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Abstract

IMPORTANCE—There is a paucity of research among African Americans and rural residents.
Little is known about the association between urbanicity and depression or about the interaction of
urbanicity, race/ethnicity, and sex on depression and mood disorder prevalence.

OBJECTIVE—To examine the interaction of urbanicity and race/ethnicity on lifetime and 12-
month major depressive disorder (MDD) and mood disorder prevalence for African American
women and non-Hispanic white women.

DESIGN, SETTING, AND PARTICIPANTS—The US National Survey of American Life data
were used to examine the interaction of urbanicity and race/ethnicity on lifetime and 12-month
diagnoses of DSM-1VV MDD and mood disorder among female respondents, who included
noninstitutionalized African American, Caribbean black, and non-Hispanic white women in the
United States between February 2001 and June 2003. Participants included 1462 African
American women and 341 non-Hispanic white women recruited from the South because all
suburban and rural National Survey of American Life respondents resided in this region. Bivariate
multiple logistic regression and adjusted prevalence analyses were performed. Urban, suburban, or
rural location (assessed via Rural-Urban Continuum Codes), self-reported race/ethnicity, and
sociodemographic factors (age, education, household income, and marital status) were included in
the analysis.
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MAIN OUTCOMES AND MEASURES—L.ifetime and 12-month MDD and mood disorder
assessed via the World Mental Health Composite International Diagnostic Interview.

RESULTS—Compared with urban African American women, rural African American women
had a significantly lower odds of meeting criteria for lifetime (odds ratio [OR], 0.39; 95% ClI,
0.23-0.65) and 12-month (OR, 0.29; 95% ClI, 0.18-0.46) MDD and for lifetime (F = 0.46; 95%
Cl, 0.29-0.73) and 12-month (F = 0.42; 95% Cl, 0.26-0.66) mood disorder. However, the
interaction of urbanicity and race/ethnicity suggested that rural non-Hispanic white women had a
significantly higher odds of meeting criteria for lifetime (OR, 2.76; 95% Cl, 1.22-6.24) and 12-
month (OR, 9.48; 95% ClI, 4.65-19.34) MDD and for lifetime (OR, 2.27; 95% ClI, 1.06-4.87) and
12-month (OR, 5.99; 95% CI, 3.01-11.94) mood disorder than rural African American women.
Adjusted prevalence analyses revealed significantly lower rates of lifetime (4.2%) and 12-month
(1.5%) MDD among rural African American women than their urban counterparts (10.4% vs
5.3%; P< .01). The same pattern was found for mood disorder, with rural African American
women experiencing significantly lower rates of lifetime (6.7%) and 12-month (3.3%) mood
disorder when compared to urban African American women (13.9% vs 7.6%; P< .01) Conversely,
rural non-Hispanic white women had significantly higher rates of 12-month MDD (10.3%) and
mood disorder (10.3%) than their urban counterparts (3.7% vs 3.8%; P< .01).

CONCLUSIONS AND RELEVANCE—Rural residence differentially influences MDD and
mood disorder prevalence among African American women and non-Hispanic white women.
These findings offer a first step toward understanding the cumulative effect of rural residence and
race/ethnicity on women’s depression prevalence, suggesting the need for further research in this
area.

Although major depressive disorder (MDD) is one of the most common 12 and debilitating3
mental illnesses in the United States, depression prevalence among both African Americans
and rural residents is understudied.*~” The mental health of African Americans living in
rural communities has been largely ignored,® which is of concern because African
Americans and rural residents are more likely than their non-Hispanic white and urban
counterparts to experience circumstances and conditions that may increase risk for
depression, including living in poverty, having lower levels of educational attainment, and
reporting fair or poor health.%-12

Despite greater likelihood of risk factors for depression, epidemiological surveys
consistently indicate that African Americans have lower lifetime rates of MDD and
equivalent or lower rates of 12-month MDD compared with non-Hispanic whites.1:2.13-16
However, when African Americans experience depression, it is often more persistent and
manifests with greater severity.1®

