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Título: Inmigración y salud. La relación entre la salud autopercibida y las 
morbilidades diagnosticadas en adultos jóvenes. 
Resumen: Los estudios procedentes de la salud pública y la epidemiología 
consideran a la salud percibida como un indicador de salud general, por su 
capacidad predictiva sobre la mortalidad. Evidencias empíricas en esta di-
rección han justificado el uso generalizado en las encuestas de salud y su 
aplicación por lo tanto a la población general. Sin embargo, es importante 
evaluar si es extensible a diferentes poblaciones y contextos. En la actuali-
dad, existen estudios que confirman el mismo efecto en países menos des-
arrollados. No obstante, está lejos de ser exhaustivo y, lo más importante, 
todavía está pendiente explorar las diferencias culturales existentes en dis-
tintas poblaciones residiendo en un mismo contexto. El presente estudio 
precisamente trata de cubrir este vacío estudiando comparativamente dos 
aspectos concretos relacionados con esta medida de salud en la población 
española y extranjera residiendo en España. Por un lado, este estudio estu-
diará aspectos vinculados a la escala de medición de la respuesta sobre la 
percepción de la salud. Por otro lado, se evalúa el impacto y la composi-
ción de las morbilidades diagnosticadas que se asociadas a una mala per-
cepción de la salud. Los datos proceden de la Encuesta de Salud de la Ciu-
dad de Madrid 2005. 
Palabras clave: salud autopercibida; encuesta; morbilidades; inmigrantes. 

  Abstract: Studies from the public health and epidemiologic fields consider 
self-assessment of health as a solid measure of general health due to its 
predictive ability in relation to mortality. Empirical evidence in this direc-
tion have justified the generalized use of this measure in health surveys as 
well as its application to the general population. However, it is important 
to evaluate whether these findings can be extended to different popula-
tions and contexts. Some studies have confirmed the existence of the 
same effect in some less developed countries but they are far from being 
exhaustive and it is still necessary to explore the possible cultural differ-
ences existing in diverse populations residing in a certain context. This 
study precisely contributes to fill this gap by exploring comparatively two 
specific aspects of self-assessment of health in both Spaniards and immi-
grants residing in Spain. On the one hand, the present research addresses a 
measurement aspect linked to the scale used to answer the question about 
self-assessment health, that is, the comparability of the answer as function 
of migratory status. On the other hand, this study evaluates the impact 
and composition of the morbidities associated to a poor self-assessment 
health. The data used for this study comes from the 2005 General Heath 
Care survey for the city of Madrid. 
Key words: self-reported health; self-assessment health; surveys; morbid-
ities; immigrants. 

 

 Introduction 
 
The new age of international migrations, which started in the 
1970s, has involved a change in the orientation of public 
policies towards the achievement of social integration and 
has produced the diversification of migration studies, which 
no longer show interest in the causes and motivations of the 
process, the main topics for decades, and have focused in-
stead on other dimensions of the phenomenon, such as the 
relationship between immigration and education or immigra-
tion and employment. In this new context, exploring mi-
grants’ health allows both theoretical and practical advances, 
because health is, as education and employment, a dimen-
sion of social integration. 

Spain has a relatively short history of immigration, how-
ever, this phenomenon has gone on to play an important 
role in the social and demographic experience of its popula-
tion in recent years. This fact has been correlated with an in-
crease in the number of studies focusing on different dimen-
sions of this phenomenon and aspects that had not been 
previously addressed: migration and education (Aja et al., 
2000; Palomares, 2006), migration and employment (Pajares, 
2008; Cachón, 2009) migration and health (Jansà and Olalla, 
2004; Vall-Llosera et al., 2009).  

Studying immigrant’s health is a big challenge for two 
main reasons. On the one hand, it is necessary to have re-
course to databases that can perform the analysis providing 
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guarantees of population representativeness. And, on the 
other hand, it demands the use of cross-cultural health indi-
cators, which involves using instruments which might be 
able to capture the same dimension of health in all groups of 
the population that it is applied to. Comparing health out-
comes between immigrants and natives is essential in order 
to identify the specific necessities of the foreigner popula-
tion. Therefore, it requires using comparable measures to as-
sess health.  

