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Aging and Diverse Race and Ethnic Populations-Article

Introduction

Racial disparities in health are well-documented, with a 
broad literature showing racial disparities across a range 
of outcomes, including heart disease, Type 2 diabetes, 
physical disability, and stroke (Graham, 2015; Kung, 
Hoyert, Xu, & Murphy, 2008; Ski, King-Shier, & 
Thompson, 2014). For several of these conditions, evi-
dence suggests that disparities have either persisted or 
grown within the past 50 years (Williams & Mohammed, 
2009). Many respected scholars argue that the poorer 
health of non-Hispanic Blacks compared with non-His-
panic Whites (hereafter referred to as Blacks and Whites, 
respectively) is a function of racism, which is embedded 
into the structure of the United States, and serves as a 
vehicle for inequality by shaping opportunities and 
experiences, including increased exposure to discrimi-
nation (Geronimus, 1992; Geronimus, Hicken, Keene, 
& Bound, 2006; Williams, 1999; Williams, Priest, & 
Anderson, 2016).

Discrimination, defined as unfair and differential 
treatment, is a potent source of stress for racial minori-
ties and is consistently associated with a wide range of 
negative health outcomes, including increased rates of 
psychological distress, poor self-rated health, breast 

cancer, cardiovascular disease, physiological dysregula-
tion, and worse well-being (Geronimus et al., 2006; 
Pascoe & Smart Richman, 2009; Williams & 
Mohammed, 2009). Repeated exposure to stressors such 
as everyday discrimination over prolonged periods of 
time can lead to a dysregulated stress response, which 
may lead to advanced physiological deterioration at 
midlife and older ages, thereby contributing to Blacks’ 
increased risk of morbidity and mortality (Ahmed, 
Mohammed, & Williams, 2007; McEwen, 1998; 
Williams & Mohammed, 2009).

The stress process model (Pearlin, 1989; Pearlin, 
Menaghan, Lieberman, & Mullan, 1981; Turner, 2013) 
is a helpful framework for hypothesizing about the rela-
tionships among race, everyday discrimination, and 
health. At the heart of the stress process model is the 
argument that stress exposure and resulting coping 
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responses depend on one’s social status. The inherent 
connection between social status and stress exposure 
suggests that stress exposure is more common for lower 
social status groups (e.g., Blacks) who may also have 
fewer resources to avert or buffer stress. It is also possi-
ble that the negative consequences of stress exposure 
may be more pronounced for lower social status groups 
such as Blacks than it is for higher social status groups 
such as Whites.

Available evidence suggests that Blacks are more 
likely to experience everyday discrimination than 
Whites, and despite this continued finding (Barnes et al., 
2004; Hatch & Dohrenwend, 2007; Turner & Avison, 
2003; Williams, Yu, Jackson, & Anderson, 1997), few 
studies have sought to examine whether everyday dis-
crimination contributes to racial disparities in health, 
particularly in midlife and older ages (Sternthal, Slopen, 
& Williams, 2011; Williams & Mohammed, 2009). 
Even less is known about the relationships among race, 
everyday discrimination, and mortality (Ahmed et al., 
2007; Williams & Mohammed, 2009).

It is also unclear whether exposure to everyday dis-
crimination has a stronger effect on the mortality risk of 
Blacks relative to Whites. Some research suggests that 
Blacks have likely experienced everyday discrimination 
more intensely and for a longer period of time compared 
with Whites, and, in turn, may be more susceptible to the 
negative effects of everyday discrimination through a 
process called weathering. Coined by Geronimus and 
colleagues (2006), weathering refers to the earlier onset 
of physiological wear and tear experienced by Black 
women compared with White women and suggests that 
the negative effects of stress may be more pronounced 
among Blacks than Whites.

