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Introduction
Major depressive disorder is one of  the most 
common mental disorders in the United States 
(US) (Centers for Disease Control and Prevention, 
2011), with an estimated 15.7 million adults (6.7% 
of  the total population) having had a major 
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Abstract
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depressive episode in the past year (U.S. 
Department of  Health and Human Services 
[USDHHS], 2014). These rates are substantial 
and of  particular concern, given that major 
depression accounts for the heaviest burden of  
disease across all mental disorders, including per-
sonal (e.g., disability-adjusted life years and years 
lived with disability; USDHHS, 2014), social, and 
economic costs (Greenberg & Birnbaum, 2005; 
Stewart, Ricci, Chee, Hahn, & Morganstein, 
2003). Given both the continual rise of  depres-
sion in the US (Gonzalez, Tarraf, Whitfield, & 
Vega, 2010) and the major public health implica-
tions that it carries, it is not surprising that there 
has been burgeoning research aiming to uncover 
its contributing factors.

Social scientists have noted that racial/ethnic 
minorities experience disproportionately higher 
levels of  certain risk factors, such as racism 
(Harrell, 2000; Paradies et al., 2015; Williams & 
Mohammed, 2009), which may put them at 
increased risk for depression when compared to 
non-Latino Whites (Alegria, Woo, Takeuchi, & 
Jackson, 2009; Kessler, Mickelson, & Williams, 
1999). Indeed, both the Institute of  Medicine’s 
report “Unequal Treatment: Confronting Racial 
and Ethnic Disparities in Health Care” (Smedley, 
Stith, & Nelson, 2003) and the “Surgeon General’s 
Report on Mental Health: Culture, Race, and 
Ethnicity” (USDHHS, 2001) identified racism as 
a fundamental contributor of  racial/ethnic health 
disparities, underscoring the need for increased 
research in this area in an attempt to eliminate 
disparities for people of  color.

Against this backdrop, the present study seeks 
to identify how different forms of  racism (dis-
cussed in what follows) may play a role on the 
risk of  past-year major depression between 
African American and Afro-Caribbean adults in 
the US. Although a large body of  research exists 
documenting racism’s association with poor 
mental health among African Americans (cf. 
Paradies et  al., 2015; Pieterse, Neville, Todd, & 
Carter, 2012), examining how racism contributes 
to the mental health of  different populations 
included within the “Black” racial category in the 
US presents a much-needed opportunity for 

uncovering potential similarities and differences 
in exposure to and effects of  racism among a 
large and heterogeneous socially marginalized 
group. Of  equal significance, research on the 
role of  racism on risk of  depression among 
Black populations comes at a critical historic 
moment when “being Black in America” is being 
met with high levels of  racism, which can have 
vast implications for a group for whom depres-
sion is most severe and debilitating (Williams 
et al., 2007) and whom already bears the brunt of  
persistent health disparities (cf. Myers, 2009; 
Williams & Mohammed, 2009).

Racism and Mental Health
In considering racism’s impact on mental health, 
we are guided by C. P. Jones’s (2000) theoretical 
framework for classifying racism, which includes 
three levels: institutionalized, personally medi-
ated, and internalized. Institutionalized racism 
encompasses unequal and restricted access to 
goods and services (e.g., health care facilities, 
underresourced schools) and opportunities (e.g., 
confinement into impoverished communities, 
low-wage labor), all of  which can diminish the 
life chances and health of  people of  color. 
Personally mediated racism, one of  the most com-
monly studied forms of  racism among psycholo-
gists, can be characterized as intentional or 
unintentional discriminatory acts against people 
of  color through negative interpersonal interac-
tions and prejudice, including being followed 
around in stores, thought of  as less smart than 
others, called names or insulted, and given poorer 
services. Internalized racism can be defined as the 
acceptance of  negative attitudes, beliefs, ideolo-
gies, and stereotypes perpetuated by the White 
dominant society as being true about one’s racial 
group. All three forms of  racism can impact the 
health of  people of  color, but can also have 
implications for diminished population-level 
health (C. P. Jones, 2000). We note that although 
it is critical that all forms of  racism be considered 
in order to understand their potentially relative, 
additive, and/or synergistic influence on mental 
health, we are limited in the present study in that 
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we only have access to measures to assess person-
ally mediated and internalized racism. 
Nonetheless, we believe that by including at least 
two forms of  racism in a single study, our work is 
a step forward in understanding the impact of  
racism on mental health at multiple levels.

A significant body of  research demonstrates 
consistent and robust adverse effects of  personally 
mediated racism (hereinafter referred to as discrimi-
nation) on mental health (Paradies et  al., 2015). 
Indeed, the biopsychosocial model of  racism 
(Clark, Anderson, Clark, & Williams, 1999) sug-
gests that the psychosocial stress resulting from 
repeated and cumulative incidents of  unfair treat-
ment can trigger a host of  emotional and cogni-
tive responses (e.g., negative affect, sadness, 
rumination), which can heighten risk of  psycho-
pathology (Harrell, 2000; Williams & Mohammed, 
2009), including onset of  depression. In fact, dis-
crimination can convey to individuals that they 
are different, devalued, and not respected in soci-
ety (Crocker, Major, & Steele, 1998) and thus may 
evoke negative emotions (cf. Major, Mendes, & 
Dovidio, 2013). Therefore, it is not surprising 
that a substantial number of  studies have demon-
strated robust associations between perceived 
discrimination and poor mental health, with most 
outcomes focusing on psychological distress and 
depressive symptoms (Paradies, 2006). And, a 
recent meta-analysis of  studies published from 
1983 to 2013 found that racism had a significant 
effect on increased risk of  diagnosed depression 
(Paradies et al., 2015).

On the other hand, research on the psycho-
logical costs of  internalized racism has remained 
relatively neglected. Yet, internalized racism has 
been argued to be harmful to a person of  color’s 
mental health, given the injury resulting from it 
includes reinforcing the superiority of  Whites 
and maintaining a “self-perpetuating cycle of  
oppression,” while leading to feelings of  self-
doubt, eroding self-esteem and -worth, and gen-
erating helplessness and hopelessness (C. P. Jones, 
2000; Speight, 2007). First, internalization of  a 
stigmatized identity may directly impact health-
related outcomes. For example, internalized hom-
ophobia (Newcomb & Mustanski, 2010), low 

social status (B. Jackson, Smart Richman, LaBelle, 
Lempereur, & Twenge, 2014), illness-related 
stigma (Logie, James, Tharao, & Loufty, 2013), 
and racism (Taylor & Jackson, 1990) have been 
associated either with poorer mental health, lower 
well-being, or health-damaging behaviors. 
Second, Carter (2007) argues that it is important 
to understand how discrimination relates to inter-
nalized racism, given that being discriminated 
against may result in self-devaluation and self-
blame that may be internalized. Indeed, internali-
zation of  negative in-group bias may operate as a 
conduit by which discrimination impacts health-
related outcomes. For example, in a recent study, 
weight bias internalization partially mediated the 
association between interpersonal discrimination 
and eating disturbance among obese persons 
(Durso, Latner, & Hayashi, 2012); and in a sample 
of  Latino adults, higher levels of  everyday dis-
crimination were associated with a perceived 
lower social status, which in turn was associated 
with increased levels of  psychological distress 
(Molina, Alegria, & Mahalingam, 2013). Third, 
internalized racism may also have interactive effects 
with discrimination. For example, though not 
focused on mental health, research finds that in 
African American men, greater perceived dis-
crimination in tandem with endorsing high levels 
of  implicit anti-Black bias, is associated with 
increased risk of  hypertension (Chae, Nuru-Jeter, 
& Adler, 2012) and shorter leukocyte telomere 
length (a biological marker of  systemic aging; 
Chae et al., 2014), whereas other studies find that 
among those reporting no discrimination, endors-
ing negative racial group attitudes is associated 
with increased risk of  cardiovascular disease 
(Chae, Lincoln, Adler, & Syme, 2010). These 
studies indicate that when one internalizes in-
group racial bias in the presence of  feeling dis-
criminated against, threats to both self- and group 
identity may be embodied as poor health (Chae 
et al., 2014); and arguably, as poor mental health 
as well. In sum, evidence from the aforemen-
tioned studies suggest that for individuals from 
stigmatized groups, internalization of  negative 
in-group beliefs, messages, or stereotypes may 
act as both a mechanism through which 



