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Title: Depression among Multiracial Adults: The Role of Discrimination and Social Support

Although it is unclear whether rates of depression differ for Multiracial individuals
compared to Monoracial People of Color (MPOC) and Monoracial White (MW) individuals,
Multiracial individuals could be at higher risk secondary to unique experiences with
discrimination and social support. Experiencing discrimination is robustly associated with
depressive symptoms, whereas social support has been shown to buffer this association in
MPOC. Multiracial people often face discrimination from multiple racial groups (i.e., double
rejection) and are less likely to receive the protective in-group benefits their monoracial peers
report. Simultaneously, Multiracial people have reported increased ability to traverse social
boundaries, which could increase their opportunities for social support. The current study
examined how the variables of discrimination, social support, and depression differ across
Multiracial, MW, and MPOC. The link between discrimination and depression was evaluated
among Multiracial participants. Sources of social support were examined as moderators.

Multiple regression analyses conducted among the full sample (N = 1,322, Mage = 40.6 £
20.5), showed that discrimination did not differ by racial group (p = .54). Social support (p <
.001, p =.002), peer support (p =.002, p =.02), and family support (p = .02, p <.001) were

higher for MW participants than for MPOC and Multiracial people. Depressive symptom were



higher for Multiracial participants than for MPOC participants (p <.001). Among Multiracial
participants, discrimination was positively associated with depressive symptoms (p <.001).
Overall social support (p < .001), peer support (p =.01), and family support (p = .02) were also
negatively associated with depressive symptoms, but were not significant moderators.

Results suggest that Multiracial people experience higher depressive symptoms than their
MPOC counterparts, and discrimination may be a contributor to these experiences. Future
research should include measures better designed to capture the experiences of Multiracial adults
in an effort to clarify the validity of the double rejection phenomenon. Interventions to reduce the
perpetration of monoracism are needed, as are those to help Multiracial people cope with the

depressive symptoms associated with these experiences.
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CHAPTER ONE
Introduction

Defining Depression

The intent of this study is to explore several factors that may contribute to depressive
symptoms in a vulnerable yet understudied population: Multiracial® adults. Depression is
characterized by emotional and cognitive experiences that affect daily functioning such as
sadness, recurring thoughts of death, insomnia, fatigue, and feelings of worthlessness or
hopelessness (American Psychiatric Association, 2013). When symptoms are severe enough,
Major Depressive Disorder can be diagnosed (American Psychiatric Association, 2013).
Depression is associated with many negative health outcomes, including increased risk of death
for all causes (Lépine & Briley, 2011; McKenna et al., 2005). It also commonly co-occurs with
various mental health disorders, including anxiety, substance use, and impulse control disorders
(Kessler et al., 2003). Depression is robustly associated with decreased quality of life across
social, physical, and economic domains (Lépine & Briley, 2011). In this document, “depression”
and “depressive symptoms” will be used interchangeably to refer to these symptoms.
Depression and Multiracial Individuals

Traditional perspectives within the behavioral sciences field have contended that

Multiracial people may be at higher risk for negative psychological outcomes—Iike

! The American Psychological Association (APA) recommends capitalizing racial groups like White and Indigenous
people because they are considered proper nouns, but APA recommends “multiracial” should not be capitalized
(American Psychological Association, 2020). Multiracial is capitalized here to indicate the legitimacy of claiming a
Multiracial racial identity similar to other racial identities.
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depression—than Monoracial People of Color (MPOC)?, primarily due to increased difficulties
navigating the social world with unclear identity categories (Gaither, 2015; Shih & Sanchez,
2005). However, in contrast to this risk, new research is beginning to focus on the positive
outcomes that could emerge from being Multiracial, including increased social belonging based
on multiple group membership, cognitive flexibility, and multicultural competence (Jackson et
al., 2013; Sanchez et al., 2009; Shih & Sanchez, 2005; Villegas-Gold & Tran, 2018). These
varied psychosocial experiences could theoretically impact depressive symptoms for Multiracial
individuals, yet, so far, little research has examined this hypothesis.

Important context comes from how Multiracial individuals are defined and how each
individual identifies. The process of deciding who belongs in the group is complex—a process
which, in and of itself, could impact depressive symptoms due to perceptions of validation and
inclusion. The term Multiracial generally refers to an individual who has parents of two or more
races or to an individual identifies as having Mixed-race, Biracial, or Multiracial heritage
(Rockquemore et al., 2009; Sanchez et al., 2009; Shih & Sanchez, 2005). Notably, Multiracial
and Multiethnic are overlapping terms with similarities and differences. Ethnicity can be broadly
defined as a group of people who share biophysical traits and cultural similarities, whereas race
is typically more narrowly defined to encompass shared biophysical and hereditary traits
(Cokley, 2007). However, most modern scholars agree that race is not “real” in that it is a
sociopolitical construction and not based in biology (i.e., race is not genetically discrete, reliably

measured, or biologically meaningful; Smedley & Smedley, 2005). Nonetheless, because the

2 MPOC is defined as anyone who identifies as a singular racial category (i.e. African American or Black, Asian or
Asian American, Hispanic or Latino/a/x, Indigenous) and also does not identify as a non-Hispanic White person.
Multiracial people are also POC; group names were selected to differentiate number of racial group affiliations.
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U.S. is an oppressive, racialized society, the psychological impacts of what is commonly
understood as race are very real (Smedley & Smedley, 2005). Therefore, Multiracial
experiences, as opposed to Multiethnic experiences, are the focus of this paper due to a specific
interest in understanding intersectional variables that are contextualized within a racialized
society (e.g., discrimination; Gardner & Hughey, 2019; Gonzalez-Sobrino & Goss, 2019; Jacobs,
2019). Persons who are multiethnic could be of a singular racial heritage (e.g., German and Irish,
Italian and Polish, or Nigerian and Jamaican), and are not the focus of the current study.

Furthermore, people of Latino/a/x or Hispanic heritage occupy a unique intersection of
ethnicity and race, where they are sometimes considered an ethnic group but not a racial group
distinct from non-Hispanic White or European-American people, and other times, they are
defined as a unique racial group (Hitlin et al., 2007; Telles, 2018). This group is not a monolith
and identifies in many different ways; in the U.S., this group includes people who have
immigrated or have ancestry from more than 20 countries and territories, and speak more than
six different languages (Aragones et al., 2014). For example, a person who does not speak
Spanish, lives in California, and has parents who are native Mexican, might identify as Chicano,
while someone who lives in Chile and whose parents have Spanish heritage might identify
primarily as Chilean and Latin American. Based on American Psychological Association
guidelines, the term “Latino” is recommended to be used in references to those originating from
Latin America while the term “Hispanic” can refer to those who speak Spanish, so both of these
individuals would be considered Latino but only the second would be considered Hispanic
(American Psychological Association, 2020). However, those who identify as some form of
Latino/a/x or Hispanic are consistently treated and viewed by others in a racialized way, such as

legislation and media coverage that acripts negative racial characteristics for Latino/a/x and
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Hispanic people as a group. (Brown et al., 2018; Jones & Brown, 2019). Therefore, the current
study considers Latino/a/x or Hispanic as a unique racial group and categorizes those who
identify both as Latino/a/x or Hispanic and as another race in the Multiracial identity group.
Importantly, the group of people in the U.S. who identify as more than one race is growing
rapidly. The 2020 U.S. census documented 33.8 million Multiracial people, a 276% increase
from 2010’s nine million (Jones et al., 2021). So far, the psychological literature does not reflect
this change; there are still many gaps in the understanding of Multiracial experiences, especially
as it relates to psychosocial interactions.

The research regarding depressive symptoms and related constructs among Multiracial
samples is limited and mixed. Shih and Sanchez (2005) examined 28 qualitative studies and 15
quantitative studies including Multiracial adults and adolescents to review diverse factors related
to well-being in this population. Of the quantitative studies they reviewed, Shih and Sanchez
(2005) found that the degree of depressive symptoms was higher for Multiracial participants than
Monoracial White or European-American (MW)? participants but was similar compared to
MPOC individuals. Importantly, there has been no systematic review of depression among
Multiracial adults since 2005. Perhaps paralleling the large growth in the Multiracial population
in the U.S. (Parker et al., 2015), there has been increasing representation of this community
within empirical studies. More recent studies that have explored depressive symptoms in
Multiracial adults have shown mixed findings. For example, some recent studies suggest that

Multiracial people experience depressive symptoms at levels similar to MPOC people (Oshin,

3 MW is defined as anyone who identifies as the singular racial category of White or European American and who
also does not identify as Latino/a/x or Hispanic. All references to White people are to non-Hispanic White people
unless otherwise stated.
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2017), while other studies suggest that depressive symptoms may be higher (Cheng & Lively,
2009; Subica, 2011). These differing findings likely depend on important contextual factors that
appear to impact depressive symptoms for Multiracial individuals. For instance, the Multiracial
group is highly diverse in a sociological context, in factors like gender, socioeconomic status
(SES), and age, as well as racial identity itself, all of which have been shown to be associated
with differences in depression (Evans & Erickson, 2019; Lusk et al., 2010). It is difficult to draw
conclusions from such limited research studies with such differing samples. For example, Oshin
(2017), Cheng and Lively (2009), and Subica (2011) all had samples of participants with
different Multiracial identities (Black/White, Latino/a/x or Hispanic/Black, and Asian/White,
respectively). While both Oshin (2017) and Cheng and Lively (2009) worked with a sample of
Multiracial adolescents, Oshin (2017) had a much smaller sample (N =162 compared to N
=90,118), and Cheng and Lively (2009) used data collected in 1995. Furthermore, Subica (2011)
collected data from a sample of adult participants. Wide variations in sample characteristics
could contribute to disparate findings across studies, rendering it difficult to draw conclusions
about Multiracial adults’ experiences with depression. Therefore, the current study seeks to
address these gaps in the literature by examining recent data collected from a large sample of
Multiracial adults with diverse racial heritage.
Theoretical Lens

Multiple theories regarding the etiology and maintenance of depression have been
developed and studied over time (Filatova et al., 2021). However, Beck and Bredemeier’s (2016)
recently proposed unified model captures the common evidence-based contributors to depression
that are seen across multiple models (Corveleyn et al., 2005). In particular, their model of

depression is well suited for exploring the underpinnings of this mental health issue among a
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Multiracial population due to its multifactorial approach, which successfully accounts for the
current ecological understanding of Multiracial identity development (Rockgquemore et al.,
2009). Similar to this model of depression, theories with an ecological approach highlight the
multifactorial contextual influences on Multiracial identity development: it is non-linear and
impacted by both individual and systemic variables (Rockquemore et al., 2009).

