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RELIABILITY AND VALIDITY OF SELF-REPORTED HEALTH STATUS 

AMONG U.S. ADOLESCENTS 

 

ABSTRACT 

PURPOSE: This study examines the reliability and validity of standard self-reported health 

measures among adolescents paying particular attention to differences across racial and ethnic 

groups.  METHODS: Using data from Wave 1 of the National Longitudinal Study of Adolescent 

Health (N = 13,275), this study compares the internal consistency, test-retest reliability, and 

convergent validity of survey-based health assessments among non-Hispanic white, non-Hispanic 

black, Asian-American, Hispanic, Native American, and Multi-Racial adolescents. RESULTS: 

Self-reported morbidity demonstrates an acceptable level of internal consistency (α = .775) but 

low test-retest reliability (ρ=.393). Likewise, self-rated health demonstrates poor test-retest 

reliability (K=.272). However, self-rated health and self-reported morbidity operate in predictable 

ways across measurement occasions providing indirect evidence for the construct validity of these 

measures. These results are not similar across race/ethnic groups. CONCLUSIONS: Adolescent’s 

self-reported health status is temporally and contextually specific and population health estimates 

should not rely on data obtained from survey questionnaires administered to children and 

adolescents. 

 

Keywords: Race/Ethnicity, Validity, Reliability, Self-Rated Health, Self-Reported Morbidity, 

Adolescents. 
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INTRODUCTION 

 A large body of research examines the reliability and validity of health assessments 

obtained from social surveys (1,2). These studies have helped to refine existing survey 

questionnaires and to clarify important health-related domains, however, this research focuses 

almost exclusively on adults and little is known about the reliability or validity of survey based 

health assessments administered to children and adolescents.  Likewise, researchers have noted 

important race/ethnic differentials in the reliability and validity of self-reported health measures 

(3,4) but to date no existing research has examined these relationships among younger 

respondents.  This paper uses data from the National Longitudinal Study of Adolescent Health to 

evaluate the internal consistency, test-retest reliability, and construct validity estimates of health 

questions administered to younger respondents. Because one of the explicit purposes of the Add 

Health study is to investigate racial and ethnic disparities in health-related outcomes this study 

purposely oversamples minority respondents. This facilitates a comparison of reliability and 

validity of survey administered health assessments across a nationally representative sample of 

black, Hispanic, Asian, Native American, and white adolescents that is not possible with other 

existing data sets. 

 

OBJECTIVES 

 The purpose of this study is to address the following four research questions: 

1. Is self-rated health a reliable measure of health status among adolescents? 

2. Are standard self-reported morbidity items reliable measures of health status among 

adolescents? 

3. Are self-rated health and self-reported morbidity valid measures of health status among 

adolescents? 

4. Does the reliability and validity of self-rated health and self-reported morbidity vary 

across racial and ethnic groups? 
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SELF-REPORTED HEALTH STATUS 

 A number of studies have examined the reliability and validity of self-reported morbidity 

among adults by comparing an individual’s report of their physical well-being to a physician’s 

assessment of their current health status (6-10).  While the strength of these associations vary 

according to the specific disease (11), in general, this body of research finds that adult’s 

descriptions of their physical health status and recall of specific health problems closely resembles 

the reports of trained medical examiners. Indeed, in one study the researchers find self-reported 

health status to be a stronger predictor of subsequent mortality than physician assessed health 

status (5) suggesting that self-reported health measures may be appropriate operationalizations of 

“health” among adults. 

 Little research has examined the reliability or validity of self-reported health data obtained 

from children and adolescents.  Some have found that survey responses regarding children’s health 

(ages 5-13) demonstrate considerable internal consistency, temporal reliability, and concurrent 

validity but these analyses used data from the parents of the children and do not include children’s 

self-reports (12).  Using the Diagnostic Interview Schedule for Children-Revised to estimate the 

test-retest reliability of several commonly used operationalizations of well being, some have 

documented robust kappa coefficients (e.g. > .75) for measures based on parental reports of 

general anxiety, oppositional defiant behavior, and attention deficit hyperactive disorder among 

their children (13) but when these tests were administered to children responses were notably less 

reliable with kappa coefficients ranging from .33 to .54 (13).  Reliability was particularly 

troublesome with respect to temporally specific questions such as duration and onset of the 

condition. With respect to health related behaviors, there is evidence that adolescents’ responses to 

questions about health promoting activities (e.g., exercise and nutritional awareness) may be more 

reliable than those regarding health risks (e.g., smoking) (14, 15). This body of work suggests that 

researchers should interpret results from structured diagnostic assessments from relatively young 
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children (i.e., elementary school-aged or earlier) and standard survey assessments of health-related 

behaviors with caution.   