Even though consistent evidence links everyday dis-
crimination to negative health outcomes, only three 
studies to date have examined the association between 
discrimination and mortality. Barnes and colleagues 
(2008) found that everyday discrimination was associ-
ated with increased risk of all-cause mortality in a 
racially diverse sample of adults ages 65+, and that the 
association was stronger for Whites than for Blacks, net 
of age, gender, race, socioeconomic status (SES), and 
chronic conditions, suggesting that Whites may be more 
susceptible to the effects of everyday discrimination. In 
2010, Albert and colleagues found that racial/ethnic-
based institutional discrimination was not associated 
with greater mortality risk in the Black Women’s Health 
Study. Using data from both the Health and Retirement 
Study (HRS) and the Midlife in the U.S. Study, Sutin, 
Stephan, and Terracciano (2015) found that everyday 
discrimination attributed to weight was linked to greater 
mortality risk. The mixed findings from these studies 
warrant further investigation into the discrimination–
mortality relationship.

Our analyses extend previous research on the associa-
tion between discrimination and health in three ways. First, 
we provide new evidence from a nationally representative 

data source on the relationships among race, everyday dis-
crimination, and all-cause mortality. Second, we include 
more years of follow-up data and add to the literature on 
these relationships as they relate to diverse midlife and 
older adults. Third, we analyze the behavioral and psycho-
logical pathways that may mediate the associations tested.

Based on prior work, three overarching aims moti-
vate the current article: (a) to test for a positive associa-
tion between everyday discrimination and risk of 
all-cause mortality, (b) to test whether everyday dis-
crimination mediates the relationship between race and 
risk of all-cause mortality, and (c) to assess whether race 
moderates the relationship between everyday discrimi-
nation and risk of all-cause mortality. Because the cur-
rent body of research suggests that Blacks at older ages 
may have extensive experience with everyday discrimi-
nation, and developed coping strategies that mitigate the 
negative health consequences of everyday discrimina-
tion (Barnes et al., 2008), additional analyses were con-
ducted to explore whether greater depressive symptoms 
and lifestyle and health-related factors (e.g., smoking, 
heavy drinking, vigorous physical activity, body mass 
index [BMI], chronic conditions) mediated the relation-
ship between everyday discrimination and risk of all-
cause mortality. We hypothesized that Blacks would 
have significantly greater risk of all-cause mortality than 
Whites; everyday discrimination would be associated 
with a greater risk of all-cause mortality; and that every-
day discrimination would attenuate the relationship 
between race and risk of all-cause mortality, because of 
Blacks’ disproportionate exposure to everyday discrimi-
nation. Finally, we hypothesized that the association 
between everyday discrimination and risk of mortality 
would be stronger among Blacks, relative to Whites, due 
to weathering. We also hypothesized that more depres-
sive symptoms, risky lifestyle factors, and having more 
chronic health conditions would account for the rela-
tionship between everyday discrimination and risk of 
all-cause mortality because these are conceptualized as 
potential pathways linking everyday discrimination to 
mortality.

Method

HRS

The data from the current study come from respondents 
participating in the HRS, a nationally representative 
sample of noninstitutionalized middle-aged and older 
adults aged 51 and up living in the United States. The 
HRS began in 1992 and now consists of more than 
26,000 respondents. To keep the sample representative, 
the HRS researchers add new respondents every 6 years. 
From the start of the HRS, Black and Hispanic popula-
tions were oversampled at a 2:1 ratio, but evidence 
showed that after inclusion of baby boomers, the overall 
sample sizes for Black and Hispanic populations had 
declined from sample sizes at 1992, and, thus, from 
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2010 onward, Black and Hispanic populations were 
more extensively oversampled (Ofstedal & Weir, 2011). 
Respondents are interviewed every 2 years and answer 
questions on sociodemographic, mental and physical 
health, health-related behaviors, and other information. 
Beginning in 2006, a rotating random subgroup of 50% 
of HRS respondents were asked to complete an enhanced 
face-to-face survey (EFTF), which included a leave-
behind questionnaire (Smith et al., 2013). These respon-
dents were then reinterviewed for the EFTF every 4 
years. Additional details on the HRS design and admin-
istration can be found elsewhere (http://hrsonline.isr.
umich.edu).

