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Abstract

Objective: The present study aimed to examine factors that may account for race/ethnicity 

differences in psychotic-like experiences (PLEs) in a middle childhood sample, including evidence 

for experiences of discrimination as a psychosocial mediator of these differences.

Method: Within a sample of 10,839 9 to 10-year-olds from the Adolescent Brain Cognitive 

Development℠ study, we compared PLEs across racial/ethnic groups. We also examined whether 

experiences of discrimination indirectly linked racial/ethnic identity and PLEs, and whether social 

support moderated this indirect association.

Results: Results indicated differences between racial/ethnic groups in the endorsement of PLEs, 

such that Black and Hispanic participants endorsed higher levels of PLEs as compared to Asian, 

Multiracial/Multiethnic, and White individuals. We found these differences were accounted for in 

part by experiences of discrimination, an indirect effect that was in turn attenuated by increased 

social support.

Conclusion: This is the first study to suggest that the experience of discrimination may 

indirectly link the association between racial/ethnic differences and endorsement of PLEs using 

the PQ-BC, and additionally that social support may act as a moderator of this mediation. Results 

provide evidence that social inequities such as racial discrimination may contribute to increases 

in psychotic-like experiences. These findings shed further light on a possible mechanism linking 

structural racism and mental health inequities for people in minoritized groups.

Lay Summary:

Using data from the Adolescent Brain Cognitive Development℠ study, the present study 

examined factors that underlie differences in psychotic-like experiences across individuals from 

racial and ethnic groups. The current study found evidence that differences in endorsement 
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of psychotic-like experiences across racial and ethnic groups were accounted for in part by 

experiences of discrimination. The present study also identified a potentially modifiable factor, 

social support, that showed evidence of partially alleviating the indirect effect of experiences 

of discrimination. This evidence indicates that it is important for clinicians and researchers to 

consider contextual factors (e.g., experiences of discrimination) in understanding psychotic-like 

experiences across individuals from racial and ethnic groups.
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Introduction

Psychotic-like experiences (PLEs) are common in the general population,1 with 

approximately two-thirds of 9-12-years-olds reporting at least one PLE.2-4 These 

experiences are often associated with distress and indicate a roughly 3.5 increased risk for 

developing a psychotic disorder.5 Independent of future psychotic disorder, PLEs in middle 

childhood and adolescence are often associated with several negative outcomes, including 

poor functioning,6,7 suicidal behavior,8,9 and major mental illness.9,10 Given these negative 

outcomes, early identification of PLEs may aid in mitigation or even prevention of negative 

clinical outcomes.11

Prevalence rates of PLEs may not be equal in people of different racial or ethnic groups. 

Studies have found increased endorsement of PLEs in people of minoritized racial and 

ethnic status,12-15 possibly indicative of early stages of mental health inequities. There are 

several potential contributors to these differences, including possible racial/ethnic variance 

in how PLEs are understood during measurement as well as true differences in prevalence. 

If it is the case, as evidence suggests, that there are some true group differences in PLE 

prevalence across racial/ethnic groups, the question remains as to what accounts for these 

differences. Psychosocial factors, including but not limited to experiences of discrimination 

(EOD) associated with historically marginalized ethnic/racial status, likely at least partially 

explain group differences in PLE prevalence.16,17 Marginalization, discrimination, and 

general disenfranchisement likely synergistically contribute to high and persistent stress.18,19 

Persistent stress may in turn lead to PLEs through several mechanisms, including altered 

hypothalamic-pituitary-adrenal (HPA) functioning, which may interact with the already 

altered hormonal and neurobiological changes associated with adolescence.20,21 Despite 

the documented link between psychosocial factors such as EOD, PLEs, and historically 

marginalized status, to our knowledge, studies have not examined whether there is evidence 

consistent with EOD indirectly linking the association between racial/ethnic identity and 

PLEs.

