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a b s t r a c t

Background: Minorities comprise more than one third of the U.S., and research on the correlates and
causes of depression, anxiety, and other mental illnesses have yielded mixed results in minority groups
necessitating an understanding of causes and correlates of health. Thus, the aim of this paper is to
evaluate the relationship between minority status, contextual factors, and lifetime Generalized Anxiety
Disorder.
Methods: Logistic regression models were implemented, comparing immigrants to their American-born
counterparts as well as to American-born Whites.
Results: Foreign-born Afro-Caribbeans exhibited lower rates of lifetime GAD. A lower percentage of
foreign-born minorities met the criteria for GAD as compared to their American-born counterparts, and
all racial and ethnic groups met the criteria for lifetime GAD at a lower rate as compared to American-
born Whites.
Discussion: By using theory proactively and including contextual factors, this multi-faceted approach to
health disparities research yielded findings which both supported historic beliefs but created opportu-
nities for supplemental research looking at immigrants and GAD. Key findings were that health lifestyle
choices and exposure to discrimination significantly affected the chance of having GAD. Nativity was
protective; however, its effect was ameliorated by exposure to discrimination or engagement in alcohol
abuse. Thus, this study offers practical insight into environmental factors for clinicians caring for racial
and ethnic minorities diagnosed with GAD.

& 2015 Elsevier B.V. All rights reserved.

1. Introduction

Over the last three decades, minority populations have grown
both through comparatively higher birth rates and via immigra-
tion (Passel et al., 2012). These groups now comprise more than
one third of the U.S. (U.S. Census Bureau, 2012), necessitating an
understanding of the causes and correlates of physical and mental
health. Thus, the primary aim of this paper is to evaluate the
relationship between minority status and lifetime Generalized
Anxiety Disorder (GAD). Contextual factors such as nativity,
demographics, socioeconomic status, exposure to discrimination,
smoking behavior, and alcohol consumption are included in this
analysis to offer a multi-faceted perspective. Mental health
research in minorities has produced mixed results, but studies

on physical health have often substantiated the notion that
immigrants exhibit better health outcomes, as compared to their
American-born counterparts (Morales et al., 2007; Perez, 2002;
Scribner, 1996). Race, based on biological markers, ethnicity,
reflecting an ancestry, cultural or national experience, and nativity
(birth place) are known correlates (Morales et al., 2007; Perez,
2002; Scribner, 1996). Studies have found that Blacks, Hispanic
Americans, and Asian Americans have similar or better mental
health than Whites regardless of economic disadvantage and
discrimination (Breslau et al., 2005; McGuire and Miranda, 2008;
Rosenfield et al., 2006; Asnaani et al., 2010). In addition, many
immigrants come to the U.S. with lower levels of education and
survive on a lower income as compared to Whites or American-
born minorities (Morales et al., 2007; Kennedy et al., 2006);
thereby, creating a health paradox where in those who should
be the least healthy by conventional standards are the most
healthy. This health advantage is mitigated by exposure to dis-
crimination and other stressors, which have consequences on
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mental health, such as increased rates of GAD (Finch et al., 2000;
Szalacha et al., 2003; Pumariega et al., 2005).

This paper contributes to the existing body of health disparities
research by offering a holistic analysis of anxiety correlates in
minority populations and leverages the Healthy Migrant Effect
(HME) in study design rather than applying it post-facto to
develop the hypotheses that foreign born individuals will exhibit
a lower rate of GAD as compared to American-born Whites and
their American-born counterparts, and racial and ethnic minorities
will have a lower rate of GAD as compared to Whites. This research
evaluates Blacks (racial classification) and Afro-Caribbeans (ethnic
identifier) in addition to Asians and Hispanics (ethnic identifiers),
with the intent of understanding the relationship between race
(Black) or ethnicity (Afro-Caribbean) with GAD, separately.

