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Abstract

Background: Despite equivalent or lower lifetime and past-year prevalence of mental disorder
among racial/ethnic minorities compared to non-Latino Whites in the United States, evidence

Corresponding Author: Margarita Alegria, 50 Staniford St., Suite 830, Boston, Massachusetts, USA. malegria@mgh.harvard.edu;
Tel.: +1 617-724-4987 Fax: + 1 617-726-4120.

7. Conflicts of Interest

In the past 3 years, Dr. Kessler received support for his epidemiological studies from Sanofi Aventis; was a consultant for Johnson &
Johnson Wellness and Prevention, Sage Pharmaceuticals, Shire, Takeda; and served on an advisory board for the Johnson & Johnson
Services Inc. Lake Nona Life Project. Kessler is a co-owner of DataStat, Inc., a market research firm that carries out healthcare
research.

Publisher's Disclaimer: This is a PDF file of an unedited manuscript that has been accepted for publication. As a service to our
customers we are providing this early version of the manuscript. The manuscript will undergo copyediting, typesetting, and review of
the resulting proof before it is published in its final citable form. Please note that during the production process errors may be
discovered which could affect the content, and all legal disclaimers that apply to the journal pertain.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Vilsaint et al. Page 2

suggests that mental disorders are more persistent among minorities than non-Latino Whites. But,
it is unclear how nativity and socioeconomic status contribute to observed racial/ethnic differences
in prevalence and persistence of mood, anxiety, and substance disorders.

Method: Data were examined from a coordinated series of four national surveys that together
assessed 21,024 Asian, non-Latino Black, Latino, and non-Latino White adults between 2001 and
2003. Common DSM-1V mood, anxiety, and substance disorders were assessed using the
Composite International Diagnostic Interview. Logistic regression analyses examined how several
predictors (e.g., race/ethnicity, nativity, education, income) and the interactions between those
predictors were associated with both 12-month disorder prevalence and 12-month prevalence
among lifetime cases. For the second series of analyses, age of onset and time since onset were
used as additional control variables to indirectly estimate disorder persistence.

Results: Non-Latino Whites demonstrated the highest unadjusted 12-month prevalence of all
disorder types (0<.001), though differences were also observed across minority groups. In
contrast, Asian, Latino, and Black adults demonstrated higher 12-month prevalence of mood
disorders among lifetime cases than Whites (p<.001) prior to adjustments Once we introduced
nativity and other relevant controls (e.g., age, sex, urbanicity), US-born Whites with at least one
US-born parent demonstrated higher 12-month mood disorder prevalence than foreign-born
Whites or US-born Whites with two foreign parents (OR=0.51, 95% CI=[0.36, 0.73]); this group
also demonstrated higher odds of past-year mood disorder than Asian (OR=0.59, 95% CI=[0.42,
0.82]) and Black (OR=0.70, 95% CI=[0.58, 0.83]) adults, but not Latino adults (OR=0.89, 95%
CI=[0.74, 1.06]). Racial/ethnic differences in 12-month mood and substance disorder prevalence
were moderated by educational attainment, especially among adults without a college education.
Additionally, racial/ethnic minority groups with no more than a high school education
demonstrated more persistent mood and substance disorders than non-Latino Whites; these
relationships reversed or disappeared at higher education levels.

Conclusion: Nativity may be a particularly relevant consideration for diagnosing mood disorder
among non-Latino Whites; additionally, lower education appears to be associated with increased
relative risk of persistent mood and substance use disorders among racial/ethnic minorities
compared to non-Latino Whites.

Keywords
mental health; race; ethnicity; disorder persistence; disorder prevalence; socioeconomic status

1. Introduction

1.1. Previous Findings

Prior investigations of mental disorder prevalence among various racial and ethnic groups
frequently show that minorities in the United States demonstrate equivalent or lower lifetime
and past-year prevalence of many mental disorders than non-Latino Whites [1-5]. However,
there is some evidence to suggest that, upon disorder onset, racial/ethnic minorities may be
at elevated risk for a chronic course (i.e., disorder persistence) [6-9]. For example, one
community epidemiological survey found that although African Americans were less likely
than non-Latino Whites to experience major depression during their lifetime, chronicity
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among lifetime cases was significantly more common among African-Americans than non-
Latino Whites [10]. Understanding mental health inequalities therefore requires examining
not only prevalence but also persistence of mental disorders.

Racial/ethnic minorities are more likely to be foreign born or have foreign-born parents than
non-Latino Whites [11]. Although foreign nativity has been identified as a protective factor
against the onset of mood, anxiety, and substance use disorder among certain racial/ethnic
populations [12, 13], we are unaware of previous studies examining the association between
nativity and disorder persistence across a range of diagnoses. It may be that disorder
persistence for foreign-born individuals is increased by barriers associated with recognizing
mental disorders. For example, mental illness may be more highly stigmatized among some
foreign-born individuals and their families, preventing them from seeking treatment [14] and
thus increasing disorder persistence.

Racial/ethnic differences in persistence of mental disorders might also be explained by
socioeconomic status (SES), as racial/ethnic minorities, on average, experience lower SES
than non-Latino Whites [15, 16]. Further, Amroussia, Gustafsson, and Mosquera [17]
provide evidence suggesting that socioeconomic conditions can account for inequities in
mental health and the persistence of these conditions. Educational attainment and income are
commonly used markers of SES. Education confers advantage in access to resources,
knowledge, and social organizations that support health. Prior research has observed an
association between low parental educational attainment and greater persistence and severity
of mental disorders in adulthood [18]. Low income can make it difficult to obtain adequate
housing, nutrition, and access to health and mental health care, which may contribute to
greater disorder persistence [19]. Evidence suggests that these socioeconomic factors
influence mental disorder persistence, with Blacks and Hispanics receiving less income at
the same level of education compared to Whites [20]. This complexity raises important
questions about how to best capture multifaceted interactions of race, nativity, and
socioeconomic status in the research of mental disorders. To our knowledge no previous
study has examined the associations among race/ethnicity, nativity, socioeconomic
indicators, and both 12-month disorder prevalence and disorder persistence.

1.2. Current Study

This study examined the 12-month prevalence and persistence (i.e., 12-month prevalence
among lifetime cases) of DSM-IV anxiety, mood, and substance use disorders among four
major US racial/ethnic groups (non-Latino White, non-Latino Black, Latino, and Asian)
using a population-based sample of more than 20,000 US adults. Additional racial/ethnic
minority groups (e.g., American Indians/Alaska Natives) were not examined because of
limited representation within the sample. We hypothesized that 12-month prevalence of
anxiety, mood, and substance use disorders would be lower among racial/ethnic minority
groups compared to non-Latino Whites, consistent with most previous research. We further
hypothesized that, in contrast, we would observe more persistent disorders (i.e., higher 12-
month prevalence among lifetime cases) among racial/ethnic minority groups than among
non-Latino Whites. We expanded on prior research by examining whether racial/ethnic
differences in disorder prevalence and persistence varied by nativity, income, and education.
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We examined these associations while adjusting for a range of potential confounders that
might contribute to racial/ethnic differences in disorder prevalence and persistence,
including ethnic identity, language preference [21, 22], urbanicity [23], geography [24], and
other socio-demographic characteristics [25].