442	 Group Processes & Intergroup Relations 19(4)

discrimination impacts health—including mental 
health—and also exert its effects in synergistic 
ways.

Effects of Racism on Mental 
Health: The Role of Ethnic 
Subgroup Variation

I consider myself  Black because if  a White 
person sees me, that is what they see. They don’t 
know where I am from and what my culture is, 
and in some ways that is all that matters . . . it is 
not all that matters but it has a very big influence. 
So, some people make the point that no matter 
where you think you are from or who you think 
you are, you look like (a Black person) . . . and so 
you will be treated just as unequally as somebody 
who is African American. (First-generation 
Trinidadian adult female respondent cited in C. 
Jones & Erving, 2015, p. 538)

Despite that Afro-Caribbean persons in the US 
have, in general, higher levels of  socioeconomic 
standing, including education and income 
(Anderson, 2015), and are also partly comprised 
of  immigrant persons—known protective fac-
tors against poor mental health—some studies 
find that Afro-Caribbean adults report higher 
prevalence rates of  lifetime depression and 
depressive symptoms when compared to African 
Americans (Alegria et al., 2009; Cohen, Berment, 
& Magai, 1997; Williams et al., 2007; Woodward, 
Taylor, Abelson, & Matusko, 2013). Still, other 
studies find no between-group differences for 
past-year diagnosis of  depression (Williams 
et al., 2007; Woodward et al., 2013). These find-
ings may partly reflect the fact that Afro-
Caribbeans have some similar racialized 
experiences to African Americans in U.S. society 
(Jones & Erving, 2015; Marshall & Rue, 2012; 
Waters, Kasinitz, & Asad, 2014). For example, as 
illustrated in the previous quote, some Afro-
Caribbean persons in the US may still feel they 
are treated and perceived similar to African 
Americans. This is supported by empirical evi-
dence showing no differences in perceived dis-
crimination between these two groups (Marshall 

& Rue, 2012; Seaton, Caldwell, Sellers, & Jackson, 
2008), and that among Afro-Caribbeans, perceiv-
ing discrimination is associated with increased 
feelings of  closeness to African Americans 
(Thornton, Taylor, & Chatters, 2013). Yet, the 
extent to which and how racialized psychosocial 
processes impact the mental health of  Afro-
Caribbeans in the US compared to African 
Americans remains largely understudied, and 
thus, poorly understood. Fortunately, an emerg-
ing body of  research has begun to examine 
whether subgroup variation in such areas exists 
within this heterogeneous racial group.

For example, previous research has shown that 
Afro-Caribbean persons in the US have been rela-
tively more successful (cf. Waters et al., 2014) and 
typically regarded as “model minorities” compared 
to African Americans (cf. Thornton et al., 2013). 
However, the effects of  discrimination on mental 
health appear to impact these two groups in similar 
ways. In a study of  older African American and 
Afro-Caribbean adults, perceived discrimination 
was associated with increased depressive symp-
toms in both groups (Marshall & Rue, 2012), and 
similar findings have been seen with African 
American and Afro-Caribbean youth, which show 
deleterious effects of  discrimination on depressive 
symptoms, self-esteem, and life satisfaction in both 
groups (Seaton, Caldwell, Robert, & Jackson, 2010; 
Seaton et al., 2008). These studies suggest discrimi-
nation may be a normative experience for both 
groups, despite notable background differences 
between the two groups.

Less understood, however, is how internalized 
racism impacts the mental health of  both African 
American and Afro-Caribbean adults. It is well-
known that African Americans have had a long 
history with being negatively stereotyped in U.S. 
society and misrepresented in the media (e.g., tel-
evision shows, news programming; Punyanunt-
Carter, 2008; Tamborini, Mastro, Chory-Assad, & 
Huang, 2000). Further, although less is known 
about stereotypes of  Afro-Caribbean persons in 
the US, one study found that White employers 
perceived Afro-Caribbean persons in a more posi-
tive light (e.g., more ambitious and hardworking, 
less troublesome) than they did regarding African 
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Americans (Waters, 1999); and in another study 
(Tormala, 2005 as cited in Deaux et al., 2007), col-
lege students endorsed more positive stereotypes 
about Black immigrants than about African 
Americans. Differences in stereotypic messages 
about these two groups may influence the extent 
to which they are aware of  and accept stereotypes 
about their groups, and how it impacts their men-
tal health. Interestingly, in a study of  African 
American women, internalized racism was only 
marginally significantly associated with poor men-
tal health (Taylor, Henderson, & Jackson, 1991). 
Yet in a study of  HIV-positive African, Caribbean, 
and Black women residing in Canada, HIV-related 
stigma-negative self-image was the only aspect of  
stigma that was associated with increased depres-
sive symptoms among all of  the groups (Logie 
et al., 2013). Moreover, several studies show that 
higher levels of  internalized racism are associated 
with stress-associated outcomes, including 
increased abdominal obesity among Black 
Caribbean women (Butler, Tull, Chambers, & 
Taylor, 2002; Tull et al., 1999) and metabolic risk 
among Caribbean adolescent girls (Chambers 
et al., 2004). As noted earlier, similar findings have 
also been seen among African American men 
(Chae et al., 2012; Chae et al., 2014). As a whole, 
these findings suggest internalized racism may 
impact Afro-Caribbeans and African Americans 
similarly. Yet, limitations of  previous studies 
include a focus on: only Afro-Caribbean women 
outside of  the U.S. context, African American 
men, physical rather than mental health outcomes, 
and direct effects of  internalized racism but not 
indirect or moderating effects with discrimination. 
Further, to our knowledge, no comparative stud-
ies in the aforementioned areas exist between 
African American and Afro-Caribbean adults in 
the U.S. context. In sum, whether ethnic group 
differences exist in the associations between dis-
crimination, internalized racism, and risk of  
depression remains an empirical question.

Present Study
Building upon previous research, the present 
study focuses on: (a) the direct effects of  

everyday discrimination and internalized racism 
on risk of  past-year MDD; (b) the synergistic 
effects between everyday discrimination and 
internalized racism on risk of  past-year MDD; 
and (c) the indirect association between everyday 
discrimination and risk of  past-year MDD via 
internalized racism. Further, we explore moderat-
ing effects in the said relations by ethnic group 
membership (see Figure 1).

