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Abstract

Objectives—We examined the contribution of perceived racial/ethnic discrimination to 

disparities in problem behaviors among pre-adolescent Black, Latino, and White youth.

Methods—We used cross-sectional data from Healthy Passages, a three-community study of 

5,119 fifth-graders and their parents. Multivariate regressions were used to examine the 

relationships of perceived racial/ethnic discrimination and race/ethnicity to problem behaviors 

Corresponding Author Contact Information: Laura M. Bogart, PhD, Division of General Pediatrics, Boston Children's Hospital, 300 
Longwood Avenue, Boston, MA 02115, Phone: (857) 218-4073, laura.bogart@childrens.harvard.edu.
About the Authors: Laura M. Bogart, PhD and Mark A. Schuster, MD, PhD are in the Division of General Pediatrics, Department of 
Medicine, Boston Children’s Hospital, and the Department of Pediatrics, Harvard Medical School, Boston, MA. Marc N. Elliott, PhD, 
and David E. Kanouse, PhD, are at RAND Corporation, Santa Monica, CA. David J. Klein, MS is in the Division of General 
Pediatrics, Department of Medicine, Boston Children’s Hospital, Boston, MA. Susan L. Davies, PhD, is in the Department of Health 
Behavior, School of Public Health, University of Alabama at Birmingham, Birmingham, AL. Paula M. Cuccaro, PhD, and Melissa F. 
Peskin, PhD, are in the Center for Health Promotion and Prevention Research, University of Texas Health Science Center, Houston, 
TX. Stephen W. Banspach, PhD, is in the National Center for Chronic Disease Prevention and Health Promotion, Division of 
Adolescent and School Health, Centers for Disease Control and Prevention, Atlanta, GA.

Contributor Statement: LM Bogart was responsible for conceptualization of the research questions and interpretation of findings, and 
led the writing the article. MN Elliott contributed to the conceptualization of the research questions and writing of the article, and led 
the design of the analysis plan. DE Kanouse contributed to the conceptualization of the overall study and interpretation of findings, 
and reviewed the article. DJ Klein contributed to the conception of the analysis plan, conducted the data analyses, helped to interpret 
the results, and contributed to the writing of the article. SL Davies, PM Cuccaro, SW Banspach, and MF Peskin contributed to the 
interpretation of findings and reviewed the article. MA Schuster led the conceptualization of the overall study, contributed to 
interpretation of findings, and reviewed the article.

Human Participant Protection: Institutional review boards at each study site and the Centers for Disease Control and Prevention 
approved this study.

HHS Public Access
Author manuscript
Am J Public Health. Author manuscript; available in PMC 2014 June 01.

Published in final edited form as:
Am J Public Health. 2013 June ; 103(6): 1074–1081. doi:10.2105/AJPH.2012.301073.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



(physical and non-physical aggression, retaliatory behaviors, and delinquency). We used values 

from these regressions to calculate the percentage of disparities in problem behaviors associated 

with the discrimination effect.

Results—In multivariate models, perceived discrimination was associated with greater problem 

behaviors among Black and Latino youth. Compared to Whites, Blacks were significantly more 

likely to report problem behaviors, whereas Latinos were significantly less likely (a “reverse 

disparity”). When Blacks’ and Latinos’ discrimination experiences were set to zero, the adjusted 

disparity between Blacks and Whites was reduced by an estimated one-third to two-thirds; the 

reverse adjusted disparity favoring Latinos widened by about one-fifth to one-half.

Conclusions—Results suggest that the elimination of discrimination could lead to considerable 

reductions in mental health issues, including problem behaviors, among Black and Latino youth.

INTRODUCTION

Racial/ethnic disparities in mental health, including problem behaviors (e.g., disruptive/

aggressive behaviors), are substantial among U.S. youth. Black adolescents report higher 

rates of problem behaviors than their White counterparts.1, 2 Latino adolescents generally 

report rates of these behaviors lower than Blacks, but greater than Whites. In a nationally 

representative survey of high school students, 41% of Blacks, 36% of Latinos, and 28% of 

Whites reported involvement in a physical fight in the preceding year.2 However, little 

research has gone beyond mere documentation of disparities to examine reasons for 

disparities, as well as why youth of different races/ethnicities show distinct outcomes.