The leave-behind questionnaire is intended to collect 
psychosocial data on the respondents, including expo-
sure to everyday discrimination. The 2006 Leave-
Behind Questionnaire had a 90% response rate for those 
who completed the EFTF (Clarke, Fisher, House, Smith, 
& Weir, 2008). However, after factoring in the response 
rates of those who completed the core interview for that 
wave (90%), the overall response rate was 74% (Clarke 
et al., 2008). The 2008 Leave-Behind Questionnaire had 
a nearly 89% response rate for those who completed the 
EFTF (Clarke et al., 2008). However, after factoring in 
the response rates of those who completed the core inter-
view for that wave (88.4%), the overall response rate 
was 71% (Clarke et al., 2008).

The current study used a pooled sample of 12,081 
respondents who completed either the 2006 or 2008 
leave-behind questionnaire and the respective core data 
to analyze the longitudinal association between race, 
everyday discrimination, and all-cause mortality by 
2014.

Measures

Primary outcome
Waiting time to death. The HRS routinely collects 

mortality information via reports from the respondent’s 
proxy in the case of death through an exit interview. In 
addition, the HRS matches all deaths to the National 
Death Index. Waiting time to death was measured in 
months starting from the date when the respondent took 
the Leave-Behind Questionnaire (either in 2006 or in 
2008) and ending, for respondents who subsequently 
died, at the reported date of death. Respondents who 
survive until follow-up are treated as censored, and 
their waiting time ended at the month of their 2014 
interview.

Primary predictors
Everyday discrimination. Experiences of everyday 

discrimination were evaluated using a well-established 
questionnaire for measuring the frequency with which 
the respondent reported experiencing different types of 
interpersonal discrimination (Williams et al., 1997). The 
psychometrics of this scale were tested in 2006, α = .80, 
and again in 2008, α = .82 (Smith et al., 2013).

The scale consists of the following five items: (1) 
You are treated with less courtesy or respect than other 
people; (2) You receive poorer service than other people 
at restaurants or stores; (3) People act as if they think 
you are not smart; (4) People act as if they are afraid of 
you; and (5) You are threatened or harassed. Responses 
were coded as: 0 = never, 1 = less than once a year, 2 = 
a few times a year, 3 = a few times a month, 4 = at least 
once a week, and 5 = almost every day. The five items 
are then averaged (range = 0-5, with higher scores sug-
gesting greater frequency of everyday discrimination in 
the past year). If values of more than three items were 
missing, then the final score was coded as missing.

Hypothesized mediators at baseline. The first pro-
posed mediator is a measure of depressive symptoms 
using the eight-item Center for Epidemiological Stud-
ies Depression short scale (CESD; range = 0-8; Radloff, 
1977). In addition, potential lifestyle-related mediators 
include a binary indicator of current smoking status (1 
= current smoker); a continuous measure of BMI (cal-
culated as weight divided by squared height); current 
heavy drinking (1 = current heavy drinker), which was 
defined as >4 drinks per day for men and >3 drinks per 
day for women, as suggested by the National Institute on 
Alcohol Abuse and Alcoholism; and a binary indicator 
for reporting any vigorous physical activity in the past 
month (1 = reported no vigorous physical activity in the 
past month).

Physical health conditions at baseline. We also included 
a count of ever having been told by a doctor that they 
had any of the following conditions: hypertension, dia-
betes, arthritis/rheumatism, stroke/transient ischemic 
attack, heart problems (including heart attack, coro-
nary heart disease, angina, congestive heart failure, or 
other heart problems), cancer (excluding skin cancer), 
and lung problems (range = 0-7). Research indicates 
high reliability of the self-reported measures of physical 
health conditions in the HRS (Hayward, 2002).

Demographic factors at baseline. Four self-reported 
key demographic variables were included for the anal-
yses: race (1 = non-Hispanic Black, 0 = non-Hispanic 
White), age in years (measured continuously), gender (1 
= woman), and years of education (range = 0-17, mea-
sured continuously).