  To date there remains little empirical evidence regarding the reliability or validity of self-

rated health (SRH) and self-reported morbidity (SRM) among adolescents, two of the most 

common survey based health assessments. These two measures are easily obtained from 

interviewer administered and self-administered survey questionnaires and are widely believed to 

be reliable and valid operationalizations of current health status as they consistently predict 

subsequent health, illness, and mortality among adults (5, 37, 38). The existing work on reliability 

and validity of health-related measures among adolescents has been restricted to small (e.g., n < 

50) community-based studies and  no existing studies have explicitly investigated either SRH or 

SRM (39).  

 In addition, of the studies evaluating these relationships among adults, only a limited 

number have explored the validity of self-reported health measures across racial groups and those 

that do emphasize SRH rather than SRM (3, 4). The accurate assessment of physical health status 

among children is particularly important because adult health status is increasingly conceptualized 

in terms of a life-course perspective where injuries, physical insults, risky health behaviors, and 

poor nutrition early in life are believed to affect subsequent health well into adulthood and beyond 

(16,17).  More importantly, researchers continue to document pronounced race differentials in 

morbidity and mortality despite statistical controls for a number of important social and economic 

covariates that are believed to mediate these observed differentials (18). In other words, race-

specific differentials in physical health status at early ages coupled with chronic stressors 

throughout the life course (19) may independently contribute to widening race differentials in 

health among adults. Therefore, the accurate identification of health status among adolescents is 

particularly important to those concerned with ameliorating persistently adverse health outcomes 

among racial and ethnic minorities in the US.   
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METHODS 

Data 

 All data used in these analyses come from wave 1 of the National Longitudinal Study of 

Adolescent Health (Add Health).  Add Health is a school-based, longitudinal study of 83,135 

youth in grades 7 through 12 (26). Data for Wave 1 were collected from youth from 80 high 

schools and 52 middle schools in the years 1994 and 1995 and follow-up in-home surveys were 

then conducted with 18,924 youth from the original sample (response rate 78.9 percent). The 

collection of repeated measures among children across contexts (e.g., school and home) make 

these data particularly useful for the present inquiry. In other words, internal consistency estimates 

of reliability can be compared to traditional test-retest reliability estimates to more fully describe 

the ways in which children respond to survey questionnaires about their physical health status.  

More importantly, the overrepresentation of black, Hispanic, and Asian children enables more 

refined group specific analyses that are a central concern of this paper.  The analyses presented 

here use only data from students who responded to health questions in both contexts (e.g., school 

and home). In total, 13,275 youth are used in the analyses. The average age of respondents in these 

analyses is 15.4 years with a standard deviation of 1.76. 

Measures 

 This study uses two measures of physical health status: (1) Self-Rated Health (SRH) and 

(2) Self-Reported Morbidity (SRM). First, all youth were asked to respond to the question “in 

general, how would you rate your health?” Response options included the following: (1) “Poor,” 

(2) “Fair,” (3) “Good.” (4) “Very Good,” and (5) “Excellent.” The wording and response options 

for self-rated health were identical in the at-home and in-school questionnaires.  Second, self-

reported morbidity was obtained from a list of questions regarding specific physical health 

problems.  In-school questionnaires asked the children the following: “Please tell me how often 

you have had each of the following conditions in the past month:” (1) “a headache”, (2) “a 

stomach ache or an upset stomach”, (3) “did you feel really sick”, (4) “did you wake up feeling 
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tired”, (5) “did you have skin problems, such as itching or pimples”, (6) “were you dizzy”, (7) 

“did you have chest pain”, (8) “did you have aches, pains, or soreness in your muscles or joints?” 

At-home questionnaires asked children to report the same conditions but instead asked “Please tell 

me how often you have had each of the following conditions in the past 12 months.” The measure 

SRM sums these values across the eight specific measures of morbidity for a minimum possible 

value of eight and a maximum possible value of 40 reflecting the worst and best health, 

respectively. 