One factor that may contribute to disparities in mental health is discrimination.3–7 

Biopsychosocial models of discrimination3–7 posit that discrimination can lead to stress 

responses that are detrimental to physical and mental health, including physiological 

changes and poor health behaviors. Chronic discrimination can wear away at protective 

psychological mechanisms and lead to a lower capacity for coping with new stressors, 

precipitating maladaptive coping responses. Such responses can include poor self-control, 

including substance use and externalizing behaviors (e.g., aggression). A substantial body of 

work, mostly among adults, indicates that discrimination is significantly related to poor 

mental and physical health and health behaviors, including problem behaviors among 

children.8

Discrimination experienced at young ages may have implications for mental health 

disparities across the life course. Nevertheless, a relatively small amount of research has 

examined health effects of discrimination for children and adolescents.9–24 This work, 

which has primarily focused on Black youth, has shown relationships between 

discrimination and greater externalizing symptoms (i.e., problem behaviors),9, 10, 16, 19, 20 

internalizing symptoms (anxiety, depression),9, 11, 14, 15, 21–24 and substance use.12, 13 Little 

is known regarding whether Latino youth similarly experience mental health deficits 

following discrimination.

A major gap in the discrimination literature is examination of the extent to which 

discrimination explains health disparities, especially among youth.6 Some research indicates 
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that discrimination has a mediating or explanatory effect on the relationship between race/

ethnicity and mental and physical health in adults, although no research has examined health 

behaviors.25–29 These studies have demonstrated that significant associations between race/

ethnicity and health outcomes decrease or become non-significant when discrimination is 

controlled, suggesting that discrimination influences inequities. For example, one study 

found that, after controlling for everyday perceived discrimination, Black (versus White) 

differences in self-reported health decreased even after adjusting for socio-economic 

status.25

Although work examining potential roles of discrimination in disparities has advanced the 

field, it has limitations. No research in this vein has examined effects of discrimination on 

disparities among Latino youth. Further, previous analyses have conflated effects of racial 

discrimination toward Whites and disadvantaged racial/ethnic groups (e.g., Blacks) by 

measuring perceptions of discrimination among all groups, including Whites. For example, 

in a study of New Zealand Maori and Europeans, the disparity favoring Europeans on health 

outcomes was non-significant after adjusting for age, sex, socio-economic status, and 

discrimination experiences among both Maori (the disadvantaged group) and Europeans (the 

dominant group).28 Such models do not provide a clear demonstration of the distinct effects 

of discrimination against a disadvantaged group only, separate from the effects of 

discrimination against Whites. Rather, these analyses test effects of discrimination against 

both the dominant and the disadvantaged group as potential reasons for health inequalities. 

Conceptually, however, discrimination is posited to be a reason for poor health in 

disadvantaged groups only,6 because the dominant group tends both to fare better on health 

outcomes and to perpetrate discrimination, and because the nature of discrimination 

experienced by dominant and minority groups may differ qualitatively. An analysis that 

considers the effects of discrimination against the disadvantaged group in particular would 

be more consistent with conceptual models discussing discrimination as a reason for health 

disparities.

The present research extends prior work on the discrimination-health relationship by testing 

the magnitude of the statistical contribution of perceived discrimination to disparities in 

problem behaviors among pre-adolescent Black and Latino children. Our analytic approach 

differs from previous approaches, which have documented the extent of disparities and 

effects of discrimination, but have not examined the magnitude of disparities explained by 

discrimination specifically from the Black and Latino perspectives. We used data from 

Healthy Passages, a Centers for Disease Control and Prevention (CDC)-funded study of 

5,119 fifth-graders on risk factors, protective factors, health behaviors, and health 

outcomes.30 Prior multivariate analyses of these data demonstrated that Black youth were 

more likely to have perpetrated both physical aggression (e.g., hit another child) and non-

physical aggression (e.g., put down another child to their face) than were White youth; 

although Latino youth were more likely to have perpetrated aggression than were White 

youth in bivariate analyses, this disparity was reversed in multivariate analyses.31 Perceived 

discrimination was associated with mental health problems for both Black and Latino 

youth.32
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METHODS

Sampling Frame and Participants

Our sampling frame was fifth-graders in regular classrooms with ≥25 students at 118 public 

schools containing 11,532 students, representing over 99% of all fifth-graders enrolled in 

regular classrooms in 10 contiguous school districts in and around Birmingham, AL; 25 

contiguous districts in Los Angeles County, CA; and the largest district in Houston, 