2. Method

2.1. Sampling Procedures and Sample

Participants were drawn from the National Comorbidity Survey (NCS-R) [26], the National
Comorbidity Survey Follow Up (NCS-2) [27], the National Latino and Asian American
Study (NLAAS) [28], and the National Survey of American Life (NSAL) [29]; extensive
detail regarding the sampling procedures of each survey can be found elsewhere [30, 31].1
Each study was designed using similar four-stage national area probability sample frames to
better facilitate cross comparisons. The surveys were administered via in-person or
telephone interviews to adults residing within the continental United States between 2001
and 2003. The NSAL oversampled areas with large concentrations of African American and
Caribbean Black populations, whereas the NLAAS oversampled areas with large
concentrations of Asian and Latino populations to adequately investigate racial/ethnic
differences in mental disorder prevalence and persistence. Additionally, although most of the
surveys were limited to English speakers, the NLAAS recruited participants who completed
interviews in English, Spanish, Mandarin, Cantonese, Tagalog, and Vietnamese. Response
rates for each survey were as follows: 70.9% (NCS-R), 72.5% (NCS-2), 71.5% (NSAL), and
75.7% (NLAAS). Recruitment, consent, and field procedures were approved by the Human
Subjects Committees of all participating institutions.

As described in more detail elsewhere [32], the consolidated sample included 21,024
respondents: 42.4% non-Latino White, 29.6% non-Latino Black, 17.3% Latino, and 10.6%
Asian. A clear majority of non-Latino Whites (87.9%) and non-Latino Blacks (91.4%)
reported US nativity and two US-born parents, unlike Latinos (31.2%) or Asians (9.4%).
Education levels also varied across racial/ethnic groups: Asians were most likely to report
16+ years of education (42.0%), followed by Whites (27.2%), Blacks (14.5%), and Latinos
(10.1%); Latinos were most likely to report 0 to 11 years of education (40.4%), followed by
Blacks (22.9%), Asians (13.4%), and Whites (13.1%).

2.2. Measures

2.2.1. Diagnostic assessment—NMental disorders were assessed with the Composite
International Diagnostic Interview (CIDI) Version 3.0 [31]. All four surveys assessed
lifetime prevalence, age-of-onset (AOQ), and 12-month prevalence of mood (major
depressive disorder, dysthymic disorder), anxiety (panic disorder, generalized anxiety
disorder, agoraphobia without panic disorder, social phobia, posttraumatic stress disorder),
and substance use (alcohol and other drug abuse and dependence) disorders. Although there
are numerous ways to define disorder persistence, few measures are appropriate for use with

Ia complete list of NCS and NCS-2 publications can be found at http://www.hcp.med.harvard.edu/ncs; similarly, a complete list of
World Mental Health publications can be found at http://www.hcp.med.harvard.edu/wmh/.
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retrospective, cross-sectional datasets [18]. Previous research with the examined survey data
has measured persistence indirectly, as 12-month prevalence among lifetime cases [33, 34].
We use the same measure in this study, such that disorders were categorized as “persistent”
when a respondent with a lifetime history of the disorder also met criteria for that disorder
within the 12 months preceding the interview.

2.2.2. Race/ethnicity—Respondents were asked to report both race and ethnicity, with
the opportunity to endorse more than one option. Responses were categorized using a
hierarchical system. Specifically, all respondents who reported being Asian were coded
Asian regardless of any other responses related to race or ethnicity. Subsequently,
respondents who reported Hispanic or Latino ethnicity were coded as Latino regardless of
any additional responses. Then, respondents who reported being Black or African American
were coded non-Latino Black no matter what else they reported. Finally, remaining
respondents were categorized as White if they exclusively reported being White. American
Indians, Alaska Natives, Native Hawaiians, and Pacific Islanders were excluded from
analysis because of limited group numbers within the sample.

2.2.3. Nativity and Socioeconomic Status—Nativity groups were created based on
place of birth for respondents and their parents. Four nativity groups were initially
considered: (1) the respondent was born in the US and both parents were also born in the
US, (2) the respondent was born in the US and only one of their parents was born in the US,
(3) the respondent was born in the US and neither parent was born in the US, and (4) the
respondent was not born in the US. Exploratory analyses revealed that the only significant
interaction between race/ethnicity and nativity was for mood disorders, such that White
respondents in nativity groups (1) and (2) were significantly different from White
respondents in nativity groups (3) and (4). Thus, we collapsed our initial nativity groups so
that our final nativity indicator included only two groups: the respondent was not born in the
US or they were born in the US but neither parent was born in the US (nativity group 1), or
the respondent was born in the US and at least one of their parents was also born in the US
(nativity group 2).

Respondent education level was coded into four categories: less than high school education
(0-11 years), high school graduate/GED (12 years), some post-secondary education (13-15
years), and a college degree or more (16 + years). Respondent’s annual personal income was
included as a continuous variable.

2.3. Covariates

Covariates included in the analyses were respondent sex (male, female), census region
(Northeast, South, Midwest, West) as determined by Federal Information Processing
Standards codes [35], urbanicity (metropolitan/urban counties, other urban, and non-urban
[36, 37]), survey language preference (English, not English), strength of racial-ethnic
identity (i.e., how closely respondents identified with the ideas and feelings of others within
their racial/ethnic group; responses were coded as very close/somewhat close or not very
close/not close at all). Models for which the dependent variable was 12-month prevalence
also included respondent’s age (18-29, 30-44, 45-59, and 60+) as a covariate, whereas in
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models for which disorder persistence was the dependent variable, age was included as two
separate components: AOO and time-since-onset (i.e., age-at-interview minus AOQO). These
two components were included separately because early AOO is typically associated with
increased risk of lifetime persistence in longitudinal studies of inception cohorts, whereas
recent AOO is associated with increased 12-month prevalence in cross-sectional surveys that
do not control for AOO.

2.4. Analysis Method

First, 12-month prevalence and persistence of disorders were compared between non-Latino
Whites and racial/ethnic minority groups using F-tests. Next, logistic regression models
were used to estimate the association between race/ethnicity and 12-month prevalence of
mood, anxiety, and substance use disorders. Model 1a controlled for respondent age, sex,
census region, urbanicity, strength of identification with racial/ethnic identity, survey
language, and nativity. We also tested for interactions of race/ethnicity with nativity. Where
such interactions were significant, Model 1b incorporated new groups of race/ethnicity/
nativity categories into the base model and did not include nativity as a control. Otherwise,
Model 1b mimicked Model 1a. Model 2 was the same as Model 1a (or Model 1b) but with
education and income incorporated as additional controls. Finally, for Model 3, we added
interactions of race/ethnicity (or the combined race/ethnicity/nativity variable) with SES
indicators. Model 3 was computed only for those disorder types where significant
interactions between race/ethnicity and SES indicators were observed.