Based on the aforementioned theoretical and 
empirical research, we made the following 
hypotheses. First, we hypothesized that greater 
frequency of  everyday discrimination (H1a) and 
greater internalized racism (H1b) will be associ-
ated with increased risk of  meeting criteria for 
past-year MDD. Second, we hypothesized that 
internalized racism would moderate the associa-
tion between discrimination and past-year MDD, 
such that higher levels of  internalized racism 
would exacerbate the effects of  discrimination 
on past-year MDD (H2). Third, we hypothesized 
an indirect effect of  discrimination on past-year 
MDD through internalized racism, such that 
greater frequency of  discrimination will be asso-
ciated with higher levels of  internalized racism, 
which in turn, will be associated with greater 
odds of  meeting criteria for past-year MDD 
(H3). The limited research on between-group 
differences in this area prevented us from ren-
dering concrete hypotheses of  specific differen-
tial effects between African Americans and 
Afro-Caribbeans.

Method

Sample and Procedures
The present study (N = 4,988) utilized data from 
the African American (n = 3,570) and Afro-
Caribbean (n = 1,418) subsamples of  the 
National Survey of  American Life (NSAL), a 
cross-sectional, nationally representative house-
hold survey of  noninstitutionalized African 
American, Afro-Caribbean, and non-Hispanic 
White adults, ages 18 years or older residing in 
the US. Although the NSAL was designed to 
investigate mental disorders among the three 
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referenced groups, for the present study we 
focus only on the two Black populations, given 
that not all measures were assessed for the non-
Hispanic White subsample. African Americans 
represent self-identified Black participants who 
did not identify any ancestral ties to the 
Caribbean, whereas Afro-Caribbeans represent 
participants who self-identified as Black and who 
said they were of  West Indian or Caribbean 
descent. The mean age of  the total sample was 
42.2 years (SD = 16.2).

An in-depth description of  the sample and 
interview procedures has been presented else-
where (see Heeringa et al., 2004; J. S. Jackson, 
Neighbors, Nesse, Trierweiler, & Torres, 2004; 
J. S. Jackson, Torres, et  al., 2004, for more 
details). We summarize the most pertinent 
information of  the NSAL here. Data collec-
tion for the NSAL was conducted between 
February 2001 and March 2003, primarily via 
face-to-face interviews by racially concordant, 
trained lay interviewers in the respondent’s 
home. Participants were selected via national 
multistage probability methods. The overall 
response rate for the NSAL was 72.3%, with 
the response rate for African Americans at 
70.7% and Afro-Caribbeans at 71.5%. Written 
informed consent was obtained from all study 
participants. The University of  Michigan 

Institutional Review Board (IRB) Committee 
approved all study procedures. Secondary data 
analysis of  the National Survey of  American 
Life (NSAL) was IRB exempt by the University 
of  Illinois at Chicago.

Measures
Everyday discrimination.  Participants rated the fre-
quency with which they encountered unfair treat-
ment on day-to-day basis on the 10-item Everyday 
Discrimination Scale (EDS; Williams, Yu, Jack-
son, & Anderson, 1997), on a 6-point Likert scale 
(1 = almost every day to 6 = never). Sample items 
include: “You are treated with less courtesy than 
other people,” “You are followed in stores,” “You 
are called names or insulted,” and “You have been 
threatened or harassed.” Responses to all items 
were reverse coded and summed, with higher 
scores representing greater frequency of everyday 
discrimination, total sample: α = .89; African 
Americans (AA): α = .89; Afro-Caribbeans (AC): 
α = .89.

Internalized racism.  Participants were queried with:

Many different words have been used to 
describe [respective racial/ethnic group: Black 
people/Black Americans/Afro-Caribbean] 

Figure 1.  Conceptual model illustrating the proposed relationships between perceived discrimination, 
internalized racism, ethnic group, and past-year major depressive disorder. Dashed lines represent moderation. 
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people in general. Some of  these words 
describe good points and some of  these words 
describe bad points. How true do you think 
each of  these words is in describing [respective 
racial/ethnic group: Black people/Black 
Americans/Afro-Caribbean] people? How 
true do you think it is, that most [respective 
racial/ethnic group: Black people/Black 
Americans/Afro-Caribbean] people are: 
intelligent, lazy, hardworking, give up easily, 
proud of  themselves, and violent?

Participants rated the extent to which they agreed 
with each item. Agreement on each item was rated 
on a 4-point scale (1 = very true to 4 = not true at all). 
Responses to statements for intelligent, hardworking, 
and proud of  themselves were reverse-coded. All items 
were then summed, with higher scores reflecting 
greater endorsement of  negative group stereotypes 
(total sample α = .70; AA: α = .65; AC: α = .74).

Past-year major depressive disorder (MDD).  Past-year 
MDD was assessed using the World Mental 
Health Composite International Diagnostic 
Interview (WMH-CIDI). The WMH-CIDI is a 
fully structured psychiatric diagnostic instrument 
that is based on the Diagnostic and Statistical Manual 
of  Mental Disorders, fourth edition (DSM-IV; 
American Psychiatric Association [APA], 1994). 
The WMH-CIDI can be used cross-culturally and 
can be administered by nonclinically trained lay 
people (Kessler & Üstün, 2004). The WMH-
CIDI classifies individuals as either meeting 
DSM-IV criteria (1) for past-year MDD or not 
(0). Diagnostic criteria for MDD requires 
depressed mood or a loss of  pleasure or interest 
that represents a change from before in daily 
activities for at least 2 weeks and a minimum of  
five out of  nine symptoms (e.g., depressed mood 
most of  the day; diminished interest or pleasure 
in all or most activities; significant unintentional 
weight loss or gain; insomnia or sleeping too 
much; agitation or psychomotor retardation 
noticed by others; fatigue or loss of  energy; feel-
ings of  worthlessness or excessive guilt; dimin-
ished ability to think or concentrate, or 
indecisiveness; and recurrent thoughts of  death) 

that cause clinically significant impaired function-
ing in everyday activities (American Psychiatric 
Association [APA], 1994).

Covariates.  We included the following sociode-
mographic variables in our analyses: age (in 
years), sex (male [reference group] or female), 
educational attainment (0–11 years [reference 
group], 12 years, 13–15 years, and 16 years or 
more), household income ($0–14,999 [refer-
ence group]; $15,000–34,999; $35,000–74,999; 
$75,000 and over), marital status (married/
cohabitating [reference group], divorced/sep-
arated/widowed, or never married), work sta-
tus (employed [reference group] or 
unemployed), nativity status (U.S.-born [refer-
ence group] or foreign-born), and years in the 
US (0 to less than 5 years [reference group] or 
5 or more years), given that epidemiologic 
work, including research with the NSAL, has 
shown them to be correlates of  mental health 
disorders and depressive symptomatology (cf. 
Alegria et al., 2009, for a review of  ethnic and 
racial group-specific considerations regarding 
correlates of  mental health disorders). More-
over, given differences across sociodemo-
graphic characteristics among African 
Americans and Afro-Caribbeans, it is impor-
tant that we accounted for these differences in 
our analyses. We also controlled for social 
desirability bias using the 10-item Crowne–
Marlowe Social Desirability Scale (Crowne & 
Marlowe, 1960) due to the use of  self-report 
measures that include sensitive topics (e.g., 
discrimination, internalized racism). For each 
social desirability item (e.g., “I have always 
told the truth,” “I have never been bored”), 
participants provided a value of  0 (false) or 1 
(true). All items were summed, with higher 
scores reflecting greater social desirability 
bias.