TX.30, 31 A 2-stage sampling procedure was used to ensure sufficient numbers of Blacks, 

Latinos, and Whites for analysis. Within each site (i.e., stratum), schools were randomly 

sampled using probabilities that were a function of the extent to which a school’s racial/

ethnic distribution corresponded to the site’s racial/ethnic target. Next, all fifth graders in 

regular classrooms of sampled schools were invited to participate. Each child’s primary 

caregiver (referred to as “parent;” 96% were parents) was mailed a letter asking permission 

to contact them. Among the 11,532 students in the sampled schools, 6,663 parents agreed to 

be contacted or indicated uncertainty; 77% of their children (n=5,147) participated. The final 

sample size was 5,119 (28 dyads were missing a parent interview).

Data Collection Procedures

We obtained informed consent from parents and assent from children. Interviews were 

conducted from 2004–2006, primarily at home. Each parent-child dyad completed 

computer-assisted-personal-interviews (CAPIs); audio computer-assisted-self-interview 

(ACASI) modules were used for sensitive questions. Parents and children could complete 

the interview in English or Spanish. Following data collection, all data were de-identified, 

and each participant was assigned a unique identification number.

Predictors, Covariates, and Outcomes

Sociodemographic Covariates—For each parent-child dyad, we collected data from 

the parent on household income, highest educational level in household, responding parent’s 

marital status, study site, and child race/ethnicity, gender, and age. Household income for 

the preceding January-December was grouped into: <$25,000, $25,000–49,000, $50,000–

99,000, ≥$100,000, and unknown/refused (n=374). Parent education was categorized as less 

than high school, high school graduate or general equivalency diploma, some college, 4-year 

college degree or higher, or missing (n=66). Parent marital status was dichotomized as 

married/living with a partner versus not married; the mean (0.64) was imputed for 14 

missing cases.

Race/Ethnicity—Child race/ethnicity was coded as non-Latino Black, Latino, non-Latino 

White, and/or other (Native American, Asian, Pacific Islander, and multiresponse).

Perceived Racial/Ethnic Discrimination—Discrimination questions were adapted 

from prior research.21, 33 Children were asked, “Have you been treated badly because of 

your race or ethnicity?” and “Have you been treated badly because of the color of your 

skin?” Children who responded “yes” to either question were coded as experiencing racial/

ethnic discrimination.

Bogart et al. Page 4

Am J Public Health. Author manuscript; available in PMC 2014 June 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Perpetration of Physical and Nonphysical Aggression—The 7-item physical 

aggression subscale measured actual and threatened physical aggression (e.g., “In the last 30 

days, how many times have you shoved or pushed another kid?”; α = .81). The 11-item 

nonphysical aggression subscale assessed verbal and nonverbal aggression (e.g., “In the last 

30 days, how many times have you put someone down to their face?”; α = .81). Response 

options were: 1=never, 2=1–2 times, 3=3–5 times, 4=6 or more times.34–36 Items were 

summed.

Aggressive/Retaliatory Behavior—A 4-item summary scale measured children’s 

retaliatory responses to perceived aggressive behaviors toward them (e.g., “When you are 

mad at others, you spread rumors about them”).37 Response options were: 1=never true, 

2=hardly ever true, 3=sometimes true, 4=true most of the time.

Delinquent Behavior—Six items were adapted from the Youth Risk Behavior 

Surveillance Survey38 to form a lifetime violent/delinquent behavior index. All participants 

were asked if they ever ran away from home overnight, skipped one or more days of school 

without permission, or were in a fight. Participants who had ever been in a fight were asked 

if they had ever been injured in a fight, injured someone else in a fight, or participated in a 

gang fight. “Yes” responses were summed. Because this measure is a summed index rather 

than an unobserved variable with an underlying true score, internal consistency was not 

calculated.