Beck and Bredemeier’s (2016) theory of depression can be conceptualized as a unified
model because it encompasses biological and social aspects within a cognitive framework. They
theorize that the processes by which depression occurs are responses to an individual’s adaptive
need to conserve energy when perceiving the loss of a vital resource. For example, losing a
friendship may be perceived as a vital resource loss only if that individual considers the
friendship particularly valuable and in short supply. The need to conserve energy in response to
perceived loss can become maladaptive if it thwarts other key needs and resources (e.g., if the
loss of one friendship leads an individual to avoid making new friendships in the future for fear
of getting hurt). Therefore, Beck and Bredemeier (2016) highlight that chronic social rejection,
exclusion, and degradation are some of the most potent predictors of depression due to their
ability to disrupt key human needs for belonginess. Belongingness is considered a powerful
human motivation and consists of two parts: 1) frequent positive or neutral social interaction, as
well as 2) the perception of an interpersonal bond via social support (Baumeister & Leary, 1995).
Lack of belonging is the deprivation of either or both of these factors, and it is likely to be
experienced as a loss of vital resources and to place an individual at risk for experiencing
depression (Baumeister & Leary, 1995; Beck & Bredemeier, 2016).

Theories suggest Multiracial people are especially at risk for feeling a lack of belonging,

and this feeling is a chronic stressor that contributes to poor psychological well-being (Shih &
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Sanchez, 2005). MW and MPOC people tend to report feeling more accepted by their same-race
peers than Multiracial people do (Parker et al., 2015). For instance, one survey found that 62% of
MW participants reported having “a lot in common” with other MW people, while just 34% of
Multiracial participants reported having “a lot in common” with other Multiracial people with
the same racial backgrounds (Parker et al., 2015). This percentage drops precipitously (17%) for
Multiracial people of differing racial backgrounds. These findings suggest that lack of belonging
could be a common psychological experience for Multiracial people. Given that lack of
belonging is a robust risk factor for depression (Beck & Bredemeier, 2016; Cockshaw et al.,
2013, 2014; Fowler et al., 2013), this experience could be a potent contributor to depression
among Multiracial adults, specifically. Considering some studies suggest depressive symptoms
are higher in this group than other racial groups (Cheng & Lively, 2009; Subica, 2011),
heightened lack of belonging could be a possible explanation for these differences. Therefore,
the current study seeks to examine factors that may impact belongingness and, thus, depression
for this group. For example, increases in discrimination (Hussain & Jones, 2019; Wu &
Finnsdottir, 2021) and decreases in social support (Hill et al., 2017; Liu et al., 2020) have been
found to contribute to thwarted belonginess among diverse samples. These variables have also
been found to be consistent predictors of depression in non-Multiracial samples (Alsubaie et al.,
2019; Pascoe & Richman, 2009). Such findings suggest that discrimination and social support
could be particularly relevant for Multiracial individuals’ depressive symptoms.
Discrimination

Experiencing discrimination—whether that be based on race, gender, sexuality, or other
identities—has consistently been linked to depressive symptoms and overall poorer mental

health in diverse samples (Pascoe & Richman, 2009; Schmitt et al., 2014). Meta analyses (e.g.
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Pascoe & Richman, 2009; Schmitt et al., 2014) have shown that, regardless of racial identity,
discrimination is harmful for mental health. However, it has been hypothesized that Multiracial
people may be more at risk for increased experiences of discrimination than their MPOC
counterparts due to double rejection: experiencing discrimination from both majority and
minority racial groups (Shih & Sanchez, 2005). This experience of double rejection could
contribute to feeling lack of belonging, which in turn increases risk for depressive symptoms
(Beck and Bredemeier, 2016). While emerging data suggest that the frequency of discrimination
does not differ between MPOC people and Multiracial people (Nadal et al., 2011; Sue & Sue,
2015), there is evidence for Multiracial people experiencing unique types of discrimination,
including race-related rejection from family and friends (Johnston-Guerrero et al., 2020; Nadal et
al., 2011).

One form of discrimination that may contribute to a sense of double rejection for
Multiracial adults is the experience of monoracism. Johnston and Nadal (2010) define
monoracism as the “social system of psychological inequality where individuals who do not fit
Monoracial categories may be oppressed on systemic and interpersonal levels because of
underlying assumptions and beliefs in singular, discrete racial categories” (p. 125). Emerging
evidence shows that monoracism exists and likely has significant social and psychological
consequences for the Multiracial community. One study, for example, found that when
researchers told participants reviewing college applications that the applicant was “Biracial,” the
participants perceived those applicants as less warm and less competent than their MW and
MPOC counterparts (Sanchez & Bonam, 2009). Multiracial people may also experience
monoracism through specific types of microaggressions: less overt, every day, insults or slights

based on target group membership (Sue et al., 2007). In their review of the available literature,
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Johnston and Nadal (2010) proposed a taxonomy of the specific types of microaggressions that
Multiracial people tend to face: (1) exclusion or isolation, (2) exoticization and objectification,
(3) assumption of Monoracial identity or mistaken racial identity, (4) denial of Multiracial
reality, and (5) pathologizing of identity and experiences. The validity of this taxonomy was
supported by follow-up qualitative and quantitative analyses (Nadal et al., 2011). Consequently,
Multiracial people are at risk for experiencing various forms of microaggressions from multiple
groups in which they share some racial heritage. A common reported experience for Multiracial
people is the feeling that others see them as being “not enough” of one race or “too much” of
another (Miville et al., 2005; Sanchez, 2010). For example, one participant in a qualitative study
(Miville et al., 2005) on the experiences of Multiracial people stated this:

| felt like 1 had to decide because the Indian side is looking at me like, you don't even

look like you are a relative to an Indian... . And then the Black side's looking at me

like—we don't like you because you are too light-skinned or cause you have “good hair”.

(p. 512)
This form of double rejection——experiencing identity invalidation from both groups——has been
found to be positively associated with depressive symptoms (Franco & O’Brien, 2018).

Moreover, Multiracial people often report experiencing several types of discrimination
from their own family members. In this way, family members may be one of the most common
sources of double rejection for Multiracial people. Indeed, Multiracial people have reported
common themes of feeling misunderstood or invalidated by their Monoracial family members
(Nadal et al., 2011). Approximately 21% of Black/White Multiracial people report being treated
badly by a family member due to being Multiracial (Parker et al., 2015). Several studies have

found discrimination from family members to be particularly harmful to mental health, as
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evidenced by significant and positive associations with depressive symptoms separate from
discrimination from other people (Franco et al., 2021; Salahuddin & O’Brien, 2011). Franco et
al. (2021) suggested family discrimination could contribute to poor family belongingness.
Importantly, sense of belongingness can lessen the incorporation of negative stereotypes into
one’s sense of self-concept, thereby buffering against the negative impacts of discrimination in
general (e.g., Pascoe & Richman, 2009). Yet, the evidence that Multiracial people are at high
risk for discrimination, not only from other peers, but from their family, suggests discrimination
could be a particularly relevant contributor to depression due to the risk for a thwarted sense of
belongingness (Choenarom et al., 2005; Cockshaw et al., 2013). There is a clear gap in the
research with regard to how experiences like family support, or lack thereof, interact with
experiences of discrimination for Multiracial individuals compared to other groups—and with
regard to how these experiences relate to depressive symptoms.

Social Support

Though lack of belongingness could be a risk factor for depression, experiencing social
support has the potential to be a strong protective factor for Multiracial people. Social support—
the feeling of being cared for and validated by the individuals within one’s social group (Liu et
al., 2020)—is an important component of an individual’s broader sense of belongingness
(Baumeister & Leary, 1995; Liu et al., 2020). Higher social support from family and friends has
consistently been associated with increased well-being and decreased depressive symptoms
among a variety of samples (Alsubaie et al., 2019). Only one study was located that examined
this association among Multiracial individuals specifically, finding that social support was
significantly and negatively associated with depressive symptoms (Chang et al., 2018). However,

there have been no empirical investigations of whether perceived social support differs, on
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average, across MW, MPOC and Multiracial groups. Social support in Multiracial individuals is
a complex phenomenon. Some Multiracial people report an increased ability to “fit in” due to
their multiple racial identities allowing access to more social groups (Miville et al., 2005; Shih &
Sanchez, 2005). Indeed, Multiracial adults report having more racially diverse friendship groups
than Monoracial adults (Parker et al., 2015). At the same time, the experience of double
rejection, as described earlier, would suggest that Multiracial individuals may also be at risk for
lower social support. Indeed, MW and MPOC samples tend to report high levels of belonging
with their racial group (Barroso, 2020; Parker et al., 2015).

In addition to the potential primary benefits of social support on depressive symptoms, it
may also buffer the negative effects of discrimination. For example, social support has been
found to meaningfully mitigate the significant association between discrimination and depressive
symptoms among immigrants (Chou, 2012), MPOC (Ajrouch et al., 2010), and transgender
individuals (Trujillo et al., 2017). Furthermore, MPOC individuals commonly cope with
discrimination by affirming their racial belonging and seeking social support (Brondolo et al.,
2009). Among Multiracial individuals, qualitative studies indicate that developing a strong social
support group is key for coping with monoracism (Jackson et al., 2013; Museus et al., 2015).
But, no quantitative studies have assessed social support as a moderator of the link between
discrimination and depressive symptoms for Multiracial people specifically.