National surveys examining urbanicity differences in depression prevalence indicate that
rural Americans experience MDD at similar or greater rates than their urban
counterparts.1:2:17.18 |n addition, suicide rates in rural America are higher than those in
urban and suburban areas of the country,1® suggesting that depression may be more severe
in rural communities. It is unclear whether rural Americans’ depression is associated with
rural residence itself1’ or with health and resource disparities common in rural areas.1®
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African Americans, one of the largest minority groups in rural America, comprise
approximately 8% of the rural population.®12 However, only 2 known studies!®20 used
national data to examine depression among rural African Americans. The results of this
research are inconsistent. One study18 found that while rural adults experienced a
significantly higher depression prevalence compared with urban adults, rural residents’
depression prevalence did not vary significantly by race/ethnicity. The other study?2®
identified rural residence as protective against suicide among African Americans.

The lack of attention to African Americans’ and rural residents’ depression is of particular
concern among women.4-6:21-23 Despite the literature indicating that women’s depression
prevalence is 1.5 to 3 times higher than men’s,1:224 epidemiological research seldom reports
within-group differences in depression prevalence among African American or rural
respondents by sex.1521-23 Although some literature suggests that rural women experience
particularly high levels of depressive symptoms,25-29 a pattern found among African
American women and non-Hispanic white women,27:29 other research suggests that African
American women in the rural South share unique strengths and coping strategies that
positively affect well-being.3® However, the interaction of urbanicity and race/ethnicity on
MDD prevalence among women has not been examined, to our knowledge.

Another important factor related to depression in the United States, especially among
African Americans, is the region of residence. Research suggests significant differences in
depression prevalence by region ,with lower prevalence among southern residents.1:15:31
Because almost 60% of African Americans and 90% of rural African Americans reside in
the southern United States,32 the association between region and depression among this
population should be considered.

Epidemiological research conducted in the South found a significantly lower MDD
prevalence among rural residents compared with urban residents, with no variation by race/
ethnicity.33 Other literature identified southern residence as protective against African
Americans’ suicide risk 3436 but did not assess urbanicity differences. Given the seasonal
effect on depression, research suggests that a southern climate, particularly exposure to
sunlight, may relate to lower depression prevalence. However, the results of studies 30:34.37
suggest that for African Americans the protective nature of southern residence may be due
to a higher population density of African Americans in the region, ties to extended family
and kinship networks, and the African American church.

The present study investigated the interaction of urbanicity and race/ethnicity on lifetime
and 12-month MDD and mood disorder prevalence among female respondents from the
National Survey of American Life (NSAL). The NSAL sample includes a substantial
proportion of rural and suburban respondents, all of whom were recruited from the southern
United States. Regional concentration of rural and suburban respondents is important to
account for given the geographic distribution of the African American population12:32 and
the identification of southern residence as protective against for depression.1-1® Therefore,
the analytic sample of this study was restricted to female NSAL respondents from the South.
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The NSAL, a nationally representative household survey of English- speaking
noninstitutionalized adults 18 years or older, was conducted by the Program for Research on
Black Americans at the University of Michigan’s Institute for Social Research.38 Data were
collected from February 2001 to June 2003. The NSAL focused on physical, emotional,
structural, and economic conditions of African Americans, with emphasis on mental health
and mental illness. The University of Michigan Health Sciences and Behavioral Sciences
Institutional Review Board approved all study procedures. All participants provided oral
informed consent.

The NSAL used a 4-stage national area probability sample,39 adapted to be optimal and
precise for a national study of African Americans. A primary sampling stage of metropolitan
statistical areas (MSAS), single counties, or groupings of contiguous counties with small
populations was followed by a second sampling stage of area segments and by a third
sampling stage of housing units within selected area segments and concluded with random
selection of eligible respondents from selected housing units. Primary sampling units were
selected from strata representing the northeastern, mid western, western, and southern
regions of the country. Regional strata followed the US Census Bureau’s well-established
system for classifying states into regions. Most primary sampling units were selected from
MSA and non-MSA strata in the South, where more than half of the African American
population resides. The primary stage sample allocation for urban and rural areas of the
South was increased to improve the sample precision for national estimates derived from the
African American sample.