In Spain, none of the national’s surveys available to date 
guarantees the statistical representativeness of the foreigner 
population. Moreover, the only source that can fulfil this re-
quirement, the National Survey of Immigrants (2007) pro-
vided by the Spanish National Statistical Institute, does not 
consider either items of health nor allows the comparison 
with natives. In order to face this lack then, it is necessary to 
address the study focusing on specific geographic areas in 
order to have certain control of the existing heterogeneity. It 
is important to bear in mind that the profile of migrants var-
ies in the whole national territory (Egea Jimenéz, Nieto 
Calmaestra et al., 2005; Simó Noguera, Méndez Martínez et 
al., 2007). Accordingly, this study has been focused on Ma-
drid’s latest health survey, which offers a great opportunity 
to compare to the health status of Spaniards and immigrants 
for a relatively large sample size.  

Self-perception of health has been considered one of the 
most important measures in assessing general health in sur-
veys. It consists in asking people to assess their health status 
from ‘Poor’ to ‘Excellent’ on a Likert scale. Self-perception 
of health, first in Maddox and Douglas’s study in the 1970s, 
and increasingly from Mossey and Shapiro’s study in 1982, 
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has been understood as a predictor of survival. The exhaus-
tive review by Idler and Benjamini (1997) finally systema-
tized evidence on the matter by corroborating the effects of 
self-perception on mortality in 26 studies made in the United 
States. This finding offered enough empirical evidence to 
justify its presence in health questionnaires, and later revi-
sions (Desalvo, Bloser et al., 2005) have kept on offering 
consistent results in this direction.  

In spite of the fact that the link between health self-
perception and subsequent mortality has been demonstrated 
to be very strong. However, this evidence has been observed 
predominantly in developed countries. Thus, although there 
is evidence that supports the same effect in some developing 
contexts (Zimmer et al., 2000; Frankenberg, and Jones, 
2004) as well as its existing inverse gradient with respect to 
educational attainment (Subramanian et al., 2009), the casu-
istic to date which validates this measure as a predictor of 
survival is quite reduced. Moreover, other studies question 
this predictor capability. Thus, conversely, one study has val-
idated this measure among Latinos in the United States, 
demonstrating that poor self-reported health was found to 
show a weaker predictor of subsequent mortality risk among 
the less acculturated (defining as those with less than 10 
years residing in the host countries) (Finch et al., 2002).  

In spite of the lack of a universal validation as a predic-
tor of survival, self-reported health is extensively used in all 
those contexts were there are available health surveys that 
can provide this information. In these studies, self-reported 
health is considered a subjective evaluation of health that 
combines physical and emotional components, including a 
sense of wellbeing and satisfaction (Szwarcwald, 2005; 
Fylkeness and Helge, 1992). In this framework, its uses has 
been extended and defined as a global health indicator. Nev-
ertheless, apart from this broad definition, there are still 
some aspects to be taken into account before using it to 
contrast populations. These aspects are related to the per-
ception of the self-reported scale and its determinants.  

This study will fill the gap by exploring these aspects and 
taking a cross-cultural approach with two objectives. The 
first aim is to evaluate the self-perception of health in both 
collectives separately. Previous studies have explored this 
aspect attending to differences related to the meaning of the 
self-reported health’s categories or the cultural dimension 
that could influence a certain choice of response. Thus, for 
example, while ‘Regular’ in Spanish could mean ‘Okay’ or 
‘Fine’ (but also ‘So-so’) whereas its equivalent in English, 
‘Fair’, clearly implies a negative perception of health 
(Bzostek et al., 2007). Furthermore, it has been found that 
Hispanics, for instance, have been described as having a 
more pessimistic view of their health than other cultures 
(Angel and Guarnaccia 1989; Franzini and Fernandez-
Esquer, 2004). Contrary to this view, the present study seeks 
to question this dimension by attending to its measurement 
implications. We expect that the variability existing between 
immigrants and natives will have an impact on the scale of 
health perception they have. In other words, self-reported 

health’s scale is assumed to be an ordinal variable offering an 
equal distance within its categories. Accordingly, it is sup-
posed that a change from, i.e. ‘Good’ to a ‘Very good’ cate-
gory implies the same effort involved in a change from 
‘Poor’ to ‘Good’. Our first hypothesis is that migrants tend 
to polarize the scale, differentiating predominantly between 
‘poor’ and ‘Excellent’ without showing a gradient between 
categories. Assessing this aspect is capital, since the lack of 
gradient could have important implications when using this 
variable as a response in an ordinal regression model, espe-
cially if the differences affect only one particular collective.  

