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Abstract

Self-rated health (SRH) and subjective life expectancy (SLE) are widely used
for understanding health and predicting mortality. However, what these
items measure remains unclear, due to the lack of conceptual frameworks.
We administered a web survey across the United States, Great Britain,
Germany, Spain, and Mexico. The questionnaire included SRH and SLE,
each immediately followed by a question that probed respondents’ thought
processes. We examined the relationship between SRH and SLE, the
response difficulty, and attributes that respondents considered for forming
responses. Overall, SRH and SLE were moderately related, eliciting differ-
ent information and varying in difficulty. Compared to SLE, SRH was
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perceived as easier but covered a narrower information spectrum. While
illness and health behaviors were dominant attributes of SRH responses,
family longevity history, life situations, and lack of control were additionally
considered for SLE. When combined, SRH and SLE may capture a fuller
range of attributes germane to health and mortality.

Population aging has made mortality prediction an important scientific and
policy topic for which two survey questions are often considered: self-rated
health (SRH) and subjective life expectancy (SLE). However, with individ-
uals lacking access to information about their own mortality, it is difficult to
gather useful data. Moreover, few researchers have systematically examined
these questions in tandem, instead conducting studies that rely on unverified
aspects of mortality prediction based on these questions. Because of this, the
field lacks a nuanced understanding of what SRH and SLE measure.

This study focuses on improving our understanding about SRH and SLE,
necessary for establishing their measurement frameworks. SRH asks
respondents to rate their health and is by far the most popular health-
related survey question (Fienberg et al. 1985). Shown to be a strong pre-
dictor of mortality, health outcomes, and care utilization (Idler and
Benyamini 1997), SRH is recommended by health organizations (Hennessy
et al. 1994). SLE, on the other hand, asks respondents to estimate their
expectations about their own longevity and is administered in numerous
aging-related surveys, such as the Health and Retirement Study in the
United States (Perozek 2008). Like SRH, responses to SLE are shown to
predict mortality (Siegel et al. 2003).

Measurement of SRH and SLE

Despite their wide use, neither SRH nor SLE is a “designed” question to
elicit certain information on the topic of health or mortality. SRH was born
out of fieldwork. Because health surveys may be lengthy and include ques-
tions on sensitive behaviors, interviewers asked some variations of SRH as
an icebreaker (Elinson 1994). As such, SRH is simple to administer and
conversational, often using verbally labeled Likert-type response scales—
for instance, “excellent-very good-good-fair-poor,” although variations
exist (Lee 2014). For example, SRH in EQ-5D uses a 0—100 numeric scale
(see appendices 2, 4, and 6 of Devlin and Brooks 2017).

In the 1960s, a particular question format asking about future expecta-
tions was born out of consumer behavior research (Juster 1964). By
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applying this format to the concept of life and death, SLE was created (Lee
et al. 2018; Manski 1990). SLE typically asks: “What is the percent chance
that you will live to be [future age determined by respondents’ current age]
or more?” and uses a 0—100 numeric response scale. Variations to SLE
wording exist, such as: “To what age do you expect to live?” (e.g., Mir-
owsky and Ross 2000) or “What is the percent chance that you will die by
[future age determined by respondents’ current age]?” (e.g., Kerry and
Embretson 2018), as well as to its response scale, such as a four-point verbal
scale from “very likely” to “very unlikely” (e.g., van Doorn and Kasl 1998).

Empirical studies have shown correlates of SRH and SLE, from socioeco-
nomic status (e.g., education) to objective health status (e.g., chronic diseases)
and to health behaviors (e.g., exercise), and to subtle nuances within each. For
example, SLE responses are influenced by the health status of family members
but more so by the health status of family members of the same sex as the
respondents than others (Zick et al. 2014). For SRH, not only current but also
expected future health status is related to one’s mortality (Ferraro and Wilk-
inson 2015). Although these findings lead to a hypothesis that respondents
incorporate different attributes when answering SRH than when answering
SLE, they are based on relationships observed in collected data and not on
actual survey response processes or theories. At the same time, respondents’
incorporating subtle information germane to mortality that is unascertainable
through objective measures is hypothesized to make SRH and SLE strong
predictors of mortality (Perozek 2008; Stone et al. 2000). Surprisingly, the
extant literature provides little methodological clarity regarding the type of
information that SRH and SLE prompt respondents to consider, how the infor-
mation is related to the underlying construct of mortality, how these questions
are similar or different between SRH and SLE, or how best to ask them (Bailis
etal. 2003; Griffin etal. 2013; Jylhd 2011). This makes formulating hypotheses
about measurement mechanisms of SRH and SLE challenging.