 The Add Health study obtains information on the racial identification of respondents from 

a number of sources including children’s self-identification at home, children’s self-identification 

at school, parents’ self-identification, parents’ identification of their children, and interviewers’ 

identification. In these analyses, children’s self-reported racial identification is obtained from the 

at-home interview.  As children were instructed to indicate as many racial groups as they felt 

appropriate, the Add Health Data set permit more nuanced measures of racial identification than 

are otherwise available (20). Accordingly, seven racial groups are used in these analyses. Children 

that listed more than one racial group were coded as “Multi-Racial” (n = 670). In all other cases, 

children only indicated one racial group. These groups are as follows: (1) Non-Hispanic White (n 

= 6,909), (2) Non-Hispanic Black (n = 2,601), (3) Asian (n = 944), (4) Hispanic (n = 1,958), (5) 

Native American (n = 73), and those who reported “other” only (n = 120).  

Analytic Strategy 

 Three standard methods are used to assess the reliability of self-rated health and self-

reported morbidity among adolescents. First, a measure of internal consistency (21) is used to 

gauge within context reliability; the extent to which responses to eight physical morbidity 

questions can adequately capture adolescents’ physical health status (as an latent construct) in 

different settings and across race/ethnic groups. This is an important first step as subsequent 

analyses will utilize a standardized factor to describe physical morbidity where high scores 

represent “better health”. Second, two different statistical methods are used to evaluate between 
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context reliability which denotes one of the key interests of this paper. As respondents were asked 

to respond to similar questions in the two interviews (e.g., in school and at home), test-retest and 

repeated-measures techniques can be applied to gauge the reliability of health assessments 

administered to adolescents.  For SRH, the wording of the question and response alternatives are 

identical. Subsequently, Kappa statistics (22) are calculated for SRH responses in school and at 

home for the total sample and for each race/ethnic group separately. Kappa statistics provide a 

relatively parsimonious gauge of inter-rater and test-retest reliability (23) and describe the extent 

to which the observed agreement among raters (or similar responses on repeated measures) is 

greater than what would be expected by chance and is described by the equation 1:  

(1)    
E

EA

P-1
P-P

=K  

where EP  is the proportion of pairs that are expected to align, by chance, along the main diagonal 

of a two-way cross tabulation and AP is the proportion in agreement across the two assessments. 

The following guidelines are typically used to identify the extent to which the measures of SRH 

correspond across contexts: ≤ 0 “Poor;” 0 - .2 “Slight;” .2 - .4 “Fair;” .4 - .6 “Moderate;” .6 - .8 

“Substantial;” and .8 - 1.0 “Almost perfect.” (24)  

 Response options and the temporal characteristics of the self-reported morbidity measures 

varied across the in-home and at-school assessments. Respondents were still provided five 

response options, however, the in-school questionnaire asked children about the “past month” 

whereas the at-home questionnaire asked children about the “past 12 months.” Response options 

for the in-school interviews were coded accordingly: “Everyday” = 1; “Often” = 2; “Occasionally” 

= 3; “Rarely” = 4; and “Never” = 5. Likewise, response options for the at-home interviews 

referenced the past 12 months and were coded accordingly: “Everyday” = 1; “Almost Every Day” 

= 2; “About Once a Week” = 3; “Just a Few Times” =4; and “Never” =5. Because the wording of 

questions and the response options are different across the two interviews, the use of Kappa 

statistics would be inappropriate to assess reliability. Instead, the reliability of SRM is assessed by 



 

 9

calculating intra-class correlation coefficients are total sample and separately for each racial 

group.  All parameter estimates are obtained from a simple multi-level model (equation 2) in 

which observations (level 1) are nested within adolescents (level 2). Equation 2 is similar to a one-

way ANOVA with random effects model where 00γ represents the grand mean for a population of 

scores and error is specified between adolescents ( ju0 ) and between observations ( ije ). An intra-

class correlation coefficient (ρ) is derived from this model (equation 3) which describes the 

relative contribution of child-specific ( 2
uσ ) residual variance to the total residual ( 22

eu σσ + ) 

variance where observation-level error is captured with 2
eσ . Values for this coefficient range from 

0 indicating “no reliability” to 1 indicating “perfect reliability”. All models were estimated with 

SAS 8.2 PROC MIXED (25). 

(2)    ijjij euY ++= 000γ  

(3)     
22

2

eu

u

σσ
σρ
+

=  

 In addition to reliability this paper also investigates the validity of SRH and SRM. 