The second aim of this study is to explore whether the 
probability of reporting poor health is related to the same 
structure of morbidities among immigrants and natives, and 
if the state of mind which influences the probability of re-
porting a poor health outcome is the same in both collec-
tives. This variable was introduced into the analysis in an at-
tempt to capture more contextual information, not necessar-
ily related to physical health but to social wellbeing. In other 
words, we are trying to the explore the different aspects in-
cluded in the WHO’s definition of health. i.e ‘Health is a 
state of complete physical, mental and social well-being and 
not merely the absence of disease or infirmity’ (Grad, 2002). 
In this regard, we expect migrants and Spaniards to be af-
fected by a different set of morbidities and immigrants’ poor 
health to be determined strongly by their state of mind 
rather than by their morbidities. This second aim will allow 
us to understand the structural components of perceiving 
poor health, which is mainly important for policy making.  

 

Methods 
 

Participants 
 
The study was based on the General Health Care Survey 

developed by the Ayuntamiento de Madrid in 2005. The total 
sample size studied consisted of 5,661 interviews within 16-
65 years old. Immigrants were defined as individuals who 
were born in some country of the following geographic ar-
eas: East of Europe, Africa and Latin America. The sample 
is distributed by the migration variable as follows: 82.46 % 
of Spaniards (4,737) and 16.08% of immigrants (924). Actu-
ally, one of the main limitations of our study is related to the 
design of the sample because it did not aim at making immi-
grant groups statistically representative, rendering impossible 
the desegregation of the sample by sub-groups of immi-
grants according to country of origin.  

As it is observed in Table 1, the immigrant population 
resident in Madrid has a social and demographic structure 
significantly different from the Spanish one, even in the 
segment of population chosen for our study, which is eco-
nomically active young adults. First, and consistently with 
their economically active role, immigrants are on average 6 
years younger than Spaniards (mean=36 years old; SD=10 
years in immigrants and mean=41 years old; SD=14 years in 
Spaniards). Thus, while 42% of the Spaniards were between 
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45 and 65, only 20% of the immigrants were in that age 
group, although in both collectives 80% of population was 
situated between 25 and 65. Second, in terms of the distribu-
tion of the maximum level of education achieved, there are 
statistically significant differences in favour of the Spanish 
population, referring mainly to the higher levels of educa-
tion, graduate and post-graduate studies (22% for immi-
grants and 33% for Spaniards). With respect to gender, the 
sample is balanced in both collectives (47% males and 53% 
female in Spaniards and 48% males and 52% female in im-
migrants).  

Regarding self-perception of health, we have found that 
immigrants assess their health slightly (which is, nonetheless, 
statistically significant) more positively than Spaniards. Im-
migrants reporting ‘Good health’ surpassed Spaniards in the 
same category by 3%. 

Regarding diagnosed morbidities or objective measures 
of health, it is important to underline that there are statisti-
cally significant differences in the prevalence of some mor-
bidities, such as cardiovascular and endocrinal, psychologi-
cal, musculoskeletal and respiratory morbidities, but these 
differences are very influenced by age and, as we have men-
tioned, have a different structure.  
 
Table 1. Descriptive Statistics of variables in the models. 

Pearson's X2 Test
Inmigrants (%) Spaniards (%) Chi-Square Sig.

