuances of accommodations and the 

important role they play in helping older Americans to successfully carry out household 
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activities. However, my focus on relatively small population subgroups made this 

decision necessary.   

My primary independent variables are race/ethnicity and nativity. I also examine 

the social environment through measures of household income, education, living 

arrangements, and marital status and control for health conditions and physical 

capacity/functioning. Because of small cell sizes I am limited to foreign-born and U.S.-

born non-Hispanic whites, non-Hispanic blacks, Hispanics, and an “other” category that 

contains mostly Asian-Americans. To account for variations in the age composition of 

sub-groups, I control for age throughout the analysis. I also stratify all analyses by 

gender, since men and women experience disability very differently. Stratifying by 

gender also helps to account for the theoretical importance of intersectionality, as 

discussed above.  

Household income is the first SES measure. Income sources included in this 

measure are: Social Security payments, Supplemental Security Income, veteran 

payments, pension plan income, earned income, as well as income from retirement 

accounts and interest/dividends from mutual funds, stocks, bonds, bank accounts and 

certificates of deposit. Together, these make up the total household income for the last 

year. I use total household income because it captures sources of both passive and active 

income. Respondents who did not know their income were able to choose a bracketed 

value. Of the sample, 31% of respondents did not report income; thus, multiple 

imputation was conducted to fill in for the missing data. Household income is measured 

in quartiles, with those reporting $50,000 and above serving as the reference category. 

My second SES measure is educational attainment. Because many of the foreign-

born have very little education and I want to ensure that the distributions overlap for both 
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the foreign-born and U.S.-born, I use a dichotomous measure of education (less than high 

school versus high school degree or higher), the latter of which is the reference category. 

I also include marital status (married or single/widowed/divorced), since spouses 

are the most immediate source of assistance and support. Married is the reference 

category for marital status. Living arrangements are considered part of the social 

environment since children or other family members are the next most likely source of 

assistance for elders who need help with self-care. The measures I use for living 

arrangements are: live with only spouse/partner (reference), live with spouse and children 

or other family member(s)/live with others, and live alone.  

The physical capacity measures I control for include both performance-based 

measures as well as self-reported Nagi-type functioning items. Self-reported functioning 

items include: walk 6 blocks, climb 20 stairs, lift and carry 20 pounds, kneel, bend over, 

reach overhead, and grasp small objects. For performance based capacity, I use objective 

measures of peak air flow, grip strength, and balance. These are dichotomous measures 

with “difficulty” or “unable to perform” coded as having a limitation. The reference 

category is “able to perform”. For the three performance based measures, if an individual 

was unable to complete the task or scored “poor” they were coded as having a limitation; 

those who were able to complete or scored in the “normal” or “above average” category 

were coded as not limited and served as the reference category as well.  

I control for self-reported health conditions that may be partially responsible for 

racial/ethnic and nativity differences in self-care. These health conditions include 

arthritis, cancer, heart disease, hypertension, stroke, and diabetes. I measure each of these 

dichotomously; a “yes” for each chronic condition indicates that respondents have been 

informed by a medical doctor that they had or currently have the condition. A response of 

“no” for each item serves as the reference categories.  
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Analytic Approach  

First I calculate descriptive statistics for each race/ethnic and nativity sub-group 

(U.S.-born and foreign-born whites, blacks, Hispanics, and “other”), stratified by gender, 

to examine differences in the social environment measures (education, household income, 

living arrangements, and marital status), as well as the measures of household activities, 

health conditions, and physical capacity (Tables 4.1 and 4.2). To model differences in 

household activity limitations by race/ethnicity and nativity, I use logistic regression with 

household activity limitations as my dependent variable. To answer my second research 

question I add each group of measures in four separate models (basic demographics, 

social environment, health conditions, and capacity) to determine whether they help to 

explain differences in household activity limitations between groups.  

RESULTS 

Descriptive Results 

Tables 4.1 and 4.2 present descriptive statistics for the women and men in the 

sample (respectively), by race/ethnicity and nativity.  The following points summarize 

the key descriptive statistics for U.S.-born and foreign-born white, Hispanic, black and 

“Other”/Asian women aged 65 and older. First, socioeconomic disadvantages fall heavily 

on black and Hispanic women, for whom the majority live with an annual household 

income of less than $13,000. The groups with the highest levels of socioeconomic 

disadvantage (foreign-born and U.S.-born blacks and Hispanics) are also most likely to 

be widowed/single and living with extended family and children. Of the six chronic 

conditions, arthritis and hypertension were prevalent and were highest for U.S. and 

foreign-born black women and foreign-born Hispanics, the same disadvantaged sub-

groups with the highest reports of diabetes. Overall, U.S.-born and foreign-born blacks 
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and Hispanics also had the highest proportions of functioning and physical capacity 

limitations as well. 

Similar to the rest of the descriptive findings, U.S.-born blacks and foreign-born 

Hispanics had the highest household activity limitations (54.7% and 53.6% respectively), 

with foreign-born whites displaying the lowest proportion of limitations at 29.5%. There 

is a clear pattern of disadvantage in both allocation of resources and overall health for 

Hispanics and blacks, and further parsing out nativity makes it clear that, for the most 

part, foreign-born Hispanic women have the highest proportion who report failing health, 

high poverty, and little education to draw from as their health deteriorates in old age. 

Thus, their ability to access both monetary and informational resources is much more 

limited than the other groups as it becomes increasingly important. 