Furthermore, the contribution of psychosocial factors such as EOD to risk for PLEs is 

complex, with multiple factors contributing to risk and resilience. For example, there is 

evidence that social support may be a particularly important resiliency factor and may 

mitigate risk factors for PLEs and psychosis.22-24 Along these lines, there is evidence 
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that social support may buffer against altered HPA functioning in response to stress.25,26 

Social support may be particularly important during possible sensitive periods of social 

development throughout adolescence.27

There are a number of additional factors that likely contribute to any group differences, 

including language ability, which may contribute to difficulties in understanding item 

content, as well as adverse experiences. According to biopsychosocial models of racism, 

it is important to account for the disproportionate exposure to stressors brought on by being 

part of a historically marginalized group, which may include the effects of intergenerational 

trauma and the experiences of adverse childhood events.28 Therefore, although we are not 

able to capture the entirety of likely adverse influences, the current study examined whether 

any group differences remained after accounting for potentially influential variables such as 

financial hardship, EOD, and adverse childhood experiences (ACEs), as well as variables 

reflecting cultural factors, including being born outside of the United States and language 

ability. It is expected that associations between group differences with PLEs will be either 

eliminated or substantially attenuated after accounting for these contextualizing factors.

The timing at which stressors occur may be of particular importance, as the developing 

brain has periods of relative sensitivity to stress,29,30 particularly pertinent for people who 

are at risk for psychosis.31-33 Most work examining PLEs in individuals from historically 

marginalized racial and ethnic groups has been conducted in late adolescence or early 

adulthood. Fewer studies have investigated EOD and PLEs in pre-adolescence, though 

existing evidence suggests that PLEs endorsed during this life stage can still be clinically 

significant.4,34,35 Further, to our knowledge no studies have explored potential mediators 

between race/ethnicity and PLEs in preadolescence. This age group presents a unique 

opportunity to look at very early factors that may contribute to the emergence of psychosis 

spectrum risk during important periods of brain and psychosocial development in many 

cases prior to the impact of treatment (psychopharmacological or otherwise).

The present study aimed to examine race/ethnicity differences in PLEs using ABCD 

Study® data. The paper’s primary aim was to examine what factors may underlie observed 

differences in PLEs across individuals from racial and ethnic groups. This study is the 

first to our knowledge to examine whether group differences remained after accounting 

for several potential influential factors, including language abilities, being born outside of 

the U.S., and metrics of adverse events, including financial adversity and ACEs. After 

assessing whether groups differ in endorsement of PLEs, the current paper is also the first 

to our knowledge to explore the possible mechanisms underlying this association in middle 

childhood, including whether EOD indirectly links race/ethnicity and PLEs, as well as the 

extent to which this indirect effect is conditional upon social support.

Methods

Participants

A sample of 11,875 individuals was obtained from the ABCD Study® (Data Release 

3.0), a large-scale study tracking 9-10-years-olds recruited from 21 research sites across 

the United States.36 ABCD Study® data were accessed from the National Institutes of 

Karcher et al. Page 3

J Am Acad Child Adolesc Psychiatry. Author manuscript; available in PMC 2023 October 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Mental Health Data Archive (Acknowledgments). All measures were collected at the ABCD 

Study® baseline assessment wave unless otherwise stated. The final sample size was 10,839 

individuals (47.9% female; 2.2% Asian, 13.9% Black, 19.7% Hispanic, 10.5% Multiracial/

Multiethnic [note, in addition to Multiracial/Multiethnic participants (82.5%), this group 

also included Native American/Alaskan Native (3.1%), Native Hawaiian or Other Pacific 

Islander (1.0%), or individuals that endorsed “Other” (13.4%)], and 53.8% White) for 

hierarchical linear models (Table 1 for sample characteristics).

Measures

Race and Ethnicity—In the ABCD Study, the caregiver was asked to report on the 

youth’s race and ethnicity. First, the caregiver was asked “What race do you consider the 

child to be?” and was asked to check all that apply (e.g., White, Black/African American, 

Asian). Then the caregiver was asked “Do you consider the child Hispanic/Latino/Latina?” 

and could respond either ‘yes’ or ‘no’. Based on this information, the ABCD Study Data 

Releases contain a “race/ethnicity” variable, which is a 5-level variable coded as either 

White/Not Hispanic, Black/Not Hispanic, Hispanic, Asian, or Multiracial/Multiethnic (i.e., 

see Participants section for further explanation). Although this 5-level definition of race 

and Hispanic ethnicity conflates race and ethnicity, we also examined race and ethnicity 

separately (Supplement 1, available online; see Limitations section for additional discussion 

of these decisions with regards to the operationalization of these social constructs).