Analysis

Cox proportional hazard models were estimated to 
obtain hazard ratios (HRs) for the relationship between 
the study variables and the risk of death by follow-up in 
2014. Graphical and statistical diagnostics suggested 
that the proportional hazards assumption for age was 
violated; thus, we stratified on this covariate in all mod-
els. For all models, we present the estimated HRs, 95% 
confidence intervals (CIs), and indications of statistical 
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significance at the level of p < .05. For each variable, an 
HR less than 1.0 indicates a decreased risk of mortality, 
and an HR greater than 1.0 indicates an increased risk of 
mortality.

To test Aim 1, we first estimated a Cox model with 
the hazard of all-cause mortality regressed on race, gen-
der, and educational attainment. Then, for Aim 2, we 
estimated a Cox model with the hazard of mortality 
regressed on everyday discrimination, controlling for 
race, gender, and educational attainment. Our next 
model included an interaction term to examine whether 
race moderated the relationship between everyday dis-
crimination and risk of all-cause mortality. Next, depres-
sive symptoms and lifestyle factors were entered in the 
equation in two additional models, respectively, to 
examine the extent to which they mediated the relation-
ship between everyday discrimination and mortality. A 
final model supplemented the previous specifications by 
including comorbid health conditions as a robustness 
check for a potentially confounding factor.

All analyses were weighted to account for the differ-
ential probability of being selected into the sample and 
adjusted for the complex design of the HRS using strata 
and cluster variables provided by the HRS. All analyses 
were conducted using Stata, version 14.

Results

Descriptives

The descriptive statistics are displayed in Table 1. In the 
initial sample of 12,081 respondents, 18.20% of the total 
sample died by follow-up. The mean age of the sample 
at baseline was 66.65 ± 9.98 years. At baseline, the sam-
ple had a mean everyday discrimination score of 0.67 ± 
0.75. As shown, the sample was 9.08% Black and more 
than half of the sample consisted of women (55.45%). 
The sample had an average of 13.17 ± 2.64 years of 
education.

As shown in Table 1, results from descriptive analy-
ses revealed that the sample significantly differed by 
race on nearly all variables. Black respondents had sig-
nificantly more exposure to everyday discrimination, 
0.86 ± 1.12, compared with White respondents, 0.65 ± 
0.71. There were not significant racial differences in 
those who died by follow-up. The Black respondents 
were significantly younger at baseline, consisted of a 
higher proportion of women, and had less education on 
average than White respondents. Regarding lifestyle 
characteristics and health status, Blacks had more 
depressive symptoms, 1.82 ± 2.66, than Whites, 1.30 ± 
1.80. In addition, Blacks were more likely to be current 
smokers and more likely to report no vigorous physical 
activity in the past month than Whites. Blacks also had 
significantly higher BMI, 30.37 ± 8.75, than Whites, 
28.08 ± 5.62. They also reported more chronic condi-
tions, 2.16 ± 1.71, relative to Whites, 1.86 ± 1.28.

Figure 1 presents the Kaplan–Meier hazard estimates 
for those by dichotomizing the everyday discrimination 

Table 1. Descriptive Statistics, Total Sample, and Stratified by Race, Health, and Retirement Study.

Variable Total sample (n = 12,081) Black (n = 1,713) White (n = 10,368) p value

Everyday discrimination (0-5), M (SD) 0.67 (0.75) 0.86 (1.12) 0.65 (0.71) ***
Died (%) 18.20 18.91 18.13 n.s.
Age, M (SD) 66.65 (9.98) 64.99 (11.55) 66.82 (9.75) ***
Woman (%) 55.45 60.86 54.91 ***
Black (%) 9.08 — — —
Education (0-17), M (SD) 13.17 (2.64) 11.94 (3.93) 13.29 (2.48) ***
Depressive symptoms (0-8), M (SD) 1.35 (1.89) 1.82 (2.66) 1.30 (1.80) ***
Current smoker (%) 14.22 19.78 13.66 ***
Heavy drinker (%) 8.38 7.37 8.48 n.s.
No vigorous physical activity (%) 59.47 66.57 58.76 ***
BMI, M (SD) 28.29 (5.94) 30.37 (8.75) 28.08 (5.62) ***
Chronic conditions (0-7), M (SD) 1.88 (1.33) 2.16 (1.71) 1.86 (1.28) ***

Note. BMI = body mass index.
***p ≤ .001.