Moving to Table 4.2, the descriptive statistics for male sub-groups display largely 

the same patterns as for women, with the exception of marital status/living arrangements 

as men are more likely to be both married and to live with only a spouse. U.S.-black men 

have the highest level of household limitations (46.7%), with foreign-born and U.S.-born 

Hispanic men both at just over 40% (42.6% and 40.9%), respectively. These three groups 

have the highest proportion of unmarried individuals as well; thus they are further 

disadvantaged since spousal support is the most likely form of informal support for 

disability. This could also be a bi-directional relationship since marital status can have an 

impact on well-being, with widowed individuals exhibiting a higher likelihood of 

disability (U.S. Census Bureau 2014). In sum, while older foreign-born blacks report the 

highest number of chronic conditions, foreign-born Hispanic men suffer from more 

physical capacity/functioning limitations and household activity limitations that are likely 

the result of the accumulation of a lifetime of physically taxing labor and other 
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deleterious environmental exposures that lead to their high disability rates and overall 

deteriorating health. 

Logistic Regression Models 

Tables 4.3 and 4.4 present results from logistic regression models predicting one 

or more household activity limitations (versus none). Table 4.3 displays odds ratios for 

women ages 65 and older. In model 1, after controlling for age, U.S.-born blacks have 

3.34 higher odds of reporting a disability than U.S.-born non-Hispanic white women. 

U.S.-born and foreign-born Hispanics also have higher odds at 2.70 and 2.24 

respectively) of reporting a household activity limitation, respectively. Similarly, foreign-

born blacks are a little over twice as likely to be disabled, net of age. Thus all of the 

foreign-born and U.S.-born black and Hispanic women start out with stark disadvantages 

in household disability compared to U.S.-born whites. In fact, only foreign-born whites 

start out with odds of household activity limitations that are comparable to U.S.-born 

whites. This is not surprising considering the socioeconomic disadvantages these groups 

have faced both historically and more recently in U.S. society. 

In model 2, I add controls for socioeconomic status, living arrangements, and 

marital status to test the extent to which these important social and environmental factors 

attenuate sub-group disparities in household limitations. Income levels in the lowest two 

quartiles (less than $13,000 and $13,000-$24,999) are strongly correlated with higher 

odds of household activity limitations.  Living with extended family is also associated 

with statistically higher odds of a household activity limitation. However, it is quite likely 

that women who are widowed and living in poverty move in with extended family in part 

due to economic constraints and/or disability, so these relationships could be, at least 

partly, bi-directional. And although U.S.-born and foreign-born Hispanics and both 

foreign-born and U.S.-blacks show substantially lower levels of disability after 
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controlling for these social environmental factors, they still exhibit significantly higher 

odds of having a household limitation than U.S.-born whites. For example, the odds ratio 

of a disability for U.S.-born black women (compared to U.S.-born whites) is reduced to 

2.11 (from 3.34) after controlling for socioeconomic status, living arrangements, and 

marital status. However, they are still significantly worse off than U.S.-whites, with over 

twice the odds of a household limitation. For foreign-born and U.S.-born Hispanics, the 

odds ratio of a household activity limitation is reduced to 2.06 and 1.79, 

respectively,(from 2.70 and 2.24), and foreign-born blacks also have lower odds, but 

again are still significantly worse off than U.S.-born white women at ages 65 and older. 

The other racial/ethnic and nativity sub-groups for which disability is no longer 

significant after controlling for socioeconomic status, living arrangements, and marital 

status, are foreign-born and U.S.-born “Others”.  Clearly, the socioeconomic and social 

environment factors are very important for disability at older ages and are instrumental in 

explaining a great deal of race/ethnic and nativity differences in women’s household 

activity limitations. 

Adding controls for chronic health conditions results in further attenuation in the 

odds ratios of household activity limitations by race/ethnicity and nativity. Interestingly, 

for U.S.-born black women, the odds ratio for household activity limitations is no longer 

statistically significant compared to U.S.-born whites after controlling for chronic 

conditions. This finding suggests that morbidity and chronic health problems are at least 

partially responsible for their higher odds of disability relative to U.S.-born whites. 

However, for U.S.-born and foreign-born Hispanics, chronic conditions explain only a 

very small portion of the difference in these functioning disparities. For example, foreign-

born Hispanic women are still significantly worse off than U.S.-born whites, with 90% 

higher odds of a household activity limitation compared to whites. Likewise, the odds of 
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a household limitation for U.S.-born Hispanics are 68% higher relative to U.S.-born 

white women, net of age, socioeconomic and social-environmental variables, and chronic 

conditions. 

Model 4 introduces controls for physical capacity. Although most physical 

capacity limitations are strongly associated with higher odds of household activity 

limitations, there are no meaningful changes in the main effects of race/ethnicity and 

nativity. Thus, net of age, socioeconomic and social environment variables, and chronic 

conditions, race/ethnic and nativity differences in the odds of a household activity 

limitation are not influenced by differences in physical functioning across groups. This is 

likely at least in part due to the bi-directional relationship between physical functioning 

limitations and the likelihood that individuals with these functional limitations are also at 

higher risk of a household activity limitation. In other words, individuals who are limited 

in taking care of finances, grocery shopping, doing laundry, etc., most likely report one or 

more physical capacity limitations and those individuals who cannot perform these very 

basic physical functions (ex. kneeling, bending) are also very likely to report one of the 

aforementioned household activity limitations. 

Table 4.4 documents odds ratios of household activity limitations for men aged 65 

and older. The first model in Table 4.3 documents the overall association between 

race/ethnicity, nativity and self-care limitations, net of age.  The patterns are fairly similar 

to women, for the most part. In model 1, U.S.-born blacks and foreign-born and 

Hispanics have over twice the odds of a household activity limitation (2.18 and 2.09 

respectively). U.S.-born Hispanics follow closely with an odds ratio of 1.90, relative to 

U.S.-born whites. And foreign-born blacks are worse off as well with 44% higher odds of 

a household activity limitation, compared to U.S.-born white men, net of age. However, 
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foreign-born and U.S.-born “others” are not statistically more disabled, nor are 

individuals of foreign-born white descent, relative to U.S.-born white men. 