Psychotic-like Experiences—Youth completed the Prodromal Questionnaire-Brief 

Child Version (PQ-BC), a 21-item self-report questionnaire assessing psychotic-like 

experiences over the past month, previously validated for use with school-age children using 

the ABCD Study® sample.37 Youth first answered each question either yes or no. For each 

“yes”, youth were instructed to answer the follow-up question, “Did it bother you?”. If the 

youth endorsed “yes”, they were subsequently asked: “Please choose the number below the 

appropriate picture that shows us how much that bothered you when it happened.”, with the 

numbers corresponding to the pictures ranging from 1 to 5, in which participants were asked 

to rate distress from 1=strongly disagree to 5=strongly agree. Consistent with this previous 

research,37 the current study examined total and distress PQ-BC scores. Total scores were 

calculated as the total number of endorsed items (i.e., sum of answering ‘yes’ to the 21 

items). Distress scores were calculated as the total score weighted by level of distress [i.e., 

0=no, 1=yes (but no distress), 2-6=yes (1+score on distress scale)]. Although total scores 

index the entire dimension of PLEs, distress scores may reflect PLEs with greater clinical 

relevance.

Experiences of Discrimination (EOD)—The Perceived Discrimination Scale38 (PDS) 

is a 7-item youth-report questionnaire asking participants how often they experienced 

discrimination over the past 12 months: 1) from teachers, 2) from other adults outside the 

school, 3) from other students based on their ethnicity, 4) how often others behaved unfairly 

towards their ethnic group, 5) how often they felt not wanted in society, 6) how often they 

felt not accepted by other Americans, and 7) how often they felt Americans have something 

against them. Items are rated on a 5-point scale from ‘Almost Never’ to ‘Very Often’. For 
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analyses, we examined the average of these EOD ratings. The PDS data were collected at the 

1-year follow-up data collection wave.

Social Support—Youth reported on the number of male and female close friends,39 with 

the current study examining the summation of the number of reported close friendships.

Language Ability—Language ability was assessed by asking “How well do you speak 

English?” rated from 1=Poor to 4=Excellent (from the youth version of the Acculturation 

Survey Modified from PhenX40).

Financial Adversity—Financial adversity was measured as a summation of endorsement 

from seven questions of caregiver-rated financial difficulties (1=yes, 0=no): 1) Needed food 

but couldn't afford to buy it or couldn't afford to go out to get it?, 2) Were without telephone 

service because you could not afford it?, 3) Didn't pay the full amount of the rent or 

mortgage because you could not afford it?, 4) Were evicted from your home for not paying 

the rent or mortgage?, 5) Had services turned off by the gas or electric company, or the 

oil company wouldn't deliver oil because payments were not made?, 6) Had someone who 

needed to see a doctor or go to the hospital but didn't go because you could not afford 

it?, 7) Had someone who needed a dentist but couldn't go because you could not afford it? 

Financial adversity was chosen as a measure of financial hardship. This variable was chosen 

instead of an index of caregiver income due to the high number of missingness income data 

(missing n=1025), and because financial adversity measures the experiences of financial 

difficulties, experiences that are not necessarily captured with an income index.

Adverse Childhood Experiences (ACEs)—The PhenX Adverse Life Events scale 

measures 25 self-reported ACEs experienced by the child.41 Following the endorsement of 

an ACE, the child is asked whether this was a positive or negative event. Following previous 

research, we calculated ACEs as the summation of items that the child judged as negative.41 

Although this measure was obtained at 1-year follow-up, it assessed lifetime ACEs.

Statistical Analyses

First, we aimed to replicate and extend previous measurement invariance analyses by 

examining whether each race/ethnicity group showed evidence of measurement invariance 

compared to all other race/ethnicity groups (i.e., Black, Hispanic, Multiracial/Multiethnic, 

White), as opposed to the original analyses2,42 which included all groups together in one 

model (Supplement 1, available online). If the stepwise tests indicate invariance across 

groups, mean comparisons can be meaningfully conducted across groups.43 The remainder 

of analyses used hierarchical linear models (HLMs), with all comparisons False Discovery 

Rate corrected (FDR-corrected) for each of the ten race/ethnicity category comparisons. 

Analyses were conducted in R lme4 package44 (lsmeans package for multiple comparison 

analyses45), with family unit and the 21 research sites modeled as random intercepts to 

account for nonindependence of observations, and age and sex included as covariates. 