Cognitive probing presents possibilities for assessing survey response
processes, but few studies have utilized it in this context. Recent work has
made use of open-ended probes on web surveys as a complement to
resource-intensive in-person cognitive interviews for examining measure-
ment error (Behr et al. 2017). Web probing may prove to be a fruitful route
to examine the measurement mechanisms behind SRH and SLE.

Response Burden of SRH and SLE

SRH and SLE may pose different types of response difficulties. For SRH,
although health is a topic frequently discussed in everyday life, there is no
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standardized meaning (Bailis et al. 2003; Larson 1999). Respondents need
to infer the meanings of response categories and differentiate adjacent
categories (e.g., “fair” vs. “poor”). The major difficulties concerning SRH
lie in understanding the meaning of health and mapping perceived health
status to response categories (Lee and Schwarz 2014). The concept that SLE
attempts to measure (i.e., life/death) is clear-cut. However, people often
have insufficient information for predicting their own future (Jylhi 2011).
Furthermore, its 101-point probability response scale, used infrequently in
surveys, is known to have measurement problems even for straightforward
behaviors like voting (de Bresser and van Soest 2019). Thus, with SLE,
respondents are faced with an unfamiliar numeracy task for which they have
insufficient information, making SLE particularly difficult to answer. Given
this, it is not surprising to see reports about response heaping and high item
nonresponse rates on SLE (Bruine de Bruin and Carman 2018; Lee et al.
2018; Lee et al. 2017; Lee and Smith 2016), both of which are signs of
question difficulty (Couper et al. 2006).

Influences on Measurement of SRH and SLE: Culture
and Psychosocial Traits

The concept of health and how one views one’s own mortality may vary
across cultures (Larson 1999; McCarthy et al. 2004). Moreover, survey
response processes are also shown to vary across cultures (Johnson et al.
1997). With country being a proxy for culture (Hong 2009), it becomes
tempting to designate SRH and SLE measurement mechanisms to country.
Unfortunately, there is no literature that may guide such a nexus.

Nonetheless, the effect of culture-specific psychosocial traits on SLE
response burden has recently emerged in the literature. A country-level
analysis of older adults in 11 countries reported a negative relationship
between future time orientation and SLE item missing rates (Lee et al.
2017). In an individual-level analysis of older adults, SLE item missing
rates were associated positively with religiosity and present time orienta-
tion but negatively with future optimism and sense of control (Lee et al.
2018; Lee et al. 2017; Lee and Smith 2016). As persons with low opti-
mism, low sense of control, and/or higher religiosity are reported to be less
future oriented (Abeles 1991; Carter et al. 2012; Marko and Savickas
1998) and likely to have insufficient information for future prediction
(Bergadaa 1990), SLE may be perceived as being more difficult by these
individuals than the counterparts. It warrants extending this methodolo-
gical analysis to younger persons.
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Research Questions

This study attempts to address the validity of SRH and SLE, the cornerstone
of measurement, as well as response burden. Thus, we pursue research that
should have accompanied the development of these measures at the begin-
ning of their use. Specifically, we examine SRH using the five-point verbal
response scale and an alternative 101-point numeric scale, as well as SLE
using the 101-point probability scale for the following questions.

First, on validity:

1. Concurrent validity: How comparable are responses to SRH and
SLE with one another and with actuarial life expectancy (ALE) at
the country level? Specifically, are countries ranked similarly across
these measures?

2. Convergent validity: How are responses to SRH and SLE related to
one another? Does response scale matter in this relationship?

3. Construct validity: Is the information captured by SRH and SLE
similar or different?

Second, on potential respondent burden:

1. Does question difficulty vary between SRH and SLE and by aspects
of their administration, specifically response scale?

2. How certain are respondents about their answers to SLE? Do psy-
chosocial traits pertinent to time orientation play a role?

