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Long Abstract 

Introduction:  

Most studies investigating the validity of self-assessed health only consider a small portion of the global 
population; such as national data (Lee, 2000; Crossley and Kennedy, 2002) or small country groups or 
subnational groups (Kunst et al., 2005; Nielsen and Krasnik, 2010). In the current study, we try to provide 
an international comparison of harmonized measures of self-assessed and objective health which cover 
the majority of the world’s population aged 50 and above. We try to analyse how self-assessed cognitive 
and physical health relates to objective measures of cognitive and physical health.  

Furnham (2001) finds, in a review paper (most studies conducted in western countries), that correlations 
between self-assessed and measured cognition ranges from 0.19 to 0.39. A random-effects model analysis 
of data from 107 relevant studies (673 effect sizes) indicated a low but significant weighted mean 
correlation between MSE and memory performance, r = 0.15 (Beaudoin and Desrichard, 2011). Another 
meta-analysis based on of 154 effect sizes reported in 41 published studies find a stronger (r = 0.33) 
positive relationship, but weaker relationships when less frequently considered dimensions of cognitive 
ability are used (e.g., reasoning speed), which significantly decreases the magnitude of the relationship 
(Freund and Kasten, 2012).  

Additionally self-reported physical health has proved to be often a useful indicator of individual’s health 
as it relates to morbidity and mortality (Mossey and Shapiro, 1982; Lee, 2000). However, the reliability 
and validity of self-assessed health in terms of predicting objective health has been discussed in many 
studies (Mossey and Shapiro, 1982; Lee, 2000; Crossley and Kennedy, 2002; Kunst et al., 2005; Nielsen 
and Krasnik, 2010). One major concern with this subjective measure across individuals is that cultural 
and contextual factors could affect the respondents’ assessments. For instance, respondents may be likely 
to report ‘very poor’ health only if they feel they are much less healthy than others of the same sex, and 
age (Groot, 2000; Layes et al., 2012). Additional concerns can be found in cross-country studies, as 
response categories may also have different connotations, so dependent on country-specific differences. 
For instance Jürges (2008) investigated cross-country differences in self-reported health within Europe. 
There Danish and Swedish respondents tended to over-rate their health, whereas Germans tended to 
underrate their health. Furthermore older respondents tend to have a ‘milder’ view of their health and be 
more optimistic about their health than younger individuals (Groot, 2000).  

The validity of international comparisons are often debated (Datta Gupta et al., 2010; Skirbekk et al., 
2012). The relationship between self-assessed health and mortality differs across socio-economic groups 
according to evidence from GSOEP from Germany (Jürges, 2008) and SHARE from Europe (Kunst et al., 
2005).  

With the use of objective cognitive measures, such as harmonised 10-word memory tests (tests always 
given in respondent’s language, 1 minute to recall), and standardised physical tests (such as grip strength), 
we can measure the validity of cognitive and physical subjective health indicators.  

Study population:  

We use the surveys HRS, JSTAR, SAGE, and SHARE.  



Measures:  

We investigate objective and subjective physical as well as mental health measures. We use immediate 
recall and grip strength, both measures relevant for health outcomes (Nilsson et al., 1997; Rantanen T, 
1999).  

Mental health is assessed by a memory test (immediate recall), where ten words are read out in the 
respondent’s native tongue and the respondents have one minute to recall as many words as possible. Grip 
strength is measured through a dynamometer.  

Further measures of cognition and physical health will be included in the final paper.  

 

Results:  

Preliminary results show, that correlations between subjective and objective measures are generally low 
to moderate. The correlations are low to moderate for both men and women, nevertheless country 
variation can be identified for both sexes (see Tables 1 and 2). 

 
 men women 

China 0.244 0.259 
Ghana 0.175 0.209 
India 0.186 0.184 
Mexico 0.138 0.094 
Russia 0.305 0.321 
South Africa 0.178 0.231 
United States 0.236 0.219 

Table 1: Spearman's rank correlation between self-reported cognitive health and immediate recall performance for men and women by 
country. 

 
 men women 

C-Europe 0.261 0.312 
China 0.162 0.127 
Ghana 0.193 0.191 
India 0.210 0.174 
Japan 0.191 0.230 
Mexico 0.088 0.038 
N-Europe 0.220 0.219 
Russia 0.262 0.307 
S-Europe 0.319 0.364 
South Africa 0.210 0.170 

Table 2: Spearman's rank correlation between self-reported health and grip strength performance for men and women by country. 
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