The full NSAL sample includes 3570 African Americans, 1621 Caribbean blacks, and 891
non-Hispanic whites. Respondents self-identifying as blackwith no ancestral ties to the
Caribbean are described as African American. The response rates were 72.3% overall and
70.7% for African Americans. Most respondents (86%) completed face-to-face interviews in
their homes, with the remaining interviews conducted by telephone. This study’s analytic
sample was restricted to 1462 African American women and 341 non-Hispanic white
women recruited from the South because all suburban and rural NSAL respondents resided
in this region. Because of the lack of variability in urbanicity among Caribbean black
respondents (ie, all urban residents), they were not included in these analyses. Most
respondents in the analytic sample were between 30 and 59 years old (59.8%) and had 12
years of education or more (79.4%).

MDD and Mood Disorder

The World Health Organization Composite International Diagnostic Interview 3.0 used in
the National Comorbidity Survey Replication and World Mental Health Surveys was also
used to assess DSM-1V MDD and mood disorder among NSAL respondents.1®4941 Mood
disorder was defined as meeting criteria for MDD, dysthymia, or bipolar disorder. The
diagnostic interview was used to create dichotomous variables indicating whether
respondents did (coded as 1) or did not (coded as 0) meet criteria for MDD and mood
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disorder. Clinical reappraisal studies*243 generally report moderate to good concordance
between Composite International Diagnostic Interview 3.0—generated diagnoses and
clinician-administered Structured Clinical Interview for DSM-IV diagnoses.

Urbanicity was assessed using Rural-Urban Continuum Codes (RUCCs), a county-level
classification scheme developed by the US Department of Agriculture to measure rurality by
population size and adjacency to metropolitan area. The RUCCs contain 9 categories that
distinguish counties by population size and adjacency to metropolitan areas.** These
analyses collapse RUCCs into the following 3 categories: urban (coded as 1), suburban
(coded as 2), and rural (coded as 3). The urban category includes counties with RUCCs of 1
through 3. Counties with RUCCs of 4 through 6 were categorized as suburban, and those
with RUCCS of 7 through 9 were considered rural.

Race/Ethnicity

Race/ethnicity was assessed via respondent self-report. Respondents self-identified as
African American (coded as 1) or as non-Hispanic white (coded as 2).

Sociodemographic Correlates

Sociodemographic correlates shown to influence depression, including age, education,
household income, and marital status, were controlled for in these analyses.1:21% Age,
education in years, and household income were continuous variables, whereas marital status
included the 3 categories of married or partnered (coded as 1), previously married (coded as
2), and never married (coded as 3).

Statistical Analysis

Data were adjusted for disproportionate sampling probabilities, nonresponse, and
sociodemographic differences between the sample and the 2000 US Census Bureau
population.394% Standard errors, Cls, and significance tests were adjusted for the NSAL’s
complex sample design. Cross-tabulations were initially used to examine the association of
urbanicity and race/ethnicity, as well as the interaction of urbanicity and race/ethnicity, on
lifetime and 12-month MDD and mood disorder for African American women and non-
Hispanic white women. Percentages represent weighted proportions based on the sample’s
race/ethnicity-adjusted weight measure. Standard errors reflect the recalculation of variance
using the study’s complex design. F scores represent a complex design—based measure of
association. The interaction of urbanicity and race race/ethnicity on MDD and mood
disorder among women was tested via logistic regression analyses. Adjusted predictions at
the mean (calculated via the margins command in STATA, StataCorp LP46) assessed
within-group urbanicity differences in African American women’s and non- Hispanic white
women’s lifetime and 12-month MDD and mood disorder prevalence, adjusting for age,
education, household income, and marital status. P<.05 on a 2-sided design—based test of
significance indicates statistical significance throughout the analyses. Analyses were
conducted using statistical software (STATA, version 12; StataCorp LPA47).
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Prevalence of MDD and Mood Disorder