Data Analytic Strategy
Descriptive statistics were conducted to examine 
between-group differences on sociodemographic 
and main study variables. We also examined the 
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correlations between the main study variables by 
racial/ethnic group.

Regarding our main analyses, first we con-
ducted weighted multivariable logistic regres-
sions to model the odds of  meeting DSM-IV 
criteria for past-year MDD. These analyses 
included first examining the main (direct) effects 
of  everyday discrimination and internalized rac-
ism on past-year MDD (Model 1). In Model 2, 
we tested for the interactive effect of  everyday 
discrimination and internalized racism on past-
year MDD. Additionally, as a second step, we 
tested whether group membership moderated 
the associations between everyday discrimina-
tion and internalized racism and past-year MDD, 
respectively (Model 3). To reduce issues with 
multicollinearity, we mean-centered continuous 
variables included in interaction terms (Aiken & 
West, 1991). To better understand significant 
interactions, we used coefficients to calculate 
predicted probabilities of  MDD, and graphed 
simple slopes for each conditional effect at one 
standard deviation above, at the mean, and 
below the grand mean of  the predictor variable 
(Aiken & West, 1991). All of  these analyses were 
adjusted for the aforementioned covariates and 
were conducted with Stata 13. Next, to test for 
the indirect effect of  discrimination on past-
year MDD through internalized racism, we con-
ducted weighted path analysis using Mplus 
Version 7.3. Indirect paths were fitted using the 
robust maximum likelihood estimator (MLR) 
with 500 Montecarlo integrations in order to 
obtain the odds ratio for the dichotomous out-
come variable and robust beta estimates for 
indirect effects along with confidence intervals 
(Muthén & Muthén, 1998–2012). All of  our 
analyses (excluding correlations, which are 
unweighted) accounted for the NSAL complex 
sample design and differential nonresponse by 
incorporating weighting, clustering, and stratifi-
cation variables. This allowed for estimation of  
standard errors in the presence of  stratification 
and clustering, and to obtain estimates that are 
representative and generalize back to the larger 
population of  African American and Afro-
Caribbean persons in the US.

Results

Descriptive Statistics and Preliminary 
Analyses
Table 1 summarizes the weighted distribution 
of  selected sociodemographic characteristics 
for the total sample and by racial/ethnic group. 
Significant group differences were observed 
for all sociodemographic variables except for 
age.

Overall, there were low levels of  reported 
everyday discrimination in the total sample  
(M = 12.72; SD = 5.38; range = 1–60), with 
Afro-Caribbeans (M = 12.56; SD = 5.33) 
reporting higher levels of  everyday discrimina-
tion than African Americans (M = 12.73;  
SD = 5.38), F(1, 4943) = 4.52, p = .034. 
Moreover, results showed moderate levels of  
internalized racism among the total sample  
(M = 10.77; SD = 2.98; range = 1–16), with 
African Americans (M = 10.89; SD = 2.95) 
reporting more internalized racism than Afro-
Caribbeans (M = 8.79; SD = 2.74), F(1, 4922) = 
542.52, p = .000. Finally, of  the total sample, 
6.76 % met DSM-IV criteria for past-year 
MDD; however, the proportion of  respondents 
who met criteria for past-year MDD did not 
differ between African Americans (6.76%) and 
Afro-Caribbeans (6.70%), χ2(1, 54) = 0.428,  
p = .516.

Correlations between main study variables 
for the total sample showed that everyday dis-
crimination was positively associated with inter-
nalized racism (r = .085, p < .001) and past-year 
MDD (r = .119, p < .001), and internalized rac-
ism was positively associated with meeting cri-
teria for past-year MDD (r = .032, p < .027). 
Table 2 shows correlations among everyday dis-
crimination, internalized racism, and past-year 
MDD for African American and Afro-
Caribbean respondents.

Direct (Main) and Moderating Effects
Table 3 shows that in Model 1, where we only 
included main effects to test for Hypotheses 1a 
and 1b, we found that higher frequency of  
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everyday discrimination was associated with 
increased odds of  meeting DSM-IV criteria for 
past-year MDD (OR = 1.06; 95% CI [1.04, 
1.08]). However, no statistically significant 
association was noted for internalized racism. 
When we included the Everyday Discrimination 
x Internalized Racism interaction to test for 
Hypothesis 2, results in Model 2 revealed that 

the effect for everyday discrimination remained 
significant, but there was no statistically signifi-
cant two-way interaction present, F(1, 54) = 
0.04, p = .834. Lastly, when testing whether the 
direct associations between everyday discrimi-
nation and internalized racism, respectively, on 
past-year MDD were moderated by group 
membership (Model 3), we found a significant 

Table 1.  Weighted means, standard deviations, and proportions of selected sociodemographic characteristics 
for the total sample and by race/ethnic subgroup.

Characteristic Race/ethnic group

Total sample 
N = 4,988

African American 
(n = 3,570)

Afro-Caribbean 
(n = 1,418)

Design-based 
F test or χ2

p-valuea

Age, mean (SD) 42.24 (16.22) 42.33 (18.17) 40.84 (35.45) (1, 54) = 1.69 0.198
  Range 18–94 18–93 18–94  
Social desirability, mean (SD) 2.01 (1.78) 2.03 (2.01) 1.86 (4.71) (1, 54) = 4.32 0.042
  Range 0–10 0–10 0–10  
Gender (1, 54) = 4.95 0.030
  Male 3,163 (55.57) 2,299 (55.97) 864 (49.02)  
  Female 1,825 (44.43) 1,271 (44.03) 554 (50.98)  
Marital status, n (%) (1.69, 91.03) = 

8.56
0.001

  Married/cohabitating 1,828 (42.21) 1,222 (41.65) 606 (51.13)  
  D/S/W 1,497 (26.32) 1,164 (26.77) 333 (18.99)  
  Never married 1,655 (31.48) 1,176 (31.57) 479 (29.88)  
Education, n (%) (1.98, 106.96) 

= 6.21
0.003

  0–11 years 1,182 (23.9) 920 (24.19) 262 (19.20)  
  12 years 1,778 (37.39) 1,362 (37.86) 416 (29.77)  
  13–15 years 1,193 (24.09) 809 (23.83) 384 (28.33)  
  ⩾16 years 835 (14.62) 479 (14.12) 356 (22.69)  
Household income ($), n (%) (2.63, 142.16) 

= 5.31
0.003

  0–14,999 1,282 (24.06) 1,054 (24.70) 228 (13.81)  
  15,000–34,999 1,795 (33.83) 1,282 (33.88) 513 (33.11)  
  35,000–74,999 1,459 (31.59) 972 (31.3) 487 (36.42)  
  75,000 and over 452 (10.51) 262 (10.13) 190 (16.66)  
Work status, n (%) (1, 54) = 26.83 0.000
  Employed 3,386 (67.38) 2,334 (66.83) 1052 (76.18)  
  Unemployed 1,593 (32.62) 1,227 (33.17) 366 (23.82)  
Nativity status (1, 54) = 

1108.93
0.000

  U.S.-born 3,830 (93.72) 3,464 (97.69) 366 (30.15)  
  Foreign-born 1,115 (6.28) 64 (2.31) 1051 (69.85)  
Years in the US (1, 54) = 76.42 0.000
  0 to less than 5 years 135 (1.27) 19 (.77) 116 (9.30)  
  5 or more years 4,769 (98.73) 3,474 (99.23) 1295 (90.70)  

Note. D/S/W= Divorced/separated/or widowed.
a�Rao-Scott statistics for the Pearson chi-square test for contingency tables were computed for categorical variables and design-
based adjusted Wald-tests of differences were computed for continuous variables for race/ethnicity.
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Table 3.  Weighted logistic regressions of past-year major depressive disorder (MDD) among total sample.