Statistical Analysis

After computing descriptive statistics of the variables of interest, we conducted a multi-stage 

analysis to determine the statistical contribution of perceived discrimination to disparities in 

problem behaviors (i.e., physical and non-physical aggression, aggressive/retaliatory 

behavior, and delinquency), by (1) investigating the association of discrimination with 

problem behaviors for Blacks and Latinos separately; (2) determining the overall magnitude 

of racial/ethnic disparities in problem behaviors, and (3) examining the contribution of 

discrimination effects among Blacks and Latinos to racial/ethnic disparities in problem 

behaviors. Specifically, multivariate linear regressions were first used to predict problem 

behaviors from racial/ethnic discrimination within the Black and Latino samples separately, 

controlling for potential confounding by socio-demographic characteristics. To examine the 

extent of disparities between Blacks and Whites, and Latinos and Whites, multivariate linear 

regressions predicted each problem behavior outcome with race/ethnicity, controlling for 

socio-demographic covariates. We next calculated the proportion of Blacks and Latinos who 

perceived that they had experienced discrimination. This proportion was multiplied by the 

sociodemographically-adjusted effect of discrimination within each group to determine the 

decrease in problem behaviors that would be predicted to result from the elimination of 

perceived discrimination among Blacks and Latinos.

To estimate the magnitude of the disparity in the absence of perceived discrimination, we 

subtracted the change in problem behaviors if discrimination were eliminated from the 

previous sociodemographically-adjusted race/ethnicity coefficient. We also divided this 

value (the decrease in problem behaviors if discrimination were eliminated) by the 
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sociodemographically-adjusted race/ethnicity coefficient to determine the portion of the 

observed Black-White (or Latino-White) sociodemographically-adjusted disparity that was 

accounted for by the perceived discrimination effect.

Stata v.1139 was used to account for effects of design and nonresponse weights, clustering of 

children within schools, and stratification by site; we corrected for the clustering of schools 

within sites using a “sandwich”-style estimator.40 For all outcomes, we used a single 

Markov chain Monte Carlo imputation from SAS Proc MI for the few missing data points 

(SAS Institute Inc, Cary, NC). Hypothesis tests were 2-sided, alpha=0.05.

RESULTS

Participant Description

Table 1 describes the sample. Whites reported higher levels of education and income than 

Blacks and Latinos (p<.001 for all). A smaller proportion of Black (41%; p <.001) and 

Latino (76%; p = .005) parents were married or living with a partner compared to White 

parents (82%).

Descriptive Statistics for Problem Behaviors and Perceived Discrimination

Problem behaviors and perceived discrimination significantly varied by race/ethnicity in 

bivariate analyses. Black and Latino youth reported more non-physical aggression (p<.001 

for Blacks; p=.031 for Latinos) and aggressive/retaliatory behavior (p<.001 for both groups) 

than did White youth; Blacks additionally showed higher levels of physical aggression (p <.

001) and delinquency (p <.001) than did Whites. A higher percentage of Black (20%; p<.

001) and Latino (15%; p<.001) youth reported experiencing discrimination than did White 

youth (7%).

Relationship of Discrimination to Problem Behaviors for Blacks and Latinos

Table 2 (Column i) shows the effects of discrimination in separate multivariate regressions 

for Blacks and Latinos, with outcomes standardized at a mean of 0 and a standard deviation 

of 1 for the entire Healthy Passages population. For both groups and across every outcome, 

perceived discrimination was significantly associated with worse problem behaviors. 

Column ii shows the percentage reporting discrimination in each racial/ethnic group. 

Column iii (the product of Columns i and ii) represents the amount of 

sociodemographically-adjusted disparities in problem behaviors (between Blacks and 

Whites, and Latinos and Whites) that are associated with Blacks’ and Latinos’ 

discrimination experiences, i.e., the reduction in disparities that might be expected in the 

absence of Blacks’ and Latinos’ discrimination experiences.

Relationship of Race/Ethnicity to Problem Behaviors

Table 3 shows the magnitude of the differences in problem behaviors between Blacks (or 

Latinos) and Whites from both bivariate and multivariate regressions predicting each 

problem behavior with race/ethnicity. As noted above, compared to Whites, unadjusted 

results showed that Blacks had higher problem behaviors on all four outcomes and that 

Latino youth showed significantly more non-physical aggression and retaliatory behaviors 
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(Table 3, Column i). After sociodemographic adjustment, Blacks continued to show 

significantly higher levels of all four problem behaviors than did Whites (physical 

aggression: p=.004; non-physical aggression: p=.011; aggressive/retaliatory behavior: p=.