2. Background

Rates of GAD vary across groups. Historically, Whites are more
likely to be diagnosed with GAD than Non-Hispanic Blacks,
Hispanics Americans, and Asian Americans (Asnaani et al., 2010);
this paper builds on prior health disparities work and segments
American-born as compared to foreign-born individuals to provide
another layer of knowledge.

2.1. The Health Migrant Effect and Demographic Factors

The Health Migrant Effect (HME) posits those who immigrate
are healthier due to a selection bias whereby the less healthy are
unable to leave their country of origin. This leads to a health
paradox, in that many immigrants survive on less income and with
less wealth, but still exhibit lower rates of mental illness. Upon
arrival in the U.S., some immigrants (and minorities) may encoun-
ter risk exposures, such as discrimination and isolation leading an
erosion of their health advantage; even so, those who have
immigrated tend to be at less risk of any anxiety disorder
compared to their American-born counterparts (Breslau et al.,
2009; Alegría et al., 2007; Breslau and Chang, 2006; Takeuchi
et al., 2007). Furthermore, age of migration may affect rates of
anxiety. Those who immigrate under the age of 13 years may be
more at risk for developing some form of anxiety due to differing
experiences of immigration at early stages of development; some
evidence suggests that Hispanic youth experience more anxiety
related behaviors that their White peers (SAMHSA, 2008). Similar
to age, research on gender and anxiety with the inclusion of race,
ethnicity, and nativity is limited and often reviews anxiety
symptoms rather than GAD.

Gender differences are well noted in anxiety outcomes, with
women having a significantly higher risk to develop an anxiety
disorder compared to men (Bruce et al., 2005; McLean et al., 2011).
Psychopathology has noted an important role that race/ethnicity
plays in mental health outcomes (Asnaani et al., 2010). For
example, Asian Americans consistently have lower rates of anxiety
symptoms compared to White women. Certain studies have noted
interactions between gender and racial categorization with
depression and substance use outcomes (Bracken and Reintjes,
2010; Ames et al., 2010); however, anxiety outcomes have not
been as well examined. Due to the varying nature of diagnosis for
anxiety, as there are five different categorizations, and multiple
criteria, there has been limited consistency across studies to
understand the effects of gender and race with anxiety disorders
(McLean et al., 2011). This research will address the existing gap by
examining the interaction between race, ethnicity, nativity along-
side gender and age to GAD.

2.2. Socioeconomic status

Historically, groups with lower education and income were found
to have the highest rates of mental disorders (Cockerham, 2006).
According to the National Comorbidity Study, the rate of anxiety
disorders, including GAD, was found to be higher in groups with less
education and lower income (Martins et al., 2012; Muntaner et al.,
2004). Researchers found those who had less than a high school
education were over two times as likely to have GAD than those with
a college-education, and those with an annual income of under
$20,000 were also about twice as likely as those with an annual
income of over $70,000 (Kessler et al., 1994). A decade later, a similar
research team found those with a lower SES were more likely to
meet a variety of mental disorder criteria (DSM-IV), supporting
previous findings (Kessler et al., 2005; Hwu et al., 1989; Lee et al.,
1990; Lepine et al., 1989; Wittchen et al., 1992). Minorities may find
themselves part of the socially disadvantaged highlighting increased
risk for anxiety.

2.3. Discrimination and social responses

Discrimination is the negative effect felt by one group due to
their minority status that may occur at the individual level or may
be embedded in a large societal structure, and is meant to be
harmful (Finch et al., 2000; Jackson et al., 1998). Discrimination
has well documented consequences on mental health. (Finch et al.,
2000; Szalacha et al., 2003; Pumariega et al., 2005; Broman et al.,
2000; Landrine and Klonoff, 1996). Often, American-born racial
and ethnic minorities report more experiences of discrimination
compared to their immigrant counterparts (Finch et al., 2000;
Krieger et al., 2011; Pérez et al., 2008; Lau et al., 2013). Soto et al.
(2011) found racial discrimination increased odds of GAD in
American-born Blacks and American-born Whites, but not in
foreign-born Afro-Caribbeans, as would be predicted by the
HME. Discrimination may play a role in heightening levels of
anxiety in American-born minorities due to their increased cog-
nizance of issues related to race and class, prompting them to
expect fairer treatment (Lau et al., 2013, Schwartz and Meyer,
2010). Consequently, although immigrants may engage in tobacco
smoking and excessive alcohol consumption prior to migration,
the intensity and frequency may increase as a response to
discrimination and socioeconomic stress (Cockerham, 2005;
Caetano et al., 1998).