Method
Data

Our data came from a web survey with 2,689 respondents aged 18-65,
sampled from opt-in panels in five countries: the United States, Great
Britain, Germany, Spain, and Mexico. Despite lacking population represen-
tation, opt-in web samples are used increasingly as a cost-effective means of
experimentation (e.g., Lee et al. 2016). As the focus of this study is exam-
ining response processes, population-level generalizability is not a major
concern, unless factors that influence self-selection into opt-in panels also
affect response processes. The sample was balanced on age (18-30, 31-50
vs. 51-65 years old), sex (male vs. female), and education (<tertiary/post-
secondary education vs. >some tertiary/postsecondary education) across
countries. Supplementary Material 1 (https://t.ly/xyx0p) provides the sam-
ple composition.


https://t.ly/xyx0p

6 Field Methods XX(X)

The survey was fielded in June 2014 by Respondi (www.respondi.com).
The questionnaire was translated from English to German and Spanish and
included questions on political and social attitudes as well as items specific
to the experiments described shortly. Supplementary Material 2 (https://t.ly/
OvGxA) provides exact wording of questions in the experiments by coun-
try. We supplemented the survey data with country-level ALE at birth (i.e.,
the number of years a person is expected to live) by the World Health
Organization (2017) to examine the concurrent validity of SRH and SLE.

Experiments

For SRH, we randomized the response scale (five-point vs. 101-point) to
examine whether response scale influences response burden, the type of
information respondents use, and SRH’s covariation with SLE and ALE.
On SLE, we varied the format of probing question (open- vs. close-ended)
described shortly. We implemented these experiments independently and
assigned a random two-thirds of the sample to five-point SRH and another
random two-thirds to the open-ended SLE probing question. Detailed
descriptions of experimental features are provided in Supplementary Material
3 (https:/t.ly/W61NKk). Our experiment module included three psychosocial
measures: future optimism/time orientation, sense of control, and religiosity,
which were shown to affect methodological as well as substantive aspects of
SLE (Kerry and Embretson 2018; Lee et al. 2018; Lee et al. 2017).

Response Probing

Immediately after SRH and SLE, respectively, we probed respondents
about their thought processes. All respondents for SRH and a random
two-thirds for SLE were asked an open-ended question: “Please explain
why you chose [answer on SLE/SRH].” The close-ended format given to
one-third of SLE respondents asked: “Which of the options below best
represents how you think about that answer? (1) I am very sure about the
chance; (2) I am pretty sure about the chance; (3) I actually have no idea
about the chance; and (4) No one can know the chance.”

Variables of Interest and Analysis

We examined various aspects of SRH and SLE as outlined below. In all
analyses, we made comparisons across countries. It should be noted that
country-level comparisons were done for exploratory purposes due to the
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absence of adequate theories. Ancillary comparisons by age, sex, and edu-
cation are included in Supplementary Material 4 (https://t.ly/XNRWS).

Response Distribution

If SRH and SLE are to predict mortality: (1) Countries should rank similarly
across SRH, SLE, and ALE; and (2) they should be related to each other,
regardless of the response format. The five-point SRH was coded by com-
bining “excellent—very good—good” response categories as “positive”
health and the remaining categories as “negative” health. The 101-point
SRH and SLE measures were used as continuous variables. We ranked
countries on these variables along with ALE. Comparisons were made
through F-tests. Note that, to address negative skewness, we transformed
101-point SRH and SLE using log and square root transformation, respec-
tively, with reflection of the largest value.

Further, we examined the relationship using Spearman’s rank-order cor-
relation coefficients for 101-point SRH and SLE and point-biserial correla-
tion coefficients for the binary SRH and SLE and tested the differences
using Fisher’s Z-transformation.

Probing Responses

We based our coding on a scheme developed for SRH in the U.S. context
(Groves et al. 1992) and made adaptations to fit the expansion of countries
and question types (see Supplementary Material 5 for coding details: https://
t.ly/xyxwp). Specifically, we utilized the following nine codes for probing
responses: (1) BMI-related health behaviors (e.g., exercise), (2) other health
behaviors (e.g., substance use), (3) health service utilization (e.g., doctors’
visits), (4) physical illness (e.g., specific ailments), (5) other illness
(e.g., mental health), (6) general health comments (e.g., “my health is
good”), (7) family history (e.g., parental longevity), (8) life situations,
including demographics (e.g., “I am young”), and (9) other reasons (e.g.,
feelings). For SLE, we added two more: (10) lacking control (e.g., “up to
God”) and (11) mortality being up to chance (e.g., “50-50"). We coded all
responses, allowing multiple codes per respondent. For example, a response
to SLE probing that read, “No one can say for sure, but I don’t smoke and
I’m not overweight,” was assigned with three codes: 10, 2, and 1. We
excluded cases where respondents left the probing answer blank, said,
“I don’t know,” or inserted uncodable responses (e.g., smiley faces), which
occurred at 3.8% (SRH) and 7.9% (SLE). Overall, 65.7% and 54.7% of
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SRH and SLE respondents, respectively, were given one code; the remain-
ders were given multiple codes.