Model 1 Model 2 Model 3

  OR (95% CI) OR (95% CI) OR (95% CI)

Direct (main) effects
Race/ethnicity
  African American Ref Ref Ref
  Afro-Caribbean 1.58 [0.74, 3.35] 1.58 [0.74, 3.35] 0.81 [0.34, 1.92]
Everyday discrimination (ED) 1.06 [1.04, 1.08]*** 1.06 [1.04, 1.08]*** 1.06 [1.04, 1.08]***
Internalized racism (IR) 1.03 [0.97, 1.10] 1.02 [0.91, 1.14] 1.03 [0.92, 1.16]
Two-way interactions: Step 1
  ED x IR 1.00 [0.99, 1.01] 1.00 [1.00, 1.01]
Two-way interactions: Step 2
  ED x Race/Ethnicity 1.01 [0.98, 1.04]
  IR x Race/Ethnicity 0.76 [0.65, 0.90]**

Note. All models adjusted for covariates. OR = Odds ratio; CI = Confidence interval; Ref = Reference group.
**p < .01. ***p < .001.

Table 2.  Correlation matrix of main study variables for African American and Afro-Caribbean respondents.

1 2 3

1. Everyday discrimination – 0.101*** 0.124***
2. Internalized racism 0.015 – 0.043**
3. �Past-year major depressive disorder 0.101*** −0.027 –

Note. Correlations above line = African American sample. Correlations below line = Afro-Caribbean sample. Pearson’s cor-
relations were conducted for continuous by continuous variables. Point biserial correlations were conducted for binary by 
continuous variables.
**p < .01. ***p < .001.

group moderating effect for the association 
between internalized racism and past-year 
MDD (OR = .76; 95% CI [0.65, 0.90]), F(1, 54) 
= 20.96, p = .002, with Afro-Caribbean per-
sons being at decreased risk of  past-year MDD 
in the context of  high levels of  internalized 
racism compared to their African American 
counterparts (see Figure 2). The Everyday 
Discrimination x Group Membership interac-
tion was nonsignificant, F(1, 54) = 0.33, p = 
.571. All analyses were adjusted for covariates 
(see Appendix A for estimates of  covariates). 
As a sensitivity check, we examined whether a 
three-way interaction (Everyday Discrimination 
x Internalized Racism x Group Membership) 
was present; we did not find this to be the case, 
F(1, 54) = 1.41, p = .240.

Path Analysis of Indirect Effects
Table 4 shows results for indirect effects (and the 
direct effects by total sample and subgroup). Our 
analyses revealed that everyday discrimination 
was not indirectly associated with increased risk 
of  past-year MDD via internalized racism neither 
among the total sample (p = .349), for African 
Americans (p = .226), or among Afro-Caribbean 
respondents (p = .377). Given the cross-sectional 
nature of  our data, we ran an additional path 
model where we reversed the order of  our pre-
dictor and intervening variables to test for the 
indirect effect of  internalized racism on past-year 
MDD via everyday discrimination. We then tested 
the fit of  our hypothesized mediational path to 
the alternative mediational model by comparing 
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Bayesian information criterion (BIC) fit index 
values (Schwarz, 1978), which can be used to 
compare nonnested models with dichotomous 
outcomes (Kass & Raftery, 1995; Raftery, 1995). 
When the BIC value between two models has a 
difference of  10 or more, the model with a lower 
BIC value is said to fit best to the data (Raftery, 
1993). Results showed that the hypothesized 
model fit best to the data, even though the indi-
rect path was nonsignificant, whereas the indirect 
path for the alternative mediational model was 
significant for the total sample and among African 
Americans (see Table 4). All analyses were 
adjusted for covariates (see Appendices B and C 
for estimates of  covariates for hypothesized and 
alternative path models, respectively).

Summary of Results
Overall, our results showed partial support for 
our first hypotheses: everyday discrimination, but 
not internalized racism, was associated with 
increased risk of  DSM-IV criteria of  past-year 
MDD, after adjustment for a number of  

covariates. Further, our second hypothesis that 
internalized racism would moderate the associa-
tion between everyday discrimination and past-
year MDD was not supported. Moreover, our 
third hypothesis that everyday discrimination 
would be associated with increased risk of  past-
year MDD via greater internalized racism was 
also not supported. Lastly, our exploratory analy-
ses testing for moderating effects by ethnic group 
membership showed support for between-group 
differences in the association between internal-
ized racism and risk of  past-year MDD. We did 
not find any support for between-group differ-
ences for the indirect effects.

Discussion

Direct Effects of Everyday Discrimination 
and Internalized Racism
The first goal of  our study was to investigate 
whether everyday discrimination and internalized 
racism were independently associated with 
increased risk of  past-year MDD for the total 

Figure 2.  Adjusted predicted probability of past-year major depressive disorder (MDD) as a function of 
internalized racism and race/ethnicity.
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sample. We found partial support for our hypoth-
esis. Everyday discrimination—a form of  mod-
ern racism that is subtle and ambiguous (Williams 
et al., 1997)—was associated with increased risk 
of  past-year MDD. This is consistent with theo-
retical formulations of  interpersonally mediated 
racism as a psychosocial stressor that increases 
risk of  depression for people of  color (Clark 
et al., 1999; C. P. Jones, 2000), given it may engen-
der feelings of  demoralization and devaluation. 
More striking is that despite the rather low levels 
of  everyday discrimination noted among the total 
sample, our results show how pervasive the 
effects of  discrimination can be. Conversely, 
internalized racism was not associated with risk 
of  past-year MDD. One potential explanation for 
this nonsignificant finding could be due to meth-
odological differences, including discrepancies in 
measurement of  internalized racism, outcome 
measured, and samples across previous studies 
and ours. Studies that find a significant associa-
tion for internalized racism all focused on physi-
cal health outcomes (Chae et al., 2010; Tull et al., 
1999) or health-damaging behaviors (Taylor & 

Jackson, 1990); and studies focused on mental 
health outcomes found either a marginally signifi-
cant association for depressive symptoms among 
African American women (Taylor et al., 1991) or 
nonsignificant associations for anxiety and 
depression among Afro-Caribbean women (Tull 
et al., 1999). An alternative explanation could be 
that endorsing negative stereotypes about one’s 
group could be a proxy for knowledge about ste-
reotypes of  one’s group, and not necessarily 
acceptance of  them as part of  her/himself  
(Ritsher & Phelan, 2004). Thus, when endorsing 
negative stereotypes about one’s group, individu-
als may be more likely to engage in “system blam-
ing” such as making attributions to negative 
stereotypes to broader external factors in order to 
lessen threat to their identity and preserve their 
self-esteem (Crocker & Major, 1989).

Moderating Effects of Internalized Racism
Results from our moderation analyses provide 
additional insight into the previous findings. That 
is, our hypothesis that internalized racism would 

Table 4.  Weighted path estimates for total sample and by race/ethnic subgroup.