The HLT (Cockerham, 2005) highlights the influence of alcohol
consumption and tobacco use. Cigarette smoking and excessive
alcohol consumption have been correlated with mental illness
(NIMH, 2009; Arehart-Treichel, 2003). Researchers have suggested
that both socioeconomic stress and discrimination stress lead to
increased alcohol consumption among minorities (Caetano et al.,
1998; Al-Issa, 1997). Anxiety, specifically, has been correlated with
increased levels of alcohol consumption across diverse popula-
tions (Aneshensel and Huba, 1983; Kushner et al., 1990; Hartka
et al., 1991; Thorlindsson and Vilhjalmsson, 1991; Rodgers et al.,
2000). More recent work found significant associations between
anxiety and alcohol use abuse (Hasin et al., 2007). Additionally,
tobacco use is highly prevalent among those with anxiety dis-
orders (Morissette et al., 2007), however, the interrelationships
between anxiety, GAD, and tobacco use is not fully understood
(Morissette et al., 2007).

Thus, using the HME and HLT to inform the design of this
project, we compared the correlates of GAD across racial and
ethnic groups to American-born Whites and their American-born
racial and ethnic counterparts using data from the Collaborative
Psychiatric Epidemiology Surveys (CPES). Potential predictive
factors were included.
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3. Methods

3.1. Outcome measure

The main outcome being examined was lifetime occurrence of
GAD, a psychiatric disorder described by the Diagnostic and
Statistical Manual of Mental Disorders, Fourth Edition (DSM-IV)
as “DSM-IV Generalized Anxiety Disorder (Lifetime).” An indivi-
dual was classified as having a GAD if s/he met the following
criteria: presence of time in your life when worried a lot more
about things than other people with the same problems or a
period of time lasting one month or longer with anxiety or worry
most days; anxiety occurring more days than not for at least
6 months; anxiety about a number of events or activities (such as
work or school performance) occurs in the case of two or more
incidents/activities; the person finds it difficult to control the
worry; the anxiety and worry were associated with three (or
more) of the following six symptoms(with at least some symp-
toms present for more days than not for the past 6 months)
(restlessness or feeling keyed up or on edge, being easily fatigued,
difficulty concentrating or mind going blank, irritability, muscle
tension, sleep disturbance); the anxiety and worry should not
occur exclusively during PTSD; and the anxiety, worry, or physical
symptoms cause clinically significant distress.

The lifetime measure of GAD was selected to capture a range of
time from initial arrival, early settlement, and establishment of
residence, specifically for foreign-born individuals. Since the
average age onset of GAD is 31 (Grant et al., 2005), and the
estimated age of immigrants is about 27–36 years (Garcia, 2013),
this measure covered a range of time where in foreign-born
minorities may first arrive in the U.S. with lower levels of SES
and first encounter discrimination.

3.2. Independent variables

To assess the validity of the HME's application to lifetime GAD,
block one included race, ethnicity, and nativity. Race/ethnicity was
measured with five dichotomous categories: non-Hispanic White
(referent); Asian; Hispanic; Afro-Caribbean; and Black. Nativity
was measured with a dummy variable: American-born (referent)
or foreign-born.