Compared with African American women, non-Hispanic white women had significantly
higher lifetime prevalences of MDD (21.3% vs 10.1%, F = 22.62, P < .001) and mood
disorder (21.8% vs 13.6%, F = 9.33, P =.004) (Table 1). Non-Hispanic white women also
had a significantly higher prevalence of 12- month MDD than African American women
(8.8% vs 5.5%, F = 4.38, P = .05).

MDD and Mood Disorder Prevalence and Urbanicity by Race/Ethnicity

Bivariate comparisons of the interaction of urbanicity and race/ ethnicity demonstrated that
rural African American women (4.2%) had lower rates of lifetime MDD than urban (10.9%)
and suburban (13.6%) African American women, as well as non- Hispanic white women,
across urbanicity levels (F = 7.24, P <.001) (Table 1). The pattern was similar for 12-month
MDD (F =7.38, P <.001) and for lifetime (F = 3.88, P =.01) and 12- month (F = 4.82, P =.
003) mood disorder. Conversely, compared with urban non-Hispanic white women, rural
non- Hispanic white women had higher rates of 12-month MDD (12.3% vs 6.0%) and mood
disorder (12.3% vs 6.3%).

Multiple Logistic Regression

Overall, African American women residing in rural areas had a significantly lower odds of
meeting diagnostic criteria for lifetime(odds ratio [OR], 0.39;95% CI, 0.23-0.65)and 12-
month (OR, 0.29; 95% CI, 0.18-0.46) MDD than urban African American women (Table 2).
However, the interaction of urbanicity and race/ethnicity indicated that non-Hispanic white
women living in rural areas had a significantly higher odds of meeting criteria for lifetime
(OR, 2.76; 95% Cl, 1.22-6.24)and 12-month (OR, 9.48; 95% Cl, 4.65-19.34) MDD
compared with rural African American women (Figure 1 and Figure 2). The interaction
effect persisted for lifetime (OR, 2.27; 95% CI, 1.06-4.87) and 12-month (OR, 5.99; 95%
Cl, 3.01-11.94) mood disorder.

Adjusted Predictions of MDD Prevalence

African American women’s adjusted lifetime MDD prevalence was significantly lower
among rural residents compared with urban residents (4.2% vs 10.4%, P < .01) (Table 3).
Similarly, African American women’s adjusted 12-month MDD prevalence was
significantly lower among rural residents compared with urban residents (1.5% vs 5.3%,P
<01), whereas non-Hispanic white women’s adjusted 12-month MDD prevalence was
significantly higher among rural residents compared with urban residents (10.3% vs 3.7%, P
<.01). This pattern remained for mood disorder.

Discussion

The present study examined the interaction of urbanicity and race/ethnicity on MDD and
mood disorder prevalence for female NSAL respondents residing in the South. Findings
suggest a significant interaction of urbanicity and race/ethnicity on lifetime and 12-month
MDD and mood disorder among women in this sample. While African American women
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living in rural areas overall have lower odds of meeting criteria for MDD and mood disorder
compared with urban African American women, rural non-Hispanic white women have a
significantly higher odds of meeting criteria than rural African American women. Adjusted
prediction analyses suggest that rural African American women have significantly lower
prevalences of depression and mood disorder than their urban counterparts, while rural non-
Hispanic white women experience higher 12-month MDD and 12-month mood disorder
prevalence compared with their urban peers. Given the substantial barriers to mental health
treatment in rural America (eg, the limited availability of health care professionals, as well
as cost, transportation, and acceptability issues related to stigma and a lack of anonymity),
these results shed light on important subgroup differences and may help inform mental
health interventions and strategies to increase access to care.

