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Abstract

Although Black-white differences in depression are well documented, vigilant coping style as an
explanation for the observed inequalities in depression is less understood. Using data from 718
adults in the Exploring Health Disparities in Integrated Communities (EHDIC) Study, we
estimated logistic regression models to examine the cross sectional relationship between race,
vigilant coping style, and depression. After controlling for demographic variables, white adults
were more likely to report depression than Black adults. Moreover, when accounting for coping
style, the Black-white difference in depression widened. This association persisted even with the
addition of the covariates. While high rates of depression among whites compared with Blacks are
well documented, the degree of the differences appears to be greater than previously reported once
vigilance is accounted for. This finding suggests that if it were not for the high prevalence of
vigilant coping in blacks, the well-documented black advantage regarding depression compared to
whites would likely be even greater.
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Several studies have found that African Americans report lower prevalence of depression
and some other mental conditions compared with whites (Breslau et al. 2005, 2006; Centers
for Disease Control and Prevention 2004; Dunlop et al. 2003; Kessler et al. 2003, 2005; US
Department of Health and Human Services 2001). This may be unexpected as African
Americans have higher prevalence of most of the conditions. Several lines of evidence point
to race-related stressors and coping patterns as contributors to the elevated rates of disease
among socially disadvantaged populations (Williams et al., 2003; Krieger et al., 1993;
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Krieger, 1999; Cooper, 1993). Particularly, vigilant anticipatory coping is one potential
response that may be damaging to health. Vigilant anticipatory coping refers to dealing with
an ensuing situation attentively through greater alertness and preparation in expectation of
what may occur. More specifically, it entails taking sometimes extraordinary steps to
prevent or reduce the likelihood of being targeted for racial discrimination or other forms of
mistreatment.

Most prior studies of coping focus on how individuals cope with problems once they occur,
particularly around onset of disease (Cano et al., 2006; Jaser et al., 2013; Plummer et al.,
1996; Szymanski, 2012). There have been fewer investigations of steps that people take to
mitigate subsequent stressors (anticipatory coping). For example, concerns about safety in
high-crime neighborhoods or exposure to low quality residential conditions may lead some
to live, chronically, in a state of heightened vigilance, anticipating exposure to racially
discriminatory treatment. This treatment can occur in the form of greater policing and
stereotyping in high crime neighborhoods, or differential resource allocation and
maltreatment towards those in low quality residential conditions. This may take a toll on
health and social functioning (Essed, 1991; Taylor & Wald, 2003). The expectation of
negative social events is associated with increased social anxiety and depression (Taylor &
Wald, 2003).

A meta-analytic review by Pascoe and Richman (2009) documented associations between
perceived discrimination and physical and mental health outcomes. This research suggests
that perceived discrimination has a negative effect on mental health, particularly depressive
symptoms, psychiatric distress, and general well-being. In addition, several studies have
documented the detrimental effect that depressive symptoms have on physical health over
time (Turner & Noh, 1988; Moussavi et al., 2007). Moussavi and colleagues (2007) found
that depression produces the greatest decrement in physical health compared with other
chronic diseases.

While most past studies of vigilant anticipatory coping have been confined to the social
context of the United States, there is every reason to suspect that it would be universal
among members of stigmatized groups (Averill, 1972; Schneiderman & McCabe, 1989;
Williams, 1986). It is likely that groups who experience discrimination could adopt vigilant
anticipatory coping as a strategy to manage unexpected life events.

Although the research literature on vigilant anticipatory coping is small, there are some
suggestive findings. For example, one study using ambulatory blood pressure measurements
found that although the daytime levels of blood pressure were similar for Black and white
Americans, Blacks had a smaller nocturnal decline in blood pressure than whites such that
they maintained higher levels of blood pressure even when they were asleep (Harshfield et
al., 1989; James 1991; Murphy et al., 1988; Smith, Ruiz & Uchino 2000). If blacks are more
likely to employ vigilant anticipatory coping, this may account for such findings. Moreover,
stressful life events, or negative emotional states such as hostility are associated with race
differences in blood pressure (Ituarte et al., 1999; Thomas et al., 2004; Kamarck et al., 1998;
Clark et al. 2006). Higher levels of arousal may reflect an attempt to cope with the perceived
presence of racial bias or other environmental stressors.
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The purpose of this study is to examine the relationships between vigilant anticipatory
coping, race, and depression. We expect that blacks will display higher rates of vigilant
anticipatory coping compared to whites, and that vigilant anticipatory coping will be
associated with higher risk of depression. Finally, we hypothesize that adjusting for vigilant
copying will account for race difference in depression.