Among related literature, there is a lack of attention to the potential importance of source
of social support for Multiracial adults, especially given the research regarding double rejection.
However, social support from family members and peers may be differentially associated with
depressive symptoms and discrimination. For instance, among a sample of South Asian men,

family support—but not peer support—buffered the association between discrimination and
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depressive symptoms (Tummala-Narra et al., 2012). In a sample of MPOC and Multiracial
college students, Juang and her colleagues (2016) found that peer support—but not family
cohesion—buffered the association between discrimination and somatization (a symptom of
depression). These differing findings could suggest the type of support and/or sample
characteristics matter for identifying potential resilience factors. Indeed, Tummala-Narra and
colleagues (2012) suggested that their sample of predominantly first generation South Asian men
may be less likely to seek peer support due to cultural stigma regarding mental health issues.
Juang et al. (2016) did not examine peer and family support moderator associations within the
subsamples of different racial groups included in their study. Therefore, it is unclear how much
the Multiracial sample contributed to the findings regarding peer support. To our knowledge, no
study has compared the moderating effect of peer versus family social support within a
specifically Multiracial sample. Yet, given Multiracial individuals’ unique cultural experiences
of social and family support (e.g. double rejection), it is important to examine how these
different types of support may play a role in buffering or exacerbating the association between
discrimination and depression for this specific group. Indeed, the stronger impact of family-
based discrimination on depression than general discrimination (Franco et al., 2021; Salahuddin
& O’Brien, 2011), suggests that family belongingness is highly important for Multiracial people.
As such, the presence of family support could also be a strong protective factor against
depressive symptoms when experiencing general discrimination.

Gaps and Rationale
Multiracial individuals comprise 10.2% of the population in the U.S. (N. Jones et al.,
2021). Yet, they remain underrepresented in the psychological literature (Shih & Sanchez, 2005).

Research indicates that depressive symptoms may be higher for Multiracial individuals than MW
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individuals, though research is mixed with regard to potential differences among MPOC and
Multiracial individuals (Cheng & Lively, 2009; Shih & Sanchez, 2005; Subica, 2011). Several
factors are likely associated with experiences of depression among Multiracial individuals. For
instance, discrimination has long been positively associated with depressive symptoms (Pascoe
& Richman, 2009). Multiracial people often experience double rejection, or discrimination from
both majority and minority racial groups (Shih & Sanchez, 2005). Double rejection could be
contributing to specific types of experiences with discrimination and, in turn, higher depressive
symptoms among Multiracial people. Furthermore, double rejection experiences could also
decrease social support for Multiracial individuals. However, some research suggests that
Multiracial people experience increased social support compared to MW and MPOC people due
to flexible racial group membership (Miville et al., 2005). Social support is highly correlated
with depressive symptoms in a diverse array of groups (Alsubaie et al., 2019), but how social
support is associated with—and influences the association between—discrimination and
depression among Multiracial adults has not been examined. Furthermore, how family support
and peer support may interact differently for this group has also not been examined.

The current study seeks to address extant gaps in the literature by first utilizing
exploratory analysis to evaluate whether discrimination, social support, and depression differ
across MW, MPOC, and Multiracial individuals. This comparative aspect of the study is not
intended to determine which groups have “better” or “worse” experiences, but rather to aid in
increasing knowledge about a highly understudied group—Multiracial adults. Identifying
potential variations in discrimination, social support, and depressive symptoms could signal
underlying differences in mental health risk, which may motivate exploration of relevant

identity-related factors within Multiracial adults. To that end, this study will also utilize within-
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group analyses to provide additional and importance nuance that is often lost in comparative
analyses. This focus is anchored in the Difference Model research approach (Oyemade & Rosser,
1980), which states that it is important to conduct within group analyses for groups that differ on
major socioecological variables (like race) for several reasons. The authors assert that it is
difficult to statistically control for these differences. Furthermore, they argue that comparing
different groups on variables of interest can reinforce negative stereotypes rather than promote
an understanding of the within-group factors that influence the behavioral and psychosocial
characteristics of traditionally under-studied groups (Oyemade & Rosser, 1980). Therefore, this
study will also narrow the focus of analysis to Multiracial adults and investigate several factors
which may play an important and unique role in their depressive symptoms. In considering both
analyses, this study can add to the literature regarding the double rejection hypothesis for
Multiracial adults. For example, double rejection may be a strong factor in explaining heightened
depressive symptoms for Multiracial adults if they show less social support, especially in peer
and family domains, than monoracial counterparts, while also evidencing social support as a
buffer for discrimination and depression.

Current Study Aims and Hypothesis

The current study will examine the association between discrimination experiences and
depressive symptoms among Multiracial adults. Additionally, social support from friends and
family members will be examined as putative moderators of this association. The research
questions and hypotheses of this dissertation are:

Research Question 1: Do mean levels of discrimination, social support (overall, peer and

family), and depressive symptoms differ across MW, MPOC, and Multiracial groups?
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Hypothesis 1: Mean levels of discrimination will be significantly greater for MPOC and
Multiracial participants than for MW participants. Additional comparisons within this
research question are considered exploratory in light of the dearth of literature in this
specific area; as such, no additional a priori hypotheses are presented.
Research Question 2: Within the Multiracial sample, is discrimination associated with
depressive symptoms?
Hypothesis 2: Discrimination will be significantly and positively associated with
depressive symptoms among Multiracial participants.
Research Question 3: How does social support influence the proposed association
between discrimination and depressive symptoms for Multiracial individuals?
Hypothesis 3: Overall social support will be a significant moderator of the association
between discrimination and depressive symptoms, such that higher social support scores
will buffer (and lower scores will exacerbate) the proposed positive association between
discrimination scores and depressive symptoms.
Research Question 4: Do peer and family social support differentially moderate, and
interact with each other to moderate, the association between discrimination and
depressive symptoms? In light of the dearth of literature in this specific area, analyses

will be exploratory and no a priori hypotheses are presented.
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CHAPTER TWO
Methods
Participants and Recruitment
The current dissertation is a secondary analysis from an IRB approved study which

explored the physical health, mental health, and health behaviors of a large US-based sample of
racially, ethnically, sexual and gender diverse (SGD) adults, as well as non-SGD adults.
Participants were recruited by Qualtrics Panels and their online platform was used to deliver all
study surveys remotely. The study overrecruited for individuals with diverse sexual, gender, and
racial identities. Specifically, potential participants had to identify as heterosexual, gay, lesbian,
bisexual, or transgender, aiming for 250 total participants from each identity group. Within each
of these subgroups, efforts were made to recruit relatively equal numbers of individuals who
identified as White or European-American, Latino/a/x or Hispanic, or Black/African American.
Finally, up to 100 additional individuals were recruited who identified with more than one race,
regardless of their gender or sexual identity. Additional inclusion criteria included being 18 years
or older and being proficient in the English language. From a large pool of potential respondents,
Qualtrics Panels identified individuals who met the initial study’s criteria. These potential
respondents were sent an email invitation (with the survey link) informing them that the current
study’s survey was for research purposes only, how long the survey was expected to take, and
what incentives were available. Participants in Qualtrics Panels’ surveys receive compensation
points, which vary based on the length of the survey, their specific panelist profile, and target
acquisition difficulty. Earned points for survey completion can be redeemed for a wide array of
items (e.g., cash, airline miles, gift cards, sweepstakes entrance, and vouchers). To avoid self-

selection bias, the survey invitation did not include specific details about the contents of the
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survey. If adults were interested in participating in this study, they were directed to an online
survey that started with a brief demographic survey to confirm eligibility. Participants who did
not meet the proposed study’s inclusion criteria were immediately directed to the end of the
survey and thanked for their time. Participants who met the criteria were directed to a consent
page where they were given further information about the content of the study, including the
purpose of the study and the potential risks and benefits of participating. Once participants
provided consent by affirming to a corresponding survey item, they completed a 20 to 30-minute
online survey. Participants who completed at least 80% of the survey received compensation
points and their data were included in the larger study (Dong & Peng, 2013). To ensure validity
of survey responses, Qualtrics Panels excluded data from individuals who appeared to respond to
survey items in invalid ways, such as duplicate text responses to different items and answers that
appeared random or were indicative of machine-based responses.

Measures
Demographics

Information was gathered on the following: (a) race and ethnicity; (b) age; (c) sexual
orientation (response options were: bisexual, gay, lesbian, heterosexual, and an open response
option); (d) gender identity (response options were: transgender man, transgender woman,
cisgender man, cisgender woman, genderqueer, gender non-confirming/non-binary, agender,
and an open response option); (e) current presence of various chronic health conditions,
including type 2 diabetes, hypertension, heart disease, cancer, Human Immunodeficiency Virus
(HIV), and high cholesterol; (f) self-reported height and weight to calculate body mass index
(BMI) in kg/m2; (g) annual income; and (h) education level.

Racial Identity
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Participants identified their race by answering the following prompt, “Which of the
following racial/ethnic groups best describes you? Please select all that apply.” Response options
were: American Indian or Alaska Native, Asian or Asian American, White or European-
American, Native Hawaiian or other Pacific Islander, Latino/a/x or Hispanic, African American
or Black, Other, and None of the above listed races. There was also an open response option. To
create the current study’s racial identity variable (Multiracial, MW, or MPOC), participants were
coded as Multiracial if they identified with more than one race, including if they identified as
“Latino/a/x or Hispanic” and another race. If participants identified as exclusively White or
European-American they were coded as MW. Participants who indicated a single race that was
not White or European-American were coded as MPOC. Participants who used the open text
response option to identify in some way other than these outlined options were excluded from
the analyses.
Discrimination

The 9-item Everyday Discrimination Scale (EDS) was used to capture experiences with
discrimination (Forman et al., 1997). For each item, respondents were asked to indicate how
often they experience certain instances of discrimination (e.g., “You receive poorer service than
other people at restaurants or stores) on a Likert-type scale from 1 (Never) to 6 (Almost every
day). Scores were summed, with higher scores indicating more instances of everyday
discrimination. Because the full study examined experiences of SGM samples and racially
diverse samples, the general discrimination scale was used to facilitate within and across group
comparisons more effectively for the larger study, as well as to capture the diversity of

discriminatory interactions Multiracial adults experience, whether race-related and otherwise.