Demographics measures included gender and age. Gender was
represented by a dummy variable (female¼1). Age was grouped
into five categories: 18–28 years old (referent); 29–40 years old;
41–50 years old; 51–59 years old; and 60þ . SES incorporated
another two measures: education and income. Level of education
completed was measured at four increments: primary; high school
graduate; some college; and college graduate. Annual household
income also had four increments: $0–49,999 (referent); $50,000–
99,999; $100,000–149,999; and Z$150,000.

Healthy lifestyle factors were assessed through two variables:
heavy alcohol use and cigarette smoking. To account for heavy
alcohol consumption, we used a dummy variable (1¼“Yes”) that
represented whether a respondent had ever met the criteria for
the DSM-IV diagnosis of alcohol abuse, manifested by one (or
more) of the following: within a 12-month period, recurrent
substance use resulting in a failure to fulfill major role obligations
at work, school, or home; recurrent alcohol use in situations in
which it is physically hazardous; recurrent alcohol-related legal
problems, continued alcohol use despite having persistent or
recurrent social or interpersonal problems caused or exacerbated
by the effects of alcohol; or the symptoms present have never met
the criteria for an Alcohol Dependence diagnosis. To assess
smoking status, we used a dummy variable (1¼“Yes”)that indi-
cated whether the respondent currently smokes regularly. A
current measure of smoking was used rather than a lifetime

measure, because smoking behavior may occur as a response to
discrimination or social disadvantage (Cockerham, 2005; Caetano
et al., 1998).

Discrimination was represented by a composite measure con-
structed by averaging responses across five measures pertaining to
how often respondents encountered discriminatory behavior,
attributed to their race or ethnicity. The first item asked how
often respondents were treated with less respect than other
people; the second asked how often they were threatened or
harassed; the third asked how often they were treated as dis-
honest; the fourth asked how often they were treated as less
smart, and the final item asked how often they were called names
or insulted. Responses were recorded on a six-point scale: never,
less than once a year, a few times a year, a few times a month, at
least once a week, and almost every day.

3.3. Analytic tools

Univariate statistics were used to describe variations among
individuals in the dataset. The multivariate analysis was performed
using logistic regression, which estimated the probability of meeting
the criteria for the DSM-IV disorder of lifetime GAD. Measures were
allocated into theoretical blocks and were entered into in a stepwise
fashion to illustrate impact of each set of measures and highlight shifts
in explanatory power with the inclusion of each subsequent block.
Five models were included. Race/Ethnicity and nativity were included
in Model 1. SES and demographic variables were entered in Model 2.
Health lifestyles in Model 3, and Model 4 included an index represent-
ing severity of discrimination. Finally, Model 5 included nativity and
race/ethnicity interactions.

Weighting of the CPES data is used in all univariate and
multivariate analyses, as recommended by ICPSR (2009) to realign
the data to national parameters, since the data has been over-
sampled for racial and ethnic minorities. All analyses were con-
ducted with SAS version 9.3 software.

4. Results

Sample characteristics are found in Table 1. Approximately 7% of
the weighted sample met the criteria for the DSM-IV disorder of
lifetime GAD. Thirty-four percent of the sample wereWhite, 13% Asian,
20% Hispanic, 8% Afro-Caribbean, and 25% were Black. Twenty-nine
percent were foreign-born. In addition, 58% were female, and 49%
were between the ages of 18 and 40, 34% between 41 and 59, and 17%
greater than or equal to 60 years old. Sixty-five percent of the sample
had an average household income less than $50,000, 23% had an
annual household income between $50,000 and $99,999, and 12% had
an annual household income of $100,000 or greater. Of the health
behaviors, 10% were abused alcohol and 63% were smokers. The mean
discrimination score was 0.85.