Subjects and Survey Design

We conduct this study using the Exploring Health Disparities in Integrated Communities
(EHDIC) database. EHDIC is an ongoing multisite study of race disparities within
communities where Blacks and whites live together and have similar socioeconomic statuses
(SES) as measured by median income and high school graduation rates (LaVeist et al.,
2007). EHDIC addresses confounding of race with SES and segregation by examining white
and Blacks living in similar socio-environmental conditions. This design also allows us to
account for race differences in the social context in which Black and white Americans
usually live, as the United States remains highly segregated by race. The primary purpose of
the EHDIC study was to examine whether patterns of health-related racial disparities are
different within an environment which accounts for racial segregation and SES, as compared
with national data typically used to describe racial disparities in health. The first EHDIC
study site was in Southwest Baltimore, Maryland (EHDIC-SWB). Further EHDIC locations
are planned.

EHDIC-SWB is a cross-sectional face-to-face survey of the adult population (age 18 and
older) of two neighboring census tracts. In addition to being economically homogenous, the
study site was also racially balanced and well integrated, with almost equal proportions of
Black and non-Hispanic white residents. In the two census tracts, the racial distribution was
51% Black and 44% white, and the median income for the study area was $24,002, with no
significant difference in income by race. The census tracts were block listed to identify
every occupied dwelling in the study area. During block listing, we identified 2,618
structures. Of those, 1,636 structures were determined to be occupied residential housing
units (excluding commercial and vacant residential structures). After no more than five
attempts, contact was made with an eligible adult in 1,244 occupied residential housing
units. Of that number, 65.8% were enrolled in the study resulting in 1,489 study participants
(41.9% of the 3,555 adults living in these two census tracts recorded in the 2000 U.S.
Census). Because our survey covered each census block in the study area comparably, the
bias to geographic locale and its relationship with socioeconomic status should be minimal
(LaVeist et al., 2007).

Comparisons to the 2000 U.S. Census for the study area indicated that the EHDIC-SWB
sample included a higher proportion of Blacks and women, but was otherwise similar with
respect to other demographic and socioeconomic indicators. For instance, our sample was
59.3% Black and 44.4% male, whereas the 2000 U.S. Census data showed the population
was 51% Black and 49.7% male. Age distributions in our sample and 2000 U.S. Census data
were similar with the median age for both samples between 35-44 years. The lack of race
difference in median income in the U.S. Census, $23,500 (Black) vs. $24,100 (non-Hispanic
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whites) was replicated in EHDIC, where the median income was $23,400 for Blacks vs.
$24,900 for whites (LaVeist et al., 2007). These median income levels are 127% (Blacks)
vs. 135% (whites) higher than the federal poverty threshold in 2003 for a family of four
(U.S. Department of Health and Human Services, 2003).

The survey was administered in person by a trained interviewer and consisted of a structured
questionnaire, which included demographic and socioeconomic information, self-reported
health behaviors and chronic conditions, and three blood pressure (BP) measurements. The
EHDIC study is described in greater detail elsewhere (Casagrande, Gary, LaVeist, Gaskin,
& Cooper, 2006; Gary, Stark, & LaVeist, 2007; LaVeist et al., 2007; LaVeist et al., 2007).

Sample—Because of the length of the questionnaire, some questions such as vigilance
were only administered to a subset of respondents. Consequently, 718 respondents who were
administered the vigilance scale were included in this study. Institutional review board
approval was obtained and all respondents gave informed consent.

Depression was measured by the Patient Health Questionnaire (PHQ-9), a 9-item, self-
administered scale with scores on each item ranging from “0” (not at all) to “3” (nearly
every day). The total possible score ranges from 0 to 27 (Kroeke et al., 2001). The PHQ-9 is
a reliable and valid measure of depression severity and has the potential to establish
depressive disorder diagnoses and well as grade symptom severity (Kroeke et al., 2001). It
has been determined that scores of 5, 10, 15 and 20 represent valid thresholds indicating
lower limits of mild, moderate, moderately severe, and severe depression (Kroeke et al,
2001). In addition, individuals with major depression have 2.6 greater odds of having a score
of 10 or more compared to those without major depression (Kroeke et al., 2001). Therefore,
we specified the PHQ-9 as a binary variable and labeled those with a score of 10 or more as
depressed. Previous studies have also dichotomized the PHQ-9 in this way (Ludman et al.,
2010; Mohr et al., 2006).

Vigilance was assessed using a modified version of the 6-item vigilance anticipatory coping
scale developed for the 1995 Detroit Area Study at the University of Michigan-Institute for
Social Research (Clark et al., 2006). The modified version of the scale was 5-items, with
response categories for the scale being: 0= never, 1=sometimes, 2=often, and 3=always. The
scoring range was 0-15. Respondents were asked to indicate the extent to which they:
prepare in advance for the kind of problems they are likely to experience, try to prepare for
possible insults before leaving home, feel that they always have to be careful about their
appearance to get good service or avoid being harassed, carefully watch what they say and
how they say it, and carefully observe what happens around them (Clark et al, 2006)). We
computed the average score across the five items and dichotomized the summary score at
the median. Cronbach’s alpha was computed to assess the overall scale reliability for the
vigilance scale (alpha = .69).

