
SELF-REPORTED HYPERTENSION AND RACE AMONG HISPANICS

IN THE NATIONAL HEALTH INTERVIEW SURVEY

Objectives: To investigate the association

between race and hypertension among His-

panics and non-Hispanics by using data from

the National Health Interview Survey (NHIS),

an annual survey of US households and to

compare the strength of these associations

among Hispanics and non-Hispanics.

Design and Methods: Analyses were limited

to Hispanics and non-Hispanics 18 years of

age and older who self-identified as White or

Black/African-American during the 2000–2002

NHIS for a final sample of 88,453 adults

including 12,083 Hispanics. Hypertension was

self-reported during the survey interview.

Covariates included in the analyses as potential

confounders were sociodemographic charac-

teristics and risk factors for hypertension.

Results: Hispanic Blacks had higher preva-

lence of self-reported hypertension than His-

panic Whites. Hispanic Blacks had higher odds

of hypertension than non-Hispanic and His-

panic Whites. However, these associations did

not achieve significance level. No difference

was seen on the strength of the association

between race and hypertension among His-

panics and non-Hispanics (OR 1.31 vs 1.52, P

interaction for race and ethnicity .91). The

protective effect for hypertension on Hispanics

had been disappearing over time (P interaction

race/ethnicity and survey year .002).

Conclusions: This study underscores that

racial categorization could be a significant

predictor of health status for Hispanics in our

society. As time goes by, we are curious to see

how embedding in US racial categories and

assimilation into Western culture influence the

life and health of Hispanics. (Ethn Dis.

2006;16:71–77)
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INTRODUCTION

Disparities in health status among

the US population have been documen-

ted for years;1–6 the most common

health status comparison is between

Blacks and Whites. Since the late

1970’s, the recognition of Hispanics as

an ethnic group in the United States has

motivated changes in data collection by

including information on Hispanics’

health status.7,8 The US Census has

grouped together all Spanish-speaking

people (ie, Mexicans, Puerto Ricans,

Cubans, Central and South Americans,

etc) into a single category—Hispanics—

under the assumption of common

values, cultural norms, and beha-

viors.9–11 Hispanics, the fastest-growing

group in the US population,12 represent

a heterogeneous group, and they can be

of any race (ie, White, Black, etc).13

However, evidence suggests that Hispa-

nics do not identify well with the

existing Year 2000 US Census racial

categories, and a large proportion self-

identified as ‘‘other’’ (42.2%).14–18

Although the issue of racial identity

among Hispanics has been addressed in

the social sciences,14,19–23 few studies

have investigated the effect of skin color

among men on heart disease in Puerto

Rico.24,25 However, to the best of our

knowledge, no studies have investigated

the effect of race on health among

Hispanics in the United States.

Despite being the youngest group of

the American population, Hispanics are

affected by chronic diseases such as

hypertension. Hypertension is a public

health problem in the United States,

and more than half of the population is

expected to be affected by the age of

60 years. Although Hispanics’ hyper-

tension profiles are similar to or better

than those of non-Hispanic Whites,

variation exists in the prevalence of

hypertension among Hispanic sub-

groups.26,27 However, because of small

sample sizes, health statistics for Hispa-

nics tend to be presented for Hispanics

as a whole or for Mexican Americans

only. These estimates, although useful,

ignore the variation associated with

Hispanics’ racial identity. For example,

Puerto Ricans, one of the Hispanic

subgroups more likely to self-identify as

Black and be exposed to US culture the

longest, have the worst health profiles

among Hispanics.3,16,17,28 Because the

prevalence of hypertension is lower

among Hispanics than non-Hispanic

Whites and Blacks, we can investigate

whether the observed lower prevalence

among Hispanics could be associated

with their racial identity.
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The National Health Interview Sur-

vey (NHIS) affords the opportunity to

investigate the effect of race among

Hispanics on self-reported hypertension

after adjusting for selected individual

characteristics and known risk factors.