Model 2 adds key socioeconomic and environmental variables: household 

income, education, living arrangements, and marital status.  Similar to the patterns for 

women, these key factors are highly associated with household activity limitations for 

men as well. Income is clearly strongly associated with this measure of disability since 

men in every income quartile lower than the reference quartile of $50,000 (i.e. $13,000, 

$13,000-$24,999, and $25,000-$49,999) have significantly higher odds of a household 

activity limitation. Having less than a high school education, living with extended family, 

and being divorced/widowed are also strongly associated with disability odds as well. 

Evaluating the main effects of race/ethnicity and nativity after controlling for social and 

environmental factors reveals fairly dramatic reductions in household activity limitations, 

especially for U.S.-born black men, but also for foreign-born and U.S.-born Hispanics. 

For example, the odds ratio for U.S.-born black men is reduced from 2.18 to 1.49 with 

controls for social and environmental variables. And for both foreign-born and U.S.-born 

Hispanic men, the odds of a household activity limitation, relative to U.S.-born white 

men, are reduced to 1.64 and 1.90, respectively. This does not completely attenuate the 

disparities in disability for any of these groups; in fact, they are all still statistically higher 

at the p<.05 level. However, it is clear that these are important factors in the explanation 

of race/ethnic and nativity differences in household activity limitations. 

Controls for health conditions are added in Model 3. Although most of the chronic 

conditions are associated with higher odds of self-care limitations, there is only modest 

change in the main effects of race/ethnicity and nativity, after controlling for chronic 

conditions. Differences between U.S.-born blacks and U.S.-born and foreign-born 

Hispanics, relative to U.S.-born whites, are still statistically significant. For example, the 
 84 



odds of a household activity limitation for foreign-born Hispanic men decreases from 

64% higher to 36% higher, relative to  U.S.-whites; however, this is still statistically 

significant at the p<.05 level. The case is similar for U.S.-born blacks and U.S.-born 

Hispanics, who have odds of household activity disability that are reduced to 37% and 

36% higher than for U.S.-born whites, a modest decline that does not completely 

attenuate these race/ethnic and nativity disparities.  

The addition of controls for physical capacity limitations in model 4 reveals that 

while functioning limitations are associated with higher odds of reporting a household 

activity limitation for men, there is no real change in the main effects of race/ethnicity 

and nativity. This is similar to the findings for women and is likely due to the bi-

directional relationship between physical functioning and the likelihood of reporting a 

household activity limitation. Thus, although physical capacity limitations are strongly 

related to household activity limitations, they do not alter the main effects of 

race/ethnicity and nativity differences in comparison to U.S.-born white males.  

DISCUSSION AND CONCLUSION 

Household activities limitations capture socially complex tasks that have both a 

cognitive and physical component and are generally necessary for living independently. 

This chapter documented significant race/ethnic and nativity disparities in household 

activity limitations for men and women aged 65 and over.  The analyses examined how 

key factors in the social environment, chronic health conditions, physical functioning, 

and disability attenuated these differences between race/ethnic and nativity sub-groups, in 

comparison to U.S.-born whites. The importance of this study cannot be overstated given 

the current and predicted demographic trends of a rapidly aging foreign-born population 

and steady increases in recent migration of older adults to the United States, along with 
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the increase in disability for the older non-white population. Increases in disability at 

older ages, along with a population structure that is rapidly aging, will have profound 

implications for public policy at the federal and state levels as healthcare expenditures 

rise. And at the same time families will face substantial increases in caregiving 

responsibilities as well as the financial burden of caring for older family members with 

serious disabilities.  

The findings in this chapter illustrate a very clear pattern of Hispanic 

disadvantage in household activity limitations, regardless of nativity, for men and 

women. These disparities are in part driven by key socioeconomic and environmental 

factors and chronic disease, but there is still an unexplained component of higher 

Hispanic disability that remains since, net of these controls, Hispanics continue to have 

significantly higher disability odds. Most likely the root causes of disability for foreign-

born Hispanics can be found in their more physically taxing and disabling employment 

conditions and stressful life circumstances.  And for those who migrated at older ages, 

exposure to a difficult environment in their home countries likely explain why foreign-

born Hispanics have high disability net of socioeconomic status. These findings support 

recent research that finds that social factors such as education have a smaller protective 

effect on health for the foreign-born, especially those who migrated as adults 

(Gubernskaya 2014). The “healthy immigrant effect” is generally found to be smaller for 

individuals who migrate at older ages, since they likely migrate to join family rather than 

for occupational reasons (Jasso et al. 2004). While Hispanic immigrants in these data 

who did migrate in early adulthood were likely healthy since they were pursuing labor 

opportunities in agriculture, construction, and the service sector, decades of physically 

taxing labor along with limited access to healthcare and difficult economic conditions 

combined to erase any health advantage in later life. Health erosions may hold even more 
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strongly for foreign-born female Hispanics in late life since their lives also historically 

included caregiving for large families of children and older relatives, along with difficult 

jobs in the service industry and within the domestic arena, such as working in hotels and 

private homes. The accumulative effects of decades of social and environmental 

disadvantage likely explains a large portion of the overwhelming disability foreign-born 

male and female Hispanics face for this particular historical time period. 

Household activities such as banking, shopping, and managing finances also 

generally require English language proficiency, familiarity with financial institutions and 

other skills that foreign-born Hispanics may not have acquired.  The nature of IADL and 

household limitations make them less likely to be performed not only by the very poor 

but also by older individuals who have any cognitive limitations that make 

communication challenging, or difficulty with literacy and writing skills, as well as 

limited access to internet technology that could assist with these tasks. For this cohort of 

older individuals who were born between roughly 1920 and 1946, these tasks are most 

likely challenging for those individuals who were or are currently financially 

impoverished, foreign-born, or a member of a disadvantaged minority group that had 

limited educational and occupational opportunities. For example just one-half of 

individuals over the age of 65 report using the internet; however, that proportion is most 

likely limited to individuals who do not experience IADL disability (Freedman et al. 