Covariates were chosen based on previous research that explored the relationship between
racial differences in depression (Khan et al, 2006). All dichotomous variables in the model
are coded 0 (no) and 1 (yes). Covariates in study included age, gender, race, marital status,

J Soc Issues. Author manuscript; available in PMC 2015 June 01.



1duosnue Joyiny vd-HIN 1duosnue Joyiny vd-HIN

1duosnuely Joyny vd-HIN

LaVeist et al.

Results

Page 5

health status, education, and family income. Age was specified as a continuous variable.
Gender and race were entered as dichotomous variables indicating female and white. Marital
status was specified as a series of binary variables: married (married and living as married),
formerly married (widowed, separated, and divorced), and never married. Subjective health
status was treated as a dichotomous variable, with “excellent”, “very good”, and “good”
responses combined into a single category and compared to a category composed of
combined “fair” and “poor” responses. Education was specified as a series of binary
variables: less than a high school diploma, a high school graduate or equivalent, some
college, and college graduate or more. Binary variables for family income included: less
than $20,000 per year, $20,000 — 34,000 per year, $35 — 55,000 per year, and greater than

$55,000 per year.

Statistical Analysis

In the first set of analysis we conduct a univariate description of the sample followed by a
series of logistic regression models to assess the associations among race, vigilant coping,
and depression. Sample characteristics are described using means and standard deviations
for continuous variables and frequencies and percentages for categorical variables. We then
conduct bivariate analysis using chi-square and t-tests were conducted to assess whether
race differences existed within the sample.

For the logistic regression models, we first tested for an unadjusted effect of race on
depression. Next we assessed the association between race and depression controlling for
demographic variables and indicators of health status factors. The third model tested the
unadjusted association of vigilant coping on depression. The effect of vigilance on
depression was adjusted for demographic and health factors in model 4. Model 5 tested the
unadjusted effect of race and vigilant coping on depression. Model 6 assessed the effect of
race and vigilant coping controlling for demographic and health status factors. All analyses
were conducted using Stata version 11 (StataCorp, 2009)

Descriptive Statistics

Table 1 shows a description of the sample by race. The sample was 61.6% (n =442) Black,
38.4% white (n =276), and ranged in age from 18 to 101 years. There were similar
proportions of women among Blacks (52.9%) and whites (54.4%). Whites were older, with
an average age of 42.9, compared to an average age of 38.2 for Blacks. Whites were more
likely to report being married (24.6% vs. 14.9% for Blacks) or formerly married (36.6% vs.
22.2% for Blacks). By contrast, Blacks were more likely to report never having married
(62.9%) than whites (38.8%). Blacks were more likely than whites to have a high school
diploma (43.8% vs. 30.1% for whites) as well as some college education (15.5% vs. 7.6%
for whites). There were no differences by race in family income. Blacks are more likely to
report excellent or good health (76.5%) compared to whites (64.1%).

Table 2 shows race differences in vigilance and the mean score of Blacks and whites on
each item of the vigilance scale, as well as differences in depression severity. The total
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vigilance scale mean was 6.5 with a range of 0 to 15. As hypothesized, Blacks had
significantly higher mean scores for Vigilance than whites (Blacks = 7.1 vs. whites = 5.7,
p<.001). Each of the five items on the vigilance scale were scored as 0 (never), 1 (often), 2
(sometimes) and 3(always). Blacks scored significantly higher on each of the vigilant coping
strategies except for “thinking in advance about problems” — where there were no significant
race differences. Compared to whites, Blacks were more likely to report “always prepare for
insults” (.71 for Blacks vs. .55 for whites) and “always being careful about their appearance
to avoid harassment” (1.12 for Blacks vs. .64 for whites). Moreover, Blacks were more
likely to “always watch what they say and how they say it” than whites (1.64 vs. 1.22); and
more likely to “always observe what happens around you” (2.34 vs. 2.09). In addition,
whites were more likely to score 10 or more on the PhQ-9 depression scale (27.2% vs.
15.8%). Finally, Blacks (54.5%) were more likely to score above the median on the
vigilance scale than whites (38.0%).

The results of multivariate analyses are shown in Table 3. Model 1, assessed the unadjusted
effect of race on depression. Whites had nearly twice the odds of screening as depressed
compared to Blacks (odds ratio (OR) = 1.98; 95% confidence interval (Cl) = 1.37-2.87). In
Model 2 we adjusted for demographic characteristics and self-reported health which resulted
in a small decrease in the association between race and depression. However, the race effect
remained significant (OR = 1.85; 95%Cl= 1.22-2.83).