31

Previous research has documented high reliability and construct validity for the EDS
among diverse racial, gender, and sexuality groups (Berenbon, 2020; Lewis et al., 2012).
However, a recent study used multigroup confirmatory factory analysis to assess the EDS for use
in cross-group estimates (Bastos & Harnois, 2020). They found that when the EDS is used for
assessing general discrimination, there was a lack of equivalence across racial groups. In
particular, the authors identified the non-invariant threshold of item seven (“people act as if they
are better than you”) and item nine (“you are threatened or harassed’) were responsible for the
EDS's non-equivalence. Therefore, the current study has chosen to remove these items from
analyses, to increase the construct validity of this measure when comparing discrimination across
groups. The estimated internal consistency for this survey’s items (after excluding items seven
and nine) was strong across each racial group (a = .93, full sample; a =.94, MW subsample; a =
.92, MPOC subsample; a = .89, Multiracial subsample)

An additional follow up item was included with the EDS regarding attribution (Williams
et al., 1997). The item stated “What do you think the main reason is for these experiences?
Please put a number 1 next to the biggest source of discrimination. If there is a second source of
discrimination, put a number 2 next to the second biggest source of discrimination. And so on.”
Participants had the option of ranking up to ten different sources of discrimination: “Race”,
“Gender”, “Sexual Orientation”, “Age”, “Primary language”, “Appearance (e.g. hair style,
clothing, facial features)”, “Body size/shape too small”, “Body size/shape too large”, and
“Physical disability”, as well as an open text option.

Social Support
Social support was measured with the Multidimensional Scale of Perceived Social

Support (MSPSS; Zimet et al., 1988). The MSPSS consisted of 12 items and responses were
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rated on a 7-point Likert-type scale from 1 (very strongly disagree) to 7 (very strongly agree).
The family support and friend support subscales each consisted of four items. An example family
support item is, “I get the emotional help and support I need from my family” and an example
friend support item is, “I can talk about my problems with my friends.” Mean scores were
calculated with higher scores indicating more overall social support. The reliability and validity
of the inventory and its subscales have been demonstrated across different genders and racial
groups (Osman et al., 2014; Wong et al., 2010). The estimated internal consistency for the items
comprising the full scale score was high for the full sample in the current study (o = .94), as well
as for each racial group (MW a = .94, MPOC a = .94, Multiracial a = .92). The estimated
internal consistency was similarly high for the items comprising family and peer subscales in the
full sample (family support, a = .92, peer support, a = .92), as well as for each racial group (MW
family support o = .94, MW peer support o = .93, MPOC family support o = .90, MPOC peer
support a = .92, Multiracial family support a = .94, Multiracial peer support o = .92).

Depressive symptoms

Depressive symptoms were assessed using the 21-item Beck Depression Inventory-II
(Beck et al., 1996). For each item, participants were given the prompt to, “Pick out the ONE
STATEMENT in each group that best describes the way you have been feeling during the PAST
TWO WEEKS, INCLUDING TODAY.” For most survey items, there was a four-point scale for
each item ranging from 0 to 3. An example item was, “Sadness” and response options were 0 (I
do not feel sad) to 3 (I am so sad or unhappy that | cannot stand it). For two items, there were
seven options to indicate either an increase or decrease in appetite and sleep. Each of the 21
items corresponded to a symptom of depression and was summed to give a single score with

higher scores indicating greater depressive symptoms. The survey items have been validated



across different genders and racial groups (Whisman et al., 2013). The estimated internal
consistency for the items for this survey were high in the full sample (o = .95), as well as for

each racial group (MW a =.96, MPOC a = .95, Multiracial o = .94)
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CHAPTER THREE
Data Analytic Plan
Preliminary Analyses

IBM SPSS Statistics V. 28 was used for all analyses. First a review of the frequencies and
pattern of missing data for all variables, including covariates, was conducted. Approaches to
dealing with missing data were selected accordingly (Buhi, 2008). Next, analyses were run to
assess whether assumptions for parametric tests were met. Correlations between independent
variables (no correlations greater than .80); Q-Q plot, skewness and kurtosis values, and a scatter
plot of residuals were reviewed respectively to assess for multicollinearity, linearity, normality,
and homoscedasticity. Influential cases and outliers were also examined.

Because this study includes secondary data analyses from a larger study, a post hoc
power analysis was conducted using G*Power, which is a stand-alone power analysis program
(Faul et al., 2009). For all analyses, alpha levels were set to p = .05, and power levels were set to
.80. In examining prior studies that compared depressive symptoms and a variety of forms of
discrimination differences, including racial discrimination, across Multiracial and other racial
groups, an average, medium, effect size of 2 = .26 was observed and used in subsequent power
calculations (Herman, 2004; Shih & Sanchez, 2005). No past research has examined differences
in social support by racial group. To detect a medium effect size, a total sample size of 151 (50
per group) is needed. The current study’s full sample consists of N = 1,322; thus, it can be
concluded that the current study’s first hypothesis is sufficiently powered. Subsequent
hypotheses will involve analyses conducted within the Multiracial group only. Effect sizes were
examined from prior studies that conducted regression analyses evaluating the association

between discrimination and depressive symptoms, including one study that enrolled a Multiracial
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sample (Ajrouch et al., 2010; Chang et al., 2018; Chou, 2012); in these studies, medium to large
effect sizes, with an average of f2 = .24, were observed. A sample of 35 would be needed to
detect similar effects. Given that the Multiracial group consists of n = 252, it can be concluded
that the current study’s second hypothesis is sufficiently powered. Finally, there were no prior
studies conducted with a Multiracial sample examining social support as a moderator, so a post-
hoc sensitivity power analysis was run instead. The analysis was run with the current study’s
sample size of n = 252, a standard power of .08, an alpha level of p = .05, and up to 13 predictors
(which accounts for all total potential possible covariates, main effects, and multiple
interactions). With these parameters, the current study is powered to detect a small effect size of
2=.03.

Hypothesis-Testing Analyses

The first hypothesis, regarding the differences in discrimination, social support, and
depressive symptoms across racial group, was evaluated using five separate analyses of
covariance (ANCOVA). The independent variable for each ANCOVA analysis was racial group
(Multiracial, MW, MPOC) and the dependent variables were discrimination (mean EDS scores),
overall social support (mean MSPSS scores), family support (mean family subscale MSPSS
scores), peer support (mean peer subscale MSPSS scores), and depressive symptoms (BDI-I11
sum scores). Covariates assessed in each ANCOVA analysis included variables found in prior
research to be associated with each dependent variable. Only significant covariates at p<.05 were
retained in the final ANCOVA for each dependent variable. For discrimination, control variables
considered included age (Rippon et al., 2014), gender, sexual orientation (Ayhan et al., 2020),
and body size (BMI was used as a measure of body size; Sutin et al., 2015). When examining

social support as the dependent variable, gender (Matud et al., 2003) and sexual orientation
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(Frost et al., 2016) were considered as covariates. Finally, when assessing differences in
depressive symptoms by racial group, potential covariates included education, income (Evans &
Erickson, 2019), access to health insurance (Fry & Sommers, 2018), age, (Gonzélez et al., 2010;
Kessler & Bromet, 2013), BMI (Luppino et al., 2010), sexual orientation, and gender (Marsack
& Stephenson, 2017).

To test the second hypothesis, that discrimination (EDS sum) will be positively
associated with depressive symptoms (BDI-11 sum) within Multiracial participants, one
hierarchical regression model was conducted. Covariates for consideration included education,
income (Evans & Erickson, 2019), age, (Gonzalez et al., 2010; Kessler & Bromet, 2013), BMI
(Luppino et al., 2010), sexual orientation, and gender (Marsack & Stephenson, 2017). For the
most parsimonious model, only covariates that were significant at block two of the model were
retained in the final full model. Block one included significant covariates and block two included
the main independent variable: discrimination. Depressive symptoms sum was the dependent
variable.

To test the third hypothesis, that overall social support will moderate the association
between discrimination and depressive symptoms among Multiracial participants, the regression
model used to evaluate the second hypothesis was extended to include social support and its
interaction term. Specifically, block one included significant covariates of those listed above for
hypothesis two, block two included overall social support (MSPSS average) and discrimination
(both centered on the grand mean), and block three included an interaction term between
discrimination and overall social support.

Finally, a separate hierarchical regression model was used to explore the fourth research

question, examining if peer and family social support independently and jointly moderate the
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association between discrimination and depressive symptoms. Block one included significant
covariates of those listed above for hypothesis two; block two included peer support, family
support (MSPSS subscales) and discrimination (all centered on the grand mean); block three
included an interaction term for discrimination and family support and an interaction term for
discrimination and peer support. Then, to examine if peer and family support interacted to
moderate the main association, block four included a three-way interaction term for
discrimination, peer support, and family support. Notably, these social support subscales may be
highly correlated. Thus, before running the proposed analyses, multicollinearity was assessed by
examining a correlation matrix and computing the Variance Inflation Factor (VIF) in SPSS.
Exploratory regression analyses for question four were not conducted if r values were above .90
and the VIF was greater than 10 (Field, 2018). Variance accounted for, as measured by change in
R2?, was calculated for estimates of effect size, with R? < 0.02 considered a very small effect size,
0.02 <= R? < 0.13 considered a small effect size, 0.13 <= R? = 0.26 considered a medium effect

size, and R? >=0.26 considered a substantial effect size (Cohen, 1988).
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CHAPTER FOUR
Results
Preliminary Analysis

For all planned regression analyses, assumptions of multicollinearity, linearity, normality,
and homoscedasticity were not violated among the variables of interest within the full sample or
the Multiracial sample only. All variables of interest in the full sample and Multiracial
subsample were also examined for outliers. The covariate age had significant outliers within the
Multiracial sample, so the Winsorizing technique was applied and outlying data values were
changed (n = 24) to reflect the closest non-outlying value (Field, 2018). Regarding missing data,
eight individuals were excluded from all analyses because they reported a racial identity that was
unable to be classified in the determined racial categories (e.g., Jewish and White). In a review of
the frequencies of missing data for all other variables of interest, including covariates, the range
of percentage missing was between 0% and 0.9%. Therefore, listwise deletion was used for all
missing data, an approach considered satisfactory when missing data are minimal (less than 5%)
and the pattern of missingness is inconsequential (Buhi et al., 2008).