Figure 1. Kaplan–Meier survival estimates by everyday 
discrimination (n = 12,081).
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score at the scale’s midpoint (2.50). This shows that 
those with higher everyday discrimination scores were 
less likely to survive relative to those with lower every-
day discrimination scores.

Cox Proportional Hazard Regression Results

The results from the Cox proportional hazard regression 
analyses for Aims 1 to 3 are displayed in Table 2. Model 
1 tested the relationship between race and risk of all-
cause mortality; Model 2 assessed whether everyday 
discrimination was associated with the risk of all-cause 
mortality. Model 3 tested whether race moderated the 
relationship between everyday discrimination and risk 
of all-cause mortality. Next, Models 4a and 4b examined 
the extent to which (a) depressive symptoms and (b) 
lifestyle factors accounted for the association between 
everyday discrimination and risk of all-cause mortality. 
Model 4c was fully adjusted for all lifestyle and health 
covariates. All models were adjusted for gender, race, 
education, and stratified by age due to a violation of the 
assumption of proportionality.

As shown in Model 1 of Table 2, which regressed the 
risk of all-cause mortality on race, gender, and educa-
tion, Blacks experienced a higher mortality risk than 
Whites, but this effect was not statistically significant. 
Model 2, which adjusted Model 1 for everyday discrimi-
nation to assess whether everyday discrimination medi-
ated the relationship between race and all-cause 
mortality, is presented in Table 2 and Figure 2. This 
model and corresponding figure show that everyday dis-
crimination was positively associated with risk of all-
cause mortality (HR = 1.18, 95% CI = [1.11, 1.26], p ≤ 
.001), and that the relationship between race and all-
cause mortality was attenuated and remained nonsignifi-
cant. The analyses suggest that more frequent exposure 
to everyday discrimination is associated with an 
increased risk of all-cause mortality.

Model 3 tested whether the effect of everyday dis-
crimination on all-cause mortality was stronger for 
Blacks compared with Whites by including a Race × 
Everyday Discrimination interaction term to Model 2. 
The results from this model showed that the Race × 
Everyday Discrimination interaction effect was not sig-
nificantly associated with risk of all-cause mortality. 
This suggests that Blacks are not more susceptible to the 
adverse effects of discrimination than Whites.

The next set of models (Models 4a-c) examined the 
extent to which the relationship between everyday dis-
crimination and risk of all-cause mortality was mediated 
by lifestyle and health characteristics. In particular, 
Model 4a shows that depressive symptoms at baseline 
attenuated the association between everyday discrimina-
tion and risk of mortality (HR = 1.10, 95% CI = [1.03, 
1.17], p ≤ .01). This suggests that the effect of everyday 
discrimination on all-cause mortality may partially work 
through increasing depressive symptoms. When base-
line measures of heavy drinking, current smoking status, 
no vigorous physical activity, and BMI were included in 
Model 4b, the HR for everyday discrimination was 
reduced to 1.08 (95% CI = [1.02, 1.14], p ≤ .01), net of 
demographic characteristics. While the association 
between everyday discrimination and all-cause mortal-
ity was attenuated, it remained statistically significant. 
This suggests that, in addition to increased depressive 
symptoms, the relationship between everyday discrimi-
nation and all-cause mortality may also work through 
the adoption of negative lifestyle factors (e.g., smoking, 
heavy drinking) in an effort to offset the resulting stress 
and depressive symptoms arising from discrimination 
exposure. Model 4c shows that inclusion of depressive 
symptoms, lifestyle factors, and chronic health condi-
tions simultaneously attenuated the HR even further 
toward 1.0 and reduced the association between every-
day discrimination and risk of mortality to marginal sig-
nificance (HR = 1.07, 95% CI = [1.00, 1.13], p ≤ .05).

Table 2. Summary of Hazard Ratios Predicting All-Cause Mortality in the Health and Retirement Study (n = 12,081).