In Model 3 we assessed the unadjusted association between vigilance with depression. As
hypothesized, the model found that vigilance is associated with depression whereby persons
with high vigilance scores have more than two and half times greater odds of depression
(OR =2.63; 95%CI=1.79-3.86) compared to those with low vigilance scores. After
adjusting for demographic factors and physical health status in Model 4, we found a slight
reduction in the association. However, vigilant anticipatory coping remained significantly
associated with depression (OR = 2.35; 95%Cl= 1.56-3.53).

Model 5 tested whether there were independent association between vigilance and race with
depression. In this analysis we found an independent effect for both predictors. Comparing
the odds ratio for vigilance from Models 1 and 5, we found a nearly 26.3% increase in the
odds of white respondents screening positive for depression after adjusting for vigilance
(OR =1.98 vs. 2.50). Comparison of Models 3 and 5 found a 20.2% elevation of the
vigilance odds ratio (OR= 2.63 vs. 3.16). These findings were contrary to our initial
hypothesis that adjusting for vigilant coping would account for race differences in
depression. In Model 6 we added a set of demographic factors, which resulted in some
reduction of the odds ratios for race (OR= 2.24; 95% Cl= 1.44-3.48) and vigilance (OR =
2.70; 95%CIl= 1.77-4.11). This model helps to confirm the robustness of the findings. We
also examined the interaction of race and vigilance in a reduced model (only race and
vigilance) and the full model; however, the interactions failed to reach significance in both
models. In addition, these models were also run with depression and vigilance considered as
continuous variables and the results were analogous to those presented here.
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Discussion

This study examined the associations among race, vigilant anticipatory coping, and
depression. Our analysis found that race was associated with depression in bivariate
analyses, such that whites have increased odds of depression compared to Blacks (OR=1.98;
95% CI = 1.37-2.87). Additionally, vigilance was found to be associated with increased
odds of depression (OR=2.63; 95% CI=1.79-3.86). More specifically, Blacks in this study
displayed greater likelihood of reporting vigilance compared to their white counterparts
(54.5% for Blacks vs. 38.0% for whites). Although vigilance contributed significantly to
depression and Blacks reported higher levels of vigilance, we still found higher prevalence
of depression among whites compared with blacks (27.2% for whites vs. 15.8% for Blacks).
After adjusting for vigilance we found that the racial disparity in depression was greater
(OR=2.24 in Model 6 compared to OR=1.85 in Model 2). Thus, were it not for the high
prevalence of vigilant coping in blacks, the well-documented black advantage regarding
depression compared to whites, would likely be an even greater advantage.

This work represents an important extension of previous work concerning coping and health
outcomes (Robins & Regier, 1991; Williams et al., 2003; Krieger et al., 1993; Krieger et al.,
1999; Cooper, 1993), and indicates that vigilant coping may be an important risk factor for
mental health, particularly depression. This study also elaborates on the association between
coping and depression (Wilhelm et al., 2002; Murberg & Bru, 2005). The findings suggest
that prolonged heightened arousal associated with vigilant coping is not only associated with
poor physical health, but poor mental health outcomes as well. Vigilant coping may be an
important pathway which mediates health risks to produce ill health.

Further study of vigilant coping has the potential to advance knowledge about the
mechanisms of racial disparities in health outcomes. In addition, these analyses were
conducted in a unique community sample without race difference in socioeconomic status
and where black and white respondents are exposed to similar socio-environmental risks due
to the racially integrated nature of the study population. The EHDIC study design allows us
to account for race differences in the social context in which Black and white Americans
usually live, as the United States remains highly racially segregated.

There are, however, some limitations. Black and white respondents of EHDIC-SWB have
similar socio-environmental health risk exposures at home, but other exposures
(occupational) are not known. Also, generalizability of the results may be limited somewhat
given that the study was conducted in only two census tracts. However, work from our
research group compared disparities in chronic conditions in the EHDIC-SWB sample with
results from the National Health Interview Survey and determined that the EHDIC-SWB
sample yielded similar outcomes to those of low income persons nationally (LaVeist et al.,
2007) Also, the analyses in this manuscript are cross-sectional so we cannot make
conclusions regarding causation. It may be that people or are more vigilant are more likely
to be depressed. However, it is possible that people with depression are more vigilant.
Future research can assess this issue. The EHDIC study only included data from Black and
white participants. Therefore, we have no information concerning the relationships among
these factors in other racial or ethnic groups. Future research would benefit by the
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examination of vigilant anticipatory coping in other racial/ethnic groups and the translation
of the vigilance scale into other languages. Despite these limitations we believe these
analyses offer unique insights into the relationships among coping, race and depression.

Vigilant anticipatory coping appears to conceal racial disparity in depression that is greater
than previously documented. In this regard it may be seen as productive. It may be a
characteristic of African American culture which evolved as a protective mechanism against
centuries-long discrimination and racism. If this is so, vigilant coping may be used to
intervene in the health destroying aspects of discrimination, assuming an appropriate
programmatic mechanism for dissemination of this message can be developed.