We compared the number of reported attributes by country in linear
models and examined content of specific attributes. Because the results
were virtually the same between all codes combined or the code given to
the attribute reported the first, we used the content of the first code for a
clearer illustration. Because SRH response formats (five-point and 101-
point) did not affect the number and content of reported attributes, our
results combined both formats.

There were four coders: two bilingual English—Spanish speakers coding
English and Spanish cases; a native German speaker with high proficiency
in Spanish coding German and Spanish cases, and a native German speaker
coding only German cases. Coders included survey methodologists and
trained undergraduate students. For testing coder reliability, random subsets
of English responses were double-coded: (1) 147 SRH responses by two
bilingual English—Spanish coders; (2) 29 SRH responses by one German
and two bilingual English—Spanish and coders; and (3) 27 SLE responses by
one bilingual English—Spanish and one German coder. Cohen’s x ranged
from 0.540 to 0.839 for SRH and 0.717 for SLE.

Question Difficulty

We examined the difficulty through response time, item nonresponse rates,
and response heaping. For response time (in seconds), we top-coded outliers
above the 95th percentile for a given question within each country and
compared the response time of SRH by response format and SLE by
response status (i.e., item response vs. nonresponse). We examined how
item nonresponse rates, format-specific SRH response times, and response-
status-specific SLE response times varied by country through interaction
terms in linear models. Interaction analyses used log-transformed response
times as dependent variables to address their positive skewness. For 101-
point SRH and SLE, we examined responses heaping at multiples of 10s
and 25s (e.g., 20 or 75) and compared these distributions across countries by
contrasting country-level means through F-tests in linear models.

SLE Response Uncertainty

There were multiple ways a respondent could express uncertainty when
answering SLE in our study: (1) nonresponse to SLE itself, (2) nonresponse
to SLE probing, (3) indicating inability to know answers to SLE on the
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Figure |. Distribution of self-rated health, subjective life expectancy, and actuarial
life expectancy (ALE) by country. *Significant difference across countries at p < .05.
§ALE at birth published by the World Health Organization (2017:figure 3.2)

open-ended probing by reporting attributes related to lacking control or
longevity being up to chance, or (4) choosing “no one can know” or “no
idea” responses in the close-ended probing. If any of the four indicators was
positive for a given respondent, the respondent was coded as expressing
uncertainty.

We modeled response uncertainty as a function of three psychosocial
measures (future optimism/time orientation, lacking sense of control and
religiosity) in logistic regression, while controlling for country, age, sex,
and education. To ascertain whether psychosocial measures played a role in
explaining uncertainty, we compared the goodness of fit of the model with
and without these measures through a likelihood-ratio test.

Results
Response Distribution of SRH and SLE

Figure 1 includes positive health rates from five-point SRH, average scores
of 101-point SRH and of SLE along with ALE (in years) by country. Given
that our sample was not meant to represent the population, SRH and SLE
cannot be expected to approximate ALE. Rather, if SRH and SLE convey
similar information, their respective relationship to ALE should be similar.
County-level estimates of SRH and SLE differed. On five-point SRH, Spain
ranked the highest with 88.0% respondents reporting positive health, fol-
lowed by Mexico (82.8%), the United States (78.8%), Great Britain
(74.8%), and Germany (73.0%). On 101-point SRH and SLE, rankings were
not identical but similar to five-point SRH, with Mexico and Spain at the
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Table I. Correlation Coefficients between Binary Positive Self-rated Health (SRH)
and Subjective Life Expectancy (SLE) and between [0I1-point SRH and SLE by
Country.

Great  United
Total  Germany Britain States Mexico  Spain

Positive SRH and SLE n = 1,455 n =301 n=295 n=281 n=315 n=1263
Point-biserial 321 339 409 .285 296 239
correlation
coefficients
101-PointSRHandSLE n =714 n=127 n=137 n=156 n=139 n= 155
Spearman’s rank- .343 448 .350 .381 299 232
order correlation
coefficients

top. Rankings based on SRH and SLE did not correspond to ALE, however.
On ALE, Mexico was ranked the lowest (76.7 years) and the United States
the second lowest (79.3 years). Germany, Great Britain, and Spain were
similar around 81-82 years.