Specifically, the aim of this study was

two-fold: first, to investigate the associ-

ation between race and hypertension

among Hispanics and non-Hispanics;

and second, to compare the strength

of these associations among Hispanics

and non-Hispanics. If identification

with US racial categories penalizes

Hispanics with exposures detrimental

to health, Hispanic Blacks would have

higher odds of hypertension than His-

panic and non-Hispanic Whites and

similar odds of having hypertension to

non-Hispanic Blacks. However, the

magnitude of the association between

race and hypertension would be weaker

among Hispanics than among non-

Hispanics.

MATERIALS AND METHODS

The NHIS is an annual, face-to-face

interview of a household sample of US

noninstitutionalized civilians, that uses

a three-stage stratified cluster probabil-

ity sampling design. A complete de-

scription of the plan and operation for

the NHIS has been published else-

where.29–31 Briefly, the NHIS com-

prises a core set of questions (or

questions that are repeated every year)

and supplemental questions/modules.

The survey oversamples Black and

Hispanic persons to obtain reliable

estimates for these groups. The inter-

view sample for NHIS consisted of

persons of all ages (85 years of age was

adjudicated to persons .85 years) in

families within households for a sample

of 100,618, 100,760, and 93,386 in

years 2000, 2001, and 2002, respective-

ly. Data for these analyses were abstract-

ed from the Person and Sample Adult

files and included the records of adults

$18 years of age, which yielded sam-

ples of 32,374, 33,326, and 31,044 for

years 2000, 2001, and 2002, respective-

ly, for a total of 96,744. These samples

included 17% of Hispanic respondents

in each year. These analyses were

limited to Hispanics and non-Hispanics

who identify themselves as White or

Black/African-American for a final sam-

ple of 88,453 adults, including 12,083

Hispanics.

The outcome for this study was self-

reported hypertension. Hypertension

was collected with the question ‘‘Have

you ever been told by a doctor or other

health professional that you had hyper-

tension, also called high blood pres-

sure?’’ The main independent variable

was race/ethnicity. Race was determined

from two questions: ‘‘What race do you

consider yourself to be?’’ and ‘‘Which

one of these groups, would you say

BEST represents yourself?’’ The choices

were White, Black/African American,

American Indian and Alaska Native,

Native Hawaiian and Pacific Islander,

and other. The first question was asked

to all survey participants, while the

second was asked to those who answered

more than one race to the first question.

Ethnicity was established from the

question: ‘‘Do you consider yourself

Hispanic/Latino?’’ The question for

ethnicity was asked before the question

for race. For these analyses, race/ethnic-

ity was defined as Hispanic Blacks,

Hispanic Whites, non-Hispanic Whites,

and non-Hispanic Blacks.

Variables considered to be risk

factors or potential confounders in

studies of hypertension32 and other

relevant variables were included in these

analyses. These variables included de-

mographic characteristics (age, gender,

marital status, US region of residence,

place of birth and length of stay in the

United States); access to care and

socioeconomic position (health insur-

ance, education, income and occupa-

tion); and selected risk factors (diabetes,

BMI, physical activity, smoking and

alcohol consumption). Due to the large

number of missing values for income,

the multiple imputations income files

were used for these analyses.33

Statistical Analysis
Descriptive statistics for the charac-

teristics of the population and preva-

lence of hypertension were calculated by

race in each ethnic group. To determine

significant differences, chi-square (cate-

gorical variables) and t tests (continuous

variables) were used.

Logistic regression was used to

estimate the strength of the association

between race/ethnicity and self-reported

hypertension among US adults (His-

panic Blacks, Hispanic Whites, non-

Hispanic Blacks vs non-Hispanic

Whites) before and after adjusting for

selected covariates. These analyses were

repeated for Hispanics and non-Hispa-

nics (Blacks versus Whites) and for

Whites and Blacks (Hispanics versus

non-Hispanics). To test whether the

strength of the association between race

and the prevalence of hypertension

differed between Hispanics and non-

Hispanics, an interaction between race

and ethnicity was tested. In addition,

interactions between race/ethnicity and

gender, income, education, and health

insurance also were tested. Although

three-year estimates were presented to

improve reliability, an interaction term

was tested between survey year and race/

ethnicity to determine any change in the

strength of the association between

groups over time. Interaction terms

between race and place of birth and

length of stay in the United States were

tested among Hispanics. The number of

records available for the multivariable

logistic regression varied according to

the covariates included in the model.