Implications for Public Health Policy

Current interventions may be targeting social and environmental stressors in addressing
mental health disparities, but the problem spans beyond these factors alone. This paper
reveals that vigilant coping is associated with increased odds of depression and widens the
black-white disparity in depression, even after adjusting for potential confounders.
Depression treatment strategies must balance the fine line of ensuring that vigilance is not
stimulating and perpetuating ill health among stigmatized populations, but that these groups
are able to continue to use vigilant coping appropriately as a protective factor. Public health
researchers, policy makers, and practitioners must work together to eliminate disparities
through a multidisciplinary approach that accounts for social and environmental exposures,
as well as cultural expectations and norms.

In addition, our work reveals the need for additional research on the relationships between
vigilance and health care outcomes. This paper explores relationships as they relate to
depression, but coping style may also impact other physical and mental health care
outcomes.

Acknowledgments

This research was supported by grant# P60MD000214 from the National Institute on Minority Health and Health
Disparities (NIMHD) of the National Institutes of Health (NIH), and a grant from Pfizer, Inc. to Dr. LaVeist.

References

Averill JR. Vigilant and nonvigilant coping strategies and psychophysiological stress reactions during
the anticipation of electric shock. Journal of personality and social psychology. 1972; 23:128-141.
[PubMed: 5043002]

Breslau JA, Aguilar-Gaxiola S, Kendler KS, Su M, Williams D, Kessler R. Specifying race-ethnic
differences in risk for psychiatric disorder in a USA national sample. Psychological Medicine.
2006; 36:57-68. [PubMed: 16202191]

Breslau JA, Kendler KS, Su M, Gaxiola-Aguilar S, Kessler RC. Lifetime risk and persistence of
psychiatric disorders across ethnic groups in the United States. Psychological Medicine. 2005;
35:317-327. [PubMed: 15841868]

Cano A, Mayo A, Ventimiglia M. Coping, Pain Severity, Interference and Disability: The Potential
Medicating and Moderating Roles of Race and Education. The Journal of Pain. 2006; 7(11):869—
870.

J Soc Issues. Author manuscript; available in PMC 2015 June 01.



1duosnue Joyiny vd-HIN 1duosnue Joyiny vd-HIN

1duosnuely Joyny vd-HIN

LaVeist et al.

Page 9

Centers for Disease Control and Prevention. Self-reported frequent mental distress among adults —
United States, 1993-2001. Morbidity and Mortality Weekly Report. 2004; 53:963-966. [PubMed:
15496824]

Clark R, Benkert RA, Flack JM. Large Arterial Elasticity Varies as a Function of Gender and Racism-
Related Vigilance in Black Youth. Journal of Adolescent Health. 2006; 39:562-569. [PubMed:
16982392]

Cooper RS. Health and the social status of Blacks in the United States. Annals of Epidemiology. 1993;
3:137-144. [PubMed: 8269065]

Dunlop DD, Song J, Lyons JS, Manheim LM, Chang RW. Racial/Ethnic differences in rates of
depression among preretirement adults. American Journal of Public Health. 2003; 93(11):1945-
1952. [PubMed: 14600071]

Essed, P. Understanding Everyday Racism. Newbury Park, California: Sage; 1991.

Harshfield GA, Alpert BS, Willey ES, Somes GW, Murphy JK, Dupaul LM. Race and gender
influence ambulatory blood pressure patterns of adolescents. American Journal of Hypertension.
1989; 14(6):598-603.

Ituarte PHG, Kamarck TW, Thompson HS, Bacanu S. Psychosocial mediators of racial differences in
nighttime blood pressure dipping among normotensive adults. Health Psychology. 1999; 18(4):
393-402. [PubMed: 10431941]

James GD. Race and perceived stress independently affect the diurnal variation of blood pressure in
women. American Journal of Hypertension;. 1991; 4:382-384.

Jaser SS, Linsky R, Grey M. Coping and Psychological Distress in Mothers of Adolescents with Type
1 Diabetes. Maternal and Child Health Journal. 2013:1-8.

Kamarck TW, Shiffman SM, Smithline L, Goodie JL, Paty JA, Gnys M, et al. Effects of task strain,
social conflict, and emotional activation on ambulatory cardiovascular activity: daily life
consequences of recurring stress in a multiethnic adult sample. Health Psychology. 1998; 17(1):
17-29. [PubMed: 9459066]

Kessler RC, Berglund P, Demler O, Jin R, Merikangas KR, Walters EE. Lifetime prevalence and age
of onset distributions of DSM-1V disorders in the National Comorbidity Survey Replicated.
Archives of General Psychiatry. 2005; 62:593-602. [PubMed: 15939837]

Kessler RC, Berglund P, Demler O, Jin R, Koretz D, Merikangas KR, et al. The epidemiology of
major depressive disorder. The Journal of the American Medical Association. 2003; 289:3095—
3105.