Place of Birth 841 4,866
Age 165.33 0.000
16-24 13.79 14.24
25-44 65.76 43.36
45-65 20.45 42.40

(841) (4,866)
Gender 0.742 0.389
Male 48.26 46.67
Female 41.72 53.33

(841) (4,866)
Education 41.48 0.000
Illiterate 5.14 4.17
Primary 33.17 26.20
Secondary 39.52 36.81
Post-graduate 22.16 32.80

(835) (4,857)

Self-perception of health 58.02 0.055
Good 85.70 82.59
Poor 14.30 17.41

(839) (4,853)
Perception of happiness 64.62 0.091
Much happier than usual 9.10 6.83
Happier than usual 27.90 28.26
Not happier than usual 91.72 63.36
Not at all happy 1.08 1.55

(835) (4,774)
Morbidities
Cardiovascular and endocrinologycal pathologies 31.27 27.62 4.73 0.030
Psychological distress 6.42 8.47 4.00 0.045
Musculoskeletal 5.83 4.86 50.00 0.000
Digestive and gastrointestinal 9.51 9.23 0.70 0.762
Eye and ear 1.55 1.66 0.06 0.803
Urinary 0.83 0.39 3.09 0.079
Respiratory system 12.01 16.52 10.95 0.001

 
 

Instrument 

 
Self-perception of health is our dependent variable, 

which is originally categorized on a Likert scale with 5 items: 
1-‘Bad’, 2-‘Fair’, 3 –‘Good’, 4 –‘Very good’, 5- ‘Excellent’. 
We have kept this variable as ordinal to fit the categorical 
regression with optimal scaling and for logistic regression it 

was re-coded as a binary outcome: 1-‘Fair/Bad’ and 0- 
‘Good/Very good/Excellent’.  

The control variables selected were gender, age re-coded 
into three categories (16-24, 25-44, 45-65) and education 
into four categories (1-‘Illiterate’, 2-‘Primary level’, 3-
‘Secondary level’ and 4- ‘Third grade’.  

The explanatory variables are the morbidity measures, 
which have been obtained from a question of the question-
naire (‘could you tell me if your doctor has told you whether 
you suffer from any of the conditions that I will mention?’) 
and they have been categorized for this study into eight 
groups: cardiovascular and endocrinological pathologies (cir-
culatory problems, hypertension, cholesterol, diabetes, an-
gina pectoris and other heart diseases, cardiovascular acci-
dents, varicose veins, uric acid, thyroids), musculoskeletal 
(arthrosis, arthritis and rheumatism, fibromyalgia, osteopo-
rosis, disc hernia and lumbalgia), digestive and gastrointesti-
nal (stomach problems, constipation and hepatitis), urinary 
(prostate and kidney problems), psychological distress (anxi-
ety, depression and schizophrenia), ear and eye affections 
(cataract, glaucoma and deafness) and respiratory system 
(asthma, allergy and apnoea). These variables were intro-
duced into the model as ordinary variables (the number of 
morbidities of this group a person experiences) and they 
were standardized to allow comparison between models. 
The explanatory variable reporting the state of mind asked 
whether a person was feeling reasonably happy considering 
her/his circumstances and it was coded on a scale of 4 items 
1- ‘More than usual’, 2- ‘Slightly more than usual’, 3- ‘Not 
more than usual’, 4- ‘Not at all’ and we re-coded into 1- 
‘More than usual’ 2- ‘No more than usual’, 3- ‘Not at all’.  

 
Procedure 

 
The interviews were carried out at the individual’s home, 

after a prior communication by letter. The interviewers were 
chosen from the ‘list of inhabitants’ (Padrón de habitantes) with 
reference to 1st September of 2004. The stratification crite-
rion was based on district (21 strata) and the allocation of 
these districts was uniformed in an attempt to obtain infor-
mation representative at this level of disaggregation. In each 
district it has been stratified by gender and sex attending to 
the structure of these variables in the territory. The duration 
was about 35 minutes for adults. The language of the inter-
views was Spanish.   