2012; Pew Research Center 2012). 

Both male and female US-born blacks also have similarly high odds of household 

limitations relative to U.S.-born whites, which are almost completely attenuated for 

women once social and environmental factors and health conditions are controlled. The 

extremely high levels of household activity limitations for U.S.-born blacks are most 

likely in large part a function of their disadvantaged socioeconomic status since this 
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measure of disability is very sensitive to socioeconomic resources. In a recent study, 

Thorpe and colleagues (2014) found that U.S.-born blacks reported similar IADL 

disability levels as U.S.-born whites living in similar social and environmental conditions 

with similar income (urban, low income urban neighborhoods) and resources. This study 

supports my finding that for U.S.-born blacks, income and other social environmental 

factors account for a great deal of the race/ethnic disparities in IADL disability. 

Controlling for household income and education does not completely attenuate this 

difference since household activities are perhaps more reliant on technology and the built 

environment than other types of limitations (i.e. self-care limitations). For example, doing 

laundry is a great deal more difficult for individuals who do not own the necessary 

equipment in the home since it then requires more lifting and carrying, etc. Thus, 

individuals who live on a small fixed income or live in rented housing are more likely to 

report a limitation since they don’t generally have access to a washing machine in their 

home. In this way, household task limitations may capture more of the adverse living 

conditions that disadvantaged minority groups and the foreign-born experience as well as 

the environment they must navigate. For U.S.-born blacks, this is likely the result of 

many decades of institutional discrimination, blocked opportunities, and financial stress 

that results in retirement being a time of financial and health difficulties that are tightly 

interwoven and result in high levels of household activity disability. 

Unfortunately, the data do not include timing of migration so it is impossible to 

parse out how migration timing and processes are associated with household limitations. 

It is possible that factors such as health selectivity, return migration of older immigrants 

or those in poor health, and type of visas have impacts on the disability patterns shown in 

this chapter. Additional limitations include the inability to observe changes over time due 

to the cross-sectional nature of the data and small cell seizes for some sub-groups. In 
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addition, results of this analysis should be interpreted with caution since the associations 

between socioeconomic status, living arrangements, chronic health conditions, and 

physical capacity/functioning and disability may be bi-directional to some extent. Future 

studies that use the NHATS data longitudinal component are needed to better assess the 

causal processes of disability discussed in this chapter.     

In spite of these limitations, the findings in this chapter provide evidence for a 

better understanding of the key primary pathways that shape health in later life and the 

intersections of gender, race/ethnicity, and nativity that combine to create distinct 

disability outcomes at older ages, depending on unique group membership. As the 

population structure continues to grow older and more diverse, additional research is 

needed to better understand and meet the unique needs of growing sub-groups of 

minority and foreign-born elders. These groups face a higher burden of disability and are 

at risk of spending their last decades of life in very poor health, residing in institutions or 

living in abject poverty, with disabilities that make independent living difficult or 

impossible. In addition, this will be a very heavy financial burden for taxpayers, states, 

and families as the older population grows increasingly larger over the next few decades. 

This heterogeneous group of seniors – particularly foreign-born Hispanics and U.S.-born 

minority groups – are the same groups that have spent their lives in adverse social and 

work environments. This chapter shows that they also experience much higher odds of 

disability in late life. Clearly, reducing the future levels of disability experienced by these 

disadvantaged and growing minority populations will be hugely important for societal 

well-being. This chapter shows that reducing lifetime socioeconomic disadvantages 

among these groups will be very important in moving toward the goal of better late life 

health for all members of our diversifying society. 
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Table 4.1 Weighted Descriptives by Race/Ethnicity and Nativity for U.S. Males, Aged 65+ 

 

 
  

FB-Hisp US-Hisp FB-Black US-Black FB-Other US-Other FB-White US-White Tota l

Age: Mean (st dev) 74.8 (7.4) 75.3 (7.2) 74.9 (7.2) 75.1 (7.5) 74.6 (7.0) 73.7 (7.9) 77.2 (7.7) 75.9 (7.5) 76.2 (7.9)
Education
     Less than H.S. 70.1 43.2 53.2 41.3 46.1 20.0 23.9 19.0 19.1
     H.S. or More 29.1 56.8 46.8 58.7 53.8 80.0 76.1 81.0 80.9
Household Income 
     < $13,000 54.2 56.1 23.3 57.3 24.5 45.4 10.3 21.6 21.2
     $13,000-$24,999 30.4 24.0 26.6 19.1 25.2 17.1 15.4 26.1 26.6
     $25,000-$49,999 12.0 13.5 28.5 14.4 21.9 18.1 30.6 22.2 22.8
     $50,000  or more 3.4 6.4 21.6 9.2 28.5 19.4 43.8 30.1 29.4
Living Arrangements
     Others only or Spouse and others 53.7 43.2 52.7 48.3 52.5 28.9 21.5 20.5 19.9
     Live Alone 20.3 33.3 41.3 39.6 15.4 40.0 40.3 41.6 42.0
     Live with Spouse Only 26.0 23.5 6.0 12.1 32.1 31.1 38.2 37.9 38.1
Marital Status
     Married 40.7 32.3 17.5 22.2 52.1 36.8 42.5 45.4 45.1
     Widowed/Single/Divorced 59.3 67.7 82.5 77.8 47.9 63.2 57.5 54.6 54.9
Chronic Health Conditions
     Arthritis 63.9 63.9 61.2 64.5 53.2 53.3 53.4 61.4 61.2
     Cancer 11.1 14.5 10.9 13.4 15.7 24.0 21.0 26.4 26.0
     Heart Disease 11.0 9.2 13.1 15.0 8.2 4.4 16.3 16.3 16.5
     Hypertension 78.0 70.8 84.0 81.4 65.3 60.9 65.4 66.9 67.2
     Stroke 10.1 12.4 13.9 12.8 5.0 14.6 8.3 10.0 10.2
     Diabetes 30.0 38.8 43.6 38.3 23.6 25.6 21.1 18.5 19.0
Physical Capacity: Difficult/Unable
     Walking 6blks 49.6 54.4 50.0 52.6 33.9 32.3 40.8 39.7 40.1
     Climbing 20 stairs 51.1 50.4 46.6 48.0 30.9 26.1 34.3 31.2 31.6
     Carrying 20lbs 57.3 49.9 49.5 53.0 51.9 23.3 35.3 35.0 35.6
     Kneeling 71.7 78.0 84.4 73.3 53.8 53.8 61.2 67.3 67.9
     Bending 64.7 52.1 69.0 46.4 39.7 24.1 42.0 30.2 31.2
     Reaching Overhead 80.7 76.0 67.5 68.3 59.1 72.6 64.1 61.8 62.4
    Grasping small Objects 32.3 24.8 27.5 25.6 9.3 12.1 9.5 12.5 13.1
     Peak Air Flow (Poor) 81.9 73.6 81.0 78.8 76.0 71.0 66.6 71.1 71.6
     Grip Strength (Poor) 93.8 93.5 87.8 75.9 69.9 70.2 81.3 80.2 80.2
     Balancing (Poor/Unable) 65.3 65.7 57.2 66.0 52.3 61.8 55.5 54.9 55.3
Household Limitations: One or More 53.6 52.9 42.5 54.7 42.7 36.2 29.5 34.7 35.9