Validity of health measures is often assessed by comparing scores to a “gold standard” such as 

physician assessment of current health status. However when this standard is not available 

researchers will often assess the validity of a particular measurement(s) with convergent validity. 

By examining the extent to which two or more measurements of a particular trait (i.e., self-

reported health status) co-vary across repeated measurement occasions researchers can provide 

indirect evidence that the two measures capture important characteristics of the underlying 

construct of interest.  Multimethod-Multitrait analyses (40) can be used to assess these processes 

when the construct of interest (e.g., health) can measured two-or more ways with multi-item 

scales. These measures are then compared against one another and against different constructs that 

are measured with the same method. Convergent validity is identified when there are positive and 

significant correlations between measures of the same construct across measurement methods and 
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the same method across constructs.  These methods are particular to scale items and more 

importantly, they do not specifically address an important aspect of validity that this paper is 

concerned with. Namely, covariation associated with changes across measurement occasions. For 

example, a large number of adolescents may report significantly lower SRH at home when 

compared to this same assessment at school. However, the meaning of this difference is properly 

interpreted in relation to reports of SRM across the two contexts rather than the absolute sense. If 

there is no corresponding change in the cross-context assessment SRM then these measures can be 

seen as both unreliable and invalid. If, however, SRM and SRH change in similar ways across 

contexts, then these measures may take on traditionally defined notions of unreliability but they 

may also be seen as valid. In this sense, SRM and SRH measures would be capturing an important 

aspect of health status but the interpretation of the scores can only be understood within each 

particular context.  

(4)   i
h

ihhSCHOOLHOME exbSRHbbSRH +++= ∑
=2

10 )(  

  ),0(~ 2

iei NIDe σ  

(5)   
*

2

***
1

*
0 )( i

h
ihhSCHOOLHOME exbSRMbbSRM +++= ∑

=
           

  ),0(~ 2*
*
iei NIDe σ  

(6)   

~

1

~

0

~~
)( * exbby

ii ee ++=        

  
),0(~ 2

~

~
ie

NIDe σ
 

 In this paper, convergent validity of self-reported health status is assessed with a three-

step series of regression models. Equation 4 presents a multivariate ordinary least squares 
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regression model in which SRH from the in-home observation ( HOMESRH ) is regressed on SRH 

from the at-school observation ( SCHOOLSRH ). This model controls for mother’s education and 

marital status as well as children’s age and sex (presented as∑
=2h

ihh xb ) and specifies error term 

( ie ) that is normally distributed with a mean of 0 and a variance of 2

ie
σ . In a similar manner, 

controlling for mother’s education and marital status as well as children’s age and sex, SRM from 

the in-home observation ( HOMESRM ) is then regressed on SRM from the at-school observation 

and this model specifies and error term ( *
ie ) that is normally distributed with a mean of 0 and a 

variance of 2
*
ie

σ (see equation 5). Finally, in equation 6, the residuals from the SRM model ( *
ie ) 

are then regressed on the residuals for the SRH model ( ie ). If self-reported health measures 

demonstrate convergent validity, then the slope coefficient ( 1

~
b ) should be a positive and 

significantly different from 0 (p<.05). All models are estimated with the SVYREG procedure in 

STATA 7.0 which adjusts parameter estimates and subsequent standard errors for the complex 

sampling design of the Add Health study (27). 

RESULTS 

 Table 1 presents estimates obtained from three statistical methods to evaluate reliability of 

self-rated health and self-reported morbidity. First, within-context reliability is estimated for both 

at-school and in-home assessments with a measure of internal consistency (21) and these estimates 

are presented in the first two columns of Table 1.  Among all respondents, the reasonably high 

value (α = .775) indicates that a summary score of standard Likert scale SRM assessments 

provides a reliable estimate of physical health status among adolescents. Specifically, within each 

context those who report low levels on some indicators of health are also likely to report low 

levels on others. Likewise, with the exception of children who listed their race as “other” only, 

there are no significant race/ethnic differentials in internal consistency of SRM in the at-school or 
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in-home surveys.  It is important to note that SRM appears to be a somewhat less internally 

consistent measure of health status when the surveys are administered in adolescents’ homes (α = 

.672) instead of their schools.  This finding is most likely due to the recall period associated with 

the questions; the at-school questionnaires asked about health problems in the “past month” 

whereas the in-home questionnaires asked about problems in the “past year”.  