 
Data analysis 

 
Two types of analyses have been undertaken in this 

study to answer each of our research questions. First, Cate-
gorical regression analysis (CATREG) with optimal scaling 
was used to evaluate the differences between Spaniards and 
immigrants related to the scale in which they assess their 
health. The objective of this technique is to explain a re-
sponse variable (perception of health, in our case) as a func-
tion of some explicative variables (gender, age and educa-
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Immigrants Spaniards

Categories Frequency Quantification Frequency Quantification

Poor 8 -2.351 117 -3.766

Fair 116 -2.351 677 -1.655

Good 440 0.075 2322 0.094

Very Good 267 0.720 1284 0.827

Excellent 64 1.035 288 0.977

Number of observations 895 4688

Prob>Chi2 0.000 0.000

Pseudo R2 0.15 0.27
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tion, in our case). The optimal scaling technique of categori-
cal data computes the numerical quantification of each of 
the response variables’ ordinal categories, through an itera-
tive method named ‘alternating minimal square’ that finds 
the best metric properties to describe the relationship be-
tween the response and the predictive variables. This tech-
nique is particularly useful to test (when using an ordinal re-
sponse variable) whether the ordered categories are equidis-
tant or there is a systematic pattern of variability according 
to other covariates, beyond the uncertainty due to measure-
ment errors. Two models were fitted for Spaniards and im-
migrants including the same explanatory variables and their 
outcome provides the actual distance between the ‘Excel-
lent’, ‘Very good’, ‘Good’, ‘Fair’ and ‘Poor’ categories, taking 
into account a number of explanatory variables – sex, gen-
der, education, morbidities and state of mind –. Second, a 
logistic regression was used to assess the impact of the mor-
bidities and state of mind on the prediction of a poor per-
ception of health. Two models were run for Spaniards and 
immigrants using as a binary response variable reporting 
poor health, controlled by age, gender and education.  

 

Results  
 

Exploring differences in the conceptualization of the 
scale 

 
Table 2. offers the results of the categorical regression 

analysis with optimal scaling, showing that the response 
categories for the perception of health have a completely 
different distribution depending on whether the interviewee 
was native or immigrant: Spaniards assess their health in a 
gradual, incremental tendency, which only blurs between the 
last two categories (‘Very good’ and ‘Excellent’) whereas 
immigrants do not differentiate among the categories in the 
margins (‘Excellent’-‘Very good’ and ‘Fair’-‘Poor’) but find a 
clear distance between them and the central category 
‘Good’. 

The positive categories (‘Good’, ‘Very good’ and ‘Excel-
lent’) tend to converge in both collectives, although there is 
an important distance between the negative categories (‘Fair’ 
and ‘Poor’) (see figure 1). Where immigrants report lower 
levels of poor health (-2.35), they need to make a greater ef-
fort to attain the ‘Good’ category. This means that to jump 
from ‘Fair’ to ‘Good’ involves 1.75 points of distance for 
Spaniards and 2.42 for immigrants. 

This result – that immigrants do not show a lineal rela-
tionship between the categories as Spaniards do - justifies 
the methodology used in the next heading, a logistic regres-
sion that assesses the impact of morbidities and the state of 
mind they are in over reporting poor health, which is the 
category where more differences have been found.  
 
 

Table 2. Category quantification of response variable: Self-perception health. 

Note: Quantifications obtained after controlling for education, gender, age, 
cardiovascular and endocrinologycal pathologies, psychological distress, 
musculoskeletal, digestive and gastrointestinal, eye and ear, urinary and 
respiratory system. 

 
Figure 1. Quantifications of self-perception of health compared between 

immigrants and Spaniards. 
 

Exploring the differential structure of reported health 
in both populations 

 
The second aim of this study is to explore the health 

variables related to a poor self-perception of health. Table 3. 
Presents the odds ratios associated with each variable. The 
models show a different structure depending on whether the 
interviewee was Spanish or immigrant, which can be ob-
served in the number of significant variables in both models. 
The morbidities that produced the highest odds of reporting 
a poor health condition among immigrants were the diges-
tive and gastrointestinal and musculoskeletal ones. These 
were controlled by gender, age and educational variables. 
For Spaniards, the only variable not statically significant was 
that related to respiratory morbidities. Surprisingly, none of 
the collectives show a predominant effect of the group of 
cardio-vascular morbidity on perception of health when it is 
the first cause of chronic affection in both groups (31% of 
prevalence for immigrants and 28% for natives).  