Source: National  Heal th and Aging Trends  Survey, 2011

N=4,342
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Table 4.2 Weighted Descriptives by Race/Ethnicity and Nativity for U.S. Males, Aged 65+ 

 

 

 

 

 
  

FB-Hisp US-Hisp FB-Black US-Black FB-Other US-Other FB-White US-White Tota l

Age: Mean (s t dev) 74.3 (6.7) 74.1 (7.0) 72.3 (6.0) 73.7 (6.5) 74.6 (5.7) 74.3 (6.4) 74.7 (7.5) 74.5 (6.9) 74.7  (7.0)
Education
     Less  than H.S. 70.5 39.1 21.6 46.2 27.6 26.4 23.4 18.8 19.6
     H.S. or More 29.5 60.9 78.4 54.8 72.4 73.6 77.6 81.2 80.4
Household Income 
     < $13,000 44.9 15.0 29.1 23.3 37.7 24.5 17.5 10.3 10.5
     $13,000-$24,999 29.3 30.4 18.6 26.6 28.3 25.2 15.7 15.4 15.9
     $25,000-$49,999 20.8 29.3 26.4 28.5 12.7 21.9 28.6 30.6 30.2
     $50,000  or more 5.0 25.3 25.9 21.6 21.4 28.5 38.2 43.7 43.4
Living Arrangements
     Others  only or Spouse and others 41.9 40.7 43.0 32.1 43.3 29.5 25.8 17.2 17.8
     Live Alone 15.1 21.8 18.0 26.1 16.0 20.2 23.7 18.0 18.8
     Live with Spouse Only 43.0 37.5 33.2 41.8 32.7 50.3 19.5 64.8 64.3
Mari ta l  Status
     Married 68.9 55.1 61.7 56.4 73.9 61.4 76.3 73.2 73.1
     Widowed/Single/Divorced 31.1 44.9 38.3 43.6 26.1 38.6 23.7 26.8 26.9
Chronic Heal th Conditions
     Arthri ti s 41.2 41.0 28.4 45.7 26.6 39.6 41.8 45.3 45.5
     Cancer 11.6 13.2 17.5 25.5 19.1 20.4 23.6 30.8 31.0
     Heart Disease 17.8 14.4 9.3 17.9 17.2 22.5 20.0 20.8 21.4
     Hypertens ion 53.0 67.7 69.8 78.4 63.2 57.4 55.4 61.3 62.4
     Stroke 6.4 16.0 3.0 13.0 11.7 16.3 8.4 10.0 10.5
     Diabetes 29.5 44.5 31.3 35.3 35.3 41.5 21.8 25.1 25.9

     Walking 6blks 33.6 35.4 11.8 34.6 24.0 28.4 20.1 23.7 24.0
     Cl imbing 20 s ta i rs 39.2 32.3 10.3 31.6 17.4 26.0 15.9 17.8 18.2
     Carrying 20lbs 33.6 23.7 12.8 26.7 21.8 22.3 20.4 15.0 15.8
     Kneel ing 47.1 56.9 25.2 44.9 40.0 39.5 38.6 40.0 40.5
     Bending 74.9 67.0 33.5 46.2 61.4 41.1 38.5 37.1 37.8
     Reaching Overhead 18.5 19.6 6.9 14.3 17.3 13.5 9.6 9.6 10.2
     Grasping smal l  Objects 39.1 26.0 23.6 33.5 17.5 23.4 28.2 29.9 30.0
     Peak Ai r Flow (Poor) 45.2 30.5 36.7 39.7 35.2 44.4 30.1 24.5 24.8
     Grip Strength (Poor) 39.7 34.5 31.7 25.6 35.6 29.7 29.7 19.2 19.6
     Ba lancing (Poor/Unable) 55.2 52.6 42.6 49.1 40.2 40.1 39.4 43.3 43.4
Household Limitations : One or More 42.6 40.9 34.5 46.7 34.7 22.5 24.2 23.7 24.1
N=3,117

Phys ica l  Capaci ty: Di fficul t/Unable

Source: National  Heal th and Aging Trends  Survey, 2011
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Table 4.3: Odds Ratios for Predicting Household Activity Limitations, U.S. Females Aged 65+ 