The rate of lifetime GAD varied as a function of nativity in
minorities. The highest level of GAD, amongst all classifications,
was found in American-born Whites, at a rate of 10.82%. A lower
percentage of foreign-born Asians met the criteria for GAD as
compared to American-born Asians (2.31% vs. 3.13%). Similarly, a
lower percentage foreign-born Hispanics met the criteria than
American-born Hispanics (5.94% vs. 6.42%), and a lower percen-
tage foreign born Afro-Caribbeans meet the criteria for GAD than
American-born Afro-Caribbeans (2.35% vs. 4.15%). The lowest
levels of GAD were found in foreign-born Afro-Caribbeans fol-
lowed by foreign-born Asians providing directional support for the
notion that nativity and GAD are linked, and substantiating both
our hypotheses.

Table 2 provides the results of our multivariate analysis which
implemented stepwise blocks reflecting five models in logistic
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regression. The 95% confidence intervals and odds ratios were
included. For each model we measure the pseudo R2 using the Tjur
R2 since it is more similar to linear measures of fit and is not based on
the likelihood function (55).

Support for the HME was not found with respect to GAD; nativity,
in and of itself, was not significant. However, all racial and ethnic
groups were significantly less likely to be meet the criteria for GAD as
compared to Whites. In the simple model (Model 1), Asians and Afro-
Caribbeans had approximately 77% lower odds and 74% lower odds,
respectively, (OR¼0.234,po0.001; OR¼0.265, po0.001); Blacks had
55% lower odds (OR¼0.449,po0.001), and Hispanics had 42% lower
odds of meeting the criteria for the disorder of GAD relative to
American-born Whites (OR¼0.581,po0.001). After adjustments for
demographic and socioeconomic differences, all race/ethnicities and
foreign-born groups remain significantly less likely to meet the criteria
for GAD.

Model 2, which included demographic and socio-economic
variables, were statistically significant. Females had approximately
2.4 times higher odds than males of meeting the criteria for GAD
after adjusting for other covariates (OR¼2.432, po0.001). Once
adjusting for both health behaviors and the discrimination index,
compared to respondents ages 18–28, respondents ages 29–40, ages
41–50, ages 51–59, and ages 60þ were 40%, 81%, 93%, and 36%,
respectively, more likely to meet the criteria for GAD (OR¼1.400,

po0.001; OR¼1.811, po0.001; OR¼1.934, po0.001; 1.356,
po0.01). Of the socioeconomic variables, only high school educa-
tion had a significant association with GAD. Relative to respondents
with primary education, those with a high school diploma had 19%
lower odds of meeting the criteria for GAD (OR¼0.813, po0.05).

The health lifestyle measures also provided insight. Controlling for
other characteristics, alcohol abuse was significant correlate of GAD.
Those who abuse alcohol had over 2 times the odds of having GAD
relative to those who did not (OR¼2.127,po0.001). Model 4 added
the discrimination scale, which was statistically significant. The more
frequently respondents were treated as dishonest, treated as less
smart, treated with disrespect, threatened, or called names was
associated with increases in the likelihood of meeting the criteria for
GAD (OR¼1.536, po0.001).

The final model, Model 5, included an interaction term of nativity
with race/ethnicity to examine how the nativity and ethnicity combina-
tion is associated with meeting the criteria for GAD. None were
statistically significant except that between nativity and Afro-
Caribbean ethnicity. Relative to American-born Whites, the adjusted
odds of meeting the criteria for lifetime GAD were 0.144 for foreign-
born Afro-Caribbeans and 0.319 for US born Afro-Caribbeans (po0.05).
There were no significant interaction effects between nativity and race/
ethnicity on meeting the criteria for lifetime GAD for all other race/
ethnic groups. The coefficient of discrimination, or Tjur R2 (Tjur, 2009),
increases slightly with each successive model, indicating that latter
models had marginally better predictive power for the data.