For each additional digestive and gastrointestinal mor-
bidity suffered, the odds of reporting a poor perception of 
health rose to 1.48 for immigrants, while 1.25 for the Span-
iards. Conversely, the odds are incremented in 1.51 with 
each new musculoskeletal morbidity suffered by the host 
population in comparison to 1.43 in the case of immigrants. 
The odds of reporting a perception of poor health among 
Spaniards are related mainly to the possibility of suffering a 
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musculoskeletal or a psychological morbidity and, to a lesser 
extent, cardiovascular and endocrinologycal pathologies 
(OR:1.28), digestive and gastrointestinal (OR:1.25), urinary 
morbidities (OR:1.11) and of the senses (OR:1.10).  

In spite of the differences between the number and de-
gree of impact of the morbidities affecting the probability of 
reporting poor health as perceived by the group of Spaniards 
on the one hand, and of immigrants on the other, there are 
also similarities. Musculoskeletal morbidity is one of the 
most important for both groups; it is the second in order of 

prevalence among Spaniards (15%) and the fifth among im-
migrants (5.83%) with statistically significant differences for 
both collectives. According to this, we could find a common 
pattern among the objective measures of health introduced 
in the model. 

The state of mind variable has shown an important rela-
tionship on the odds of reporting poor health (OR:1.27 at 
the limit of the signification for the immigrant population 
and clearly significant for Spaniards, OR:1.16).  

 
Table 3. Results of logistic regression models for self-reported health and objective and subjective measures of health among immigrant and Spanish popula-
tions (odds ratios). 

Immigrants Spaniards

Self-perception: poor health OR Std. Err. Wald IC-95% OR IC-95% Std. Err. Wald

Morbidities

Psychological distress 1.048 .120025 0.41 [0.837-1.312]   1.514*** [1.415-1.620]   .0524125 11.99

Cardiovascular and endocrinologycal 

pathologies 1.114 .1013339 1.19 [0.932-1.332]   1.282*** [1.184-1.388]   .0519992 6.13

Musculoskeletal 1.428** .190826 2.66 [1.098-1.855]   1.515*** [1.413-1.624]   .0537606 11.70

Digestive and gastrointestinal 1.481*** .1324908 4.39 [1.243-1.765]   1.254*** [1.160-1.354]   .0495122 5.72

Eye and ear 0.883   .1267296 -0.87 [0.666-1.170]   1.095*  [1.021-1.174]   .0391866 2.53

Urinary 1.079 .063166 1.30 [0.962-1.210]   1.113** [1.044-1.186]   .0361446 3.28

Respiratory system 1.150 .1275747 1.26 [0.926-1.430]   1.064 [0.977-1.160]   .0466207 1.42

State of mind 1.268*  .1453534 2.07 [1.013-1.587]   1.163** [1.060-1.277]   .0551806 3.19

Gender

Male (ref.)

Female 1.627*  .3685323 2.15 [1.044-2.536]   0.904   [0.755-1.083]   .0832984 -1.09

Age

16-24 (ref.)

25-44 1.802 .694903 1.53 [0.847-3.837]   1.783** [1.248-2.548]   .3248709 3.17

45-65 2.306 1.010.073 1.91 [0.978-5.441]   2.547*** [1.779-3.647]   .4663146 5.11

Education

Post-graduate (Ref.)

Secondary 1.975*  .6643387 2.02 [1.021-3.818]   1.764*** [1.389-2.240]   .2152039 4.65

Primary 2.564** .8600237 2.81 [1.328-4.948]   2.589*** [2.043-3.282]   .3133392 7.86

Illiterate 3.670** 1.725.802 2.77 [1.461-9.225]   4.952*** [3.326-7.375]   1.006.093 7.88

Number of observations 812 4688

Prob>Chi2 0.0000 0.0000

Pseudo R2 0.12 0.21

Porcentage of correct classification 86.46 85.30  
 Note: * p<0.05; ** p <.01; *** p <.001 

 
It is important to note that a full model including immi-

gration as an additional explanatory variable was run with 
non-significant results. This means that there are no statisti-
cal differences in the negative assessment of health related to 
being immigrant or Spanish. Statistical differences are, as we 
have seen, linked to experiencing morbidities, a feeling of 
happiness.  