Follow-up analyses examined whether results remained consistent when accounting for 

the youth’s English-speaking abilities, whether the youth was born in the United States, 

financial adversity, and ACEs. HLMs analyzed the relations between PQ-BC scores and 
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both race/ethnicity and EOD, as well as between race/ethnicity and EOD. Based on these 

results, we performed mediation analyses using the lavaan package in R46 to examine 

whether there was evidence consistent with EOD potentially mediating associations between 

race/ethnicity and PLEs [note, for comprehensiveness, we also examined whether there was 

evidence consistent with PLEs indirectly linking the associations between race/ethnicity and 

EOD]. Significant mediation analyses were followed up with conditional process models to 

examine whether social support moderated any indirect effects of race/ethnicity category and 

PLEs through EOD. Specifically, we examined whether social support moderated the link 

between EOD and PLEs (model 14), with models separately examining each race/ethnicity 

category using the PROCESS R function.47 The present study aimed to follow guidelines for 

conducting scientific research involving topics related to health equities.48

Results

Mean Level Differences

Given the measurement invariance results (Supplement 1, available online; although note 

analyses suggested some evidence of modest item bias between groups), we next examined 

race/ethnicity mean-level differences on PQ-BC scores. As can be seen in Figure 1a and 

Table 2, Black, Hispanic, and Multiracial/Multiethnic participants showed higher mean 

PQ-BC scores than Asian or White participants (all ∣Zs∣>2.32, all FDRps<.05), while Asian 

and White participants did not significantly differ for either PQ-BC score (all Zs<−1.09, 

all FDRps>.27; Table 2 for PQ-BC Distress score means; Table S1 for Total scores and 

Table S2 for Total score group comparisons, available online). Further, Black participants 

showed higher scores than the Hispanic or Multiracial/Multiethnic participants (Table 3; 

all Zs>2.72, all FDRps<.01). Lastly, Hispanic participants showed higher scores than 

Multiracial/Multiethnic participants (all Zs>3.34, all FDRps<.01) for both PQ-BC scores.

In terms of covariates, lower age and male sex were associated with increased PLEs (see 

Table S3, available online). While lower rating of the youth’s English-speaking abilities, 

being born in the U.S., higher financial adversity, and higher ACEs were all associated 

with greater PLEs, results between race/ethnicity comparisons and PLEs generally remained 

consistent but diminished while accounting for these variables (Table 3). However, the Black 

and Hispanic comparison and the Asian and Multiracial/Multiethnic comparison no longer 

passed FDR thresholds (FDRps>.28) after inclusion of these influential variables.

Associations between EOD, PLEs, and Race/Ethnicity

Higher PLEs were associated with increased endorsement of EOD, β=0.21; 

95%CI=0.19,0.23, and this association remained when including race/ethnicity in the model 

(β=0.20, 95%CI=0.18,0.22). When comparing the groups on EOD, Black participants 

reported greater experiences with discrimination compared to every other group (zs>6.67, 

FDRPs<.001; Table 3 and Figure 1a; see Table 2 for means), Hispanic participants reported 

greater experiences compared to Asian and White participants (zs>2.57, FDRPs<.01), 

Multiracial/Multiethnic group participants reported greater experiences compared to 

White participants (z=5.81,FDRP<.001), with none of the other groups significantly 

differing (∣zs∣<1.27, FDRPs>.08; Table S4 for group comparisons for the individual 
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discrimination questions, available online). Further, most associations remained significant 

when accounting for ratings of the youth’s English-speaking abilities, being born in the 

U.S., financial adversity, and ACEs (Table 3), with the exception of the Hispanic and Asian 

comparison (FDRP=.36).

Furthermore, each of the aforementioned associations between race/ethnicity and PLEs 

(Mean Level Differences section) remained when accounting for EOD (FDRP<.05; see 

Table S5, available online). We next examined whether there was evidence consistent with 

EOD indirectly linking the associations between race/ethnicity and PLEs. As seen in Figure 

1b, there was evidence consistent with EOD partially indirectly linking the relation between 

race/ethnicity and PLEs for each of the group comparisons showing a significant association 

with PLEs, with the estimated proportion mediated ranging from 11.45% for the Hispanic 

and Asian group comparison to 44.55% for the Black and Hispanic group comparison. 

We also examined whether there was evidence consistent with PLEs indirectly linking 

the associations between race/ethnicity and EOD. As can be seen in Figure S1, available 

online, there was also evidence consistent with PLEs partially indirectly linking the relation 

between race/ethnicity and EOD, although the estimated proportion mediated was lower 

than the original mediation analyses (i.e., with EOD as the mediator), ranging from 5.60% 

for the Black and Hispanic group comparison to 24.66% for the Hispanic and Asian group 

comparison.