5. Conclusion

This study reveals that lifetime GAD is correlated with many
measures and classifications discussed herein. Nativity was pro-
tective, but only directionally. When interactions between race/
ethnicity and nativity were evaluated, foreign-born Afro-Carib-
beans exhibited lower rates of lifetime GAD. A lower percentage of
foreign-born minorities met the criteria for GAD as compared to
their American-born counterparts, and all racial and ethnic groups
met the criteria for lifetime GAD at a lower rate as compared to
American-born Whites. Income and education did not function as
was expected in the multivariate model; however, females were
found to have a 2.4 times higher odds than males of meeting the
criteria for GAD after adjusting for other covariates. In addition,
although the relationship between excessive alcohol use (alcohol
abuse) and GAD was found to be statistically significant, the
relationship pertaining to smoking behavior was not. As predicted,
discrimination and GAD were highly correlated at the 0.001 level.
This study, to the knowledge of the research team, reflects one of
the few applications to the Healthy Migrant Effect proactively in
research design and in combination with Health Lifestyles Theory,
to lifetime GAD across a full set of racial and ethnic minorities.

5.1. Limitations

Four limitations should be noted. First, the CPES was made
available in 2007; however, the data were collected between 2001
and 2003. Over the last few years, immigration policies have become
more stringent (e.g. HB56 in Alabama) affecting the way immigrants
are treated. Second, the HME was formed using Canadian immigration
landscape to explain physical health outcomes, not mental health
outcomes in the U.S. Third, there are general gaps in the HME in that it
does not address the immigration pathway – legal or illegal. Lastly,
there are no proper measures of acculturation available in this dataset.

5.2. Future research

Although this research found a number of significant correlates
with lifetime GAD, questions remain over macro-level versus

Table 1
Sample characteristics and lifetime Generalized Anxiety Disorder (N¼17,249).

Frequency (Percentage)

Race, Ethnicity, Nativity
Foreign-born 4996 (28.96%)
White 5981 (34.67%)
Asian 2211 (12.82%)
Hispanic 3369 (19.53%)
Afro-Caribbean 1449 (8.40%)
Black 4239 (24.58%)

Ethnicity/Race n Nativity
Asian n Foreign born 1732 (10.04%)
Hispanic n Foreign born 1920 (11.13%)
Afro-Caribbean n Foreign born 1063 (6.16%)
Black n Foreign born 86 (0.50%)

With lifetime Generalized Anxiety Disorder (GAD) 1172 (6.79%)
GAD n (Race/Ethnicity n Nativity)

White, American-born 626 (10.82%)
Black, American-born 218 (5.25%)
Black, Foreign-born 2 (2.33%)
Asian, American-born 15 (3.13%)
Asian, Foreign-born 40 (2.31%)
Hispanic, American-born 93 (6.42%)
Hispanic, Foreign-born 114 (5.94%)
Afro-Caribbean, American-born 15 (4.15%)
Afro-Caribbean, Foreign-born 25 (2.35%)

Demographics
Female 9980 (57.86%)
Age 18–28 3775 (21.89%)
Age 29–40 4758 (57.58%)
Age 41–50 3231 (18.73%)
Age 51–59 2577 (14.94%)
Age 60þ 2908 (16.86%)

Socio-economic
Primary education 3570 (20.70%)
High school graduate 5061 (29.34%)
Some college 4523 (26.22%)
College graduate 84095 (23.74%)
Income less than $50,000 (N/%) 11,228 (65.09%)
Income $50,000–99,999 (N/%) 3930 (22.78%)
Income $100,000–149,999 (N/%) 1184 (6.86%)
Income $150,000 and greater (N/%) 907 (5.26%)

Health lifestyles
Alcohol abuse 1659 (10.13%)
Smoking 1151 (63.42%)

Discrimination
Discrimination scale (Mean, Standard Deviation) 0.887, 0.828
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micro-level determinants. An analysis looking at GAD which
included family structure in addition to race/ethnicity and nativity
may prove insightful. Also, performing an analysis of anxiety
outcomes which includes internal locus of control, social support
and thereby (potentially) resilience, may yield relevant results.
And, as was noted in the background section, more anxiety
research should be performed situating gender centrally.