Final models for 12-month prevalence of disorders were as follows: Model 3 for mood
disorders, Model 2 for anxiety disorders, and Model 3 for substance use disorders. We then
used these final models to estimate logistic regressions where disorder persistence (i.e., 12-
month prevalence among lifetime cases for each disorder type) was the dependent variable
and age was replaced with AOO and time-since-onset. These models were used to examine
the effect of increasing education on persistence.

Item-level missing values were imputed via multiple imputation (MI) based on 20
imputations for each missing value using Proc MI in SAS Version 9 [38]. All analyses used
standard rules to combine the estimates and adjust standard errors due to imputation via SAS
built-in adjustments. Logistic models were weighted and standard errors were computed
using the Taylor series method to account for the complex sampling design using Proc
Surveylogistic. We report odds ratios (OR) and 95% confidence intervals (Cl). To test the
significance of multivariate regressions, we drew inferences from F-tests based on variance-
covariance matrices of the model coefficients with an adjustment for design effects using the
Taylor series method. We evaluated statistical significance via two-sided 0.05-level design-
based tests. Given the large number of individual coefficients that could have been
considered, we only interpreted the significance of individual coefficients when multivariate
tests were significant.
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3. Results

3.1. Unadjusted 12-month prevalence and persistence of disorders by race/ethnicity

Table 1 presents descriptive statistics of 12-month prevalence and persistence of disorders by
race/ethnicity, and separately compares each disorder between racial/ethnic minorities and
non-Latino Whites. Racial/ethnic minorities had lower prevalence of any mood, anxiety, and
substance use disorders than non-Latino Whites, with significant omnibus tests (all p-
values<0.001). Despite the lower prevalence, anxiety and substance use disorders were
equally persistent among all racial/ethnic groups, whereas non-Latino Whites had fewer
persistent mood disorders than racial/ethnic minorities (F3,414=9.88, p<0.001). Additional
analyses comparing prevalence among only the minority racial/ethnic groups indicated that
these groups significantly differed from each other for all disorder classes; however, these
groups did not significantly differ from each other in disorder persistence (detailed results
available from authors).

3.2. Adjusted 12-month prevalence of disorders by race/ethnicity and nativity

Table 2 presents our initial logistic regression models for 12-month prevalence of disorders.
When controlling for basic demographics (Model 1a), significant differences across racial/
ethnic groups were still observed in 12-month prevalence of mood, anxiety, and substance
use disorders (all omnibus tests with p-values<.05). In particular, compared to non-Latino
Whites, Blacks had lower odds of 12-month mood disorders (OR=0.72, CI=[0.60, 0.86]),
and both Asians and Blacks had lower odds of 12-month anxiety disorders (OR=0.65,
Cl=[0.48, 0.90]; OR=0.80, CI=[0.69, 0.92]) and 12-month substance use disorders
(OR=0.30, CI=[0.16, 0.55]; OR=0.67, CI=[0.52, 0.87]). There were no significant
differences between non-Latino Whites and Latinos. Among the three minority groups,
significant differences in prevalence were observed for mood (F,4.85E8=7.51, p=0.001)
and substance use disorders (F»,1.82E9=5.59, p=0.004), but not for anxiety disorders
(F2,2.99E8=2.46, p=0.086).

As displayed in Supplemental Table A, we observed significant interactions between race/
ethnicity and nativity in predicting mood disorder prevalence, but not anxiety or substance
use disorder prevalence. Specifically, non-Latino Whites in nativity group 2 (i.e., US-born
with at least one US-born parent) had higher odds of 12-month mood disorder than non-
Latino Whites in nativity group 1 (Fg,3.66E6=2.16, p=0.022). We therefore examined these
two groups separately in subsequent mood disorder analyses. For example, when nativity
among non-Latino Whites was incorporated into Model 1b, Asians, Blacks, and Whites from
nativity group 1 all had lower odds of 12-month mood disorder (OR=0.59, CI=[0.42, 0.82];
OR=0.70, CI=[0.58, 0.83]; OR=0.51, CI=[0.36, 0.73]) than US-born Whites with at least
one US-born parent (i.e., Whites in nativity group 2).

Table 2 further shows results from including education and income as additional controls in
Model 2: most results remained the same, however, significant differences were newly
observed between Latinos and non-Latino Whites. These findings indicated that all racial/
ethnic minority groups had significantly lower odds of anxiety and substance use disorders
than non-Latino Whites and that all racial/ethnic minority groups (plus Whites in nativity
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group 1) demonstrated significantly lower odds of mood disorder than Whites in nativity
group 2. Finally, we observed significant differences between/among minority racial/ethnic
groups for mood disorders (F3,2.23E8=2.70, p=0.044), but not for anxiety disorders
(F»,1.21E8=0.56, p=0.573) or substance use disorders (F,,7.63E8=2.67, p=0.069).

3.3. Relationships between SES variables and race/ethnicity for disorder prevalence

We next examined whether observed relationships between race/ethnicity and disorder
prevalence varied based on educational attainment and income. Interactions between income
and race/ethnicity were not significant for any disorder (see Supplemental Table A);
however, significant interactions between educational attainment and race/ethnicity
predicted 12-month prevalence of mood disorders (F1,,4.64E7=1.81, p=0.041) and
substance use disorders (Fg,1.08E7=1.94, p=0.042), but not anxiety disorders
(Fo,3.58E6=1.20, p=0.291). Hence, Table 3 displays the results of Model 3 stratified by
educational attainment only for mood and substance use disorders.

For mood disorders, there were significant differences across all racial/ethnic/nativity groups
when the respondent was not a college graduate (i.e., 0-11, 12, and 13-15 years of
education), with p-values <.05 for all omnibus tests. Among respondents with 0-11 years of
education, all racial/ethnic minorities as well as Whites in nativity group 1 had significantly
lower odds of mood disorders than Whites in nativity group 2 (i.e., US-born Whites with at
least one US-born parent). These significantly lower odds remained for Blacks with 12 years
of education, and for Asians and Blacks with 13-15 years of education when compared to
Whites in nativity group 2 with the same level of education. There were no significant racial/
ethnic differences among respondents who were college graduates. Prevalence comparisons
limited only to the four minority race/ethnicity/nativity groups demonstrated significant
differences at the lowest educational attainment level (F3,4.95E7= 2.95, p=0.032), but not at
any other level of educational attainment.

For substance use disorders, significant differences were also observed across all racial/
ethnic groups for respondents with a high school diploma (F3,2.17E7=5.14, p=0.002) or
some college education (F3,1.76E7=7.67, p<0.001). In particular, Blacks with a high school
diploma and all racial/ethnic minorities with some college education demonstrated
significantly lower odds of disorder prevalence compared to similarly educated non-Latino
Whites. Minority racial/ethnic groups did not significantly differ from each other at any level
of educational attainment. Of note, more education was associated with reduced odds of 12-
month substance use disorders for both non-Latino Whites (F3,9.80E6=8.22, p<0.001) and
non-Latino Blacks (F3,27218=11.26, p<0.001; detailed results available from authors).