In terms of social support as a potential moderator of the indirect effect, the results 

indicate that for Black (index of moderated mediation: −0.027, 95%CI: −0.048, −0.004) and 

Hispanic (index of moderated mediation: −0.027, 95%CI: −0.013, −0.001) groups compared 

to the other race/ethnicity categories, the indirect effect of race/ethnicity category on PLEs 

through EOD is increasingly weakened as social support increases (see Figure S2; see Table 

S6 for conditional indirect effects, available online). There was no strong evidence of a 

conditional indirect effect for the Multiracial/Multiethnic group compared to the other race/

ethnicity categories (index of moderated mediation: −0.004, 95%CI: −0.009, 0.000).

Discussion

The current study demonstrated differences in endorsement of PLEs between racial/ethnic 

identities and found evidence consistent with EOD partially accounting for this association. 

We found group differences were attenuated after accounting for potentially influential 

variables related to adverse experiences and cultural factors. Further, we found evidence that 

increased social support attenuated the evidence of EOD indirectly linking racial/ethnicity 

to PLEs. Collectively, this study provides important insights regarding the nature of the 

association between racial/ethnic identities and PLEs, including factors such as EOD that 

may influence this association.

First, prior to examining mean differences between groups, we more comprehensively 

examined measurement invariance (Supplement 1, available online). Measurement 

invariance analyses across all groups suggested that variability on the PQ-BC reflected 

actual differences in PLEs and not the properties of the construct or individual items of the 

measure functioning differently across groups. This finding replicated and extended previous 
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measurement invariances findings for the PQ-BC.2,42 With these considerations in mind, 

DIF analysis suggested some evidence of modest item bias between groups, suggesting 

people from different racial/ethnic backgrounds might perform slightly differently on several 

individual items (Supplement 1, available online).

In terms of mean level differences, Black, Hispanic, and Multiracial/Multiethnic participants 

(note this group included Multiracial/Multiethnic, Native American/Alaskan Native, Native 

Hawaiian or Other Pacific Islander, or endorsed “Other”) had higher mean PQ-BC scores 

than Asian or White participant groups.14,49,50 Our findings are generally consistent with 

previous research, including findings that Black individuals report some of the highest 

levels of PLEs among the major racial/ethnic groups in the U.S.51,52 Hispanic individuals 

also often score highly on measures of PLEs compared with other racial and ethnic 

groups,49,50,53 though not always.54 Similarly, previous studies have found relatively fewer 

PLEs in White participants with research on PLEs in Asian participants showing mixed 

results.55-57

The question remains as to why people of different racial/ethnic groups may experience 

higher levels of PLEs. One prominent explanatory model for these differences suggests 

that, in general, people of historically marginalized racial/ethnic status experience increased 

hardships and decreased access to resources and opportunities that contributes to chronic 

stress throughout the lifespan,13,19,58 particularly during impactful stages of development 

such as childhood and adolescence.59 Although speculative, this line of reasoning suggests 

that efforts to eliminate structural racism should result in a reduction of race/ethnicity 

differences in PLEs.

In order to begin to account for group differences, we examined whether variables related 

to systemic inequities, including cultural factors and adverse experiences, may attenuate 

group differences. Most group comparisons (Table 3) remained similar but diminished after 

accounting for influential variables (i.e., rating of the youth’s English-speaking abilities, 

being born in the U.S., financial adversity, ACEs, EOD, and social support). However, the 

Black and Hispanic, as well as the Asian and Multiracial/Multiethnic comparisons no longer 

passed significance threshold, suggesting these findings are perhaps better accounted for 

by these cultural factors and proxies of systemic racism. It is important to note that the 

data was collected prior to the beginning of the COVID-19 pandemic, and experiences of 

discrimination may have increased for certain groups (i.e., Asian participants) during the 

pandemic.

Additionally, given the association between racial/ethnic identity and endorsement of PLEs, 

we sought to understand psychosocial factors that may indirectly link these relations; 

specifically, experiences of racial discrimination (EOD). As expected,60,61 higher PLEs 

were associated with increased endorsement of EOD, with Black participants reporting 

higher EOD compared to every other group. EOD accounted for some, though not all, of 

the variance in the relation between race/ethnicity and PLEs, and associations between race/

ethnicity and PLEs remained significant, even when accounting for EOD. Taken together, 

these findings are consistent with the hypotheses outlined above that EOD in this study 

may be functioning as a proxy for the chronic stressful effects of structural racism, likely 
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contributing to, but not fully accounting for, the associations between race/ethnicity and 

PLEs.