Race Everyday Discrimination
Race × Everyday 
Discrimination

 HR 95% CI HR 95% CI HR 95% CI

Model 1 1.13 [0.94, 1.34]  
Model 2 1.08 [0.90, 1.29] 1.18*** [1.11, 1.26]  
Model 3 1.17 [0.91, 1.50] 1.20*** [1.12, 1.28] 0.90 [0.72, 1.14]
Model 4a 1.05 [0.89, 1.24] 1.10** [1.03, 1.17]  
Model 4b 1.02 [0.87, 1.20] 1.08** [1.02, 1.14]  
Model 4c 0.99 [0.84, 1.17] 1.07* [1.00, 1.13]  

Note. Model 1 tested the association between race and risk of all-cause mortality; Model 2 tested the relationship between everyday 
discrimination and risk of all-cause mortality; Model 3 tested the Race × Everyday Discrimination interaction on risk of all-cause mortality; 
Model 4a included depressive symptoms as a potential mediator linking everyday discrimination to risk of all-cause mortality; Model 4b 
included lifestyle factors as potential mediators; Model 4c included depressive symptoms, lifestyle factors, and chronic health conditions. 
All models are adjusted for gender, education, and race. They are also stratified by age, because analyses showed that the assumption of 
proportionality was not met for age. HR = hazard ratio; CI = confidence interval.
*p ≤ .05. **p ≤ .01. ***p ≤ .001.
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Discussion
An abundant literature shows that Black–White dispari-
ties in health exist for a wide range of health problems. 
Current projections show that the midlife and older adult 
population will dramatically increase over the next 50 
years, and that along with this growth, this population 
will also be more diverse than ever (Ortman, Velkoff, & 
Hogan, 2014). With the rapid growth projected for the 
midlife and older population in the United States, and 
particularly because the older population is expected to 
be more racially diverse, identifying the factors that con-
tribute to older adults’ health may help them age opti-
mally, reduce premature morbidity and mortality, and 
reduce excess costs to the economy.

A wealth of evidence posits that everyday discrimi-
nation—the subjective reporting of day-to-day unfair 
and differential treatment—is a salient stressor in peo-
ple’s lives, affecting prevalence of physical and mental 
health problems, and even dysregulating processes at 
the physiological level (Williams & Mohammed, 2009). 
Because racial minorities are disproportionately exposed 
to discrimination throughout their lives, disentangling 
whether and how discrimination drives racial disparities 
in health, particularly in midlife and older populations, 
is important for both policy and practice. The findings 
from the present study demonstrated the adverse effects 
that interpersonal experiences of unfair treatment have 
on the risk of all-cause mortality in a nationally repre-
sentative sample of midlife and older adults. A small but 
increasing body of current work shows that discrimina-
tion exposure reduces one’s lifespan as well (Barnes 
et al., 2008; Williams & Mohammed, 2009). Data from 
this investigation substantiate prior work linking dis-
crimination to increased risk of mortality.

The results from this article supported the hypothesis 
for Aim 1, which stated that everyday discrimination 
would be positively associated with risk of all-cause 
mortality. This study showed that reporting more fre-
quent everyday discrimination was associated with an 
increased risk of all-cause mortality, as did Barnes and 
colleagues (2008). We also found that Blacks reported 
more frequent exposure to everyday discrimination than 
Whites did (as shown in Table 1), which suggests that 
everyday discrimination levies a heavier burden on the 
aggregate mortality level of Blacks compared with 
Whites. Much of the available work on discrimination 
and health shows that frequent exposure to everyday dis-
crimination has negative consequences for health (Pascoe 
& Smart Richman, 2009; Williams & Mohammed, 
2009). First, everyday discrimination exposure directly 
triggers the hypothalamic–pituitary–adrenal axis (HPA-
axis), and, over time, this process becomes dysregulated, 
ultimately paving the way to poorer health through a 
number of biological mechanisms such as low-grade 
inflammation (Glaser & Kiecolt-Glaser, 2005; Jackson, 
Knight, & Rafferty, 2010; McEwen, 1998; Miller, Cohen, 
& Ritchey, 2002; Pascoe & Smart Richman, 2009). Next, 
the results showed that everyday discrimination was 
likely linked to negative health outcomes due to its influ-
ence on mental health, and the coping mechanisms used 
to buffer the effects of discrimination. For instance, 
Jackson and colleagues (2010) found that Blacks cope 
with chronic stress through increased use of unhealthy 
behaviors (e.g., eating high-fat and high-calorie comfort 
foods, alcohol use, smoking). While these behaviors 
work to lessen the psychological effects of chronic stress, 
they may simultaneously play a role in producing worse 
physical health outcomes for Blacks.