3.4. Relationships between SES variables and race/ethnicity for disorder persistence

To identify whether factors associated with 12-month disorder prevalence were also
associated with disorder persistence, we replicated the final models derived from the 12-
month prevalence analyses (Model 2 for anxiety disorders, and Model 3 for mood and
substance use disorders) using disorder persistence as the outcome. Results of these models
are displayed in Table 4. No significant racial/ethnic differences were observed for
persistence of anxiety disorders. In the case of persistent mood disorders, significant
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differences across race/ethnicity/nativity groups were present only among respondents with
a high school diploma (F4,8.08E6=2.63, p=.033), as both Asian and Blacks had significantly
higher odds of persistent mood disorder relative to Whites in nativity group 2 (OR=2.43,
ClI=[1.08,5.46]; OR=1.50, CI=[1.05,2.13]). Minority racial/ethnic groups did not
significantly differ from each other at any level of educational attainment. Finally, greater
education was associated with lower odds of persistent mood disorders for non-Latino
Blacks (F3, 615523=3.65, £=0.012) but not for other racial/ethnic groups (detailed results
available from authors).

Significant differences of persistent substance use disorders across racial/ethnic groups were
observed among respondents with less than a high school degree (i.e., 0-11 years of
education) and some college education (i.e., 13-15 years of education). In particular, non-
Latino Blacks without a high school degree were almost twice as likely to have a persistent
substance use disorder than non-Latino Whites with the same level of education (OR=1.97,
Cl=[1.23,3.17]). In contrast, among respondents with some college education, non-Latino
Blacks and Latinos had /ower odds of persistent substance use disorder than non-Latino
Whites (OR=0.41, C1=[0.23,0.73]; OR=0.48, C1=[0.27,0.86]). Like for persistent mood
disorders, greater education was associated with lower odds of persistent substance use
disorder for non-Latino Blacks (F3,356312=5.95, p<0.001) but not for other racial/ethnic
groups (detailed results available from authors).

4. Discussion

This study expands the literature on racial/ethnic differences in mental health by
demonstrating that nativity and education interact with race/ethnicity to predict 12-month
prevalence and persistence of mental disorders. Consistent with hypotheses and past
literature (e.g., [12, 39]), we observed lower 12-month prevalence of mood, anxiety, and
substance use disorders among Asians, non-Latino Blacks, and Latinos compared to non-
Latino Whites, even after adjusting for SES and a range of other potential confounders.
Further, we observed significant interactions between race/ethnicity and education
associated with 12-month mood and substance disorder prevalence, but observed no such
interactions between race/ethnicity and income. Thus, non-Latino Whites with less than a
college education—but not necessarily non-Latino Whites with low income—may be at
greater risk for mood and/or substance use disorder [40]. This finding aligns with some
evidence suggesting that, rather than income itself, mental health among Whites in low-
income neighborhoods is most negatively affected by reactions to experiences of
discrimination [41-43]. It has been suggested that Whites with less education may lack
preparation or coping resources that may be helpful when confronting discrimination [41],
as compared to racial/ethnic minorities with similar education levels that are more frequently
exposed to discriminatory experiences [44, 45]. Given that similar findings have also been
observed more recently [46], one might infer that mental health needs among this population
have not considerably improved over the years and, therefore, require further attention.

Recently, scholars have posited theoretical explanations that may explain this phenomenon:
for instance, long-standing expectations of social mobility for Whites in the United States
[47, 48], combined with restricted employment opportunities for Whites with limited
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education [49], may trigger a cycle of cumulative disadvantage that places less-educated
Whites at higher risk for mental disorder than their minority counterparts [46, 50]. In her
work on the social gradient and health, Adler and colleagues [51] describe the importance of
SES hierarchies, whereby “relative status as opposed to absolute status may be more
critical” (pg. 20) in explaining health and mental health. For Whites with limited education
the comparison may be more dramatic than for minorities with limited education. Further, it
is important to note that observed associations for mood disorder prevalence varied as a
function of nativity. Specifically, among respondents with less than 12 years of education,
US-born non-Latino Whites with at least one US-born parent experienced greater odds of
past-year mood disorder than foreign-born non-Latino Whites or US-born non-Latino
Whites with two foreign-born parents and any examined racial/ethnic minority group. This
finding may indicate that Whites with a longer family history in the United States may be
contrasting themselves to their more educated counterparts while foreign born Whites have a
different reference group. Thus, if members of this group are nothighly educated, they may
experience greater fear that they will be perceived as having low social status, thereby
elevating their risk for mood disorder.

Our second hypothesis, that disorder persistence would be lower among non-Latino Whites
than other groups, was partially supported, as racial/ethnic differences in disorder
persistence were observed; however, these associations occasionally varied as a function of
education. Overall, mood disorder persistence was greater among Asians, non-Latino
Blacks, and Latinos compared to Whites—findings that echo those of Breslau and
colleagues [6]. Mood disorders may be less likely to remit for racial/ethnic minorities
because of varying processes and mechanisms influencing the course of illness, including
methods of coping. For example, passive emotional coping (i.e., quiescence, decreased
responsiveness) versus more confrontational responses might lead to different health
outcomes among these groups [52]. Some evidence suggests that active emotional coping
strategies (e.g., fight or flight) are distinguished from passive strategies by different patterns
of autonomic change, with active coping “associated with sympathoexcitation (hypertension,
tachycardia), whereas passive strategies are associated with sympathoinhibitory patterns
(hypotension, bradycardia)” (p. 95) [53]. Further, social conditions (e.g., economic
instability, lack of institutional supports) under which minorities live may exacerbate their
burden of illness [54] and affect potential consequences of illness (e.g., unemployment,
homelessness). Or, this phenomenon might reflect the differential efficacy of mental health
treatments for racial/ethnic minorities as compared to Whites [8, 12, 55, 56] or the lack of
available quality treatments tailored for racial/ethnic minorities [57].

Unlike Breslau and colleagues [6], we found that the association between race/ethnicity and
persistent mood and substance disorders varied as a function of education. For example,
Asian and non-Latino Black individuals with a high school diploma had increased odds of
mood disorder persistence than non-Latino Whites in nativity group 2 at the same education
level. Delayed disclosure of mental health symptoms and delayed treatment initiation among
racial/ethnic minorities and individuals with lower education levels may increase the
likelihood that mood disorders develop a chronic course and thus contribute to disorder
persistence [58]. Additionally, we observed lower odds of persistence for substance use
disorders among non-Latino Blacks with some college education; these links were not
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observed in other racial/ethnic groups. The work of Halpern-Manners and colleagues
suggests that higher education could be a proxy for unobserved abilities, talents, and/or
preexisting environmental or family conditions that confound the relationship between
educational attainment and mental health [59], like less social exclusion and/or strong family
relationships [60]. Premature termination of schooling could reflect early trauma exposure
[61], which may also be linked to worse mental health outcomes later in life. Our results
seem to indicate dissimilarities in the education—mental health relationship across different
racial/ethnic groups that warrant further exploration.