[TABLE 1 ABOUT HERE] 

 The second set of models in Table 1 estimate the reliability of survey-assessed health 

status among adolescents across social contexts. The third column in Table 1 presents Kappa 

statistics and illustrates test-retest reliability for self-rated health. According to these results, self-

rated health is only a “fairly reliable” (24) measure of health status among adolescents (K = .272). 

Test-retest reliability is highest among children who reported that their race was “other” only 

followed by Native American children and non-Hispanic white children and the reliability of SRH 

appears to be the weakest among multiracial respondents. To more effectively illustrate the 

observed unreliability of SRH as a measure of adolescents health status Table 2 presents a cross 

tabulation of SRH responses across contexts.  Here, perfect reliability (assuming no change in the 

underlying construct) would be evident if the responses were all contained along the main 

diagonal. In other words, we would expect the 137 students who reported their health to be “Poor” 

at school to also report their health to be “poor” at home. Instead, however, only 12 (9%) of the 

137 students that reported “poor” health at school also reported “poor” health at home and 49 of 

these same 137 students reported their health as either “very good” or “excellent” when asked at 

home. Likewise, 56 (7%) of the 862 students who listed their health as “fair” at school later 

reported their health to be “excellent” and another 179 (21%) of these students reported that their 

health was “very good”.  Again, these inconsistencies are summarized by the low Kappa 

coefficient in Table 1.  

[TABLE 2 ABOUT HERE] 
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 The final column in Table 1 presents between-context reliability estimates in the form of 

intra-class correlation coefficients (ρ). These estimates range from 0 to 1 and describe the extent to 

which variation in SRM is due to variation within children or across contexts where higher levels 

indicate more between context reliability. As with the results with SRH, SRM does not 

demonstrate a robust level of reliability; only 39.3 percent of the variation in SRM appears to be 

due to observations nested within children. And as with SRH these findings suggest that SRM is 

the particularly unreliable across contexts among non-Hispanic black children. However, the 

observed unreliability in SRH among Hispanic adolescents does not appear to be as significant 

when considering SRM. Indeed, following multi-racial adolescents, Hispanic adolescents had the 

lowest observed test-retest reliability in SRH but nearly the highest test-retest validity in SRM.  As 

with adults (3), the observed unreliability of SRH among Hispanics may have to do with language 

differences associated with the meaning of health-related questions on survey questionnaires; 

Hispanic respondents may be more likely to somatize their mental health status and emotional 

well-being into standard SRM questions when compared to questions about specific physical 

health conditions (36). 

[TABLE 3 ABOUT HERE] 

 Table 3 presents estimates of convergent validity for self-reported health status. These 

estimates are obtained from eight regression models in which cross context SRM residuals are 

regressed on cross context SRH residuals (see discussion above). Overall, respondents’ SRM and 

SRH appear to be valid assessments (b=.149) of overall health status. However, this relationship 

varies across race/ethnicity. In contrast to test-retest reliability of SRH questions, validity is 

significantly higher among Hispanic adolescents (b=.208) compared to non-Hispanic white 

adolescents (b=.133). And whereas reliability estimates obtained the highest observed levels 

among Native-American adolescents, the estimates presented in Table 2 question the validity of 

self-reported health measures among these adolescents (b=.059, p<.15). Lastly, as with the school-
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based reliability score, the validity estimate is highest for adolescents who reported their race to be 

“other” only (b=.277, p<.01).  

DISCUSSION 

 Using data from the National Longitudinal Study of Adolescent Health the primary aim of 

this study was to evaluate the reliability and validity of self-reported health status obtained from 

questionnaires administered to adolescents.  These relationships are tested with two frequently 

used survey-based health measures (self-rated health and self-reported morbidity) obtained from 

interviews in two social contexts (at-school and in-home) to evaluate internal consistency, test-

retest reliability, and convergent validity. Although self-reported morbidity measures demonstrate 

acceptable levels of internal consistency, they do not demonstrate acceptable test-retest reliability. 