Data management procedures were

carried out with SAS,34 and statistical

analyses were conducted with SU-

DAAN.35 SUDAAN takes into account

the complex sampling design and yields

unbiased standard error estimates. In

the tables, the sample sizes were un-

weighted. However, estimates for

means, proportions, standard errors,
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and ORs with their 95% confidence

intervals (CI) were weighted.

RESULTS

Characteristics of the study popula-

tion are presented in Table 1. Com-

pared to non-Hispanics, Hispanics were

younger, more likely to have a higher

proportion of males in their population,

live in the West, be married, be less

educated, have lower income, be un-

insured, be more likely to report having

diabetes and never smoke. Hispanics

were also more likely to be foreign-

born, hold lower-rank occupations, and

be less physically active and less likely to

drink than non-Hispanic Whites (data

not shown). When compared to His-

panic Whites, Hispanic Blacks were

younger, more likely to live in the

Northeast, be more educated, have

higher income and more likely to report

having diabetes. In addition, Hispanic

Blacks were more likely to hold higher-

rank occupation and be less physically

active than Hispanic Whites (data not

shown). In general, non-Hispanic

Blacks had worse sociodemographic

and risk factor profiles than their White

counterparts.

Table 2 shows the prevalence of self-

reported hypertension for selected cov-

ariates for Hispanics and non-Hispanics

by race. The overall prevalence for self-

reported hypertension was 24.0 (data

not shown); Hispanics had lower prev-

alence than non-Hispanics (16.8% vs

Table 1. Distribution of selected characteristics* for Hispanic and non-Hispanic adults $18 years of age according to race:
National Health Interview Survey (NHIS) 2000–2002

Characteristics

Hispanic Non-Hispanic

Total
(N588,453)

Black
(n5230)

White;

(n511,853)
Total

(n512,083)
Black

(n513,130)
White;

(n563,220)
Total<

(n576,370)

Sociodemographic
Age (y) 36.9 (0.97) 40.2 (0.26) 39.6 (0.23) 42.1 (0.25) 46.6 (0.12) 45.7 (0.11) 45.5 (0.11)
Male 42.8 (4.01) 49.5 (0.69) 49.4 (0.68) 44.5 (0.52) 48.1 (0.23) 47.6 (0.21) 47.7 (0.20)
Region

Northeast 48.5 (5.13) 11.8 (0.63) 12.6 (0.64) 16.9 (0.55) 20.3 (0.34) 19.9 (.30) 19.2 (0.29)
Midwest 11.6 (2.32) 6.5 (0.57) 6.6 (0.56) 18.8 (0.74) 28.7 (0.43) 27.4 (0.40) 25.6 (0.37)
South 30.5 (5.36) 37.3 (1.31) 37.1 (1.29) 57.5 (1.07) 34.5 (0.45) 37.5 (0.42) 37.5 (0.40)
West 9.4 (2.13) 44.4 (1.22) 43.7 (1.20) 6.8 (0.35) 16.5 (0.34) 15.2 (0.31) 17.7 (0.31)

Marital status
Married 48.1 (3.79) 65.8 (0.52) 65.5 (0.51) 44.5 (0.58) 66.7 (0.30) 63.8 (0.29) 63.9 (0.27)
Divorced 14.0 (0.33) 9.2 (0.26) 9.3 (0.26) 15.6 (0.36) 9.8 (0.13) 10.6 (0.13) 10.5 (0.12)
Widow 2.5 (1.18) 4.1 (0.24) 4.0 (0.24) 7.1 (0.26) 7.2 (0.11) 7.1 (0.10) 6.8 (0.10)
Single 35.4 (3.67) 20.9 (0.49) 21.2 (0.49) 32.7 (0.62) 16.4 (0.28) 18.5 (0.27) 18.8 (0.25)

Socioeconomic position and access to care
Education

Less than high school 29.6 (4.17) 48.4 (0.81) 48.0 (0.81) 26.2 (0.68) 15.4 (0.26) 16.9 (0.24) 19.9 (0.24)
High school/GED 29.3 (5.21) 26.0 (0.52) 26.1 (0.52) 35.0 (0.61) 37.8 (0.31) 37.4 (0.28) 36.3 (0.26)
Some college 25.8 (4.03) 16.1 (0.48) 16.3 (0.48) 24.3 (0.67) 24.5 (0.28) 24.5 (0.26) 23.7 (0.24)
Complete college or higher 15.3 (4.46) 9.5 (0.41) 9.6 (0.41) 14.5 (0.49) 22.3 (0.28) 21.2 (0.25) 20.1 (0.24)