Specific to the planned ANCOVA analyses, two assumptions were violated: 1)
independence of the covariates and independent variable; and 2) homogeneity of regression
slopes. Specifically, an ANOVA and Chi-square tests revealed that age, gender, sexual
orientation, and income all significantly different by racial group, violating the independence of
covariates and independent variable assumption. Homogeneity of regression slopes were
assessed by examining the significance of the interaction between covariates and each racial
group on the dependent variables of interest. Gender and age violated this assumption when

discrimination was the dependent variable; gender violated this assumption when family support
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was the dependent variable; and income and sexual orientation violated this assumption when
depression was the dependent variable. To address these issues, it is recommended that an
alternative statistical approach be taken—hierarchical regression (Field, 2018). Specifically, to
assess for differences in discrimination, social support, and depressive symptoms, racial group
(MW, MPOC, and Multiracial) was dummy coded. A series of hierarchical regression models
were then conducted for each dependent variable (discrimination, overall social support, family
support, peer support, depressive symptoms) with significant covariates in block one and dummy
coded racial groups in block two. The first set of models included the MW and MPOC dummy
coded variables to compare differences from the Multiracial group. The second set of models
included the Multiracial and MPOC dummy coded variables to compare differences between the
MW and MPOC racial groups.

Participants

Data from a total of 1,322 participants were included in analyses examining Hypothesis
1. A total of 252 of these participants identified as Multiracial and were included in analyses
testing Hypotheses 2-4. For the full sample, mean age was 40.56 (SD = 20.5 range = 18-82).
Reflective of recruitment efforts to engage adults with diverse racial and ethnic identities,
genders, and sexual orientations, 68.7% of participants were POC (Latino/a/x/ or Hispanic,
African American/Black, or Multiracial), 42.4% of participants were cisgender women, 20.7%
were gender diverse (i.e. transgender men, transgender women, and nonbinary), and 65.9%
identified as gay, lesbian or bisexual. Among the Multiracial sample, the mean age was 33.45
(SD =17.0, range = 18-84), 62.7% were cisgender women, 14.7% were gender diverse, and
62.3% identified as gay, lesbian, or bisexual. Please see Table 1 for detailed participant

descriptive statistics (See Appendix A for all Tables). The largest racial subgroups reflected in
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the Multiracial sample were those who identified as White or European-American and
Latino/a/x or Hispanic (32.1%), White or European-American and African American or Black
(15.9%), and African American or Black and Latino/a/x or Hispanic (9.1%). See Table 2 for
detailed racial breakdown for the Multiracial subsample.

Hypothesis-Testing Analyses
H1: Racial Group Differences in Discrimination, Social Support, and Depression

Discrimination. Contrary to hypotheses, after adjusting for age and gender, there were
no statistically significant differences in discrimination scores by racial group (see Table 3 and
Figure 1; see Appendix B for all Figures).

Follow-Up Exploratory Analyses. When the statistical analyses were repeated for H1
after removing the gender covariate, the direction and significance of the findings did not
meaningfully change (i.e., discrimination did not significantly differ across racial groups; p =
.83). However, when the age covariate was removed from the analyses, significant group
differences emerged. Specifically, MW participants had significantly lower discrimination scores
than both MPOC participants (B = 0.26, p = <.001) and Multiracial participants (f = -0.26, p =
<.001). MPOC and Multiracial participants’ scores did not significantly differ from one another
(p = .41, see Figure 2 for adjusted group means). Notably, racial groups differed significantly in
age as well, such that MW participants were significantly older (M = 56.87, SD = 19.86) than
MPOC (M = 32.95 SD = 15.53, p <.001) and Multiracial participants (M = 33.45, SD = 17.01 p
<.001); the age of MPOC and Multiracial participants did not meaningfully differ from one
another (p = .97).

Percentages of attribution rankings by racial group were also explored and presented in

detail in Table 4. The majority of Multiracial participants (35.7%) reported that “Race” was the
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number one reason they were discriminated against. “Gender” and “Appearance” were the
second and third most prominent reasons that Multiracial participants said they were
discriminated against (i.e., 13.9% reported “Gender” as the number one ranked attribution and
11.9% reported “Appearance” as the number one ranked attribution). Nearly half of MPOC
participants also ranked “Race” as the number one attribution for discrimination (46.6%). The
second and third most prominent reasons were “Sexual Orientation” (12.4%) and “Gender”
(9.0%). Among MW participants, “Age” was the most prominent reason for discrimination
(21.7%), followed by “Sexual Orientation” (17.1%), and “Race” (15.9%).

Social Support. After adjusting for gender and sexual orientation, there were statistically
significant differences by racial group across all types of social support (See Figure 3).

Overall Social Support. After adjusting for gender and sexual orientation, MW
participants had significantly higher overall social support scores than Multiracial participants (§
=0.12, p =.002; see Table 5, Blocks 2a, 2b) and MPOC participants (f = 0.12, p < .001; see
Table 5, Block 2b and Figure 3). Multiracial and MPOC participants did not significantly differ
from one another in their reported overall social support. The effect size of social support
differences was small, with racial group accounting for an additional 1% of the variance.

Peer Support. After adjusting for gender and sexual orientation, MW participants had
significantly higher peer support scores than Multiracial participants (f = 0.09, p = .002; see
Table 6, Blocks 2a, 2b) and MPOC participants (p = -0.10, p = .02; see Table 6, Block 2b and
Figure 3). Multiracial and MPOC participants did not significantly differ from one another in
their reported peer support. The effect size of peer support differences was small, with racial

group accounting for an additional 1% of the variance.



42

Family Support. After adjusting for gender and sexual orientation, Multiracial
participants had significantly lower family support scores than MW participants (B = 0.14, p <
.001; see Table 7, Blocks 2a, 2b). MPOC participants also had significantly lower family support
scores than MW participants (f = -0.08, p = .02; see Table 7, Block 2b). Multiracial and MPOC
participants did not meaningfully differ from one another on reported family support. The effect
size of family support differences was small, with racial group accounting for an additional 1%
of the variance.

Depressive Symptoms. After adjusting for age, income, gender, and sexual orientation,
there was a statistically significant difference in depressive symptoms by racial group (see Table
8). Specifically, Multiracial participants had significantly higher depressive symptoms than
MPOC participants (f = -0.11, p <.001; see Table 8, Block 2a, and Figure 1). Multiracial and
MW participants, as well as MW and MPOC participants, did not meaningfully differ from one
another in their reported depressive symptoms. The effect size of depressive symptom
differences was small, with racial group accounting for an additional 1% of the variance.

H2: Discrimination and Depressive Symptoms Among Multiracial Adults

After adjusting for age, discrimination was significantly and positively associated with
depressive symptoms among Multiracial participants (p = 0.37, p <.001; see Table 9, Block 2a
and Figure 4). The effect size was small to moderate, with discrimination accounting for an
additional 11% of the variance in depressive symptoms for Multiracial adults.

H3: Social Support as Moderator of Discrimination and Depressive Symptoms Among
Multiracial Adults
Overall Social Support. After adjusting for age, overall social support was not a

significant moderator of the positive association between discrimination and depressive



43
symptoms in Multiracial participants (p = 0.96; see Table 9, Block 3b). Notably, overall social
support was significantly and negatively associated with depressive symptoms, even after
adjusting for experiences with discrimination (B =-0.23, p <.001; see Table 9, Block 2b). The
effect size was small, with social support accounting for an additional 6% of the variance in
depressive symptoms.

H4: Peer and Family Support Differential Moderation of Discrimination and Depressive
Symptoms Among Multiracial Adults

Peer Support and Family Support. Due to multicollinearity concerns between the
overall social support scale and the two subscales, a separate regression model was conducted to
assess the putative moderating role of peer and family support excluding overall social support.
After adjusting for age, neither peer support (p = .44, see Table 9, Block 3c) nor family support
(p = 0.45, see Table 9, Block 3c) were significant moderators of the association between
discrimination and depressive symptoms in Multiracial participants. Additionally, peer and
family support did not jointly moderate the positive association between discrimination and
depressive symptoms (p = 0.92, See Table 9, Block 4c). Notably, both peer support (8 =-0.14, p
=.02; see Table 9, Block 2¢) and family support (B = -0.14, p =.02; see Table 9, Block 2c) were
significantly and negatively associated with depressive symptoms among Multiracial
participants, even after adjusting for experiences with discrimination, and accounted for an

additional 6% of the variance in depressive symptoms.
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CHAPTER FIVE
Discussion

Some research suggests that Multiracial adults have an elevated risk for depressive
symptoms (Gaither, 2015; Shih & Sanchez, 2005). Yet, the literature is mixed with regard to
whether their risk is higher than their Monoracial counterparts or not (Cheng & Lively, 2009;
Oshin, 2017; Shih & Sanchez, 2005; Subica, 2011). Theories suggest that Multiracial people
tend to experience increased difficulties navigating their social world due to unclear racial
categories (Gaither, 2015; Shih & Sanchez, 2005). These experiences, in turn, may increase a
sense of lack of belonging—a potent risk factor for depression (Beck & Bredemeier, 2016). To
better understand Multiracial people’s experience with depression, this study explored two
variables closely tied to lack of belonging: discrimination and social support.