The significantly higher odds of meeting criteria for MDD and mood disorder found among
rural non-Hispanic white women (as well as their significantly higher adjusted 12-month
MDD and mood disorder prevalence compared with their urban peers) is consistent with
community samples demonstrating high rates of depressive symptoms among rural

women. 2529 Although this study does not assess which aspects of rural life may increase
non-Hispanic white women’s risk for depression, other research points to factors present in
the rural context such as high poverty rates, social isolation, and limited access to resources
and services.>27 Substantial change in economic opportunity and family structure within
rural communities may also influence women’s emotional well being. Furthermore,
evidence suggests that rural cultural values emphasizing independence and self-reliance and
deeply entrenched traditional sex roles may relate to rural women’s depression.®2’

Rural women face increased pressure to enter the labor force and have done so at a faster
rate than urban women.*8 This is influenced by financial pressure that is exacerbated by
declines in traditionally male-dominated industries, including farming, fishing, forestry, and
mining. Consequently, rural women may experience stress due to role overload resulting
from multiple roles and responsibilities.*® As is true for women across the country, rural
women have primary responsibility for housework and childcare. The literature suggests that
many rural women also experience a third shift because they are responsible for farm work
in addition to employment outside the home(first shift) and household and child care
responsibilities (second shift), leaving little time to address their own needs or seek social
support.>0 Furthermore, because traditional sex roles and conservative values are more
commonly held by rural residents than by urbandwellers,>1:52 conventional views of
motherhood are prevalent among rural women, who may struggle to reconcile the ideal of
the stay-at-home mom with the financial need to enter the labor market.>2 It is likely that the
stress of juggling multiple roles and responsibilities contributes to depressive symptoms
among rural women.

Despite the literature asserting that aspects of the rural context may leave women at risk for
depression,®2748-52 gyr results suggest that rural residence is associated with lower odds of
meeting criteria for MDD and mood disorder for African American women. Most research
on rural life does not consider experiences of women of color. Therefore, investigations of
the relationship between rural residence and women’s depression likely do not generalize to
the African American experience. African American women’s strengths have not been
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adequately considered.53 Of particular relevance, the literature suggests that African
American women in the rural South share a history and context that structures their
experiences, including unique strengths that affect quality of life and well-being.30:54

Evidence suggests that African American women have developed resources and coping
strategies to deal with stressful circumstances and subjugation, including supportive social
ties, high levels of religious participation, group identity and consciousness, and perceptions
of mastery or control and self-esteem.53 Many of these coping resources are deeply
entrenched within African American culture in the rural South and may inform why rural
residence is associated with lower rates of depression and mood disorders among African
American women.

For instance, black adults report higher levels of religiosity, which can serve as a buffer
against mental health problems.3 Higher levels of religious participation among African
Americans compared with non-Hispanic whites are well documented.37%8 Research
indicates that religious participation is protective against MDD among African Americans®’
and is positively associated with psychological well-being among African American
women.5® Furthermore, research among older adults suggests that religious participation
may have stronger protective effects for African Americans than for non-Hispanic
whites.>9:60 However, it remains unclear whether higher rates of religious participation
differentially protect rural African American women against MDD. This requires further
research.

Furthermore, although rural environments often lack formal sources of social support,
African Americans in the South demonstrate greater flexibility with respect to familial
caretaking responsibilities and reliance on co-caregivers, usually grandmothers.54:61.62 This
may result in higher levels of informal social support and the presence of natural helpers in
rural African American communities, which act as a buffer against emotional distress,
including depression-83 This may in part account for the low rates of depression among rural
African American women in this study.

This study has limitations that must be addressed. First, while the NSAL included one of the
best rural samples available (with 20.1% of female respondents recruited from rural areas),
the number of rural cases was still somewhat small, and the results are based on few
respondents who met criteria for MDD and mood disorders. In an attempt to increase the
number of non-Hispanic white respondents in this study, we also considered using data from
the National Comorbidity Survey Replication. However, the National Comorbidity Survey
Replication contained a limited number of rural cases, precluding our ability to meaningfully
assess urbanicity differences in MDD using a larger non-Hispanic white sample. Future
research investigating depression among African Americans and rural residents with
national and regional samples is needed.