The relationship between SRH and SLE in Table 1 was modest regard-
less the SRH response format: point-biserial correlation coefficients
between five-point SRH and SLE ranged from 0.239 (Spain) to 0.409 (Great
Britain); and Spearman’s rank-order correlation coefficients between 101-
point SRH and SLE from 0.232 (Spain) to 0.448 (Germany). No significant
difference was observed across countries in these correlation estimates.

Probing Responses

Table 2 summarizes the number and content of attributes probed for SRH
and SLE. On average, respondents reported fewer attributes on SRH (1.40)
than SLE (1.55). Proportions of respondents who reported 0, 1, and 2 or
more attributes were 3.8%, 61.9%, and 34.3% for SRH and 8.9%, 45.8%,
and 45.2% for SLE. The counts differed by countries marginally signifi-
cantly for SRH and significantly for SLE, with respondents in Mexico and
Spain reporting more attributes on both questions than by those in the
remaining countries.

The first codes probed for SRH were dominated by three attributes:
illness (23.0% physical illness; 28.7% nonphysical illness), comments
related to general health (17.7%), and health behaviors (10.7% BMI-
related; 3.2% other). While the dominance of these three attributes
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combined was similar across countries, the contribution of each attribute
differed significantly. For example, in Spain, nonphysical illness was
reported most frequently (36.8%), while it was general health in the United
States (26.2%).

SLE drew on a wide range of attributes. Illness, health behaviors, and
general health comments combined accounted for 30.7% of SLE, a rate
much lower than for SRH (83.3%). Family history and life situations
were mentioned 15.6% and 12.0% of the time. Another 17.9% of the
respondents expressed their lack of control and 7.3% up to chance. The
“other” code (e.g., longevity desires) was given to 16.1% of the
responses. SLE attributes diverged across countries. For example,
BMI-related and other health behaviors in combination were reported
by 25.5% in Mexico but only by 8.6-11.3% in other countries. The
other attributes were reported by 8.9% of respondents in Mexico but
by 15.2-21.2% in other countries.

Question Difficulty

There was virtually no nonresponse to SRH regardless of response format.
SLE, on the other hand, produced a large nonresponse rate at 19.3% with
little variation across countries. On 101-point SRH, 68.1% of the answers
heaped at multiples of 10s and 25s similarly across countries. However, the
proportion of response 50 differed significantly across countries (from 1.6%
[Spain] to 7.4% [Germany]; p < .01), as well as that of 100 (from 2.9%
[Great Britain] to 13.4% [Mexico]; p < .001). Overall, 85.8% of the SLE
respondents chose a heaping response with different rates across countries
(from 80.1% [United States] to 88.8% [Spain]; p = .004). The most fre-
quently chosen SLE response was 50 similarly across countries from 12.9%
(Spain) to 18.3% (Great Britain). Respondents also reported 100 frequently
on SLE (11.8%), with a significant difference across countries (from 8.3%
[Great Britain] to 14.3% [Germany]; p = .025).

Respondents spent twice as long to respond 101-point than five-point
SRH (13.2 vs. 6.3 seconds; p < .001). This difference was not the same
across countries, resulting in a significant interaction between country and
SRH response scale on response time (p <.001). As in Figure 2A, 101-point
SRH took 13.5 seconds longer than five-point SRH in Mexico, compared to
4- to 6-second differences for other countries. On SLE, respondents spent
16.9 seconds, three seconds longer than nonrespondents did (p < .001).
However, as in Figure 2B, there was virtually no difference in this time
between SLE respondents and nonrespondents in Mexico, while
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Figure 2. Response time in seconds on 5-point self-rated health (SRH), 101-point
SRH, subjective life expectancy (SLE) nonresponse, and SLE response by country.
(A) Response time on SRH by response scale and country. (B) Response time on SLE
by response status and country.

respondents spent 2—4 seconds longer than nonrespondents in other coun-
tries, a significant interaction between country and SLE response status on
response time (p < .001).

SLE Response Uncertainty

Response uncertainty on SLE was expressed by 37.7% of the respondents
who were given the open-ended probing question and by 47.9% of those
given the close-ended probing. Multivariate models in Table 3 (model 1
without and model 2 with psychosocial traits) examined SLE response
uncertainty. Including psychosocial traits improved the model fit signifi-
cantly (A2Log L = 23, Adf = 3; p <.001). Specifically, high future opti-
mism was associated with lowered response uncertainty significantly,
whereas high religiosity with increased response uncertainty. Sense of con-
trol showed no association with response uncertainty.