Figure 2. Hazard ratios for everyday discrimination and all-cause mortality, adjusted for race, gender, and years of education.
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Next, the findings did not support the hypothesis for 
Aim 2, which stated that everyday discrimination would 
mediate the relationship between race and risk of all-
cause discrimination. While the estimated racial dispar-
ity in mortality was reduced when adjusting for exposure 
to everyday discrimination, the effect of race on the rate 
of mortality was not statistically significant in either 
model. Although discrimination is consistently described 
as a mechanism driving racial disparities in health, few 
empirical investigations have tested the extent to which 
exposure to everyday discrimination accounts for racial 
disparities (Williams & Mohammed, 2009). The results 
from this study are inconsistent with work by Sternthal, 
Slopen, and Williams (2010), who found that increased 
exposure to stressors (including everyday discrimina-
tion) accounted for racial disparities in self-rated health, 
depressive symptoms, diagnosis of chronic conditions, 
and functional limitations. The reason for the null find-
ing may be due to higher mortality rates for Blacks at 
earlier ages (i.e., mortality selection). In a review, 
Williams and Mohammed (2009) call for more studies 
to empirically test whether discrimination exposure 
explains racial disparities in health, because this is an 
underexplored research area.

The results also did not support the hypothesis for 
Aim 3. Similar to Barnes et al. (2008), our study found 
that race did not moderate the everyday discrimination–
mortality relationship meaning that everyday discrimi-
nation had a similar effect on the risk for mortality for 
Black and White adults. To more comprehensively 
understand whether experiences of discrimination make 
Blacks more vulnerable to risk of mortality than Whites, 
replicating this study on younger, nationally representa-
tive samples is warranted. It is also possible that the 
attribution of everyday discrimination is more salient for 
health than the frequency by which everyday discrimi-
nation occurs. For instance, a limited area of empirical 
interest focuses on the role that race-based versus non-
race-based attributions of discrimination matter for 
health. This area has received mixed support: Some 
studies find that attribution matters for health (Grollman, 
2012, 2014; Van Dyke, Vaccarino, Quyyumi, & Lewis, 
2016), whereas others demonstrate that discrimination is 
associated with poor health regardless of the attribution 
(Kershaw et al., 2016; Lewis et al., 2006; Mouzon, 
Taylor, Keith, Nicklett, & Chatters, 2017). This remains 
a fruitful area for future research.

Finally, while not one of the overarching aims of this 
article, the present study also sought to examine some of 
the potential lifestyle and health-related pathways link-
ing everyday discrimination to risk of all-cause mortal-
ity. The findings indicated that the association between 
everyday discrimination and mortality was only par-
tially accounted for by increased depressive symptoms 
and negative lifestyle factors (i.e., current smoking, no 
vigorous physical activity in the past month, and higher 
BMI at baseline). Overall, the results from this study are 
in line with previous work by Barnes and colleagues 

(2008), who found the association between discrimina-
tion and mortality was partially explained by depressive 
symptoms. Unlike their study, however, the present 
study found that lifestyle factors also explained part of 
the association between everyday discrimination and 
risk of mortality. Perceptions of discrimination are asso-
ciated with poorer mental health, such as increased 
depressive symptoms and anxiety, which may then trig-
ger maladaptive health behaviors in an effort to buffer 
the negative effects of discrimination-associated stress. 
However, as a result, unhealthy behaviors may reduce 
the effect that discrimination has on mental health out-
comes (e.g., depression), but their utilization comes at a 
price—they result in physiological wear and tear, lead-
ing to increased rates of morbidity and mortality 
(Jackson et al., 2010).