Income
,$20,000 41.2 (4.61) 53.8 (0.83) 53.5 (0.83) 44.7 (0.77) 35.5 (0.35) 36.7 (0.32) 38.2 (0.31)
$20,000–$44,999 46.2 (4.32) 34.2 (0.69) 34.5 (0.69) 39.9 (0.62) 37.3 (0.28) 37.6 (0.26) 37.4 (0.25)
$$45,000 12.6 (4.51) 12.0 (0.52) 12.0 (0.52) 15.4 (0.65) 27.2 (0.33) 25.6 (0.30) 24.4 (0.28)

Health insurance
Private 55.5 (4.78) 45.6 (0.66) 45.8 (0.66) 56.5 (0.65) 67.3 (0.29) 65.8 (0.27) 64.1 (0.26)
Public 16.8 (2.99) 17.2 (0.49) 17.2 (0.48) 23.4 (0.48) 21.8 (0.26) 22.0 (0.24) 21.6 (0.23)
None 27.7 (3.93) 37.2 (0.77) 37.0 (0.76) 20.1 (0.48) 10.9 (0.18) 12.2 (0.16) 14.3 (0.18)

Risk factors
Diabetes (yes) 8.7 (3.13) 7.6 (0.30) 7.6 (031) 9.7 (0.31) 6.7 (0.12) 7.1 (0.11) 7.1 (0.11)
BMI, kg/m2 27.9 (0.46) 27.2 (0.07) 27.3 (0.06) 28.4 (0.08) 26.5 (0.03) 26.7 (0.03) 26.8 (0.03)
Smoking status

Current 18.0 (3.54) 17.3 (0.46) 17.3 (0.47) 22.6 (0.43) 23.9 (0.27) 23.7 (0.24) 23.2 (0.23)
Former 12.0 (3.35) 14.6 (0.43) 14.6 (0.43) 14.6 (0.35) 25.2 (0.21) 23.8 (0.20) 23.0 (0.19)
Never 70.0 (4.10) 68.1 (0.63) 68.1 (0.63) 62.8 (0.53) 50.9 (0.27) 52.5 (0.26) 53.8 (0.24

* Percentage and standard errors with the exception of age (mean and standard error).
3 All P values for chi-square and t tests for comparing Blacks and Whites within ethnic groups were ,.01 with the exception of health insurance, diabetes, BMI, and smoking

status among Hispanics (P values ..05).
4 All P values for Hispanic and non-Hispanic comparisons were ,.01.

GED5general equivalency diploma; BMI5body mass index.
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24.7%, P,.01). Overall, Blacks, re-

gardless of their ethnicity, exhibited the

highest prevalence of hypertension.

However, non-Hispanic Blacks had

higher prevalence than their Hispanic

counterparts. Highly educated and

high-income Hispanic Blacks exhibited

a significantly higher prevalence of

hypertension than their less educated

and low-income White counterparts.

The opposite was true for non-Hispa-

nics: less-educated Blacks had a higher

prevalence of hypertension than Whites,

regardless of their education.

Table 3 shows the crude and

adjusted ORs for hypertension and

race/ethnicity. When compared to

non-Hispanic Whites, non-Hispanic

Table 2. Prevalence of hypertension for selected covariates among Hispanic and non-Hispanic adults $18 years of age by race:
NHIS 2000–2002

Characteristics

Hypertension

Hispanic Non-Hispanic

Black White* Total Black White* Total;

Overall 18.3 (3.23) 16.8 (0.43) 16.8 (0.43) 29.9 (0.52) 23.9 (0.20) 24.7 (0.19)
Sociodemographics
Age (y)

18–45 10.0 (2.77) 7.2 (0.33) 7.3 (0.33) 14.9 (0.45) 9.5 (0.20) 10.4 (0.19)
46–85 44.0 (9.81) 36.7 (1.01) 36.8 (1.01) 54.7 (0.93) 39.2 (0.29) 40.8 (0.28)