    Model 1 Model 2 Model 3 Model 4 

Race/Ethnicity/Nativity (ref=White, U.S.-born)      
     Hispanic Origin, foreign -born  2.70* 2.06* 1.90* 1.87* 
     Hispanic Origin, US -born  2.24* 1.79* 1.68* 1.70* 
     Black, foreign -born  2.19* 1.55* 1.29 1.24 
     Black, US -born  3.34* 2.11* 1.22 1.20 
     Other, foreign -born  1.32* 1.21 1.18 1.19 
     Other US-born  1.26* 1.02 0.89 0.87 
     White, foreign-born  1.17 1.12 1.03 1.10 
Age  1.09* 1.09* 1.09* 1.05* 
Education (ref=H.S. or more)      
     Less than H.S.   1.44* 1.15 1.14 
Household Income (ref: $50,000 +)      
    < $12,999   3.05* 2.63* 2.23* 
   $13,000-$24,999   1.77* 1.45* 1.31* 
   $25,000-$49,999   1.15 1.02 1.03 
Living Arrangements (ref=Live with Spouse only)      
     Live with spouse and others or just others   2.44* 2.33* 1.65* 
     Live Alone   1.02 0.96 0.62 
Marital Status (ref=Married)      
     Divorced/Widowed   1.12 0.98 0.88 
Chronic Health Conditions      
     Arthritis    1.44* 1.49* 
     Cancer    1.33* 1.21 
     Heart Disease    1.37* 1.41* 
     Hypertension    1.11 1.02 
     Stroke    1.97* 1.56* 
     Diabetes    1.66* 1.38* 
Physical Capacity (0/1)      
     Walk 6 Blocks     1.49* 
     Climbing 20 stairs     1.71* 
      Able to carry 20 pounds     2.23* 
       Kneeling     1.23* 
       Bending     1.71* 
      Able to reach overhead     1.25 
      Able to grasp small objects     1.27 
      Peak Air Flow     1.59* 
      Grip Strength     2.23* 
      Balance Score     3.26* 
Likelihood Ratio  177.4* 246.7* 389.4* 490.2* 
Degrees of Freedom  26.00 20.00 36.00 62.00 
 *p<0.05  N=4,342           
Source: National Health and Aging Trends Survey, 2011       
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Table 4.4: Odds Ratios for Predicting Household Activity Limitations, U.S. Males Aged 65+ 

    Model 1 Model 2 Model 3 Model 4 

Race/Ethnicity/Nativity (ref=White, U.S.-born)      
     Hispanic Origin, foreign -born  2.09* 1.64* 1.36* 1.28* 
     Hispanic Origin, US -born  1.90* 1.48* 1.30* 1.30* 
     Black, foreign -born  1.44* 1.14 0.96 1.07 
     Black, US -born  2.18* 1.49* 1.37* 1.33* 
     Other, foreign -born  1.39 0.86 1.05 0.96 
     Other US-born  0.81 0.63 0.53 0.43 
     White, foreign-born  1.35 1.31 1.35 0.94 
Age  1.07* 1.07* 1.07* 1.04* 
Education (ref=H.S. or more)      
     Less than H.S.   1.57* 1.20 1.14 
Household Income (ref: $50,000 +)      
    < $12,999   2.89* 2.16* 2.05* 
   $13,000-$24,999   2.26* 2.12* 1.87* 
   $25,000-$49,999   1.36* 1.21* 1.11 
Living Arrangements (ref=Live with Spouse only)      
     Live with spouse and others or just others   2.11* 1.87* 1.62* 
     Live Alone   0.63 0.59 0.58 
Marital Status (ref=Married)      
     Divorced/Widowed   1.87* 1.66* 1.23* 
Chronic Health Conditions      
     Arthritis    1.33* 1.31 
     Cancer    1.23 1.09 
     Heart Disease    1.25* 1.15 
     Hypertension    1.54* 1.56* 
     Stroke    3.43* 3.01* 
     Diabetes    1.42* 1.20 
Physical Capacity (0/1)      
     Walk 3 Blocks     1.62 
     Climbing 20 stairs     1.22 
      Able to carry 20 pounds     2.03* 
       Kneeling     1.88* 
       Bending     1.9* 
      Able to reach overhead     1.08 
      Able to grasp small objects     1.10 
      Peak Air Flow     1.65* 
       Grip Strength     1.89* 
      Balance Score     2.63* 
Likelihood Ratio  169.2* 224.1* 288.2* 312.5* 
Degrees of Freedom  28.00 22.00 38.00 58.00 
*p<0.05  N=3,117           
Source: National Health and Aging Trends Survey, 2011       
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Figure 4.1 Conceptualization of Race/Ethnicity, Nativity, Gender, Social Environment, and Older Adult Self-Care 
Limitations 
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Chapter 5: Conclusion 

KEY FINDINGS AND CONTRIBUTIONS  

Although the demographic profile of the United States is growing older and more 

diverse in terms of race/ethnicity and country of origin, substantial inequalities in 

functioning and disability between sub-groups still remain. In addition, these differences 

appear to be growing wider for non-white groups and for those with lower education in 

both middle and late life (Schoeni et al. 2005). Unfortunately, most studies on immigrant 

health focus on young ages and very little research assesses the functioning of a broad 

array of race/ethnic and nativity groups in later life. However, documentation of and 

explanations for race/ethnic and nativity disparities in functioning and disability at older 

ages is crucial given that the size of the older population is projected to nearly double 

between by 2050, with the fastest growth among the foreign-born and race/ethnic 

minorities (US Census Bureau 2012). This rapid growth in the composition of older 

minority groups and immigrants at ages 65 +, along with the decline of U.S.-born whites 

in this age group, creates a population of vulnerable older adults that are more likely to 

experience declines in functioning and disability as they grow older, and in many cases 

these disadvantages will make independent living difficult or impossible for these 

particular race/ethnic and nativity sub-groups. 