Specific paths Hypothesized path model

Total sample African American Afro-Caribbean

OR (95% CI) OR (95% CI) OR (95% CI)

Everyday discrimination (ED)MDD 1.06 [1.04, 1.07]*** 1.06 [1.04, 1.07]*** 1.07 [1.04, 1.10]***
Internalized racism (IR)MDD 1.03 [0.98, 1.08] 1.04 [0.99, 1.10] 0.75 [0.67, 0.85]***
EDIRa 0.03 [0.02, 0.04]*** 0.03 [0.02, 0.04]*** 0.02 [−0.02, 0.07]
EDIRMDDa 0.00 [0.00, 0.00] 0.00 [0.00, 0.00] −0.01 [−0.02, 0.01]
Bayesian information criterion (BIC) 25,956.58 18,424.18 69,68.71
  Alternative path model
Specific paths Total sample African American Afro-Caribbean
  OR (95% CI) OR (95% CI) OR (95% CI)
Internalized racism (IR)MDD 1.03 [0.98, 1.09] 1.04 [0.99, 1.10] 0.74 [0.66, 0.84]**
Everyday discrimination (ED)MDD 1.06 [1.04, 1.07]*** 1.06 [1.04, 1.07]*** 1.05 [1.02, 1.08]***
IREDa 0.27 [0.18, 0.36]*** 0.27 [0.02, 0.36]*** 0.31 [−0.20, 0.82]
IREDMDDa 0.01 [0.01, 0.02]*** 0.02 [0.01, 0.02]*** 0.02 [−0.01, 0.04]
Bayesian information criterion (BIC) 36,390.98 25,897.11 10,662.33

Note. ED = Everyday discrimination; IR = Internalized racism; MDD = Past-year major depressive disorder.
aUnstandardized beta estimate.
**p < .01. ***p < .001.
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moderate the association between everyday dis-
crimination and risk of  MDD was not supported. 
These findings are in contrast to the significant 
moderating effects of  internalized racism that 
Chae and colleagues (Chae et  al., 2012; Chae 
et al., 2014) found. However, it should be noted 
that this effect was present when measured 
implicitly and the outcomes were not mental 
health ones, which could have accounted for our 
differential findings. However, we found that 
among Afro-Caribbean respondents, but not 
African Americans, higher levels of  internalized 
racism were associated with decreased risk of  
past-year MDD. Although our findings seem 
counterintuitive, they are somewhat in line with 
previous research. It may be that for Afro-
Caribbean adults, endorsing higher levels of  neg-
ative in-group bias serves a self-protective 
strategy—what Burkley and Blanton (2008) call 
functional internalization, and which may lead to 
positive consequences. For example, one study 
found that women who failed a math test but 
were reminded of  negative stereotypes tied to 
women and math performance rated their self-
esteem higher than those who were not reminded 
of  the negative stereotypes; and endorsement of  
these negative stereotypes were greater among 
women with higher levels of  self-esteem com-
pared to those with lower self-esteem (Burkley & 
Blanton, 2008). Therefore, these findings together 
with theoretical research on the self-protective 
properties of  stigma (Crocker & Major, 1989) 
suggest that endorsement of  negative stereotypes 
may not always lead to internalization, but rather 
may protect one’s self-concept under certain con-
ditions, which in turn, may help decrease risk of  
poor mental health. At the same time, it may be 
that negative stereotypes about one’s group may 
be commonplace for African Americans, such 
that they do not affect them in either a positive or 
negative way. Perhaps the findings are partly 
accounted for by greater exposure to racial social-
ization messages related to preparation for bias 
and what it means to be “Black in America.” This 
may shield African Americans from internalizing 
any kind of  stigma they experience or are attuned 
to, which is in line with findings that show that in 

the context of  marginalization, racial socializa-
tion messages tied to preparing for discrimination 
are associated with decreased levels of  depressive 
symptoms among African American young adults 
(Bynum, Burton, & Best, 2007). It may be that a 
similar process is taking place in the context of  
internalized racism.

On the other hand, we did not find that group 
membership moderated the association between 
everyday discrimination and risk of  past-year 
MDD, which is consistent with previous research 
that finds no ethnic group differences in the way 
discrimination impacts the mental health of  
Afro-Caribbeans and African Americans 
(Marshall & Rue, 2012; Seaton et al., 2010; Seaton 
et al., 2008). Again, it appears that interperson-
ally mediated racism (e.g., everyday discrimina-
tion), which can be attributionally ambiguous 
and thus more cognitively burdensome and psy-
chologically taxing, is a ubiquitous and consistent 
contributor to poor mental health for people of  
color (Paradies et al., 2015).

Internalized Racism as a Potential 
Mechanism
It was surprising that our study provided no evi-
dence to support the hypothesis that everyday 
discrimination would be indirectly associated 
with increased risk of  depression via internalized 
racism—suggesting other potential mediators. 
First, this could be partly due to the fact that eve-
ryday discrimination is not associated with inter-
nalized racism among Afro-Caribbeans and that 
internalized racism was not associated with risk 
of  MDD for African Americans. Alternatively, 
previous research with African American adults 
finds that anticipatory vigilance—a coping strat-
egy that is characterized by monitoring and mod-
ifying one’s behavior in an attempt to protect the 
self  from anticipated racist events (Clark, 
Benkert, & Flack, 2006)—mediated the associa-
tion between everyday discrimination and stress, 
and in turn, depressive symptoms (Himmelstein, 
Young, Sanchez, & Jackson, 2014). Given that 
racism-related vigilance has been argued to be a 
common practice among individuals who report 
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experiencing discrimination (Hicken, Lee, 
Ailshire, Burgard, & Williams, 2013; Williams & 
Mohammed, 2009), perhaps this maladaptive 
strategy is a more common response to discrimi-
nation than internalized racism, given that vigi-
lance may help to foster a greater sense of  
control and feelings of  autonomy, irrespective 
of  its negative health consequences (Clark et al., 
2006; Hicken et  al., 2013; Himmelstein et  al., 
2014). Thus, it will be important to consider the 
possible range of  emotional, behavioral, and 
cognitive strategies that individuals develop as a 
response to chronic exposure to discrimination 
in order to more fully understand health dispari-
ties (cf. Major et al., 2013).

Interestingly, we note that when we tested the 
alternative model where the direction between 
everyday discrimination and internalized racism 
were reversed, we found support for partial 
mediation, such that higher levels of  internal-
ized racism were associated with increased levels 
of  everyday discrimination, and in turn, this was 
associated with increased risk of  MDD among 
the total sample and for African Americans. 
Further, all other paths in the model remained 
significant and in the same direction. Although 
it is plausible that the direction of  everyday dis-
crimination and internalized racism are reversed, 
we should exercise caution in evaluating the 
models because our analyses are based on cross-
sectional data and we must take into account the 
theoretical meaningfulness of  the relationships 
between the variables (Byrne, 2012). Indeed, the 
fit of  the alternative model was not better than 
the hypothesized path model that was tested and 
that did not reach statistical significance for the 
indirect effect, but was in line with theory and 
empirical research.

Limitations and Future Directions
As with any other study, there are key limitations 
that warrant attention. First, data from the NSAL 
are cross-sectional, which limits our ability to 
infer causation or establish the temporal ordering 
of  our variables. For example, it may be that indi-
viduals who are depressed are more likely to 

report higher frequency of  discrimination or see 
themselves in a negative light. However, although 
this could certainly be the case (cf. Cox, 
Abramson, Devine, & Hollon, 2012), longitudi-
nal work suggests that within the African 
American population, discrimination increases 
the risk of  depression and not the other way 
around (Gee & Walsemann, 2009; Schulz at al., 
2006). Further, given that we found that the alter-
native model where the everyday discrimination–
internalized racism association was significant 
when the variables were reversed, the findings 
suggest that longitudinal and experimental 
research is needed to test and better understand 
the directionality of  variables in the model.