0007; delinquency: p=.0011). In contrast, the multivariate models for Latinos indicated a 

reverse disparity: Compared to Whites, after sociodemographic adjustment Latinos showed 

significantly lower levels of non-physical aggression (p=.0006), physical aggression (p=.

049), and delinquency (p<.0001); levels of aggressive/retaliatory behaviors were not 

significantly lower (p=.097) (Table 3, Column ii).

Relationship of Discrimination to Disparities

Table 3 and Figures 1a and 1b (which illustrate Table 3’s results) show the magnitude of 

unadjusted, sociodemographically-adjusted, and fully adjusted (for sociodemographics and 

discrimination) differences in each of the problem behaviors between Blacks (or Latinos) 

versus Whites. After removing the estimated effects of discrimination (Table 3, Column iii), 

Blacks continued to show higher levels of problem behaviors than Whites on all outcomes, 

but the disparity between Blacks and Whites was reduced substantially, to <.20 of a standard 

deviation across outcomes (a small effect41). Perceived discrimination was associated with 

one-third to more than two-thirds of the disparity between Blacks and Whites, depending on 

the outcome (Table 3, Column iv). For example, for non-physical aggression, 69% of the 

disparity was associated with perceived discrimination, and the gap between Blacks and 

Whites would be very small – .06 of a standard deviation (Table 3, Column iii) – if the 

estimated effects of perceived discrimination were eliminated.

Latinos fared even better when the estimated effects of perceived discrimination were 

removed, with the reverse disparity between Latinos and Whites widening by between one-

fifth and one-half across problem behaviors (Table 3, Column iii). For example, after 

removing the estimated effects of discrimination, the gap favoring Latinos for non-physical 

aggression grew 41% (Table 3, Column iv), from a small effect size difference of 0.22 

(when discrimination was present) to a small-to-medium effect size difference of 0.31 (when 

discrimination was absent) (Table 3, Column iii).

DISCUSSION

Our study suggests that the elimination of discrimination could lead to considerable 

improvements in the health of Black and Latino pre-adolescent youth, substantially reducing 

problem behaviors. Consistent with prior research,11, 13–15, 17, 18, 21–24 perceived 

discrimination was associated with problem behaviors among both Black and Latino youth. 

Blacks showed more problem behaviors than Whites with similar sociodemographics, and 

Blacks’ reported discrimination accounted, on average, for about half of the disparity with 

Whites. Although Latinos generally fared better than Whites with similar 

sociodemographics, Latino’s discrimination experiences may have reduced their advantage 

over Whites by over a third. These substantial population-level reductions in racial/ethnic 

disparities occurred despite the fact that only 15–20% of Black and Latino children reported 

discrimination; the effects of discrimination on this subset may be so profound that they 

substantially affect population-level racial/ethnic differences. These results extend prior 
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analyses of the statistical contribution of perceived discrimination to health disparities25–29 

by isolating, for Black and Latino youth separately, the distinct effects of perceived 

discrimination on health-related problem behaviors. In the case of Latinos, these results 

suggest that discrimination can have an insidious impact, even when a traditionally 

disadvantaged group appears to have better sociodemographically-adjusted health outcomes 

than Whites.

Our finding of a lower prevalence of problem behaviors (adjusted for socio-demographic 

characteristics) among Latinos is consistent with prior research showing better health 

outcomes (e.g., lower mortality) for Latinos than Whites.42, 43 Research suggests that this 

relative advantage may be smaller among Latinos who were born in the U.S. or have been 

living in the U.S. for a considerable period of time. For example, Latino immigrants, 

especially women, may adopt unhealthy behaviors as they become more acculturated to the 

U.S.42, 44–48 Greater acculturation has also been associated with higher levels of perceived 

discrimination among Latino immigrants.49, 50 Those who are acculturated have more 

exposure to non-Latinos and the dominant White culture, and thus may have greater 

opportunities for experiencing discrimination. Future research should determine whether 

Latinos who are more acculturated exhibit less of an advantage over Whites on problem 

behaviors due to stronger effects of discrimination.