This dissertation builds on prior research and fills gaps in current scholarship on 

race/ethnic and nativity disparities in functioning and disability. I document disparities in 

functioning and disability across a broad range of race/ethnic and nativity groups and 

examine the role that socioeconomic and social environmental factors play in explaining 

these differences by race/ethnicity and nativity, for both men and women. Specifically, 

this dissertation answers the following questions: 1.) How does the prevalence of 
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Activities of Daily Living (ADLs), Instrumental Activities of Daily Living (IADLs), and 

Nagi-type functional limitations differ across 13 broad race/ethnic/nativity groups, 

stratified by gender, during both middle and late life? 2.) How do self-care limitations 

and household activity limitations differ by race/ethnicity and nativity, stratified by 

gender, for adults aged 65 and older? 3.) To what extent do socioeconomic and social 

characteristics, health conditions, physical capacity, and functional limitations explain 

race/ethnic and nativity disparities in these two measures of disability? 

In this concluding chapter I summarize the findings of each of my three empirical 

analyses and discuss the significance of these findings and how they contribute to the 

larger overall scholarship on sociodemographic differentials in disability for older adults. 

I also discuss the limitations in my research and questions that could not be addressed 

with the data sources I used. And finally, I outline the policy implications of this research 

and suggest future directions for research on race/ethnic and nativity disparities in 

functioning and disability based on my findings. 

The first empirical chapter documented race/ethnic and nativity differences in 

three measures of disability/physical functioning for men and women in both middle and 

later life. I distinguished among foreign-born and U.S.-born whites, non-Hispanic blacks, 

Mexican Americans, Other Hispanics, and Asian Americans. I also included foreign-born 

Cuban Americans and both island-born and mainland-born Puerto Ricans. I used 

aggregated individual level data from the NHIS spanning 1998 to 2011 in order to make 

these comparisons. My findings are consistent with the healthy immigrant hypothesis for 

both male and female foreign-born sub-groups in mid-life. Specifically, foreign-born 

Mexicans, Cubans, Other Hispanics, Asians, blacks, and whites all have comparable and 

in some cases lower proportions of functional limitations and ADL/IADL disability than 

U.S.-born whites. However, this pattern of immigrant advantage is reversed at older ages 
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(65-74, 75-84, and 85+) for most groups. For both women and men, immigrant 

advantages/similarities relative to U.S.-born whites disappear and with the exception of 

foreign-born Cubans, become disadvantages at ages 65 and above. Moreover, most U.S.-

born minority groups have significantly higher levels of functional limitations than U.S.-

born whites in both mid- and late life. My results confirm that any foreign-born 

advantage documented in middle life is reversed and becomes a disadvantage in later life 

for disability and physical functioning.  This study represents one of the first detailed and 

comprehensive analyses of multiple indicators of disability across a broad range of 

race/ethnic and nativity groups and thus provides critical insight into the patterns of 

functioning in middle and late life for disadvantaged and immigrant sub-groups in the 

second half of life.  

The second empirical chapter used data from the NHATS to both assess and 

further explain the extent to which socioeconomic and social characteristics, health 

conditions, and physical capacity explain race/ethnic and nativity disparities in self-care 

limitations for adults aged 65 and older. Self-care limitations include difficulty eating, 

getting cleaned up, using the toilet, and getting dressed. In contrast to my first study and 

traditional disability research that relies almost exclusively on the traditional disablement 

process to measure traditional ADL/IADL disability, I introduced a new conceptual 

framework that draws from the NHATS framework and measures and establishes a 

primary pathway for disability and functioning that begins with race/ethnicity, nativity, 

and gender. I further included an intersectionality approach since gender, race/ethnicity, 

nativity, and social class intersect to create multiple dimensions of inequality and 

disadvantage. My results found a very clear pattern of Hispanic disadvantage in self-care 

limitations for both men and women. This pattern was most deleterious for foreign-born 

Hispanics, with this group displaying significantly higher odds of self-care limitations 
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even after controlling for socioeconomic resources, the social environment, chronic 

health conditions and physical functioning. My findings point to the importance of 

including key primary pathways in disability research of the older population and 

underscore the significance of taking into account the intersections of race/ethnicity, 

nativity and gender that come together to uniquely shape self-care limitations in later life.  

The third empirical chapter also used NHATS data and my new conceptual 

framework, along with an intersectionality theory, to assess race/ethnic and nativity 

differences in household activity limitations. Household activity limitations include the 

ability to do laundry, shop for groceries, make hot meals, handle bills/banking, and 

perform routine financial tasks. Unlike most other indicators of disability that measure 

largely physical tasks, household activity limitations include a more complex set of 

activities that contain both a cognitive and physical component. These limitations are also 

more sensitive to the built environment, language proficiency, and literacy skills. In 

addition to functioning difficulty, this measure likely reveals gaps in socioeconomic 

resources as well as education between race/ethnic and nativity sub-groups. My findings 

provided evidence of significant race/ethnic and nativity disparities in household 

limitations that are at least partially driven by socioeconomic and environmental factors. 

Again, the pattern of Hispanic disadvantage is very clear for both male and female sub-

groups, and there is a component driving these high disability rates that is not explained 

by social resources, the social environment, or chronic disease since Hispanics continue 

to show higher odds of disability net of these controls. These findings illustrate the 

importance of research into additional factors, such as physically taxing and disabling 

employment conditions, that set the stage for higher disability rates for Hispanics who 

migrate to the United States as adults to pursue employment or reunite with family. 
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LIMITATIONS 

Although this research contributes to the existing literature on race/ethnic and 

nativity disparities in disability and functioning, there are certainly limitations. One of the 

main limitations of this study is that these data do not include types of visas, ages at 

which respondents migrated, or return migration of older immigrants in poor health. 