As an example, of the 126 adolescents who reported that they had experienced a headache “every 

day in the past 12 months” in the at-home interview, only 61 (48%) reported earlier that they had a 

headache every day in the past month when asked at school and 21 (17%) of these adolescents 

reported that they either “rarely” or “never” had a headache in the past month. The later is also 

true for self-rated health where only 2238 (56%) of the 4023 adolescents who reported that there 

health was “excellent” at school reported this same level at home and 64 (<2%) of these 

adolescents later reported their health to be “fair” or “poor”. This is not the case, however, 

considering the convergent validity of self-reported health status among adolescents.  Indeed, 

according to validity estimates, self-rated health and self-reported morbidity operate in similar and 

predictable ways across contexts; those adolescents who reported lower self-rated health status at 

home compared to the in-school questionnaire, also reported lower levels of health when measured 

by an index tapping physical morbidity.  These findings provide an indirect but reassuring 

evidence of construct validity. 

 Several important conclusions can be drawn from these findings. First, the test-retest 

unreliability is important because it suggests that data obtained from survey questionnaires 

administered to adolescents should not be used as population estimates of adolescent health status. 
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Self-reported data are often included in general social demographic descriptions of population 

health status (5, 28) and according to the findings presented here, it is not clear that this 

information should be obtained from adolescent responses.  Second, these findings may help to 

clarify what is meant by “health” among younger populations. Findings from qualitative research 

focusing on the meaning that adults attach to standard self-reported health questionnaires suggests 

that individuals primarily judge their health by reference to specific illnesses, physical functioning, 

their health-related behaviors, and specific social-psychological resources (30-34). These 

characteristics tap broad assessments of overall well-being that span both time and context. 

Among adolescents, however, it appears that context and time factor importantly into their health 

assessments. In other words, whereas adults may consider a more global concept of health, 

adolescents may simply be responding to their health status right here and right now.  Likewise, if 

self-rated health questions tap other important feelings among adolescents (e.g., perceived safety) 

then context will factor importantly into meaning attributed to the various responses. Accordingly, 

the observed test-retest unreliability of these measures should not undermine the perceived 

effectiveness of data such as these to address important social epidemiologic research questions. 

Rather, researchers simply need to be clear about temporal and contextual specificity when 

utilizing data such as these to assess the impact of various social processes on adolescents’ health 

status. This may help to explain why estimates of internal consistency demonstrate significantly 

stronger reliability than test-retest estimates; reliability is evident when context and time are 

accounted for.  

 The findings presented in this paper also speak to important issues associated with the 

social-epidemiology of racial groups. For example, the intra and inter context reliability estimates 

for adolescents reporting their race/ethnicity to be “other” only are among the highest values 

obtained. Likewise, one of the highest observed validity estimates was obtained from children who 

identify with more than racial category. When investigating race/ethnic differentials in physical 

health, researchers will often delete cases in which they are unable to classify a respondent’s 
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race/ethnicity into standard a priori categories.  It is further assumed that difficult to code 

responses such as “other” only and multiracial identity are assigned randomly and therefore 

deletion will not bias parameter estimates. If the racial identification of “other” only and 

multiracial were assigned randomly, then we would expect to see reliability estimates smaller than 

the overall average. In other words, as race/ethnicity is an important mechanism through which 

health (35) and the meaning of health (31) operates, then reliability should be higher among 

individuals in similar groups when compared to individuals who do not represent a group with 

similar social characteristics and life experiences. This is not the case, however. Indeed, 

adolescent respondents who list “other” only, at times, appear to have more in common than 

members of traditionally identified racial groups. As with analyses involving missing data (29), 

these findings suggest that individuals listing “other” only as their race and those listing more than 

one race should not be problematized and excluded from the analyses. Rather they should be 

included in statistical analyses such as these, and more importantly researchers may consider 

including multiracial respondents and those who report “other” only as distinct racial/ethnic 

groups.   

 Finally, there are two important limitations that should be considered when interpreting 

the results of this study. First, although SRM contains information on a number of physical health 

conditions, SRM is assessed by response to a single-item. Therefore, with respect to validity, the 

findings presented in this paper should not be generalized beyond single-item responses. Second, 

it is important to remember that validity of self-reported health was assessed with a convergent 

form of construct validity. These methods are most appropriate when “no criterion or universe of 

content is accepted as entirely adequate to define the quality measured…” (41). In the case of self-

reported health status among adolescents, the ideal criterion or “gold standard” is physician 

assessed health but the Add Health study does not contain health characteristics from trained 

medical professionals and therefore criterion validity was not assessed. The findings presented in 
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this paper only pertain to one aspect of validity (construct validity) and should be interpreted 

accordingly.  
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TABLE 1. WITHIN CONTEXT AND BETWEEN CONTEXT RELIABILITY OF SELF-  
                   REPORTED HEALTH MEASURES AMONG U.S. ADOLESCENTS. 