Gender
Male 27.1 (7.05) 14.8 (0.59) 14.9 (0.59) 26.8 (0.76) 23.6 (0.28) 24.0 (0.27)
Female 11.8 (2.70) 18.8 (0.66) 18.6 (0.65) 32.3 (0.57) 24.1 (0.27) 25.2 (0.25)

Region
Northeast 17.5 (3.86) 16.9 (1.16) 16.9 (1.14) 25.1 (1.32) 23.0 (0.37) 23.2 (0.36)
Midwest 7.8 (6.13) 16.9 (1.87) 16.6 (1.78) 30.5 (1.09) 22.9 (0.36) 23.6 (0.34)
South 22.0 (6.8) 17.7 (0.75) 17.7 (0.76) 31.0 (0.69) 25.5 (0.38) 26.6 (0.35)
West 22.7 (11.6) 16.0 (0.61) 16.0 (0.62) 30.3 (1.41) 23.3 (0.51) 23.6 (0.48)

Marital status
Married 21.4 (6.84) 17.3 (0.55) 17.4 (0.56) 30.5 (0.78) 23.9 (0.25) 24.6 (0.24)
Divorced 22.6 (6.95) 22.1 (1.25) 49.5 (2.67) 39.0 (1.01) 26.7 (0.51) 54.2 (0.59)
Widow 5.5 (5.77) 50.1 (2.66) 22.1 (1.3) 66.6 (1.62) 52.3 (0.63) 29.1 (0.45)
Single 12.7 (4.71) 6.4 (0.54) 6.6 (0.56) 16.8 (0.66) 9.8 (0.31) 11.4 (0.30)

Socioeconomic position and access to care
Education

Less than high school 11.9 (3.79) 19.0 (0.69) 18.9 (0.69) 42.0 (1.14) 35.6 (0.60) 37.0 (0.55)
High school/GED 21.9 (6.45) 16.0 (0.94) 16.1 (0.94) 28.3 (0.84) 26.8 (0.35) 27.0 (0.33)
Some college 13.4 (5.78) 12.8 (0.94) 12.8 (0.94) 23.0 (0.90) 21.1 (0.43) 21.3 (0.39)
Complete college or higher 39.2 (16.7) 16.1 (1.36) 16.9 (1.47) 28.2 (1.27) 20.0 (0.40) 20.8 (0.38)

Income
,$20,000 16.8 (5.66) 10.7 (0.53) 10.8 (0.53) 22.2 (0.74) 16.1 (0.39) 17.1 (0.35)
$20,000–$44,999 10.0 (3.86) 12.3 (0.83) 12.3 (0.83) 22.5 (0.85) 16.8 (0.36) 17.6 (0.32)
$$45,000 49.2 (21.2) 17.1 (1.57) 17.8 (1.67) 25.3 (1.32) 17.7 (0.40) 18.3 (0.39)

Health insurance
Private 16.4 (4.98) 14.4 (0.65) 14.4 (0.64) 24.5 (0.56) 17.4 (0.22) 18.2 (0.21)
Public 34.0 (7.31) 39.0 (1.38) 38.9 (1.36) 52.2 (1.13) 49.0 (0.43) 49.4 (0.41)
None 12.9 (5.51) 9.5 (0.49) 9.5 (0.49) 19.7 (0.91) 14.2 (0.49) 15.4 (0.44)

Risk factors
Diabetes

Yes 72.4 (14.75) 53.2 (2.02) 53.7 (2.03) 69.5 (1.50) 60.9 (0.84) 62.5 (0.78)
No 13.1 (2.48) 13.8 (0.40) 13.7 (0.40) 25.6 (0.49) 21.2 (0.19) 21.8 (0.18)

BMI (kg/mt2)
,18.5 0 8.7 (2.58) 8.6 (2.54) 16.8 (2.61) 13.1 (1.00) 13.4 (0.96)
18.5–24.99 5.6 (3.20) 10.4 (0.59) 10.3 (0.58) 18.2 (073) 15.1 (0.25) 15.4 (0.24)
$25.0 25.6 (5.40) 20.7 (0.58) 20.8 (0.59) 35.6 (0.66) 30.6 (0.29) 31.4 (0.26)