Among respondents without a high school degree, non-Latino Blacks demonstrated twice
the rate of persistent substance use disorders than non-Latino Whites. This finding provides
further evidence that Blacks with low educational attainment are particularly vulnerable to
developing chronic substance use disorders, despite being less likely to meet criteria for a
12-month substance disorder [62]. Low education has been associated with a negative
perception of mentally ill individuals, which could contribute to treatment-seeking delays
despite developing substance issues [63]. Low education could also be a barrier for
accessing adequate information, knowledge, and resources for remission and recovery from
substance disorders and for advocating for one’s rights. The co-manifestation of low
education and higher risk for substance disorders might represent in part, early life social
conditions (i.e., poor educational environments, punitive schools) that contribute to the
association between educational attainment and subsequent substance disorder outcomes and
may occur more frequently among Black men and women [64, 65].

We acknowledge study limitations; for example, the cross-sectional survey design limited
our ability to directly measure disorder persistence (e.g., via disorder duration), thus we
relied on indirect measurement which could not account for the timing of disorder onset,
remittance, and/or recurrence. This indirect measure may have inflated rates of persistence
in our study, as both persistent and recurrent cases would be identified as persistent.
However, we incorporated two additional controls related to age of disorder onset and time
since onset into these analyses to better account for these concerns; as noted above, this
measure of disorder persistence has been previously used with these datasets [33, 34].
Additionally, given the multiple comparisons used in our analyses, concerns related to Type
I error would be justified. Underrepresented racial/ethnic minority groups (e.g., Native
Americans or Pacific Islanders) were not included in the analysis due to the low statistical
power of small sample sizes. Finally, although sensitivity analyses supported a dichotomized
indicator of nativity—largely because of the distribution of nativity among non-Latino
Blacks and non-Latino Whites—the use of this indicator may have limited the ability to
detect an effect of nativity among Latinos and Asians, where the distribution of nativity was
more varied. However, it is important to reiterate that no significant interactions between
race/ethnicity and nativity emerged for Asians and Latinos when our sensitivity analyses
examined four nativity groups—suggesting that incorporating an expanded nativity indicator
may not have produced considerably different results. Within the context of these
limitations, the results of this study provide additional insights into racial/ethnic differences
in mental health in the United States and further highlight that patterns of 12-month
prevalence should not be assumed to reflect patterns of persistence of illness.
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Findings suggest that the social conditions associated with lower educational attainment
magnify the risk for disorder prevalence among non-Latino Whites and for persistent mood
and substance use disorders among racial/ethnic minorities. Remedying these conditions
before adulthood may therefore buffer against future disorder prevalence and persistence
among many racial/ethnic groups. Future research should more concretely explore the
factors that contribute to less educational attainment and how they relate to the onset and
course of illness. Policies that reduce gaps in educational attainment may help reduce mental
health disorder prevalence and remedy racial/ethnic disparities in persistent mental health
disorders.
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Highlights

. Non-Latino Whites most likely to have 12-month disorders, even with SES
controls

. Link between race/ethnicity and mood disorder varied by nativity among
Whites

. Race/ethnicity interacted with education, but not income, to predict
prevalence

. Racial/ethnic minority groups had more persistent mood disorders than
Whites

. Observed links to persistent mood and substance disorders varied by

education level

Compr Psychiatry. Author manuscript; available in PMC 2020 February 01.



Page 18

Vilsaint et al.

*dnouB 21uy3a/feides yoes 1oy (Joyeuiwouap) Japlosip

yijeay [ejusw Jeyl Jo AI0IsIy awisyl] e yim sjuspuodsal Buowre (Joyesswunu) syruow ZT snoiAsld ayl Ulylm J3pJosIp Yijeay [eiusw e 1oy eLiaild 18w Jeyl siuspuodsal o uoiodold ay) wuasaidal mmmscwewn_m

"(9T70Z 'simaT) (T-4p Joresawinu).(erelis -NSd) = WOopaaly Jo saaibap Joreurwousd sdnoB d1UyIa/[elorl PaUILLEXS J3YI0 pUe SSHYAA USSMIS] 90UalsIsiad/aousfenald Ul S30UsIagIp SauIWexs S1se) m%.mN

10113 pJepuels = 3S 9IoN

€88'0 ‘'22'0=65'°4 (08'0)%S v (26'0)%¢€ vy (T6'T)%S v (T'2)%L Sy (¥5'2)%T 9y Japlosig Auy

8Y6°0 ‘CT'0=TE"®S (L0T)%ETZ (€€ T)%T'TC (66'T)%8'1C (61" 2)%V'2C (92°0)%S' 12 1aplosiq 8sn douesans Auy

0€€°0 ‘'ST'T=GEY'®4 (96'0)%0°2S (TOT)%E 1S (czd)wves (95°€)%L vS (¢L'2)%585 18plosi@ Aeixuy Auy

1000 > ‘'88'6=vTH't4 (98'0)%8'6€ (20'T)%8'LE (cz'2)%e 6Y (2L 2)%6'97 (66'T)%C LY Japlosid poo Auy

79154 (3S) % pawBlam  (3S) % PawBIaM  (3S) 9% PaBIA  (3S) % pawblem  (3S) % paluBlam 12pI0SIQ [EIUBIN
[eloL UM xoelg oune ueIsy

Na_o_csm_\momm Aq 80UB[eABld JapIosIq JualsISiad

T00°0 > ‘902 T=29%'¢4 (#S°0)%T'6T (£9°0)%z 02 (SL°0)%G'9T (16°0)%8°2T (60'T)%8°0T Japiosig Auy
1000 > '€2'9=29%'4 (2z0)%nle (62°0)%0% (62°0)%0°€ (25°0)%9°€ (LZ0)%TT lapuosiq asn soueIsgns Auy
T00°0 > '¥8'0T=¢9v'¢4 (LE0)%L7CT (S7°0)%PeT (19°0)%9TT (T20)%8°0T (26°0)%L°L Japuosiq Aeixuy Auy
T00°0 'S9'G=29t ‘¢4 (Lz0o)wes (v€'0)%9'8 (L70)%8'9 (67°0)%T'8 (18°0)9%.°S Japiosia poow Auy
Q C -
o 9 (3S) % powBIBM  (3S) % PewuBIaM  (3S) % PaIUBIaM  (3S) % PaIuBIam  (3S) % PaIyBiam 13p10sIQ [EIUBIN

(re0Tz=N) 1esoL  (LT68=U) aMYM (Lzz9=u) >oelg (9¥9g=U) oume (veze=u) ueisy

R1uyIa/a0ey AQ e0Us[enrald 18p10siq YIUOIN-¢T

"(720'TZ=N) ajduwres pajepl1|josuod ayl Ul SIaposip 1AID/AI-INSA JO Sarewsa aoualsisiad pue aousjensld Yluow-aA[amL

‘TalqeL

Author Manuscript Author Manuscript Author Manuscript Author Manuscript

Compr Psychiatry. Author manuscript; available in PMC 2020 February 01.



Page 19

Vilsaint et al.