Results should not be generalized beyond the three metropolitan study areas. In addition, the 

discrimination measure was a combination of two items about “being treated badly” because 

of race/ethnicity or skin color. Prior research suggests that different dimensions of 

discrimination have distinct effects on health,51 but we did not specifically assess the extent 

of discrimination in different contexts, the specific situations in which discrimination 

occurred, or the types of discrimination experienced. For example, when responding to our 

discrimination measure, participants may have included, but not distinguished between, acts 

of traumatic discrimination (e.g., physical assault), institutional discrimination (e.g., by 

school administration), and interpersonal discrimination (e.g., from classmates). In addition, 

although the gap between Blacks and Whites narrowed when the estimated effects of 

discrimination were removed, Blacks showed higher levels of problem behaviors than 

Whites. Thus, other, unmeasured factors likely work in tandem with discrimination and 

poverty to sustain disparities.

Our results underscore the importance of policy changes that recognize and address the 

significant levels of discrimination across the life span. Staff at schools and other youth-

serving organizations should be made aware of laws targeting hate crimes, and school 

policies against bullying are essential. Moreover, mental health clinicians who are treating 

Black and Latino youth for behavioral problems such as aggression may need to delve into 

current life stressors such as discrimination. If discrimination is found to be an issue, 

clinicians may be able to provide skills for realistically appraising and managing 

discrimination with adaptive coping strategies (e.g., support-seeking, such as talking with 

school staff, family, and peers),52–58 and for avoiding maladaptive coping strategies that 

prolong distress (e.g., anger or rumination, i.e., repetitively focusing on the situation)52–58 

and that could lead to longer-term health issues, such as substance use.12 African-American-

focused coping models that specify culturally relevant forms of adaptive coping additionally 
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suggest the value of obtaining social support in the face of racism, such as reliance on social, 

family, and community networks (e.g., within faith-based organizations).59–61 Research is 

needed to examine which coping strategies are helpful for managing discrimination among 

Black and Latino youth, as well as to identify additional ways in which youth respond to 

discrimination; such information could serve as a basis for intervention development.

Our findings also suggest a need to study the unique effects of discrimination within as well 

as between racial/ethnic groups. A growing body of research suggests that discrimination 

may be experienced differently and have distinct effects by racial/ethnic group62; one 

potential explanation is that intersecting stigmas in addition to race/ethnicity (e.g., both race/

ethnicity and undocumented immigration status for some Latinos) may moderate the effects 

of racial/ethnic discrimination. To further our knowledge about discrimination and 

disparities, studies are needed that identify overall effects of discrimination that hold across 

races/ethnicities, the mechanisms by which discrimination may affect health differently by 

racial/ethnic group, and culturally specific moderators of the effects of discrimination that 

may vary within racial/ethnic group.

School- and community-wide programs could also be useful for educating teachers, parents, 

and youth how to recognize mental health issues that may be related to discrimination, as 

well as how to support children who may be targets of discrimination. Multicultural 

programs in schools (in which the teachers and administrators promote respect for diversity 

and facilitate positive intergroup interactions through curriculum and activities) have been 

shown to be protective against youth violence.63 Research also suggests that supportive 

parenting styles protect Black boys from the effects of discrimination on delinquent 

behavior, possibly because nurturing parents may lead children to develop a less hostile and 

cynical view of relationships and, in turn, a lower propensity for aggression in response to 

perceived mistreatment.20 Thus, one potential approach would be to discuss these issues in 

the context of a program to improve parenting skills. Another approach would be to promote 

adolescent ethnic identity development and socialization by parents, schools, media, and 

community organizations, as these can buffer the effects of discrimination on mental health 

and behavioral outcomes.33, 64–66

In sum, our research provides compelling support for the role of discrimination in Blacks’ 

and Latinos’ mental health, including problem behaviors, beyond the effects of socio-

economic status. Although research has uncovered numerous health inequities affecting 

Blacks and Latinos, fewer studies have evaluated potential mechanisms through which 

disparities arise. Our statistical strategy provides a flexible and novel tool to examine the 

contribution of discrimination to mental and physical health disparities. Interventions should 

be developed for Black and Latino youth that acknowledge the existence of racial/ethnic 

discrimination, help them explore its implications, and foster greater community, school, 

and family social supports for affected youth.
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Figure 1. 
a and 1b. Differences in Problem Behaviors between Blacks and Whites (1a), and Latinos 

and Whites (1b)
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