Second, trained interviewers used structured diagnostic questionnaires. However, we do not
know whether factors related to African American or rural culture may have affected
respondents’ willingness to admit or recall the presence of symptoms.
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Third, while the NSAL non-Hispanic white sample is nationally representative in the
strictest sense, it is not optimal for descriptive analysis of the non-Hispanic white population
in the United States. Instead, the stratified, disproportionate sampling of non-Hispanic

whites was selected to offer the most meaningful comparison with black Americans.

Fourth, the analytic sample was restricted to female NSAL respondents residing in the
South. As such, the demonstrated interaction of urbanicity and race/ethnicity on depression
prevalence cannot be generalized to other regions of the country.

Fifth, the NSAL is the largest study of African Americans’ mental health conducted to date
in the United States and represents the only data on African Americans’ mental health based
on a national probability sample. However, the timeliness of the data (collected between
2001 and 2003) is a limitation.

Conclusions

These limitations notwithstanding, our findings indicate important urbanicity and race/
ethnicity differences in MDD and mood disorder among women in this sample. This study is
the only known work to date to consider the interaction of urbanicity and race/ethnicity on
MDD and mood disorder prevalence among women. Our results suggest that while rural
residence is associated with lower prevalences of MDD and mood disorder among African
American women, it is a risk factor for non-Hispanic white women. These findings offer an
important first step toward understanding the cumulative effect of rural residence and race/
ethnicity on MDD among African American women and non-Hispanic white women and
suggest the need for further research in this area. This study adds to the small, emerging
body of research1516.64.65 on the correlates of MDD among African Americans.
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Women's Adjusted Predictions of Lifetime MDD with 95% Confidence Intervals
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Figure 1.
Women’s adjusted lifetime MDD odds ratios by race and urbanicity. Note: Analyses were

adjusted for age, education level, household income, and marital status.
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Womens's Adjusted Predictions of 12 Month MDD with 95% Cls
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Figure 2.

Women’s adjusted 12-month MDD odds ratios by race and urbanicity. Note: Analyses were
adjusted for age, education level, household income, and marital status.

JAMA Psychiatry. Author manuscript; available in PMC 2016 June 01.



Page 15

Weaver et al.

Author Manuscript

T00'=>d e Juediyubis

*¥¥

T0'=>d 1e JuedIIUBIS
M

X

‘60" =>d ye Jueayubis
M

N
87 N | UN|UN| «38€] wN| N | UN| 82| yN| wN|WUN]| 74| wN| wN | WN VN | YN| YN | WN onsnels-o
VN | 182 | gzT | o1 VN | 262 | 00z | 81T VN | 182 | gzT | o1 VN | 262 | 00z | 81T VN |o9zv | 12T | €6 8}y ojueds|H-UON [eny
VN |tz |zst| v VN | vz | 9ez | s VN |tz | zst| v WN | 18T |S2e| ¢ VN | zve | €59 | g | suymowedsiH-uoN uegingns
VN | €T | 629 | 81T WN | eoe | T2z | o5 wN | T | 865 | z1 wN | 8se | 912 | 6 VN | 925 | €1 | 612 3yM OjuedsIH-UON Leain
N |ogs | aze | a1 WN | 9zT | sz9 | oz N | o | 06T | ¢ vN | ot6" | vzv | €1 vN | oez | 208 | s6e2 UBOLIBWY UBOLYY [einy
wN | 29T | ot8 | 11 N |89 | 18T | 12 N [eeT | 259 | 8 VN | 166 | 9€T | 1T VN | 890 | 6T% | vET | ueouswy uedyy uegungns
VN | 068" | ee8 | €6 wN | szT | v¥T | 801 VN | 0oz | eTo | 89 wN | o8 | 60T | z2t VN | 69 | 62¢ | seTT UBOLIBWIY UBOLYY Uedn