Second, our measures were all self-report, 
which may be subject to participant bias. 
However, controlling for social desirability 
helps to minimize this concern. Nonetheless, 
future studies should aim to incorporate both 
explicit and implicit measures of  discrimina-
tion and own-group stereotype endorsement, 
given that explicit beliefs about one’s group 
generally operate independently of  implicit 
beliefs (Devine, 1989; Krieger et al., 2010). We 
should note that the internal consistency of  the 
internalized racism measure was rather low for 
African Americans, which may have resulted in 
nonsignificant findings. Future studies will do 
well by assessing the multidimensionality and 
psychometric validity of  different measures of  
internalized racism.

Third, our study is limited due to our inability 
to fully understand the different mechanisms 
through which interpersonally mediated racism 
impacts mental health, and whether other fac-
tors that may be relevant for each group are 
moderators (e.g., racial/ethnic socialization 
messages and practices, racial/ethnic identity, 
resistance strategies) of  the association between 
everyday discrimination and risk of  depression. 
There are arguably many ways in which margin-
alized groups cope with stigma and discrimina-
tory experiences. Bearing this in mind, future 
work should target resilience factors that may 
help us understand better how individuals 
weather discriminatory experiences. We also 
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point to the fact that a large proportion (~70%) 
of  the Afro-Caribbean sample was foreign-
born. Despite controlling for nativity status and 
exposure to the US via years in the US, these are 
only proxies to migratory experiences such as 
acculturative stress and cultural dissonance 
(Lacey et  al., 2015) as well as other identity- 
relevant constructs such as national identity—all 
of  which may be associated with discrimination, 
internalized racism, and mental health.

Fourth, some scholars (cf. Govia, 2009) have 
argued for the importance of  first understand-
ing how these psychosocial processes might 
work within the Afro-Caribbean population. 
Indeed, it is important to note that the term 
“Afro-Caribbean” is a rather amorphous one 
that encompasses individuals across a broad 
range of  religious, linguistic, racial, immigra-
tion, and geographic regional differences 
(Waters et al., 2014) which makes broad gener-
alizations about this group a limitation of  the 
study. Thus, just as the Black population does 
not form a monolithic entity, the Afro-
Caribbean group does not either. Aside from 
concerns regarding testing for within-group 
differences as being beyond the scope of  this 
study, it should also be noted that some of  the 
Afro-Caribbean groups were too small to con-
duct additional analyses. Nonetheless, future 
research should aim to at least collapse some 
groups that may share similar characteristics 
and attempt to disentangle further the findings 
for Afro-Caribbean respondents.

Lastly, despite some similar racialized experi-
ences between African American and Afro-
Caribbean persons, there are also some notable 
differences between these two groups. This 
speaks to the importance of  first paying atten-
tion to potential qualitative differences between 
these two groups in how they conceptualize dis-
crimination and internalize racism. Qualitative 
data may help provide a more nuanced and con-
textualized understanding of  these constructs 
and the dynamic processes related to stigma 
and intergroup processes across these two 
groups, which could then be tested more explic-
itly in quantitative studies.

Conclusion
Notwithstanding the aforementioned limitations, 
our study had several strengths that we believe 
contribute greatly to the literature on intergroup 
processes and health disparities. First, our study 
included a nationally representative sample of  
African American and Afro-Caribbean adults in 
the US, which affords generalizations back to the 
larger population of  these groups. Prior studies 
with these populations have largely limited their 
focus on one racial/ethnic group, one gender 
(e.g., African American men; Afro-Caribbean 
women), or samples outside of  the US, whereas 
our comparative study in the US included both 
men and women as part of  the sample. 
Importantly, we incorporated two measures of  
racism and examined mediating and moderating 
effects in our study. Together, our innovative 
analyses highlight similarities and differences 
between African American and Afro-Caribbean 
persons in the US.

Overall, our findings have several implica-
tions. First, demographic trends highlight the 
growing presence of  Afro-Caribbeans in the US 
(Anderson, 2015), which points to the need for 
increased research on such an understudied social 
group that evidences health disparities in a num-
ber of  areas, including depression (Alegria et al., 
2009; Williams et al., 2007). Moreover, given that 
our study focused on risk of  depression because 
of  its clinical significance, our findings suggest 
that interventions aimed at reducing poor mental 
health among people of  color should consider 
the role of  coping with discrimination. For exam-
ple, in the context of  uncontrollable and ambigu-
ous experiences such as everyday discrimination, 
it may be useful to consider the role of  “shift-
and-persist” strategies, which include reframing 
appraisals to stressful situations (through emo-
tion regulation) along with persisting through life 
with optimism and meaning (Chen & Miller, 
2012). On the other hand, as others have sug-
gested (Ritsher & Phelan, 2004), it remains criti-
cal to combat discrimination within society and 
to study the way it is internalized among stigma-
tized individuals. At the same time, given our 
finding suggesting endorsing negative stereotypes 
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may be self-protective, understanding the under-
lying elements that facilitate this will be critical 
for finding effective solutions that recognize 
capacities within individuals and communities 
that empower them to challenge and resist rather 
than accept negative dominant ideologies and 
beliefs about one’s group and move to collective 
action. Moreover, given that we focused on indi-
vidual-level racism, we may be better able to 
intervene on personally mediated and internal-
ized racism by intervening at the institutional 
level, including addressing structural barriers 
such as unequal access to opportunities and 
resources (C. P. Jones, 2000, 2003). Lastly, as 
argued by C. P. Jones (2003):

The scientific investigation of  the role of  
racism in contributing to health disparities is 
not simply an academic exercise of  establishing 
a causal relationship or decreasing the amount 
of  unexplained variance in our statistical 
models. This work will be of  value when it 
identifies the pathways and structural 
mechanisms by which racism has its impacts. 
Once that has been accomplished, it will be a 
matter of  political will to target these pathways 
and mechanisms for intervention. (p. 9)

Finally, decontextualized portrayals of  Black per-
sons in the US may conceal important similarities 
as well as variations across cultural, demographic, 
geographic, and social dimensions that may be 
associated with divergent experiences, psychoso-
cial adaptation, and mental health profiles among 
Black ethnic groups. The deep diversity that is 
present among this segment of  our population 
merits further study in research on psychosocial 
processes and health disparities. Such research 
may help us better understand how to prevent, 
reduce, and ultimately eliminate disparities in this 
heterogeneous and growing population in the US.
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Appendix 1.  Weighted estimates for covariates from Table 3 weighted logistic regressions predicting past-year 
depressive disorder (MDD) among total sample.