Further, for Black and Hispanic groups, increased social support may provide a 

protective effect against the link between PLEs and EOD. This is consistent with 

previous work suggesting that increased social support may be an important resiliency 

factor.22-24 In particular, for individuals of historically marginalized racial or ethnic status, 

living in a neighborhood predominantly composed of people of a similar racial/ethnic 

identity is associated with decreased PLEs,59,62 perhaps due to more socially supportive 

environments18,63 and reduced incidence of racial discrimination. The current findings may 

help identify potentially modifiable factors, including social support and stress, that may 

modulate the effect that EOD has on the development and maintenance of PLEs.

The results of the current study, and the broader literature in which it sits, provide empirical 

basis for improvements in the psychological assessment and treatment of individuals in 

minoritized groups. To minimize perpetuation of inequities in marginalized groups of 

people, our findings suggest that clinicians and researchers should be mindful to recognize 

the impact of societal factors in how clients and research participants might respond to 

measures of psychopathology. Results from our study indicate a strong link between self-

reported PLEs and factors such as EOD, financial adversity, immigration status, English 

language abilities, and ACEs. Clinicians and researchers who do not consider these external 

influences when working with individuals from historically marginalized groups run the risk 

of misattributing the sources of challenges, over-pathologizing, stigmatizing, and ultimately 

steering clients towards inappropriate treatment. Individual clinicians and researchers can 

actively seek awareness of their own potential biases. Bias can be minimized through a) 

educating oneself on the diversity of human experiences and practicing cultural humility, b) 

incorporating culturally competent therapeutic frameworks to address the impact of EOD 

on mental health,64 c) acknowledging one’s own implicit biases, d) seeking education and 

understanding of intersectionality among race/ethnicity and other individual differences, e) 

making oneself aware of biases innate to measures, and f) contributing to the development 

and use of measures invariant to racial or ethnic differences.

Interpretations of the results are bounded by the ways in which the variables are measured, 

including the limitations of the way race/ethnicity, sex, and financial adversity are measured. 

This study used racial/ethnic categories as a proxy for groups of people who may experience 

marginalization and/or differential treatment within society. Interpretations of the results 

are limited by the framework of racialized categories. We contend that race and ethnicity 

are social constructs, with unclear and mutable boundaries and tremendous within-group 

heterogeneity, originally created as a means of disenfranchising minoritized groups of 

people.65 There are always cost/benefit decisions to be made when deciding whether to lump 

vs. split racial/ethnic groups in analyses. Grouping creates overgeneralization and possible 

erasure of smaller minoritized groups (e.g. inclusion of Native American people in the 

Multiracial/Multiethnic group, as these groups have very different experiences, and groups 

with very small sample sizes may be too diluted to be represented). Separation creates 

groups with numbers too small to include in many analyses, thereby necessitating exclusion 

from analyses, and resulting in a lack of representation for these groups. We use these 
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categories as an imperfect means to understanding the diversity of experiences people of 

color experience and how these experiences may relate to the endorsement, assessment, and 

interpretation of PLEs. To account for the experiences of people who identify as Hispanic, 

we combined the racial and ethnic categories, with Hispanic ethnic identity superseding 

any racial identities. This grouping was made in part due to recent studies indicating that, 

in the US, many people feel that “Hispanic” is their racial identity, or part of their racial 

identity.66,67 However, in the ABCD study, people were not afforded the opportunity to 

specify the identity, or intersection of identities, most prominent to them. We ran analyses 

with race and ethnicity separated and found similar results (Supplement 1, available online). 

Measuring ethnicity in a binary manner (i.e., Hispanic/non-Hispanic), as was done in the 

ABCD Study, does not fully capture many participant’s ethnic identities. Future work should 

examine analyses more fully reflecting the racial and ethnic identities of participants, and 

provide opportunities for participants to specify what identities are most salient.