Smoking status
Current 19.2 (7.14) 13.5 (0.85) 13.6 (0.87) 29.3 (1.01) 19.0 (0.35) 20.3 (0.33)
Former 38.3 (17.8) 28.6 (1.38) 28.7 (1.40) 48.3 (1.44) 32.9 (0.43) 34.2 (0.42)
Never 13.9 (3.08) 15.2 (0.54) 15.2 (0.53) 25.9 (0.59) 21.8 (0.26) 22.4 (0.24)

* All P values for chi-square tests for comparing Blacks and Whites within ethnic groups were ,.01, with the exception of region among Hispanics and income among non-
Hispanics (both P values ..05).

3 All P values for Hispanic and non-Hispanic comparisons were ,.01.
BMI5body mass index.
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Blacks were more likely to have hyper-

tension and Hispanic Whites were less

likely to have hypertension before and

after adjustment for selected covariates.

However, there was no difference be-

tween Hispanic Blacks and non-His-

panic Whites. Men, regardless of their

race/ethnicity, showed decreased odds

of having hypertension when compared

to women (P interaction .01, data not

shown). No interaction was seen be-

tween race/ethnicity and income, edu-

cation, or health insurance. However, an

interaction was detected between survey

year and race/ethnicity (P5.002): when

compared to non-Hispanic Whites, the

odds of having hypertension decreased

for non-Hispanic Blacks, but the pro-

tective effect on Hispanics has been

disappearing over time. No difference

was seen on the effect of race on

hypertension among Hispanics and

non-Hispanics (OR 1.31, 95% CI

0.69–2.50 vs OR 1.52, 95% CI 1.39–

1.66, P interaction for race and

ethnicity .91; data not shown).

No difference was seen in the odds

of having hypertension between His-

panic Blacks and Whites; nor was

a difference seen between Hispanic

and non-Hispanic Blacks. However,

hypertension was associated with eth-

nicity among Whites (odds for Hispanic

Whites compared to non-Hispanic

Whites 0.82, 95% CI 0.71–0.95; data

not shown). No interaction was de-

tected between race and either place of

birth or length of stay in the United

States among Hispanics.

DISCUSSION

To the best of our knowledge, no

studies have investigated the effect of

race among Hispanics. However, few

studies have examined the effect of skin

color on heart disease in Puerto

Rico.24,25 These studies show that

dark-skinned Puerto Rican men had

higher prevalence of left ventricular

hypertrophy and slightly higher systolic

blood pressure than their light-skinned

counterparts. This study shows that

although Hispanics have a lower prev-

alence of hypertension, when race was

accounted for Hispanic Blacks have

a higher prevalence of hypertension

than their White counterparts. Hispanic

Blacks could experience the same ex-

posures deleterious to health faced by

non-Hispanic Blacks,36 including con-

ditions associated with hypertension

among non-Hispanic Blacks such as

discrimination and racism.37 For exam-

ple, Hispanics, specifically Puerto Ri-

cans and Dominicans, report experienc-

ing discrimination due to their race in

New York City, although much less

than non-Hispanic Blacks (7.5% vs

17.3%).38 Moreover, Mexican Ameri-

cans with dark skin were more likely to

report being discriminated against, have

less education, and hold occupations

with lower prestige than their light-

skinned counterparts.39 Further, His-

panic Blacks are also likely to experience

racial residential segregation, which

promotes lower social and environmen-

tal conditions that may lead to poor

health.40 Previous studies showed that

Puerto Ricans were highly segregated

from non-Hispanic Whites as a result of

their African ancestry.41–43 Thus, His-

panics could experience discrimination

from non-Hispanic Whites, and His-

panic Blacks could face a double jeop-

ardy by being discriminated against by

Hispanic and non-Hispanic Whites

based on their skin color. This study’s

results show that the health advantage

was only observed for Hispanic Whites

or for Hispanics as a whole. Therefore,

the health advantage encountered when

using aggregate data for Hispanics could

be an artifact of ignoring race.