Khan A, Carrithers J, Preskorn S, Lear R, Wisniewski S, John Rush A, et al. Clinical and Demographic
Factors Associated with DSM-IV Melancholic Depression. Annals of Clinical Psychiatry. 2006;
19:91-98. [PubMed: 16754414]

Krieger N. Embodying Inequality: A review of concepts, measures, and methods for studying health
consequences of discrimination. International Journal of Health Services. 1999; 29(2):295-352.
[PubMed: 10379455]

Krieger N, Rowley DL, Herman AA, Avery B, Phillips MT. Racism, sexism, and social class:
Implications for studies of health, disease, and well-being. American Journal of Preventive
Medicine. 1993; 9(6 suppl):82-122. [PubMed: 8123288]

Kroeke K, Spitzer RL, Williams JB. Validity of a brief depression severity measure. Journal of
General Internal Medicine. 2001; 16:606-613. [PubMed: 11556941]

LaVeist TA, Thorpe R, Bowen-Reid T, Jackson J, Gary T, Gaskin D, et al. Exploring Health
Disparities in Integrated Communities: Overview of the EHDIC Study. Journal of Urban Health.
2007; 85(1):11-21. [PubMed: 17999196]

LaVeist TA, Brandon DT, Jackson JW, Blanc PJ, Gaskin DJ. Do community factors account for race
differences In chronic conditions?: Findings from the Exploring Health Disparities In Integrated
Communities (EHDIC) Study. Manuscript submitted for publication.

LaVeist TA, Sellers R, Neighbors HW. Perceived racism and self and system blame attribution:
consequences for longevity. Ethnicity and Disease. 2001; 11(4):711-721. [PubMed: 11763865]

Ludman EJ, Ichikawa LE, Simon GE, Rohde P, Arterburn D, Operskalski BH, et al. Breast and
Cervical Cancer Screening: Specific Effects of Depression and Obesity. American Journal of
Preventive Medicine. 2010; 38(3):303-310. [PubMed: 20171532]

J Soc Issues. Author manuscript; available in PMC 2015 June 01.



1duosnue Joyiny vd-HIN 1duosnue Joyiny vd-HIN

1duosnuely Joyny vd-HIN

LaVeist et al.

Page 10

Mohr DC, Hart SL, Howard I, Julian L, Vella L, Catledge C, et al. Barriers to Psychotherapy among
Depressed and Nondepressed Primary Care Patients. Annals of Behavioral Medicine. 2006; 32(3):
254-258. [PubMed: 17107299]

Moussavi S, Chatterji S, Verdes E, Tandon A, Patel V, Ustun B. Depression, chronic disease, and
decrements in health: Results from the World Health Surveys. The Lancet. 2007; 370(9590):851—
858.

Murberg TA, Bru E. The role of coping styles as predictors of depressive symptoms among
adolescents: a prospective study. Scandinavian Journal of Psychology. 2005; 46:385-393.
[PubMed: 16014083]

Murphy MB, Nelson KS, Elliot WJ. Racial differences in diurnal blood pressure profile. American
Journal of Hypertension. 1988; 1(2):55A.

Pascoe EA, Richman LS. Perceived Discrimination and Health: A Meta-Analytic Review.
Psychological Bulletin. 2009; 135(4):531-554. [PubMed: 19586161]

Plummer DL, Slane S. Patterns of Coping in Racially Stressful Situations. Journal of Black
Psychology. 1996; 22(3):302-315.

Robins, LN.; Regier, DA. Psychiatric Disorders in America: The Epidemiologic Catchment Area
Study. New York: Free Press; 1991.

Schneiderman, N.; McCabe, PM. Psychophysiological strategies in laboratory research. In:
Schneiderman, N.; Weiss, SM.; Kaufmann, PG., editors. Handbook of research methods in
cardiovascular behavioral medicine. New York: Plenum; 1989. p. 349-364.

Szymanski DM. Racist Events and Individual Coping Styles as Predictors of African American
Activism. Journal of Black Psychology. 2012; 38(3):342-367.

Smith TW, Ruiz JM, Uchino BN. Vigilance, Active Coping, and Cardiovascular Reactivity during
Social Interaction in Young Men. Health Psychology. 2000; 19(4):382-392. [PubMed: 10907657]

StataCorp. Stata Statistical Software: Release. Vol. 11. College Station, TX: StataCorp LP; 2009.

Taylor S, Wald J. Expectations and attributions in social anxiety disorder: Diagnostic distinctions and
relationship to general anxiety and depression. Cognitive Behavior Therapy. 2003; 32:166-178.