Multiracial people’s experience with discrimination may be unique in that they are the
recipients of unfair treatment from both ingroup and outgroup members—a phenomenon referred
to as double rejection (Shih & Sanchez, 2005). Whereas MPOC and MW people tend to cope
with discrimination by seeking support from their family and friends (Brondolo et al., 2009),
Multiracial people often report experiencing discrimination from those same groups (Nadal et al.,
2011; Parker et al., 2015). Discrimination from family members appears particularly harmful to
one’s mental health as these experiences have been linked to depressive symptoms, even after
adjusting for general discrimination (Franco et al., 2021; Salahuddin & O’Brien, 2011). Double
rejection may also function to reduce Multiracial people’s sense of social support, an important
protective factor against depression symptoms (Alsubaie et al., 2019), as well as functioning to
amplify discrimination’s effects on depression (Ajrouch et al., 2010; Chou, 2012; Trujillo et al.,

2017). At the same time, there is some evidence to suggest that Multiracial people often feel their
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multiple racial identities help them more easily navigate social boundaries (Miville et al., 2005;
Shih & Sanchez, 2005). Although they comprise a growing portion of the U.S. population
(Parker et al., 2015), Multiracial adults are underrepresented in science and extant research with
this population is mixed (Shih & Sanchez, 2005). Greater attention to this racial group’s
experiences with social support and discrimination may help identify important targets for future
inquiries and interventions related to depression.

The purpose of this study was to address gaps in the literature regarding differences in
depression across Monoracial and Multiracial groups and explore unique mental health links for
the Multiracial population. Comparative and within-group analyses were used to provide
important context while adding nuance to the understanding of depression in Multiracial people.
This study explored putative differences in discrimination, social support (overall, peer, and
family), and depressive symptoms, across MW, MPOC, and Multiracial groups. In particular,
this study can provide needed clarity on whether Multiracial adults, on average, experience
higher depressive symptoms than their Monoracial counterparts. Additionally, comparisons of
discrimination, social support, and depression across racial groups facilitate the continued
exploration of the validity of the double rejection theory. Understanding if double rejection is
associated with depressive symptoms for Multiracial adults could inform needed clinical
intervention. Regardless of comparisons, this study also expands on insight into factors that
contribute to depression for Multiracial people, especially whether social support serves as a
buffer for the proposed discrimination and depression association.

Racial Group Comparisons in Discrimination, Social Support and Depressive Symptoms

Discrimination Differences
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One part of the first hypothesis was that MPOC and Multiracial people would have
higher discrimination scores than the MW group. After adjusting for the significant covariates of
age and gender, this hypothesis was not supported. Racial groups did not significantly differ in
the average amount of discrimination reported. The absence of a difference in the frequency of
discriminatory experiences between the MPOC and Multiracial group is aligned with previous
research (Nadal et al., 2011; Sue & Sue, 2015). Though, some research suggests that the quality
of discrimination may differ between U.S. based Multiracial and MPOC adults, and these
variations may have important implications for the mental health of Multiracial individuals. For
instance, Meyers et al. (2019) found that Multiracial participants and MPOC participants did not
differ in reported microaggressions when a general microaggression measure was used, but
Multiracial people reported higher rates of microaggressions when measured with a new survey
that included discriminatory experiences unique to Multiracial individuals, such as identity
invalidation and exotification. Exploratory analyses from the current study support the idea that
Multiracial adults’ experiences of discrimination may be qualitatively different than their MPOC
peers, even if the frequency of these experiences is similar. Specifically, while both racial groups
selected “Race” and “Gender” as two of the most prominent attributions for discriminatory
experiences, only the Multiracial group reported “Appearance” as one of the top three most
prominent reasons they experienced discrimination. One common type of monoracism is
exotification and objectification, in which a Multiracial person is dehumanized or treated like an
object due to how their racial phenotype leads others to regularly question and idealize their
features (Johnston & Nadal, 2010; Nadal et al., 2011). For example, a participant in a qualitative

study stated:
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| could go out one day and | would be Dominican...Then if | [went] to Harlem, I’m a

light-skinned Black girl...it’s [like that] all the time... I get, “Well, what are you

exactly?” I mean, “You’re just, you are so fair” and “Your features are hard to [classify].

(Miville et al., 2005, p. 510)

This quote exemplifies how connected appearance and monoracism are for Multiracial people.
Another Multiracial person summarized the difficulty and complexity of appearance for this
group succinctly, stating: “I think mixed people who look mixed suffer that way the most, that
the system makes you have to be one or the other” (Johnston-Guerrero et al., 2020, p. 28). Future
research could explore how phenotypical differences impact Multiracial people’s experiences
with discrimination and whether potential qualitative differences have unique implications for
health and well-being. For instance, researchers could examine if appearance-based
discrimination is more likely than other types of discrimination to lead to body image and
disordered eating difficulties for Multiracial people.

Importantly, the lack of meaningful differences in everyday experiences with
discrimination between the MW and other racial groups is not in line with previous research
conducted in the U.S. (Potter et al., 2018). There are several potential explanations for these
unexpected findings. One reason could be that White participants in this sample are reporting
more discrimination than previous research would suggest because of notable societal changes
occurring during this study’s data collection period. Data for the current study were collected
between June 2021 and December 2021, a time in the U.S. that was marked by incredible social
unrest. Racial division and sociopolitical polarization were particularly prominent due to the
recent publicized killings of George Floyd and other Black people (Starks, 2022), as well as the

COVID-19 pandemic (Ares et al., 2021; Druckman et al., 2021; Hart et al., 2020). It is certainly
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possible that these social changes have significantly impacted how different racial groups
perceive and experience discrimination. For example, some attribute the increase in U.S. political
polarization and far right movements in recent years to the increase in White people’s beliefs that
they face discrimination in a society that is shifting to favor POC (Earle & Hodson, 2020).
Relative deprivation theory (Starks, 2022) and other theories focused on social dominance
(Marshburn et al., 2022) suggest that White people may be more likely to report discrimination
under these circumstances due to a zero sum belief with regard to discrimination, whereby the
decrease in discrimination of one group—as was fought for so impactfully in this time period by
amplifications of social movements like the Black Lives Matter campaign—means that
discrimination must increase for another group (Norton & Sommers, 2011). Indeed, White
people are more likely to perceive discrimination as a zero-sum game than Black people (Norton
& Sommers, 2011) and to perceive anti-White bias to be increasing (Peacock & Biernat, 2023).
Though the perception of increasing anti-White bias is likely distressing for some White people,
it is important to note that this perception is inaccurate (Earle & Hodson, 2020). So, while
subjective experiences for this group should be attended to, the impact of the objective
experiences of those facing systemic and interpersonal racism are likely more harmful to their
overall health and should be a continued public health and clinical concern. (T. H. Brown, 2018;
Ong, Comandom, et al., 2020; Ong, Wong, et al., 2020).

Intersectionality complexities related to age and race may offer another explanation for
the lack of significant findings in discrimination differences by racial group. In adjusted
analyses, age was a significant covariate, with younger people reporting more discrimination, on
average, than older people. The directionality of this association was the same across all racial

groups. Additional exploratory analyses in this study revealed that when age was removed as a
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covariate, the differences in discrimination were as expected—the MW participants reported
significantly less discrimination, on average, than the MPOC and Multiracial groups.
Simultaneously, the MW group was significantly older on average, by over 20 years, than the
other two groups. Considered in conjunction, these findings suggest that age has an equalizing
effect. That is, when adjusting for participants’ age on cross racial examinations of reported
discrimination, group level experiences in discrimination are not meaningfully different.
However, this clearly masks age related variations in experiences with discrimination, such that
younger White people reported more discrimination experiences and older White people reported
less.

There may be several reasons why general discrimination reports may be higher in
younger people compared to older. One reason could be because of actual differences in amount
of discrimination experiences. Socioemotional selectivity theory posits that as people age, their
social groups become smaller and more pruned to avoid interactions with strangers and others
who might be more likely to commit acts of discrimination (Carden et al., 2022; Carstensen et
al., 2003). In other words, aging can insulate and protect people from being exposed to
experiences that would put them at risk for experiencing discrimination. One study (Kessler et
al., 1999) also found that young people are more likely to experience certain types of
discrimination, such as being hassled by the police. Another reason for higher discrimination
reports in younger people could be because younger cohorts are simply more likely to recognize
interpersonal interactions as discriminatory than older cohorts (Carden et al., 2022; Kessler et al.,
1999), regardless of actual differences in discrimination. These age-related differences in
perception may be due to increased cultural education and awareness, though there does not

appear to be research examining this specifically. These findings highlight the need to consider
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lifespan perspectives and a developmental approach when examining discrimination. Age
appears to be an important factor in discriminatory experiences, and a better understanding of
why younger people are reporting more discrimination could aid in improving efforts to reduce
these experiences and improve the health and well-being of those reporting discrimination.
Social Support Differences

No a priori hypotheses were presented regarding differences in social support across
racial groups due to the dearth of literature, but exploratory analyses revealed significant
differences. MW participants had higher overall social support, peer support and family support
than MPOC and MW participants. MPOC and Multiracial participants did not differ significantly
in any areas of social support. Several older studies have indicated that White people may
experience more social support than other racial groups in the U.S. (Eggebeen & Hogan, 1990;
Marsden, 1987; Roschelle, 1997). A more recent study also found that White people had the
largest support networks compared to other racial groups (Schafer & Vargas, 2016). The authors
suggest this difference may be more so related to differences in social capital than lack of
supportive networks overall. Whereby, systemic inequality enforces a maintenance gap in which
those in lower status groups must seek out disposable ties—need-based, short-lived
relationships—and may have less time and access to maintain resourceful ties in their social
network. MW people having higher social support, then, may be another consequence of
systemic racism.