Covariates Model 1 Model 2 Model 3

OR (95% CI) OR (95% CI) OR (95% CI)

Age, years 0.98 [0.97, 0.99]* 0.98 [0.97, 1.00]* 0.98 [0.97, 1.00]*
Social desirability 0.87 [0.79, 0.96]** 0.87 [0.79, 0.96]** 0.87 [0.79, 0.96]**
Gender
  Male Ref Ref Ref
  Female 1.89 [1.37, 2.62]*** 1.89 [1.37, 2.62]*** 1.87 [1.34, 2.61]***
Marital status
  Married/cohabitating Ref Ref Ref
  D/S/W 2.26 [1.27, 4.05]** 2.27 [1.27, 4.05]** 2.28 [1.27, 4.08]**
  Never married 1.62 [1.02, 2.57]* 1.62 [1.02, 2.56]* 1.64 [1.04, 2.60]*
Education
  0–11 year Ref Ref Ref
  12 years 0.62 [0.40, 0.97]* 0.62 [0.40, 0.97]* 0.62 [0.40, 0.97]*
  13–15 years 0.63 [0.39, 1.05] 0.63 [0.38, 1.05] 0.64 [0.38, 1.06]
  ⩾ 16 years 0.79 [0.43, 1.43] 0.78 [0.43, 1.42] 0.79 [0.43, 1.43]
Household income
  $0–14,999 Ref Ref Ref
  $15,000–34,999 0.99 [0.68, 1.45] 0.99 [0.68, 1.45] 0.98 [0.68, 1.43]
  $35,000-74,999 1.17 [0.71, 1.93] 1.18 [0.72, 1.93] 1.16 [0.71, 1.91]
  $75,000 and over 1.34 [0.58, 3.14] 1.34 [0.58, 3.14] 1.29 [0.54, 3.07]
Work status
  Employed Ref Ref Ref
  Unemployed 1.29 [0.92, 1.81] 1.29 [0.92, 1.81] 1.29 [0.92, 1.81]
Nativity status
  U.S.-born Ref Ref Ref
  Foreign-born 0.53 [0.19, 1.53] 0.53 [0.19, 1.52] 0.47 [0.15, 1.51]
Years in the US
  0 to less than 5 years Ref Ref Ref
  5 or more years 0.30 [0.09, 1.00]+ 0.30 [0.09, 1.00]* 0.27 [0.08, 0.97]*

Note. D/S/W= Divorced/separated/or widowed; Ref = Reference group.
+p = .05. *p < .05. **p < .01. ***p < .001.
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Appendix 2.  Weighted estimates of covariates in hypothesized path model for past-year MDD from Table 4 
for total sample and by race/ethnic subgroup.

Covariates Total sample African American Afro-Caribbean

OR (95% CI) OR (95% CI) OR (95% CI)

Race/ethnic group – –
African American Ref – –
  Afro-Caribbean 1.71 [0.98, 2.99]  
Age, years 0.98 [0.97, 0.99]* 0.98 [0.97, 0.99]* 1.01 [0.98, 1.05]
Social desirability 0.87 [0.80, 0.94]** 0.87 [0.80, 0.94]** 0.91 [0.74, .1.11]
Gender
  Male Ref Ref Ref
  Female 1.88 [1.45, 2.45]*** 2.03 [1.54, 2.68]*** 0.67 [0.30, 1.53]
Marital status
  Married/cohabitating Ref Ref Ref
  D/S/W 2.24 [1.39, 3.60]** 2.34 [1.42, 3.86]** 1.11 [0.38, 3.26]
  Never married 1.66 [1.15, 2.41]* 1.64 [1.10, 2.44]* 2.91 [1.60, 5.28]**
Education
  0–11 year Ref Ref Ref
  12 years 0.62 [0.43, 0.89]* 0.63 [0.44, 0.92]* 0.54 [0.18, 1.66]
  13–15 years 0.62 [0.41, 0.94] 0.64 [0.41, 0.99] 0.87 [0.35, 2.13]
  ⩾ 16 years 0.77 [0.47, 1.26] 0.77 [0.45, 1.29] 1.12 [0.35, 3.54]
Household income
  $0–14,999 Ref Ref Ref
  $15,000–34,999 0.99 [0.73, 1.34] 0.95 [0.69, 1.29] 1.29 [0.43, 3.84]
  $35,000–74,999 1.17 [0.78, 1.75] 1.25 [0.82, 1.91] 0.29 [0.15, 0.58]**
  $75,000 and over 1.33 [0.67, 2.67] 1.41 [0.67, 2.99] 0.27 [0.09, 0.84]
Work status
  Employed Ref Ref Ref
  Unemployed 1.28 [0.97, 1.70] 1.38 [1.03, 1.84] 0.44 [0.25, 0.78]**
Nativity status
  U.S.-born Ref Ref Ref
  Foreign-born 0.44 [0.17, 1.09] 0.00 [0.00, 0.00] 0.34 [0.14, 0.82]*
Years in the U.S.
  0 to less than 5 years Ref Ref Ref
  5 or more years 0.20 [0.07, 0.56]* 0.00 [0.00, 0.00] 0.51 [0.17, 1.56]

Note. D/S/W= Divorced/separated/or widowed; Ref = Reference group.
*p < .05. **p < .01. ***p < .001.
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Appendix 3.  Weighted estimates of covariates in alternative path model for past-year MDD from Table 4 for 
total sample and by race/ethnic subgroup.

Covariates Total sample African American Afro-Caribbean

OR (95% CI) OR (95% CI) OR (95% CI)

Race/ethnic group
African American Ref – –
  Afro-Caribbean 1.58 [0.85, 2.93] – –
Age, years 0.98 [0.97, 0.99]* 0.98 [0.97, 0.99]* 1.01 [0.98, 1.05]
Social desirability 0.87 [0.81, 0.94]** 0.87 [0.80, 0.94]** 0.92 [0.74, .1.14]
Gender
  Male Ref Ref Ref
  Female  
Marital status
  Married/cohabitating Ref Ref Ref
  D/S/W 2.26 [1.41, 3.65]** 2.36 [1.43, 3.89]** 1.03 [0.37, 2.85]
  Never married 1.62 [1.11, 2.36]* 1.62 [1.08, 2.41]* 2.16 [1.13, 4.13]
Education
  0–11 year Ref Ref Ref
  12 years 0.62 [0.43, 0.89]* 0.64 [0.44, 0.93]* 0.38 [0.13, 1.14]
  13–15 years 0.63 [0.42, 0.96] 0.65 [0.42, 1.00] 0.81 [0.29, 2.20]
  ⩾ 16 years 0.79 [0.48, 1.28] 0.78 [0.46, 1.31] 1.10 [0.35, 3.48]
Household income
  $0–14,999 Ref Ref Ref
  $15,000–34,999 0.99 [0.73, 1.35] 0.95 [0.70, 1.31] 1.10 [0.36, 3.26]
  $35,000–74,999 1.18 [0.78, 1.77] 1.26 [0.82, 1.92] 0.26 [0.13, 0.52]**
  $75,000 and over 1.35 [0.67, 2.67] 1.43 [0.67, 3.02] 0.22 [0.07, 0.67]*
Work status
  Employed Ref Ref Ref
  Unemployed 1.29 [0.98, 1.71] 1.37 [1.02, 1.83] 0.53 [0.36, 0.78]**
Nativity status
  U.S.-born Ref Ref Ref
  Foreign-born 0.53 [0.22, 1.27] 0.00 [0.00, 0.00] 0.34 [0.15, 0.78]*
Years in the US
  0 to less than 5 years Ref Ref Ref
  5 or more years 0.30 [0.11, 0.81]* 0.00 [0.00, 0.00] 1.40 [0.47, 4.14]

Note. D/S/W= Divorced/separated/or widowed; Ref = Reference group.
*p < .05. **p < .01. ***p < .001.