Discussion

While SRH and SLE both predict mortality, our study suggests that they
elicit different information from respondents and impose varying levels of
burden. Respondents incorporated a broader spectrum of attributes on SLE
than SRH: Answers to SRH were formed focusing on illness and health
behaviors, while additional attributes, such as family history, were consid-
ered for SLE. A moderate relationship between SRH and SLE further
evidences this. It may be that SRH and SLE, when combined together,
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Table 3. Logistic Regression of Uncertainty about Subjective Life Expectancy (SLE)
Response.”

Dependent Variable: Uncertainty about SLE Response

Model I: Without Model 2: With
Psychosocial Measures Psychosocial Measures

OR 95% Cl  p Value OR 95% Cl  p Value

Independent variables

Future optimism/time orientation  na na na 0.86 [0.79-0.93] .000
Lacking sense of control na na na 1.02 [0.95-1.11] .568
Religiosity na na na 1.08 [1.01-1.16] .023

Control variables
Country (Ref: United States)

Germany .12 [0.88-1.43] .232 120 [0.93-1.55] .150
Mexico 0.78 [0.61-1.00] .001 0.84 [0.65-1.09] .004
Spain .22 [0.96-1.56] .021 1.35 [l.04-1.75] .006
Great Britain 1.03 [0.81-1.32] .882 1.04 [0.81-1.33] .690
Age in years (Ref: >60)
18-29 0.94 [0.71-126] .130 096 [0.72-1.27] .160
30-39 1.07 [0.78-1.45] .869 1.09 [0.80-1.49] .71
4049 .12 [0.82-1.53] 428 .12 [0.82-1.53]  .480
50-59 .13 [0.84-1.52] 318 1.12 [0.84-1.51]  .403
Sex: Female vs. male .28 [1.09-1.49] .002 123 [1.05-1.44] .01l
Education: <Tertiary vs. >tertiary 1.60 [l.37-1.88] <.001 1.55 [l.32-1.81] <.00l
Model fit -2 Log L = 3,577 (df = 10) —2 Log L = 3,554 (df = I3)

*Uncertainty is constructed using responses to SLE and SLE probing questions.

capture a fuller range of information germane to mortality. Developing a
new question that blends the measurement mechanisms of SRH and SLE
while maintaining the response burden at a minimum will improve our
ability to predict mortality more accurately through survey questions.

One may question whether using the 101-point numeric scale is more
advantageous than the five-point verbal scale for SRH as the numeric scale
eliminates connotations in verbal response categories. Our analysis pro-
vides no support. Nearly 70% of the responses to 101-point SRH heaped
at multiples of 10s and 25s. Response time was twice longer for 101-point
SRH, while respondents used similar information between the two response
formats. Thus, we recommend using the five-point rather than the 101-point
scale, given the latter’s potential burden.

Respondents appeared unsure about how to answer SLE: Almost 20% of
respondents did not answer and another 25-30%, although they answered
SLE, expressed uncertainty through probing questions. This was not the
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case for SRH. Uncertainty around SLE was systematic: lower future opti-
mism/time-orientation and higher religiosity associated with higher uncer-
tainty. Further, relatively small differences in response time between those
who gave an answer to SLE and those who did not may suggest that the
source of such high nonresponse rates is not respondents’ lacking effort but
the question difficulty. Future work may test alternatives that may make
SLE less burdensome (e.g., a four-point verbal response scale in van Doorn
and Kasl 1998).

This study has a number of limitations. First, our opt-in sample does not
offer generalizability. However, the focus of our study is to compare
response processes between SRH and SLE through probing questions.
There is no clear reason why a probability sample would produce different
implications on them. Second, some coder reliability was passable at best.
Nonetheless, the fact that the majority of coders showed high reliability
bolsters our confidence in the overall findings. Future studies will build on
the coding scheme to strengthen the reliability. Third, our study did not
elaborate on the cross-national comparisons. This was done purposefully
because the extant literature does not offer coherent theories to motivate
hypotheses for such comparisons. Cross-national differences observed in
this study, however, may stimulate exploring theoretical underpinnings and
developing hypotheses. Particularly for SLE, time orientation was shown
related to the response burden. As cultural backgrounds are believed to be a
dominant factor in forming individuals’ time orientation (Graham 1981),
examining this further may open doors for cross-cultural investigations of
SRH and SLE measurement. Hence, despite limitations, we believe that our
study provides valuable insight into these two important survey questions
and their relevance for predicting mortality.
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