An issue open to debate among

epidemiologists is the use and utility of

counterfactual for causal inferences on

social characteristics such as race.44,45 As

Krieger,46 and more recently, Berk-

man,47 suggested understanding the

counterfactual is extremely useful to

epidemiology in general. However, un-

derstanding it means identifying the

causal component of a risk factor. In the

case of race, the key is to identify what

makes an individual’s experience differ-

Table 3. Crude and adjusted odds ratios (OR)* and 95% confidence intervals for hypertension by race/ethnicity among adults
$18 years of age: NHIS 2000–2002

Race/ethnicity

Hypertension

Crude Model 1 Model 2 Model 3

Non-Hispanic White 1.00 1.00 1.00 1.00
Non-Hispanic Black 1.36 1.92 1.56 1.53

(1.29–1.43) (1.82–2.03) (1.46–1.66) (1.40–1.68)
Hispanic White 0.64 1.04 0.85 0.81

(0.60–0.68) (0.96–1.13) (0.78–0.93) (0.71–0.93)
Hispanic Black 0.71 1.54 1.13 1.29

(0.46–1.09) (0.99–2.38) (0.69–1.86) (0.68–2.47)

* Crude association between race/ethnicity and self-reported hypertension (crude); ORs adjusted for age, gender, marital status, survey year, US region, place of birth and
length in the US (model 1); additionally adjusted for health insurance, diabetes, BMI, physical activity, smoking, and alcohol consumption (model 2); and adjusted for all
covariates as in model 2 plus education, income, and occupation (model 3).

BMI5body mass index.
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ent as he/she belongs to a particular

racial group in our society.46 Hispanic

Blacks and Whites could be the right

counterfactual for non-Hispanic Blacks

and Whites. This study shows that

Hispanic Blacks and Whites have more

similarity to their non-Hispanic coun-

terparts as time goes by as they do to

each other. This kind of comparison

could help tease out the effect of race as

a marker for inequality in opportunities

and further as a fundamental cause48 for

existing health disparities.

Among the strengths of this study

are the use of multiple years of a national

representative sample and the large

sample size that allows controlling for

numerous potential confounders while

also examining interactions. Limitations

are the cross-sectional nature of the

data, which precludes making inferences

regarding cause and effect, and the self-

reported nature of hypertension. How-

ever, self-reported data for this condi-

tion has been shown to be highly

correlated with physician records.49,50

Because Hispanics are younger and less

likely to have access to health care,

which would result in less awareness of

hypertension than non-Hispanics, His-

panics could be likely to underreport

their hypertension status. However, if

any difference in reporting this disease

was to occur, it would have been

nondifferential among Hispanics, which

would underestimate the study’s results.

An additional limitation was the exclu-

sion of 23% of Hispanics who self-

identified as ‘‘other’’ (n53733). How-

ever, we repeated the analyses including

‘‘other’’ as a separate category, and their

odds of hypertension was not different

from the one observed for Hispanic

Whites. Therefore, their exclusion was

not likely to have affected the results.

Finally, the sample for Hispanic Blacks

was small (n5230) and may have

precluded our ability to detect signifi-

cant differences when compared to

other groups. However, using sensitivity

analyses, we repeated the analyses with

and without the Hispanic Black sub-

sample as well as without accounting for

the sampling weights to rule the effect

of extreme weights. The exclusion of the

data on Hispanic Blacks did not change

the results significantly. Similarly the

results did not change when only

Hispanic Whites were considered. The

use of unweighted data as sensitivity

analysis did not change the results

presented in this report. Therefore, the

possibility of bias, if any, in extrapolat-

ing results from such small sample size

may be minimal.

This study underscores that racial

categorization could be a significant

predictor of health status for Hispanics

in our society. Ignoring race could mask

variation in hypertension among His-

panics. In fact, the idealized Hispanic

health advantage disappears when race is

accounted for, and Hispanic Blacks and

Whites hypertension profiles are getting

closer to their non-Hispanic counter-

parts. As time goes by, how classifica-

tion in US racial categories and assim-

ilation into Western culture influence

Hispanics’ life and health should be

examined. If we are serious about

eliminating health disparities among

Americans, race among Hispanics can-

not be ignored and should be consid-

ered in the current discourse on racial/

ethnic disparities in health.
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