  Within Context Between Context 

Race/Ethnicity αSchool
1 αHome

1 KSRH
2 ρSRM

3 

Sample 
Size 

Non-Hispanic White 0.774 0.663 0.283 0.335 6909 

Non-Hispanic Black 0.761 0.663 0.245 0.317 2601 

Hispanic  0.791 0.705 0.237 0.414 1958 

Asian 0.75 0.649 0.245 0.374 944 

Native American 0.735 0.701 0.395 0.417 73 

Multi-Racial 0.775 0.697 0.219 0.422 670 

Other Only 0.833 0.654 0.478 0.368 120 

Total 0.775 0.672 0.272 0.393 13275 

Note: (1) Cell entries represent measures of internal consistency (Cronbach's Alpha's) for Self-Reported 
Morbidity (SRM) items; (2) Cell entries represent Kappa statistics for inter-rater reliability and test-retest 
reliability; (3) Cell entries represent intra-class correlation coefficients obtained from a baseline 
multilevel model where SRM is specified as the dependent variable. All data are weighted to reflect the  
sample design. 
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TABLE 2. RELIABILITY OF SELF-RATED HEALTH STATUS: CROSS   TABULATION  
                  OF SRH ACROSS INTEVIEW CONTEXTS.  

  At-School Assessment   
In-Home Assessment Poor Fair Good Very 

Good 
Excellent Total 

     
    Poor 

12 
(27.3) 
(8.8) 

15 
(34.1) 
(1.7) 

11 
(25.0) 
(0.3) 

4 
(9.4) 
(0.1) 

2 
(4.6) 
(0.1) 

44 
(0.3) 

 
    Fair 

35 
(4.4) 

(25.6) 

246 
(30.9) 
(28.5) 

329 
(41.4) 
(10.0) 

122 
(15.4) 
(2.5) 

62 
(7.8) 
(1.5) 

794 
(5.9) 

 
    Good 

41 
(1.3) 

(29.9) 

366 
(11.2) 
(42.5) 

1465 
(44.8) 
(44.6) 

1011 
(30.9) 
(20.3) 

391 
(11.9) 
(9.7) 

3274 
(24.7) 

 
    Very Good 

31 
(0.6) 

(22.6) 

179 
(3.3) 

(20.8) 

1170 
(21.8) 
(35.6) 

2652 
(49.5) 
(53.4) 

1330 
(24.8) 
(33.1) 

5362 
(40.4) 

 
    Excellent 

18 
(0.5) 

(13.1) 

56 
(1.5) 
(6.5) 

308 
(8.1) 
(9.4) 

1181 
(31.1) 
(23.8) 

2238 
(58.9) 
(55.6) 

3801 
(28.6) 

Total 137 
(1.0) 

862 
(6.5) 

3283 
(24.7) 

4970 
(37.4) 

4023 
(30.3) 

13275 
(100.0) 

Note: Cell entries represent a cross-tabulation of unweighted frequencies with row percents and column 
percents, respectively, in parentheses below. 
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TABLE 3. VALIDITY OF SELF-REPORTED HEALTH STATUS AMONG   
                  ADOLESCENTS: CROSS-CONTEXT CORRESPONDENCE OF SELF-  
                  REPORTED MORBIDITY AND SELF-RATED HEALTH. 
Race/Ethnicity b 95 % CI R2 Sample Size 

Non-Hispanic White 0.133 (.166, .100) 0.018 6909 

Non-Hispanic Black 0.147 (.210, .084) 0.022 2601 

Hispanic  0.208 (.302,.114) 0.039 1958 

Asian 0.121 (.243,.000) 0.012 944 

Native American 0.059 (.247, -.129) 0.003 73 

Multi-Racial 0.208 (.322, .094) 0.043 670 

Other Only 0.277 (.455, .099) 0.058 120 

Total 0.149 (.174, .124) 0.021 13275 
Note: Cell entries represent unstandardized OLS slope coefficients and subsequent confidence intervals. 
Each estimate is obtained from a race-specific regression model in which cross-context SRM residuals 
are regressed on cross-context SRH residuals. All residual models control for mother’s education, 
mother’s marital status, child’s age, and child’s sex. All data have been weighted and standard errors 
have been adjusted with replication-based sampling procedures using STATA 7.0.  

 