Thomas KS, Nelesen RA, Dimsdale JE. Relationship between hostility, anger expression, and blood
pressure dipping in an ethnically diverse sample. Psychosomatic Medicine. 2004; 66:298-304.
[PubMed: 15184687]

Turner RJ, Noh S. Physical disability and depression: a longitudinal analysis. Journal of Health and
Social Behavior. 1988; 29:23-37. [PubMed: 2966841]

U.S. Department of Health and Human Services. Mental Health: culture, race, and ethnicity. A
supplement to Mental Health: A report to the Surgeon General. Rockville, MD: US Department of
Health and Human Services; 2001.

U.S. Department of Health and Human Services. The 2003 HHS Poverty Guidelines. Rockville, MD:
US Department of Health and Human Services; 2003.

Wilhelm K, Roy K, Mitchell P, Brownhill S, Parker G. Gender differences in depression risk and
coping factors in a clinical sample. Acta Psychiatrica Scandinavica. 2002; 106:45-53. [PubMed:
12100347]

Williams DR, Neighbors HW, Jackson JS. Racial/ethnic discrimination and health: findings from
community studies. American Journal of Public Health. 2003; 93(2):200-208. [PubMed:
12554570]

Williams, RB. Patterns of reactivity and stress. In: Matthews, KA.; Weiss, SM.; Detre, T.; Dembroski,
TM.; Falkner, B.; Manuck, SB.; Williams, RB., editors. Handbook of stress, reactivity, and
cardiovascular disease. New York: Wiley; 1986. p. 109-126.

Biographies

Thomas A. LaVeist is the William C. and Nancy F. Richardson Professor in Health Policy
and director of the Hopkins Center for Health Disparities Solutions at the Johns Hopkins
Bloomberg School of Public Health. He has been on the Johns Hopkins faculty since 1990.
His research focuses on health inequalities and health policy. Dr. LaVeist is recipient of the

J Soc Issues. Author manuscript; available in PMC 2015 June 01.



1duosnue Joyiny vd-HIN 1duosnue Joyiny vd-HIN

1duosnuely Joyny vd-HIN

LaVeist et al.

Page 11

"Knowledge Award" from the U.S. Department of Health and Human Services, Office of
Minority Health. And, he was awarded the "Innovation Award" from the National Institute
on Minority Health and Health Disparities of the National Institutes of Health. He received
the PhD in medical sociology from the University of Michigan.

Roland J. Thorpe, Jr., PhD is an associate scientist in the Department of Health Policy and
Management and a faculty associate Hopkins Center for Health Disparities Solutions at The
Johns Hopkins Bloomberg School of Public Health. His research focuses on understanding
the etiology of race- and SES-related disparities in functional and health status of
community dwelling adults across the life course encompasses three areas: social factors
(mainly race and SES) that influence functional and health outcomes in middle to late life;
race, segregation and health outcomes; and men's health. Prior to joining faculty, Dr. Thorpe
completed a three-year National Institute on Aging-sponsored Postdoctoral Fellowship in
gerontology and health disparities in the Division of Geriatrics and Gerontology at the
Center on Aging and Health at the Johns Hopkins University School of Medicine and the
Hopkins Center for Health Disparities Solutions at the Johns Hopkins Bloomberg School of
Public Health. He earned his doctorate in epidemiology from Purdue University

Geraldine Pierre is a doctoral candidate concentrating in Health Services Research in the
Department of Health Policy and Management at the Johns Hopkins Bloomberg School of
Public Health. She is also a research assistant at the Hopkins Center for Health Disparities
Solutions. Geraldine received her Master of Science in Public Health from the Department
of Health Policy and Management at the Gillings School of Global Public Health at the
University of North Carolina-Chapel Hill. She received her Bachelor of Arts degree from
the University of Virginia in Charlottesville, Virginia, where she studied Economics,
African American Studies, and Global Public Health. Geraldine is a recipient of the Gates
Millennium Scholarship, Ron Brown Scholarship, and the Ruth L. Kirschstein National
Research Service Award (NRSA).

GiShawn A. Mance is an assistant professor of psychology at American University. Her
research explores community interventions and evidence-based practices that address
internalizing symptomatology, outcomes, and social/community networks for underserved
adolescents and emerging adults. Prior to her appointment at American University she
completed postdoctoral training as a W.K. Kellogg Community Health Scholar at Johns
Hopkins Bloomberg School of Public Health. She earned her doctorate in clinical
psychology from DePaul University.

David R. Williams is the Norman Professor of Public Health, African and African American
Studies and Sociology at Harvard University. He is also Honorary Professor, Department of
Psychiatry and Mental Health, University of Cape Town, South Africa. His research focuses
on the ways in which socioeconomic status, race, stress, racism and religious involvement
can affect health. He is the author of over 300 scholarly papers and is an elected member of
the Institute of Medicine and the American Academy of Arts and Sciences. In 2008, he was
ranked as the Most Cited Black Scholar in the Social Sciences.