Additional research is needed to examine the rela-
tionship between discrimination and risk of mortality 
more comprehensively. These analyses could focus on 
whether certain attributions for discrimination further 
increase risk of mortality, and whether attributing dis-
crimination to more than one characteristic (e.g., race, 
gender, class, and age simultaneously) places individu-
als, particularly minorities, at an even greater risk of 
death (Lewis & Van Dyke, 2018). Because the adults in 
this sample were older, they might be experiencing age-
based discrimination for the first time in their lives, 
along with discrimination on the basis of other charac-
teristics (Barnes et al., 2008). Furthermore, because this 
sample is older and grew up during a historical time 
when discrimination was more overt and socially accept-
able, there may also be cohort effects in the relationships 
among race, discrimination, and mortality. Specifically, 
older Black adults who grew up at different points 
before, during, and after the Civil Rights movement may 
have very different perceptions of everyday discrimina-
tion, and these differences in perceptions of discrimina-
tion may translate to health in unique ways (Barnes 
et al., 2008; Lewis & Van Dyke, 2018; Versey & Curtin, 
2016).

Future research should also focus on examining addi-
tional mechanisms responsible for the relationship link-
ing everyday discrimination to mortality because the 
exact mechanisms have yet to be determined. For exam-
ple, everyday discrimination may increase depressive 
symptoms, which then lead to greater participation in 
negative lifestyle factors (as coping mechanisms) and, 
in turn, contribute to greater risk of mortality. Special 
attention to biological mechanisms responsible for these 
pathways would be useful, as some work suggests that 
discrimination is associated with allostatic load, an indi-
cator of physiological dysregulation (Brody et al., 2014; 
Upchurch et al., 2015), and this might be one biological 
mechanism linking discrimination to mortality.

There are several strengths to the current investiga-
tion: First, the sample was drawn from a nationally rep-
resentative study on midlife and older adults. This 
allows the results from the study to be generalized to 
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the noninstitutionalized population of adults above 50 
years of age residing in the United States. Furthermore, 
the associations among race, everyday discrimination, 
and risk of all-cause mortality were captured over a lon-
ger follow-up period than prior work. In assessing the 
relationship between everyday discrimination and all-
cause mortality, this work can provide insight into the 
pervasiveness of everyday discrimination on health by 
advancing our understanding of how discrimination is 
related to a clinical end point for all conditions, collec-
tively, because the literature suggests that discrimina-
tion exposure is associated with an increased risk of 
health-relevant outcomes which span mental health, 
physical health, self-reported health, and health-damag-
ing behaviors.

Despite these strengths and potentially noteworthy 
findings, this study is not without its limitations. There 
is some debate on whether the everyday discrimination 
scale can adequately capture important dimensions of 
everyday discrimination that may be critically related to 
whether discrimination adversely affects health, includ-
ing the stressfulness and severity of the encounters 
(Krieger, 1999; Williams & Mohammed, 2009). In addi-
tion, the study’s results cannot be generalized to adults 
younger than 51 years of age. The majority of the vari-
ables were attained through self-report, including every-
day discrimination. Self-reports may be biased due to 
social desirability and availability and quality of health-
care. Nevertheless, Fisher, Faul, Weir, and Wallace 
(2005) and Hayward (2002) demonstrate in their review 
of the literature that self-reported data, such as those in 
the HRS, are reliable measures. Finally, with any study 
on racial disparities in health in the midlife and older 
population, there is the possibility of mortality selection, 
where those who may have experienced the most fre-
quent everyday discrimination may also consequently 
be those who died prior to the study.

Findings from this study provide a deeper understand-
ing of the way that racial inequalities in mortality are cre-
ated. These findings contribute to a growing body of 
evidence on the role that discrimination plays in shaping 
the life chances, resources, and health of people, and, in 
particular, minority members, who are continuously 
exposed to unfair treatment in their everyday lives. 
Future work should aim to address the psychosocial, bio-
logical, and behavioral mechanisms linking race and 
everyday discrimination to risk of mortality in diverse 
samples of midlife and older adults to better address the 
needs of the increasingly diverse older population.
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