Lower social support, especially family support, for the Multiracial group compared to
the MPOC group was expected because of the discussed double rejection phenomenon. From
this perspective, it was anticipated that more rejection experiences from family might be

reflected in lower perceived social support scores; yet, Multiracial people did not show
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significantly lower social support than MPOC. However, the lack of difference between MPOC
and Multiracial groups in social support is aligned with research which shows some Multiracial
people qualitatively report an increased ability to “fit in” due to their multiple racial identities
increasing their ability to navigate social borders (Miville et al., 2005; Shih & Sanchez, 2005).
Given the group’s historical difficulties with belonging, it is encouraging to see a relative lack of
difference in social support across MPOC and Multiracial groups. Perhaps the absence of lower
social support for Multiracial relative to MPOC people is related to Salahuddin and O’Brien’s
(2011) finding that appreciation of human differences was a notable resilience factor for
Multiracial people, and this common trait was significantly correlated with social connectedness.
Researchers could further explore how factors like appreciation of human differences could
contribute to increased social support for Multiracial people.

Depression Differences and Links with Discrimination

A key aim of this study was to explore if Multiracial people experience higher depressive
symptoms than their Monoracial counterparts, however no a priori hypotheses were presented
due to the mixed nature of the extant literature. This study did find significant differences in
depressive symptoms by racial group. Specifically, Multiracial adults had significantly higher
depressive symptom scores than MPOC participants, but neither of these groups differed from
their MW counterparts. The meaningful differences between the Multiracial and MPOC adults is
aligned with some previous studies (Cheng & Lively, 2009; Shih & Sanchez, 2005; Subica,
2011) and not others (Oshin, 2017). Much of research on this topic is conducted with limited
samples of Multiracial people. This is the first study to include such a large and diverse
Multiracial group and compare depression symptoms between MW and MPOC groups, instead

of just between Multiracial and Monoracial groups, which may alter or disguise important
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differences. Notably, the Multiracial group had a mean score of 21.27, which is considered in the
moderate range, while MW and MPOC groups mean scores of 19.2 and 18.05, respectively, were
in the Mild range (Beck et al., 1996), suggesting an overall clinical difference between the
Multiracial and Monoracial groups that mental health providers should be mindful of assessing
for when seeing Multiracial clients.

The predominate theory regarding why Multiracial people have higher depression scores
than MPOC is due to a lower sense of belonging—a broader concept that is closely related to,
but different from, social support. A reduced sense of belonging can stem from several
intersecting experiences, including discrimination, identity development issues, and double
rejection, which representing some of the most prominent themes in extant literature (Shih &
Sanchez, 2005). Consistent with hypotheses and extant research (Pascoe & Richman, 2009;
Schmitt et al., 2014), more reported experiences of everyday discrimination were associated with
higher depressive symptoms within the Multiracial sample, and this effect was small to
moderate. This finding is aligned with many past studies among groups with a variety of
different social identities that are discriminated against (Pascoe & Richman, 2009; Schmitt et al.,
2014). This finding further affirms that Multiracial adults specifically, along with many other
groups, experience this association of discrimination and depression. Regardless of racial group
comparisons, discrimination is harmful to the mental health of Multiracial people, and it should
be attended to as an important point of intervention.

Multiracial people’s experience with depression may also be influenced by their racial
identity, and others’ reactions to it. Multiracial people, for example, may be at particular risk for
developing an unstable racial identity, referring to the tendency to shift identity based on context

(Gaither, 2015; Root, 1996). Though the research is mixed and dependent on cognitive strategies
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and social contexts, having an unstable racial identity could be more likely to lead to depressive
symptoms; theories suggest an unstable racial identity could reflect a lack of integration of self
as well as greater internalization of societal pressures (Coleman-Cowger & Carter, 2007).
Importantly, regardless of how a Multiracial person identifies privately, feeling forced to choose
one monoracial identity—a form of identity invalidation—seems to consistently be associated
with depression for Multiracial adults (Johnston & Nadal, 2010; Nadal et al., 2011; Sanchez,
2010). Future research could explore if lack of belonging mediates the association between
identity invalidation and depressive symptoms.

A third proposed contributor to Multiracial adults’ experiences of higher depressive
symptoms, on average, was double rejection. As described above, Multiracial adults did not
differ in their sense of family social support relative to their MPOC peers, nor did they differ in
their experiences with discrimination. This pattern of findings does not align with the double
rejection hypothesis. This lack of alignment may be explained, in part, by construct validity
considerations. Specifically, social rejection, especially from family or peers, as a form of
monoracism was not explicitly captured with the current study’s measure of general social
support. Family rejection as it relates to Multiracial identity and experiences might be better
captured by a multifaceted measure of discrimination. Salahuddin and O’Brien (2011) found that
discrimination from family members loaded onto a unique factor separate from general
discrimination experiences: “Lack of Family Acceptance”. For example, the item from this
subscale, “A member of my family treated me like an outsider because I am multiracial”, is
likely a better fit for evaluating painful, double rejection-related family experiences than items
on the family support scale, such as “I get the emotional help and support I need from my

family”. Indeed, previous research shows monoracism and discrimination from family to be
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particularly painful for Multiracial adults (Franco et al., 2021; Johnston & Nadal, 2010; Meyers
et al., 2019; Nadal et al., 2013; Salahuddin & O’Brien, 2011), and therefore, more likely than a
measure of social support or general discrimination to vary across racial groups in a pattern
similar to the variance in depressive symptoms. To better understand depression in Multiracial
adults, and especially to further examine the double rejection hypothesis, future research would
benefit from using measures designed specifically to assess for family and peer rejection based
on racial identity, such as Salahuddin & O’Brien’s (2011) “Lack of Family Acceptance”
subscale. Further investigations could also explore how different types of discrimination, such as
monoracist experiences based on appearance, and different sources of discrimination, such as
family members, differentially impact depression for Multiracial adults. Notably, the effect size
of racial group differences in depression, as well as social support, were considered very small
(i.e., change in R? < 0.02; Cohen, 1988), highlighting the importance of understanding each
group’s unique mental health experiences regardless of racial group differences.

Social Support as Moderator

The final hypotheses, proposing that social support from family and friends would
moderate the positive association between discrimination and depressive symptoms in
Multiracial participants, were not supported. The lack of significant findings is not aligned with
past research (Ajrouch et al., 2010; Chou, 2012, Trujillo et al., 2017). However, and importantly,
all types of social support were independently and negatively associated with depressive
symptoms for Multiracial adults. Though no studies have examined this quantitatively with
Multiracial adults, qualitative studies would suggest Multiracial adults seek out social support as
a key coping mechanism when experiencing discrimination (Jackson et al., 2013; Museus et al.,

2015). One reason social support may not have acted as a moderator of the association between
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discrimination and depression could be related to being underpowered to detect an effect. No
past studies have examined social support as a moderator among Multiracial people, which
complicates the process of assessing what an expected effect size might be. Post hoc power
analysis indicated that the study was powered to detect a small to medium effect size. It is
possible social support functions as a moderator for Multiracial individuals, but it is a smaller
effect than the sample size was powered to detect.

It is also possible that social support simply does not function as a moderator for this
group. Due to the limited amount of research with Multiracial adults on this specific topic, it is
difficult to make assertations about why social support may function differently than it does for
other racial groups. The impact of social support does appear to be particularly complex for
Multiracial people, especially when examining the literature regarding double rejection (Franco
& O’Brien, 2018) paired with some studies showing increased social belonging (Miville et al.,
2005; Shih & Sanchez, 2005). Affirming group belonging is an evidenced based intervention for
coping with discrimination (Allwood et al., 2022), but given the seemingly complicated nature of
social support for Multiracial people, it is possible that seeking group membership affirmation
could help or hurt an individual’s depression depending on their unique context (for example,
how is seeking group belonging from a Monoracial family member complicated if an
individual’s family is supportive, or not, of their Multiracial identity?); and this important nuance
is not captured in the general social support measures used in this study. Ultimately, it appears
social support for Multiracial people is an important psychosocial construct to attend to but more
within-group exploration is needed to better understand such complexities.

Strengths and Limitations
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There are several strengths and limitations for this study. Multiracial people are still an
understudied and underserved group, and this research adds much needed data to understanding
shared Multiracial experiences. Furthermore, many studies with Multiracial people have a
limited sample, such as collapsing groups into the Monoracial/Multiracial binary, or examining
only one subset of the Multiracial group, most commonly Black and White Biracial people. This
study explores differences in the Monoracial group, both POC and White, as well as working
with a Multiracial sample that comprised over 15 unique Multiracial identities. The full sample
was also diverse across many sociological categories, including race, income, age, and location.
The diversity of the sample also includes higher proportions of understudied identities than is
common in psychological research, such as large numbers of individuals with minoritized sexual
and gender identities.

However, the overrepresentation in the sample of individuals with minoritized sexual and
gender identities could be considered a limitation when it comes to overall generalizability, as
the sample does not reflect the average U.S. population. Additionally, the survey was not
provided in Spanish, which further limits the generalizability of the findings. For instance,
discrimination based on language usage and proficiency in the U.S. is common (Cobas & Feagin,
2008; Nelson et al., 2016), and it is possible the discriminatory experiences for Latino/a/x and
Hispanic participants would be higher if those who spoke predominantly Spanish had been able
to complete the current study. Another notable limitation is the validity of the measures used in
the study. Although all the measures were validated for use with a variety of racial groups, none
were developed and validated for use with a specific Multiracial sample. Therefore, they may not
capture the nuances of Multiracial experiences, especially subtle forms of monoracism that could

be missed by traditional measures of social support and discrimination. A general measure of
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discrimination was used to aid in cross-racial group comparisons, but this measure only shows
frequency of discrimination and does not allow for examination of important differences in
discriminatory experiences for each group. Likewise, this measure does not capture
intersectional experiences with discrimination, such as those experienced by someone who is
both Multiracial and transgender. Measures specific to gender, sexuality and racial
discrimination, as well as measures identifying sources of discrimination, would aid in
understanding the unique experiences of each group. Additionally, although the sample is
racially diverse overall, the MPOC group is missing some racial groups, further limiting
generalizability of the results. Monoracial Asian and American Indian adults, for example, were
not included due to limits in funding needed to recruit these populations. Finally, the data are
cross-sectional, therefore conclusions about causation and directionality cannot be determined.