T00°0 > ‘G0'8=8388'G¢4
(-)o0T
. (26°0'2£°0) 850
L (PL'0'97°0) 650

L(09°0'2T°0) ZE0

T00°0 > ‘TL'9=6396'G'*4
() 001
T T'Y7'0) TL'0
L (180'25°0) 290

. (§5°0'9T°0) 0E'0

T00°0 > ‘€2'9=29%'4

(62°0) ‘%07 LT68/9SY
(25°0) ‘%9 9v9€/L2T
(62°0) ‘% 0'€ L229/69T

(LZ0) ‘%T'T veee/Le

Vq 4p woudp'e,

(‘421) amym
oune
1oelg
uelsy

J1apiosig asn souelsgns Auy

€150 '95'0=8312'T"%S
7000 > '50'8=8360'2'*4
() oot
L(96°0'79°0) 620
L (V8°0'€9°0) €210

L (¥6°0°05°0) 89°0

980°0 '97'Z=8366'C ‘°4
200°0 'vT°5=8320'8"¢4
(-) oot
(60'T'7L°0) 06°0
. (26'0'69'0) 08'0

,.(06°0'87°0) 590

6000 ‘187=8.2%d
1000 > ‘¥8'0T=29v'¢4
(S¥°0) ‘% 'E€T LT68/v69T
(T2°0) ‘%8°0T 9v9¢€/88Y
(19°0) ‘%9'TT LZ29/T8L

(26°0) ‘%. "L ¥£22/9ST

VQ 4p Eo:mqmn_

wQ 4p wouap'sy

(‘321) auum
ouneT
xoelg
uelsy

laplosig AsIxuy Auy

vv0°'0'02'2=83€2°C ‘S
T00°0 > 'v2'0T=832y 2"
() 001
L (PL°0'98°0) 250

. (€6'0'69'0) 820
. (92°0'€5°0) £9°0

L (98°0°€¥'0) T9'0

T00°0 09'6=6329v'¢4
7000 > 'TT'6=0T32¢8""4
(-)o01
L(EL'0'9€°0) TS0

(90'T'7L'0) 680
L (€8°0'85°0) 020

. (280'27'0) 650

7000 ‘T5'/=8358'¥ 4

T00°0 > ‘€5'9=839¢'8'¢4

() 001
(€2'1'88°0) ¥0'T
,(98°0'09°0) 220

(¥0'T'€5°0) #2°0

7000 > '0L'.=29%'¢4
1000 > ‘25'¥1=919'"4
(S°0) ‘%68 SEV8/V86

(95°0) ‘%l '€ 28Iy
(v€°0) ‘%98 L168/920T

(67°0) ‘%T'8 9¥9/89¢
(L¥°0) ‘%89 L2z9reey

(18°0) ‘%.'S vETLIVLT

VQ yp Eo:wu.xu

VQ 4P wouapx 4

(2 7® qT SI9pPOIN Ul "331) Z dnoub AuAireu ul SHYAA
T dnoub Aiaireu ur auymn

(eT [9POIAl Ul “J31) SUUM

oune

oelg

uelsy

l1apJosid poolN Auy

(10 %%6) 4O cC 19PON

(10 %S6) 4O ZdT 1PPON (10 %S6) O 187 18PON

(2S) ‘9% PaBIBAA ‘N/U 43pI0SIQ YHM 3NN

"(¥20'12=N)

a|dwes payepIosuod 8y Ul SI8PJOSIP sh 8ourISgNS pue ‘AlaIxue ‘poow |ID/AI-INSA 10 8ousjenaid yyuow-zT pue A1Io1uyys/adel 1o solel sppo

Author Manuscript

Author Manuscript

‘¢ slqeL

Author Manuscript

Author Manuscript

Compr Psychiatry. Author manuscript; available in PMC 2020 February 01.



Page 20

Vilsaint et al.

'sdnoub Ayioutw Buowe/usamiag saouaIayIp 104 18] (SasAfeue JapIoSIp POOW J0) WOpaaly JO SaaIBap 8a1y)) Wopaaly Jo Saa1Bap 0M) Y S1Sa)-4 ‘SaNYAA wiody Ajuedistubis Jayip sdnoih
ALIouIw Jay1aym auilwIgIap (sesAjeur JapIosIp POOW J0) WOPaal) JO Saaifap Inoy) Wopaal) 10 sasfap 8aiy) Yiim s1S8)-- eyl 810N “uoneindwi ajdijnuw oy paisnipe wopasiy Jo saaibap 1o _Bmc_Eocwn_v

‘qT pue BT S[9POIA Ul Papnjoul sajgeLieA ay) o sBulutes [euosiad pue uoleonpa pappe z _wuo_\,_m

"3|qeLI_A [04JUO0D B SB PApN|IXa Sem AJIAITRU ‘}nsal e Sy “(Juated uiog-Sn auo Ises|

12 YIIM Ul0g-SN “"8'1) SaIYAA J81e] JO UedLIsWy uolelauab-puodss (z pue (siussed uiog-ubiaio) oM YIIm uiog-Sn 1o uiog-ublaloy “*a°1) SalyAA UBDLISWY uonesauab-1siyauelBiwiwi (T ;pspnjoul sluspuodsal
AU Jog sdnoif Alaireu/Aioiuys/aory sisAfeue qT [9polAl 1oy sdnolB omy ojul Jijds a1am siuapuodsal s1IYAA OS ‘ous[enald JapIosIp poow 104 PaAIasgo sem AJIAITRU pue AIDIULIS/a3. USaMISC 108449
UOIIRISIUI Uy “ULUNJOI SIU} Ul Pajuasald ale s)nsal mau ou pue sIapJosip Jo sadA) asauy) Jo) BT [9POIAl 03 [2I1USPI SI T [9POIA ‘SJapIosIp asn aouelsgns o A1aixue 1oy pabiiawa 199)49 UOIORIBIUI OU asnedag
(67°0= '6€'T = 9370°7'64) Japiosip Aaixue pue (€9:0= ‘82°0 = 93G/'T ‘64) JapJosip asn souelsans ‘(z00=¢ ‘9Tz = 9399°€'64) 18pJosip poow :synsas Buimoj|oy a3 paanpoud BT [9poAl Ut AlAleU

pue A191UyIa/a0e. UsaMIag SUOIIoe.IRIUI JO S1sa) aouediyiubis Julol ‘Ajjeais1oads “aouajensld Jap.aosip poow oy AJIAIRU pue A1101UYIa/a0e. UaaMIag PaAIasqo S10aya Uolidelalul Juedlylubls sassalppe qT _m_uo_\,_N

‘AIAIreu pue ‘aoualayaid abenbuey ‘Aiuspl d1uyls Jo yibuans ‘Aloiueqgln ‘uoifial snsuad ‘xas ‘abe 10y pajjouod et _%o_\,_N

1S9} PapIS-0M] ‘[aA3] GO° a3 Je dnoiB aousIayal Woiy JusIayIp Apuesiiubls

10113 pJepuels = 3S ‘[eAISIUI 90UBPIIUOD = | 013BI SPPO = HO ‘9ION

4 1P wousp'
690°0 ‘29'2=83€9'LA ¥00°0 '65'G=63¢8'1"*4 G000 ‘26',=8.2%4 I4 3

(12 96G6) O o2 19PON (1D %G6) MO AT 3P0 (1D %G6) MO (BT IBPON 5y 1o o Blap ‘N/U J9PIOSI UMM JOGUINN

Author Manuscript Author Manuscript Author Manuscript Author Manuscript

available in PMC 2020 February 01.