Since immigration is a global phenomenon, replicating the
design of this project (with appropriate adjustments) in other
nations has the potential to inform the wider body of research. The
subsequent information may assist governments, which offer
nationalized health care, to prioritize immigrant health and may
offer insight to social processes which affect the rates of mental
illness in their countries.

In conclusion, support was found to confirm some past
findings. American-born persons, women, and those encounter-
ing discrimination had higher rates of Generalized Anxiety
Disorder. By using the Healthy Migrant Effect with Health Life-
styles Theory collaboratively and proactively, a more compre-
hensive design was adopted which produced these nuanced
results, highlighting the impact of each factor individually and
in combination with others.
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Black 0.449 (0.383, 0.526)nnn 0.412 (0.349, 0.485)nnn 0.437 (0.371, 0.516)nnn 0.395 (0.334, 0.467)nnn 0.401 (0.339, 0.475)nnn

Demographics referent referent referent
Gender (Male¼0;
Female¼1)

2.001 (1.752, 2.286)nnn 2.293 (1.999, 2.631)nnn 2.432 (2.117, 2.793)nnn 2.432 (2.117, 2.794)nnn

Age 18–28 referent referent referent referent
Age 29–40 1.308 (1.084, 1.579)nn 1.299 (1.074, 1.570)nn 1.400 (1.156, 1.694)nnn 1.402 (1.158, 1.697)nnn
Age 41–50 1.711 (1.407, 2.080)nnn 1.675 (1.376, 2.039)nnn 1.811 (1.485, 2.208)nnn 1.818 (1.490, 2.217)nnn
Age 51–59 1.652 (1.347, 2.025)nnn 1.689 (1.372, 2.078)nnn 1.934, 1.568, 2.385)nnn 1.942 (1.573, 2.396)nnn
Age 60þ 0.969 (0.779, 1.205) 1.059 (0.844, 1.330) 1.356 (1.076, 1.711)nn 1.357 (1.076, 1.711)nn

Socio-economic
Primary school education referent referent referent referent
High school graduate 0.741 (0.616, 0.891)nn 0.786 (0.653, 0.946)n 0.813 (0.675, 0.980)n 0.815 (0.676, 0.982)n
Some college education 1.008 (0.840, 1.211) 1.072 (0.892, 1.289) 1.095 (0.910, 1.318) 1.096 (0.910, 1.319)
College graduate 0.903 (0.741, 1.100) 1.002 (0.820, 1.223) 1.024 (0.837, 1.252) 1.024 (0.837, 1.252)
Income $0–49,999 referent referent referent referent
Income $50,000–99,999 0.972 (0.837, 1.130) 0.972 (0.835, 1.131) 0.958 (0.822, 1.116) 0.959 (0.823, 1.118)
Income $100,000–149,999 0.838 (0.647, 1.085) 0.851 (0.656, 1.103) 0.821 (0.632, 1.066) 0.817 (0.629, 1.062)
Income $150,000 and
greater

0.816 (0.601, 1.107) 0.816 (0.601, 1.108) 0.792 (0.582, 1.077) 0.795 (0.584, 1.082)

Health lifestyles
Alcohol abuse (No¼0;
Yes¼1)

2.500 (2.116, 2.954)nnn 2.127 (1.794, 2.521)nnn 2.129 (1.797, 2.524)nnn

Smoking (No¼0; Yes¼1) 1.022 (0.894, 1.168) 1.007 (0.881, 1.152) 1.007 (0.880, 1.151)
Discrimination

Discrimination scale 1.536 (1.429, 1.651)nnn 1.536 (1.429, 1.652)nnn
Race / Nativity interactions

AsiannForeign born 0.589 (0.276, 1.256)
HispanicnForeign born 0.816 (0.478, 1.395)
Afro-CaribbeannForeign
born

0.453 (0.206, 0.995)n

BlacknForeign born 0.407 (0.092, 1.800)
Pseudo R2 0.0127 0.0210 0.0266 0.0306 0.0307
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