Thus, I cannot determine how these migration processes impact patterns of disability and 

functioning.  Moreover, older adults pass in and out of disability (Lynch, Brown, and 

Taylor 2009) and I am not able to capture these nuances, since the cross-sectional nature 

of the datasets I use makes it impossible to document change over time.  Because of 

small sample sizes in some sub-groups, the study was not able to assess how respondents 

accommodate successfully to navigate their environment with assistive devices. Thus, 

disability measures are conservative and should be interpreted with caution. 

There are limits in the power of the data sets used since many of the sub-group 

sizes are relatively small.  And they are heterogeneous in their composition; thus, I could 

not parse out country of origin for the foreign-born. However, because I used these 

relatively small groups, I was able to provide disability estimates on race/ethnic and 

nativity groups that are understudied at these older ages. In addition, after adjusting for 

socioeconomic and key environmental factors, gaps in disability remain for Hispanics 

sub-groups in comparison to U.S.-born whites. Factors such as discrimination, physically 

taxing occupations, and U.S. migration policies may be responsible for some of these 

disadvantages in functioning; however, the dataset does not include measures to parse out 

these factors.  

POLICY IMPLICATIONS  

In light of my findings on race/ethnic and nativity disparities in five different 

measures of disability during later life, along with the current and predicted demographic 
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trends of a rapidly aging foreign-born and minority population and continued increases in 

migration of older adults to the United States, the need for policy aimed toward reducing 

these health disparities is important now and in the future. Without changes in health 

policy, nursing home admissions will increase as will the cost of home healthcare and 

caregiving for this aging and diversifying older population. In addition, some sub-groups 

will face a disproportionate burden of disability and likely spend the rest of their lives in 

institutions and in poor health. These are the very same groups that currently face higher 

poverty rates and worse health at older ages after many decades of accelerated aging, 

physically taxing work, and the stress of caregiving for both children and aging family 

members. Policies aimed at reducing future levels of disability for these disadvantaged 

and minority sub-groups will make a significant impact on the overall health of our 

society.  Researchers agree that the future of disability in the U.S. depends in large part of 

how our country prepares for and manages the complex array of fiscal, medical and 

technological developments that are necessary for the large population of individuals 

moving toward older ages (Field and Jette 2007; Freedman et al. 2014). 

Chapters 3 and 4 found that socioeconomic resources and key environmental 

factors play an important role in disability for the foreign-born and disadvantaged 

minority groups. Policy aimed at preventing disability should focus on increasing 

educational opportunities for these disadvantaged sub-groups earlier in life so that they 

have better occupational prospects and are less likely to spend decades in unskilled or 

semi-skilled physically taxing jobs that take a serious toll on their health and functioning 

and lead to disability in mid- and late life.  In addition, because household activity 

limitations are impacted by language skills and literacy, education aimed at increasing the 

proficiency of these factors for foreign-born individuals would also work to reduce 

disability in later life. Increasing skills in technology, such as teaching older adults to 
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handle routine financial tasks, use a computer, and cook convenient meals in the 

microwave would work to mitigate some of the household activity limitation disparities. 

These ideas call for renewed efforts to develop initiatives and forward thinking strategies 

aimed at reducing disparities through various types of educational policy.  

FUTURE DIRECTIONS 

This dissertation not only reveals important policy implications, it also uncovers 

important directions for future research for the overall health and well-being of our 

rapidly growing and aging population.  

A common theme throughout all three empirical chapters is the absence and even 

reversal of the “healthy immigrant effect”, in particular for the Hispanic foreign-born in 

later life disability and functioning.  Additional research on the processes that work to 

reverse the healthy immigrant effect are crucial for reducing the disproportionately high 

burden of disability for foreign-born Hispanics. For example, when does the healthy 

immigrant effect begin to erode and eventually become disadvantageous for health? What 

factors are largely responsible for this reversal in good health and why does it apply most 

strongly to Hispanic immigrants? Recent research documents the lack of a “Hispanic 

Paradox” in disability (Hayward et al. 2014). However, less research explores how this 

reversal plays out at older ages and results in severe disability in the last decades of life, 

especially for foreign-born Hispanics. There are clearly significant differences in the 

factors that impact disability rates by sub-group and further research into these 

explanations will become increasingly important as our population structure grows older 

and healthcare needs rise. Otherwise, groups such as foreign-born Hispanics will occupy 

an increasingly larger segment of the older population --living longer lives with far more 

years spent in poor health. 
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Additionally, future research should incorporate theory that includes focus on 

intersections of race/ethnicity, nativity, and gender in research on late life disability.  

These demographic factors are linked to primary environmental influences and strongly 

associated with health.  For example, women have longer life expectancies than men and 

are more likely to spend years in caregiving roles for children and family members. They 

are also more likely to be widowed and to live alone. Thus, their additional years of life 

are accompanied by additional hardships and less opportunity for spousal support in later 

life. Race/ethnicity and nativity can potentially involve even more disadvantage as 

women who are foreign-born and/or from a disadvantaged race/ethnic group are also 

more likely to have fewer socioeconomic resources to rely on during later life. My 

findings underscore the importance of socioeconomic and social environmental factors in 

disability, with findings that indicate that women who live with multiple dimensions of 

disadvantage have the highest burden of disability. Future lines of research into disability 

and functioning in later life should seek to better understand how these unique group 

memberships come together to form different patterns and trajectories of disability in late 

life.   

Lastly, my dissertation highlights the importance of social and environmental 

factors in mitigating disability disparities between race/ethnic and nativity sub-groups. 

Future research should elucidate how socioeconomic and environmental factors come 

together to create patterns and trajectories of disadvantage for entire sub-groups of older 

individuals. The future of millions of Americans moving toward retirement age is at stake 

now more than ever before as our population structure becomes older and more 

minorities and immigrants occupy these older age groups.  Resources must be spent on 

making progress toward reducing health disparities for older vulnerable sub-populations 
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and preparing policymakers and healthcare providers for an increasingly diverse older 

population.  
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