The control variables included in the analysis (age, gen-
der and education) are in the expected direction. Only age is 
not statistically significant for immigrants but for Spaniards.  

In other words, there are no differences assuming con-
stant structure and combination of effects, which produces a 

single coefficient to measure the effect of each one. The in-
terest of our research, however, was to explore the differen-
tial structure and the specific effects of the explicative vari-
ables in each collective, especially as we have already distin-
guished different perceptions of the scale.  
 

Discussion 
 
Contrary to other studies (Dunn and Dyck 2000; Bzostek et 
al., 2007), ours shows that immigrants declare a negative 
perception of their health in a smaller proportion (14%) than 
Spaniards (17%). These results fit the Epidemiologic Paradox 



Migration and Health. The relationship between self-assessment of health and diagnosed morbidity in young adults                                     355 

anales de psicología, 2012, vol. 28, nº 2 (mayo) 

hypothesis that states that immigrants have similar –or bet-
ter- health outcomes than natives (Teller and Clyburn 1974; 
Gutmann et al., 1998; Jasso et al. 2004; Wingate et al., 2006; 
Hummer et al., 2007). At the same time, finding a poorer 
health perception in the populations of post-industrial socie-
ties could be the consequence of a higher use of medical 
services in those societies. As a classic example we could cite 
the unquestionably better levels of health enjoyed since the 
70s and 80s in the United States coexisting with a systemati-
cally worse perception of health (Henriques, 1995). 

The first aim of this study was to explore the possibility 
that immigrants perceived the scale of health in a different 
way than Spaniards. We found that immigrants tend to clus-
ter the category of ‘Poor’/‘Fair’ and ‘Very good’/ ‘Excellent’ 
while Spaniards spread their answer over a wide range of 
categories. This finding is consistent with other studies fo-
cused on the self-perception of health in developing coun-
tries (Frankenberg and Jones, 2004).   

The results observed lead to the need of addressing the 
factors behind those differences. Here, the cultural dimen-
sion undoubtedly acquires an important explanatory role as 
the expression of well-being is always culturally mediated. In 
this sense, comparing health status without taking that into 
account could lead to a significant epistemological fallacy. 
For example, the growing medicalization process along with 
the increasing use of health services (assistential factor) that 
characterizes post-industrial societies could be partly behind 
the differences we find in the data. It is plausible that people 
socialized in such a context could develop a higher medical 
consciousness, being more sensitive to discriminate between 
the different categories of health. Unfortunately, our data 
did not allow us to explore this aspect further, but it needs 
to be considered as an important aspect for future research. 
However, in spite of the importance of this finding for fur-
ther work in the field, the fact that immigrants tend to polar-
ize their answer has already important measurement implica-
tions. Thus, the fact that immigrants do not show a linear re-
lationship between the categories - as Spaniards do- justifies 
the methodology used to answer the second research ques-
tion (logistic regression).  

The second aim of this study was to explore whether the 
probability of reporting poor health is related to the same 
structure of morbidities among immigrants and natives, and 
if the relative influence of the individual’s state of mind on 
the probability of reporting poor health is the same between 
these collectives. Our finding shows that regardless of ori-
gin, reporting poor health is related to the presence of some 
groups of morbidities such as musculoskeletal, digestive and 
gastrointestinal, as each additional morbidity increases the 
odds of assessing health status as poor. However, with the 
only exception of the respiratory group, all morbidities have 
a statistical relationship with the odds of reporting poor 
health in Spaniards.  

It is possible that musculoskeletal morbidities are hiding 
different types of affections in each collective. Thus, while 
among Spaniards it could be related to chronic diseases as-

sociated with age, for immigrants it could be related to the 
type of work undertaken (for example lumbalgia or arthritis). 
In fact, it has been observed that a high percentage of the in-
terviewed immigrants were employed in manual labour (22% 
in immigrants and 9% in Spanish). 