aoey X Auoiueqin

809 | VN | WN [ N | €6 | wN| wN | WN SV wN [ wN | N | a9 | wN | UN | WN VN | VW | VN | WN onsiels-4
VN | g9T | 968 | 2 VN |85z | 812 | o vN | 29T | su8 | 1 VN | vz | €12 | w2 N | v6€ | 6'6% | 6vE alym dluedsiH-UON
wN | oz | 192 | 91 wN | veT | 9€T | 602 WN | ot9 | 156 | €8 wN | 096" | TOT | vST VN | v6'¢ | zos | s0sT UedLIBWY UedLlyy

aoey

g6z | VN | wvN | WN 82T | VN | WN | WN 6€ | wN [ wN | wN S0 | v | N | WN N | | v | wN onsie)s-4
VN | 68T | 868 | 2z VN | otz | 69T | s8¢ wN | 16T | 9z8 | 11 VN | ozz | 6eT | 18 VN | v2v | Toz | zee [einy
N | voz | sz1 | st wN | vze | 512 | 62 N | 612 | 6TT | 21 wN | 1T | 6T | T2 wN | ove | ot | 11 uequngns
vN | o018 | zvs | TTT vN | 86T | 62T | 812 vN | 092 | 909 | s8 N | 202 | LsT | 9T VN | 86 | z69 | veeT ueqin

Aoiueqn

vN | 006 | 628 | 8vT vN | 65T | 22T | ssz vN | 088 | €12 | ¥TT N | 29T | LT | 82z N | VN | YN | WN [IEI%)

omsiess | 35| o | N ommes | 3as| o | N|omsmes | 35| % | N|[owsmes| as| w| N|ommes| 3| % N
= = = = =
(008T=N) (008T=N) (€08T=N) (€08T=N) (258T=N)
Bp.IosiA Poo N Yuow-zT P IosiA Poo N sWIB4I T aaw yiuow-gt adwaswieyi sonsteloe ey ajdures

Author Manuscript

T alqel

Author Manuscript

Author Manuscript

sajelS pauuN

UJBYINOS 81 WOJY Pa1INIOaL ajdwies aji UedlIsWY JO ABAINS [eUONBN 8yl Ul Uswom Buowe aoel pue AIoiuegin AqQ JapJosip poow pue ai paulsp-1ald/Al-INSA 10 2ousfesid JUOW-ZT pue awnayi

JAMA Psychiatry. Author manuscript; available in PMC 2016 June 01.



Page 16

Weaver et al.

paybiam ale sabejusdiad ||y

Author Manuscript

Author Manuscript

Author Manuscript

Author Manuscript

JAMA Psychiatry. Author manuscript; available in PMC 2016 June 01.



Page 17

Weaver et al.

G0'0 =>d ‘0T Wouy Juataylp Ajpuediiubis oljel sppo Ue sajealpu|
%

‘[eAJB1UI BOUSPIIUOD ‘[ ‘O11R] SPPO ‘YO :SUOIRIARIGAY

“gjep 8y} 4o Bunybiam pue ‘BulisIsnd ‘uoneaisrens Buijduwes ays 1oy paisnipe ale sfeAlslul 30USPIUOD SN BY) JO S3ILIS 8 SNOUILWIBILOD 8y} Ul suolendodgns
pue uoneindod usAIb sy} Jo aAneIUSSaIdal Aj[euolreu aq 0) PalyBIam aie SeIeWIISa [SPOW ||V "S|9POW B} U S3|GRLIEA J9UI0 8} JO S198448 8} JO 18U aJe 3]qRLIBA UBAIB © JO PAAISSAO S}NSaY BI0N