Compr Psychiatry. Author manuscript



Page 21

Vilsaint et al.

'[9A3] UoIIRINPA awes ay) yym dnoif souaiagal ayy 01 dnolb d1uyis/[eIdel Yyaes Jo aousjenald yiuow
-ZT Ul souaJayIp Jussald Soljes Sppo “*a'l ‘|aAs] UOITeINpPa Yyoes 10y papod dnolB-gns a.e SUOKIBIBIU| “BPIOSIP 8SN SOUBISGNS 104 UOITRINPa PUB 90BS U33MIS] SUOIORISIUI pUe ‘I3pIOSIp POOW J0j UOITRINpPS pue

AIAeu/a0RI UBAMISQ SUOIIRJIBIUI ‘(SI9pJosIp asn aauelsgns Joy Aliaileu snid) ‘sbBurutes jeuosiad ‘uoireanpa ‘abenbue) ‘A1nuapi o1uyls Jo yibuans ‘Alo1ueqin ‘uoibal snsuad ‘xas ‘abe 10} paj|oiiuod £ _muo_\,_N

1S3) PaPIS-0MI ‘[3A8] GO U T8 [9A3] UOITRINPS BLUBS U3 UIYMM dnoif 8ouala)es Woiy Jualalp Apuedtiubis
;

10118 pJepuels = IS ‘|BAJISIUL 80UBPIIUOD = | 01l SPPO = YO FION

Q 4p Eoch_NH_

¥90°0 'GL'Z=93PT'€ “4  €0T'0'L2'¢=936¥'T°4 9680 ‘TT'0=.3.T€ %4  GET'0'00°Z=236¥'8"4 T00°0 ‘26°2=8.2"%4 £
. . . . . . . . . g 4P wowpEy

T/0°0'GE'Z=9366'€C4 1000 >'29/=/39LT€4 20000 ¥T'S=LALTTEd 1220 'ST=.389'2L¢S 100°0 > ‘€2'9=29%'¢4 g
(-) oot () oot () oot () oot (62°0) ‘%0't L168/951 (481) 8uYM
(00°Z'2€0) 980 »(16°0'T€'0) €50 (00T'92°0) TS0 (evr'1'ee0) 890 (25°0) ‘%9°€ 9¥9€/.2T oune
(ve'7'6v°0) LO'T L (L50'€2°0) 980 ,(99°0'62°0) 770 (€9'T'95°0) §6°0 (62°0) ‘% 0°E L229/69T soelg
(6L0°LT°0) 9870 ,(99°0°20'0) 120 (€r'T'9T'0) 8°0 (20T'€0°0) 6T°0 (L2°0) '%T'T ¥ezelLe veIsy

asn aoueIsqns Auy

a 4P Eo:muﬁu_

¥8T°0'T9T=/32¢ T4  /8T°0'09'T=/3€8T€4 69,0 '8C0=.AV6'Sd  2€0°0 'S6'2=2356%'SS 100°0 > ‘0L'2=29v'¢4 £
a P Eor_mn,vu_

€/2°0'62T=23€6'T"4  T00'0'00G=/39T2"4  9T0°0 ‘vO'€=/3T¥'S"4  T00'0>‘96'9=,3.09'"4 1000 > ‘2S¥T=919'"4 £
(-)oot () oot () oot (-)oot (5€°0) ‘%6'8 SEV8/786 (4a1) Z dnoub AnAireu ur SNYA
(£9'T'87°0) 880 (00T'T2°0) 910 (80°T'€2°0) 050 ,(12°0'60°0) 6T°0 (95°0) ‘%L '€ Z8¥/2Y 7 dnosB Auarreu ur snym
(¥8'T'6L°0) T2'T (20°T'€5°0) 920 (90°T'25°0) ¥L°0 ,(06°0°G7°0) £9°0 (67°0) ‘%T°8 9¥9£/89€ oune
(£0T'YY°0) £9°0 L (¥6°0'T5°0) 020 ,(88°0'67°0) §9°0 L (69°0'GE°0) 670 (L1°0) ‘%8'9 1229/2EY Yoelg
(0S'T'SS5°0) 06°0 ,(120'82°0) 570 (FT'T'98°0) ¥9°0 L (€50°0T°0) €20 (18'0) '%.'S vEZZIVTT uelsy

pooN Auy
+9T GT-€1 ras 17-0 (3S) ‘% PaYBIaMA ‘N/u 89UBJBASId LPUOIN-ZT 49p40sIq YI[eaH [eIUBIN

UOITedNP3 JO SIedA

0, 3P0
(12 %56) O N,Hm_ PO

"uoIeaNpPa Aq SI8PJOSIP sn 8oURISONS pUB PooW |AID/AI-INSA Luow-zT pue A1o1uy1s/aoel 10 solel sppo

‘€ 9lqeL

Author Manuscript Author Manuscript Author Manuscript Author Manuscript

Compr Psychiatry. Author manuscript; available in PMC 2020 February 01.



Page 22

Vilsaint et al.

'sdnoJB Ayouiw Buowe/uaamiag saousIBYIp 10} 153) (SasAeur JapIOSIP POOW 104 LLIOP3BIY JO S3316aP 9911) WOP33ly JO S3216ap 0MI UIIM S1S8)-H ‘SSHUAN Woly Appuediiubis Jayip sdnof

AjLIouIW Jay1daym aulwIRIBp (SasAleue JapIosIp PoOW 10y Wopaaly Jo saaiBap Inoy) wopaaly 40 se8alfiap aa1yl YHM SIsal-4 eyl 81oN "uoneindwi ajdnjnw oy paisnipe wopasiy Jo saalbap 4o _Smc_Eo:mn_m.

‘saJel 90ua|eAald J18pIosIp AJBIXUR Ul SS0UBIBLIP BUILIEXS 0} PSZI|1IN 10U SeM € [8POIAl 0S ‘(62°0=0 ‘02'T=9385"C ‘6) JopJosip AI13IXUE 10} UOITRINPS PUB 808) USMIS] PAAISSGO SeM UOIIoRISIUI JUBdLIUBIS

ON "($0'0=¢ ‘v6'T = 2380°T ‘64) SIopJosip asn aoueISgNS 10} UOITRINPa pue a2kl pue ‘(y0'0=0 ‘T8'T=/379't'CTH) SI9pJOSIP POOW 10} UOITRINPa pue AJIAIRU/3IRI USaMIaq SUOIIRIBIUI JURDIHIUBIS a1am alay FN

Author Manuscript Author Manuscript Author Manuscript Author Manuscript

Compr Psychiatry. Author manuscript; available in PMC 2020 February 01.



Page 23

Vilsaint et al.