The next morbidity that affects negative perception of 
health in both collectives is the digestive and gastrointestinal 
group. Here we have to consider the tendency towards so-
matic behaviour in some groups of origin, such as the case 
of Hispanics living in United States and in other developing 
societies (Angel and Guarnaccia, 1989). It is reasonable to 
ponder whether this fact could be pointing up a hidden rela-
tionship between digestive and psychological problems in 
our interviewees, this possibility being widely supported by 
the literature (Lee et al. 2000; Haug et al., 2002).  

‘State of mind’ is a measure difficult to define, but its 
significant impact on self-perception is evidence supporting 
the notion that perception of health is a complex measure 
that includes physical and emotional dimensions. General 
health forces us away from the traditional confrontation of 
health as the correct functioning of systems (objective 
health) and health understood in terms of general well-being 
(subjective health). For some scholars, this is nothing more 
than the encounter between medical evaluation, based on 
the separation and dislocation of diagnosed problems that 
are anatomically localized and affect a particular system of 
organs, and health as it is experienced by individuals, as a 
global function of experience and well-being (Barsky et al., 
1992). 

At the same time, it is conceivable that many other as-
pects of well-being related to other dimensions of life (emo-
tional or affective, for example) could be captured under 
medical jurisdiction. Furthermore, the contribution of the 
variable ‘state of mind’ to the odds of reporting poor health 
could be lower among Spaniards as a consequence of their 
higher tendency to discern between physical and emotional 
effects. In the same way, the higher impact of psychological 
morbidities (along with a higher probability of being diag-
nosed) could be a consequence of naming practices, under-
standing and also treating worries and concerns in medical 
terms, or, in other words, ‘medicalizing’ them12(Conrad, 
1992). 

Finally, we should not forget the temporal perspective of 
the migratory status and its cultural specificities. The differ-
ences found in this research could be temporary as inserted 
in the integration process of immigrants in their host coun-
try. The generational migration status could then have an 
important role in the future of these studies.  

Self-perception of health in an adult population has 
shown a relationship with objective health measures, al-
though the structure of morbidities that affect Spaniards and 
immigrants and the different interpretation of the scale of 

                                                           
12There are many examples of these processes, among which we can men-
tion anorexia, homosexuality, drug consumptions, menopause, or ageing 
(see more details in Conrad, 1992). 
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health should not be isolated from the social and cultural 
context that surrounds the individuals under study. The in-
crease in social benefits and the ongoing medicalization 
process in post-industrial societies, which is a consequence 
of the combined effects of secularization and changes in 
medical organization, promoted by technical advances and 
specialization, are responsible of the social construction of 
health perceptions. For these reasons, although self-
perception of health could be defended as the best instru-
ment to capture the modern definition of health2,, the fac-
tors involved on it are less inclusive in post-industrial socie-
ties. As our data shows, the state of mind of Spaniards has a 
lower impact in perception of health than that of immi-
grants. 

The control variables included in this analysis (age, gen-
der and education) have been identified as working in the di-
rection already noted in the literature. Thus, the odds of re-
porting poor health increase as the educational level de-
creases (Furneé et al., 2008; Subramanian, 2010), age rises 
(Eriksson et al., 2001; Asfar et al., 2007) and it is more likely 
among women than men (Eriksson et al., 2001).  

To conclude, we would like to dwell on the main limita-
tion of this study, namely the definition of the concept ‘im-
migrant’. The immigrant population residing in Spain is a 
very heterogeneous group owing to the large number of 
countries of origin. In fact, multiculturalism is one of the key 
features of the Mediterranean host countries as opposed to 

other European countries experiencing immigration proc-
esses (Arango, 2002).  

The smallness of the sample size did not grant us the 
possibility of a more thorough analysis, however, this study 
could be considered as an exploratory analysis encouraging 
further inquiry in the field. 

We consider that the results of this type of study are not 
fixed on time since immigrants could change their percep-
tion of health over the period of residence in the host soci-
ety. Unfortunately, the dataset does not allow us to distin-
guish more than those with more/less than five years’ resi-
dence, while the literature generally suggests at least ten 
years to start observing changes (Finch et al., 2002; McDon-
ald, 2004).  
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