EOD was reported retrospectively over the past year. The current analyses cannot address 

the possibility that EOD exclusively occurred after the development of PLEs. However, we 

also conducted analyses examining whether PLEs partially indirectly linked associations 

between race/ethnicity and EOD. Although there was some evidence for these indirect 

effects, the estimated proportion mediated was smaller in comparison to analyses examining 

whether EOD indirectly linked associations between race/ethnicity and PLEs. Thus, while 

PLEs may account for a portion of the association between race/ethnicity and EOD, there 

is stronger evidence for EOD partially indirectly linking associations between race/ethnicity 

and PLEs. This finding is consistent with biopsychosocial models of racism positing that the 

experience of stressors such as EOD over time influence the development or worsening of 

mental health concerns such as PLEs.68 Additionally, while the data are non-experimental 

and PLEs were measured at baseline whereas EOD were measured at 1-year follow-up 

(although results remain consistent if using 1-year follow-up PLEs), this does not preclude 

conducting mediation analyses,47 although analyses should not be interpreted by themselves 

to imply causation. Future directions include examining associations with cultural values, 

the influence of other environmental risk factors, and examining changes in associations 

over time.

This is the first study examining experiences of discrimination as a mediator of racial/

ethnic differences in endorsement of PLEs using the PQ-BC. Our findings contribute to the 

understanding of racial/ethnic differences in the assessment of PLEs in middle childhood/

early adolescence, an important developmental period which may set the stage for later 

functioning and symptom progression. Understanding of the nature of the associations 

between racial/ethnic identities and PLEs, including both the potential mechanisms (e.g. 

EOD) as well as factors that may contribute to these symptoms (e.g., social support) 

is helpful for identifying clinically, as well as societally, relevant factors that may be 

modifiable. Overall, the current study indicates that modifying psychosocial proxies of 

structural racism, such as EOD, could have important long-term implications for altering 

trajectories of PLEs.
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Figure 1. Overall Summary of Group Comparisons and Mediation Models
Note: (A) Overall summary depicting Z statistics for false discovery rate (FDR)–corrected 

group comparisons comparing every race/ethnicity category for distressing psychotic-like 

experiences (PLEs) and experiences of discrimination. For race/ethnicity group comparisons 

that survived FDR correction (ie, FDR-corrected p < .05), the marker is outlined in black. 

(B) Depiction of a series of mediation models examining evidence for experiences of 

discrimination mediating the association between each individual race/ethnicity comparison 

with distressing PLEs. Each mediation model depicted includes unstandardized regression 
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coefficients. A = Asian; B = Black; H = Hispanic; M/M = multiracial/multiethnic; W = 

White.

Karcher et al. Page 17

J Am Acad Child Adolesc Psychiatry. Author manuscript; available in PMC 2023 October 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Karcher et al. Page 18

Table 1.

Demographic and Measure Characteristics
a

Sample (N=10,839)

Variables M (SD) Range

Distressing Psychotic-Like Experiences 6.14 (10.41) 0-104

Experiences of Discrimination 1.18 (0.39) 1-5

Social Support (number of close friends) 5.92 (5.90) 0-35

Caregiver Rating of Youth’s English Proficiency 3.71 (0.52) 1-4

Financial Adversity 0.44 (1.07) 0-7

Adverse Childhood Experiences 2.45 (2.28) 0-20

Age (in years) 9.95 (0.63) 9-11

% N

Sex (% female) 47.9 5182

Race/Ethnicity

  Asian 2.2 236

  Black 13.9 1503

  Hispanic 19.7 2134

  Multiracial/Multiethnic 10.5 1135

  White 53.8 5831

Born in the U.S. 97.0 10513

Abbreviations. M=mean; SD=standard deviation; %=percentage; SE=standard error.

a
See methods section for details on definitions of these variables.
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Table 2.

Means and Standard Errors (SE) for Distressing Psychotic-Like Experiences (PLEs) and Experiences of 

Discrimination (EOD) by Race/Ethnicity

Distressing PLEs EOD

Mean Upper CI Lower CI SE Mean Upper CI Lower CI SE

Asian 4.3 6.43 2.18 0.83 1.15 1.22 1.08 0.03

Black 8.76 10.18 7.34 0.55 1.34 1.37 1.30 0.01

Hispanic 7.75 9.15 6.36 0.54 1.22 1.25 1.19 0.01

Multiracial/Multiethnic 6.24 7.71 4.77 0.57 1.19 1.23 1.16 0.01

White 5.06 6.36 3.76 0.50 1.12 1.14 1.09 0.01

Abbreviations: CI=confidence interval; SE=standard error.
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