20T°0 £0'7=9385°2"¢4
() 001
(¥9'2'62°0) 88°0
(16'7'06°0) 0T'C
(Ly'T'271°0) 050

¥00°0 ‘Tr'7=930L'1°¢4
()00t
L (98°0'22°0) 870
L (€L0'€T0) TV'0

(ev'T'eT0) €0

T.T°0 29 T=932T"L'¢4
()00t
L (L6'0'TE0) 550
(67'1'29°0) 96°0
(z0€'ve0) 20T

2100 ‘69°€=93¢€'6'¢4
() oot
(68'T'S7°0) 26°0
LUTEETT) 16T

(87°2'€0°0) 82°0

876°0 ‘2T°0=T2E'¢4
(62°0) ‘%0v L168/9S
(25°0) ‘%9°€ 9¥9¢/L2T

(62°0) ‘% 0°€ £229/69T
(LZ°0) ‘%T'T veee/Le

moQ “4p Eo:muﬁu_
(‘301) auym
oune

Aoelg
ueISy

J1apiosig asn ouelsgns Auy

L02°0 ‘'25'1=9320'¢"*4

L¥T°0 ‘0L T=936%'S"4

969°0 ‘8%'0=9302'G'*4

679°0 '99°0=938/°2"4

GOT'0 ‘50'2=9352'9'*4

€€0°0 '€9'2=9380'8'"4

G800 ‘'T2'2=93.T'G"4

¥0T'0 ‘26'T=9302'G'74

7000 > '0€'6=80%"¢4

1000 > ‘76'9=255'"4

M.Q 4P wiousp'e

M.Q 4p Eo:mvéu_

(-)o0T (-)o0T (-)o0T (-)o0T (¥0'T) '%0°'8E SEV8/786 (421) Z dnoib Anaireu ur anym
(92°2¥9°0) €€'T (cL'v'8v'0) 16T (29'1'62°0) 69°0 (00'1'50°0) €2°0 (€9'7) '%9'1€ 28Y/2Y T dnoB Anatyeu ut apym
(902'22°0) 92T (8L'T'2L0)ET'T (¥6'1'8L°0) €21 (92'1'67°0) £6'0 (222) '%6'9y 9v9€/89€ oune-]
(22'1'59'0) S0'T (v8'1'06°0) 62°T L(ETTS0T) 05T (91°2'28°0) LET (¢2°2) ‘'wz 6 L229/2EY oelg

L (P9'€'80'T) 867 ¥9'T'17°0) 280 ,(Or's80T) Er'e (87°2'28°0) 680 (66'T) ‘%z Lt vETZIVTT ueISY
+9T GT-€T 14 T1-0 (39) ‘% pPaIBIaM Ay 19pI0SIQ JUB)SISIad JO BIUB[eARId 1apaos1q pooN Auy
uoI1edNP3 JO SIeaA
(12 %S6) 4O 7€ 1BPON
887°0 £9'T=/39¢'6"*4 2690 ‘L€'0=292"d P e
20€°0 ‘72’ T=L319'L"H 02€°0 'ST'T=G¢v'*d P e
() 001 (TO'T) ‘%E TS 2168/769T (‘301) UM
(€2'1'69°0) 26'0 (95°€) ‘%L 'vS 9v9€e/88Y ouneT]
(€T'T'6L°0) ¥6°0 (22'2) ‘e LzeartsL oelg
(T0'2 '06°0) ¥E'T (22°2) ‘%S85 ¥€22/9ST ueIsy

(10 %56) O 1¢ [9PON

(3S) ‘9% pa1ybIapn ‘N/U 19pa0siq JUdlSISIad JO ddus[enald Japaosiq Avixuy Auy

"SI9PIOSIP SN 30URISANS pue ‘pool ‘AlBIXuUe [QID/AI-NSA 1usisisiad Jo pooyiaxi] pue AlIa1uy1a/aoel Jo Solel SppO

‘v alqeL

Author Manuscript Author Manuscript Author Manuscript Author Manuscript

Compr Psychiatry. Author manuscript; available in PMC 2020 February 01.



Page 24

Vilsaint et al.

'sdnouf Ajiouiw Buowre/usamiag sedualayip 104 159 (SasAeur JaplosIp POOW 10} WOPaaly 4O Saalfap 8aiyl) Wopaaly 40 $aa1bap 0M) YIIM S1S3)- ‘Sallypn woldy Ajpueoiyiubis Jayip sdnolb

Aouiw Jayiaym auiwiIalap (SasAjeue JapIosip pOOW J0) WOpaaly JO Saaifap 1noy) Wopaaly Jo saaifiap 9aiyy UM S1S8)-4 eyl 810N uorreindwi ajdijnw Joj paisnipe wopaaly Jo saaibap Jo _Emc_Eo:mom
'[9A8] UoIeINPa awes ayl yum dnolb aouaiayal ayl 03 dnolb

21UY39/[eI9E) Y2Ea JO 3oud[enald YIuow-gT Ul Saouaiaylp Juasaid soirel Sppo “a'1 ‘[aAs] UOITeINnpa Yaes 10) papod dnoiB-gns ase suonoeIsiu] "8duBIsgns AUe 10} UOITedNPa pue adel pue ‘poow Joj Uo1ednpa

pue AlIAITeU/a0R) UaMIB] Suoiodelalul pue ‘AllAlzeu ‘sBulutes jeuosiad ‘aBenbue| ‘A1iuapi o1uyis 4o yibuais ‘Auorueqn ‘uoibal snsusd ‘Xas ‘19suo aouls awi ‘sajiiienb 1asuo Jo abe 1oj pajjoiuod _muo_\,_N

"Z 18P0 Ul papnjoul alam suonaelalul oN ‘sbBulutes [euosiad ‘uoiyeanpas ‘afenBue| ‘Ainuapi o1uyle Jo Yibuaas ‘A11o1ueain ‘uoifial SNsUad ‘Xas ‘19suU0 aouls awly ‘sajirenb 18suo Jo abe 10y pajjoauod g |8poN

T

1S9} PapIS-0M] ‘[8A3] GO' B} 18 [9A8] UOITeINPa awes ay} Je dnoif adualages woly Jualayip Ajuesiyiubis
"

10113 pJepuels = 3S ‘[BAJSIUI 82UBPIUOD = | ‘0B SPPO = YO 9ION

+4p wousp'g,
¥S0°'0 ‘T6'2=939T'2%4 1680 'TT'0=93TZ'T°4  /¥T'0'26'T=93r€'S%d 9v0'0 '60'€=93T¥'L A 196°0 '€0°0=vT¢%4 mh\ 3

(10 %656) 4O ._”N 1SPON (3S) ‘% Pa1ybIapn ‘N/U 19pJ0siQ JUdISISIad JO 8dud[enald Japaosiq Aeixuy Auy

Author Manuscript Author Manuscript Author Manuscript Author Manuscript

available in PMC 2020 February 01.

Compr Psychiatry. Author manuscript



	Abstract
	Introduction
	Previous Findings
	Current Study

	Method
	Sampling Procedures and Sample
	Measures
	Diagnostic assessment
	Race/ethnicity
	Nativity and Socioeconomic Status

	Covariates
	Analysis Method

	Results
	Unadjusted 12-month prevalence and persistence of disorders by race/ethnicity
	Adjusted 12-month prevalence of disorders by race/ethnicity and nativity
	Relationships between SES variables and race/ethnicity for disorder prevalence
	Relationships between SES variables and race/ethnicity for disorder persistence

	Discussion
	References
	Table 1.
	Table 2.
	Table 3.
	Table 4.