(€T'Z-07'0) €6°0

(29'1-9%°0) £8°0

(z5z-€£0) 260

(€8'T-L¥0) €60

paLLIeN JanaN

L697-6TT) 64T

(06'2-GT'T) €8°'T

X

(2¢5z-211) 08'T

X

(L0e-vT'T) 18T

M

PaMOPIA ‘PaoIoAIq ‘paresedas

00T

00T

00T

00T

paJaulLed/paLLIBIN

SNIEIS [eNIep

(00'1-66'0) 00°T

(00'1-66'0) 00°'T

(00'1-66'0) 00T

(00'T-66°0) 00'T

aWOodU| pjoyasnoH

(22'1-06'0) SO'T

(ST'T-86'0) 90°'T

(62'1-26°0) 60°T

(8T'1-86'0) 80'T

(s4eaA ur) uoneanpg

,(66:0-66'0) 26'0

(ST'T-960) 86°0

*

(66'0-56°0) 26'0

X

(660—16°0) 86°0

X

by

L6 T1-T0°€) 66'G

(L8'7-90°1) L2T

*

(€'6T-99°1) 876

*

(v2'9-221) 9L

X

311U/ d1uedsiH-uou Jeiny

LTTL-9eT) ere

(95'2-62°0) 98°0

(60°L-v€'T) 80'€

(28'2-92°0) 98°0

811U/ d1URdSIH-UOU UBQINGNS

Aporueqin x soey

(€5'1-67°0) 98°0

(82'2-€0'T) 69T

X

(#T'2-650) €T'T

(T2°¢-8€T) 12T

*

alym o1uedsiH-uoN

00T 00T 00T 0T uedLIsLUY
?0ey
,(99'0-92°0) 2¥'0 L(EL'0-62°0) 970 9v'0-8T0) 62°0 (G9°0-€2'0) 6€°0 [eany
(29'1-250) 26'0 (€£'0-25°0) ¥E'T (r2'1-150) 66'0 (eL€-9v°0) 0T uequngns
00T 00T 00T 00T ueqin
Adruegin

(10 %S56) O

(10 %s6) O

(10 %s6) 4O

(10 %86) 4O

(008T=N) Jop oS poo N Yuow-gT

(008T=N) Jop.0s1Q POO N BWIRYIT

(€08T=N) AQ W ywow-gt

(€08T=N) aawawi®p

Author Manuscript

¢ ?olgel

Author Manuscript

"yinos ay1 ui Buipisas suspuodsal TSN afewsy Buowe
J9pJO0SIp pooW YIUOW-ZT pue awiajl| pue Japlosip aAlssaldap Jofew yiuow-zT pue awnall] Bunaipaid sasAjeue uoissalbai onsibol sjdnjnw paiybiapn

Author Manuscript

Author Manuscript

JAMA Psychiatry. Author manuscript; available in PMC 2016 June 01.



Page 18

Weaver et al.

10°0=>d 12 ueqIn SA _E:m_H

SNIEIS [ELIBW PUB ‘BW0DUI POYasnoy ‘|aAa] uoieanpa ‘afie 1oy parsnipe usaq aney |ans] Aldiuegin Aq saies aousfenald uoissaidag
M

910N
6 180T 62 T2 g€ 7801 8 z12 [einy
6€ 50T g€ 81 8€ 90T €€ 602 uequnans
LT 18°€ 67 €61 LT 99'¢ 67 T6T ueqIn
3NYM dluedsiH-uoN
08’ 7€€ €T 7999 0g’ sl 06 1817 [einy
8T zL L9 z81 VT LTS 95 TET uequnans
0T 1§ €T 6°€T 0T 92'S 0T 70T ueqn
UedlisWy uedl)y
ES) % s % ES % 3s %
(008T=N) Jop.osi@ poo N Yuow-gT | (008T=N) SpIosig pooNawiwyT | (€08T=N) AW Yuow-gT | (€08T=N) AN WP

UBWIOM 81IUM D1URdSIH-UOU pue UedLIBWY UedLIyy Buowe adel pue Aldiueaqun Aq AQIN Jo saled aausjeaald paisnipy

Author Manuscript

€9l|qel

Author Manuscript

Author Manuscript

Author Manuscript

JAMA Psychiatry. Author manuscript; available in PMC 2016 June 01.