J Soc Issues. Author manuscript; available in PMC 2015 June 01.



yduasnuel Joyny Yd-HIN

LaVeistet al. Page 12

Table 1
Description of EHDIC Participants (n=718), by Race

Black (n=442) White (n=276) Test Statistic p-value

Age (mean, SD) 38.22 (12.67)  42.92(15.09) T=-4.49 <0.001
Female Gender (%) 234 (52.9) 150 (54.4) Chi2=0.14 0.71
Marital Status (%) Chi2=39.77  <0.001
Married 66 (14.9) 68 (24.6)
Formerly Married 98 (22.2) 101 (36.6)
Never Married 278 (62.9) 107 (38.8)
Health Status (%) Chi2=12.76  <0.001
Excellent / Very Good/Good 338 (76.5) 177 (64.1)
Fair/ Poor 104 (23.5) 99 (35.9)
Education (%) <0.001
Less than Diploma 156 (35.5) 146 (52.9)
HS Grad or Equiv. 193 (43.8) 83(30.1)
Some College 68 (15.5) 21(7.6)
College Grad or Higher 23(5.2) 26 (9.4)
Family Income (%) Chi2=2.23 0.53
$0 - $19,999 260 (58.8) 147 (53.3)
$20,000 — 34,999 89 (20.1) 61 (22.1)
$35,000 — 54,999 50 (11.3) 37 (13.4)
$55,000 and above 43(9.7) 31(11.2)

Note. P-values for Education and Family Income indicate overall Chi-square significance for all categories
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Table 2

Vigilance Item Black White T-test Statistic,

p-value
Think in advance about problems 131 1.24 -0.84p=0.68
Prepare for insults 0.71 0.55 -2.04p<0.05
Careful of appearance 1.12 0.64 -5.60 p<0.001
Watch what and how you say 1.64 1.22 -4.86 p < 0.001
Observe what happens around you 2.34 2.09 3.31p=0.001
Mean total vigilance score mean=7.10 mean=5.73 p<0.05
PHQ-9 score of 10 or more (%) 70 (15.8) 75(27.2) Chi2=135p<0.001
Vigilance score above median (%) 241 (54.5) 105(38.0) Chi2=18.5p<0.001

Note. Scoring: 0 (never), 1 (often), 2 (sometimes), 3 (always).
Vigilance Scale: median score = 6; mean = 6.6; range 0 to 15;

Cronbach’s alpha = .69

J Soc Issues. Author manuscript; available in PMC 2015 June 01.

Page 13



Page 14

LaVeist et al.

[eAJ2]U] 92UBPIUOD) =] ‘0N SPPO =HO :910N

(zv'1-91°0) 8¥°0
(55'1-0€°0) 89'0
(T6'T-290) €T'T
(6v'2-81°0) L9°0
(68'2-1L0) ¥'T
(152-00T) 65T
(9T'5-T2°2) 8E'E
(99'2-9L0) 2v'T
(852-0L0) €T
(¥6'1-98'0) 62'T

(08'1-L1°0) TS0
(55'1-0€°0) 89'0
(92'1-29°0) 50T
(00'€-22'0) 28°0
(89'2-29°0) ¥E€'T
(T6'2-6TT) 98T
(T5'5-0v'2) ¥9'€
(6T'2-v9°0) 6T'T
(¥52-0L0) €T
(96'1-/8'0) TE'T

(5e'1-91°0) L¥'0
(Ly'1-62°0) 59'0
(06'T-89°0) ET'T
(¥v'2-81°0) L9°0
(00'€-9L'0) TG'T
(652-G0T) 59T
(8e'5-v€2) ¥5'€
(¥8'2-28'0) €5'T
(18'2-8L°0) 6V'T
(06'1-98'0) L2'T

000'G5$ Jon0
000'7S$ — 000°5E$
000°0¢$ 48pun

JaybiH Jo peso abs|j0D

aba||0D awos

$$977 10 SH 8Wos

SNJEIS U)[eaH J00d/ire

paLLIe|N JansN
paLeN AlJawioH

19puds afewsa4

J Soc Issues. Author manuscript; available in PMC 2015 June 01.

(T0'1-86°0) 66°0 (T0'1-86°0) 660 (T0'T-16°0) 66°0 aby
(TTv-221) 002 (2lv—2er2)9Te  (€5€-95T)GeC  (98°€-6LT) €92 aoue|IBIA
Bre-vrT) ez (89€-69T) 0S¢ (e8'z-221) 98T (/82-LET)86'T a0y aNyM

(10 %s6) (10 %s6) (10 %s6) (10 %s6) (10 %s6) (10 %s6)
do do do do do do a|qeleA

9 BPOIN S BPOIN ¥ PPON € PPOIN Z BPOIN T BPOIN

uoissaidaq pue ‘a1A1s Buidod ueIBIA ‘90vY USaMIBG UOIRIJOSSY
€ 9|qel

NIH-PA Author Manuscript NIH-PA Author Manuscript NIH-PA Author Manuscript