Furthermore, it is important to discuss the incredible heterogeneity of the Multiracial
group. Due to limited sample size and the scope of this analyses, this study did not examine
differences by unique Multiracial groups. Yet, emerging data indicate that different combinations
of racial heritage lead to both shared and unique psychological experiences (Gaither, 2015;
Parker et al., 2015; Shih & Sanchez, 2005, 2009). For example, groups who are White and POC
likely face different discriminatory experiences than those who hold multiple racially minoritized
identities (Gaither, 2015). Furthermore, differences in phenotypic appearance likely impacts the
variables of interest, such that being perceived as racially ambiguous has been shown to correlate
both with how an individual is socialized and how they racially identify (Gonzales-Backen &
Umafia-Taylor, 2011; Tran et al., 2015). Deeper understanding of Multiracial mental health
would be aided by collecting a larger sample size to enable more in-depth within-group analyses

across the Multiracial subgroups, highlighting important nuances in different groups experiences.
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However, while this group is very heterogeneous, feeling a sense of shared experiences and
belonging are important for mental health, and Multiracial people are often denied these
experiences (Gaither, 2015; Shih & Sanchez, 2005). Therefore, there may be validation from the
existence of this study, in and of itself, because it could allow Multiracial people to read about a
perspective that considers the mutuality of their own group.
Summary and Potential Clinical Implications

To summarize, Multiracial adults had significantly higher depressive symptoms than their
MPOC counterparts and lower peer, family, and overall social support than their MW
counterparts. Importantly, the Multiracial group’s mean depression score was in the “moderate”
depressive symptoms range, which is a relatively high average for non-clinical sample. Although
the causes of theses disparities are unclear, and more nuanced measures of family rejection and
identity development are needed, results from the current study highlight the potential harmful
roles of discrimination and social support. Indeed, discrimination was moderately and positively
associated with depressive symptoms for this group, while overall, family, and peer support were
weakly and negatively associated with depressive symptoms. Better understanding of the
mechanisms that cause this higher risk should be prioritized in future research, which may
consider focusing on discrimination, given the relatively higher effect size for this association.
For instance, do higher depressive symptoms cause Multiracial people to isolate and perceive
lower social support, or does social support itself cause higher depressive symptoms? Are double
rejection and other types of monoracist experiences significant causes of depression for this
group, and how much can they account for the increased risk? How do factors like Multiracial
identity development interact with sense of belonging and social support to encourage well-

being? Longitudinal studies and randomized controlled trials should examine the casual
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mechanisms of how social support and discrimination are associated with depression for this
group. Ultimately, discrimination and social support accounted for 17% of the variance in
depressive symptoms, suggesting additional factors (perhaps identity development) should also
be explored as factors associated with depression for this group.

While there is limited research regarding clinical interventions for the treatment of
depression among Multiracial people, several themes from the existing literature emerge,
including the idea that attending to identity development and related concerns is critical for this
group, as well as coping with discrimination and bolstering family support (Cooper, 1999;
Ecklund & Brad Johnson, 2007; Franco & McElroy-Heltzel, 2019; Gibbs, 1987; Gibbs &
Moskowitz-Sweet, 1991). In particular, Franco and McElroy-Hetzel (2018) found that
Multiracial people had lower depressive symptoms if their parents had adopted cultural humility
(e.g., openness and respect toward varied racial experiences) as a racial socialization strategy,
and the association was partially explained by experiencing less challenges to Multiracial
identity. The cultural humility strategy was especially helpful for those experiencing the most
challenges to their racial identity. The authors state that if their results are replicated, clinicians
can recommend that caregivers of Multiracial children and young adults adopt a stance of
cultural humility to aid in their children’s identity development and their mental health.
Additionally, another study found preliminary evidence that internal family systems treatment is
an effective way to foster healthy Multiracial identity development in adults (Cooper, 1999).
Several researchers have highlighted that clinicians should focus on thorough cultural
assessments of each Multiracial client’s own identity experiences and family support (Ecklund &

Brad Johnson, 2007; Gibbs, 1987; Gibbs & Moskowitz-Sweet, 1991). Thorough assessment is
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especially important given the possibly complicated nature of family interactions for Multiracial
people.

The results of the current study are aligned with these recommendations, given that
family support is negatively associated with depression and discrimination is positively
associated with depression. However, clinicians should attend to the possibility that
discrimination could be coming from family members and the ways that may impact intervention
strategies. Peer and overall social support were also negatively associated with depression in the
current study, and clinical interventions could also explore connecting Multiracial adults to these
types of support, especially if family relationships are particularly fraught. Given that
discrimination was most strongly associated with depressive symptoms, interventions for coping
with these experiences should be highly prioritized. Clinical interventions and future research
should consider the importance of belonging for this group, the vitality of which is highlighted
by the first statement in the Multiracial Bill of Rights (Root, 1996, p. 7), “I have the right not to

justify my existence in this world.”



Table 1

Sample Demographics

APPENDICES

Appendix A — Tables

Racial Group
Full sample MW MPOC Multiracial
(N =1322) (n = 415; 31.4%) (n = 655, 49.5%) (n = 252; 19.1%)
% M  SD(R) % M SD(R) % M  SD(R) % M  SD(R)
Race White/ European-American  31.4
Latino/a/x or Hispanic 29.3 59.1
African American/ Black 20.3 40.9
Multiracial 19.1
Annual Income  <29,999 35.6 23.0 422 394
30,000-59,999 28.9 26.9 31.7 25.1
>60,000 35.4 50.1 26.0 35.5
Education <Highschool 29.6 20.0 34.0 33.7
College 53.4 49.9 55.7 53.2
Graduate School 17.0 30.1 10.2 13.1
Age** 40.6 20.5(18-82) 56.9 19.9(18-92) 33.0 15.5(18-84) 33.5 17.0(18-84)
Sexuality Heterosexual 34.0 35.4 31.8 37.7
Gay 19.8 325 15.6 9.9
Lesbian 14.6 11.6 16.9 135
Bisexual 315 20.5 35.7 38.9
Gender Cisgender 79.3 81.4 75.6 85.3
Male 36.9 55.9 30.2 22.6
Female 424 25.5 45.3 62.7
Gender Diverse} 20.7 18.6 24.4 14.7

Note. MW = Monoracial White or European-American; MPOC = Monoracial People of Color.
** MW group had significantly higher mean age than both MPOC and Multiracial group (p < .001)
tGender diverse participants include transgender men, transgender women, and nonbinary people.



Table 2

Multiracial Participants Reported Racial Identities

Multiracial Racial Identities %
White or European-American and Latino/a/x or Hispanic 32.1
White or European-American and African American or Black 15.9
African American or Black and Latino/a/x or Hispanic 9.1
Asian or Asian American and White or European-American 6.3
>4 racial groups 4.4
Native American-Indigenous and White or European-American and African American or 4.0
Black

Native American-Indigenous and White or European-American 3.6
Native American-Indigenous and Latino/a/x or Hispanic 3.2
Native American-Indigenous and White or European-American and Latino/a/x or Hispanic 3.2
White or European-American and African American or Black and Latino/a/x or Hispanic 1.6
Asian or Asian American and Latino/a/x or Hispanic 2.4
African American or Black and Native American-Indigenous 2.0
African American or Black and Asian or Asian American 2.0
Native American-Indigenous and African American or Black and Latino/a/x or Hispanic 1.6
Asian or Asian American and Native Hawaiian or other Pacific Islander 1.2




Table 3

Racial Group Differences in Discrimination

Block Variable Entered B (p) SE B (p) R? (p) AR? (p)

la 0.26** (<.001)  0.27** (<.001)
Age -0.32*%* (<.001) 0.02  -0.50** (<.001)
Cisgender Men -1.43* (.02) 0.75 -0.05* (.02)
Transgender and Nonbinary 3.63** (<.001) 0.85  0.11**(<.001)
Cisgender Women -- -- --

2b 0.26 (.54) 0.001 (.54)
MW (Multiracial comparison group) -1.28 (.37) 1.03  -0.05(.37)
MPOC (Multiracial comparison group) -1.26 (.29) 0.86 -0.05(.29)

2b 0.26 (.54) 0.01 (.54)
Multiracial (MW comparison group) 1.28 (.37) 1.03  0.04(.37)
MPOC (MW comparison group) 0.02 (.98) 0.85  0.00(.98)

Note. Table Blocks 2a-2b reflect results from two separate regression models with the same covariates.
Block 1 data reflect statistical values before Block 2 variables were entered.

MW =Monoracial White or European American; MPOC =Monoracial People of Color.

*p <.05; **p <.001



Table 4

Discrimination Attribution Ranking by Racial Group

Racial Group
MW (%) MPOC (%) Multiracial (%)

Attribution Ranking
Race

1 15.9 46.6 35.7

2 51 11.9 12.3

3 4.8 5.2 5.2
Gender

1 9.4 9.0 13.9

2 15.9 21.8 24.6

3 4.3 7.8 7.9
Sexual Orientation

1 17.1 12.4 8.7

2 11.3 16.2 9.5

3 6.3 11.8 14.7
Age

1 21.7 6.3 7.1

2 14.2 7.0 10.7

3 4.8 7.9 8.7
Income

1 2.4 1.8 5.2

2 3.9 5.0 6.0

3 6.0 3.5 3.2
Language

1 0.5 3.8 1.6

2 0.7 4.0 0.8

3 1.4 2.6 0.4
Appearance

1 8.4 5.6 115

2 8.4 9.2 10.7

3 5.5 55 7.5
Small Body Size

1 2.2 0.9 1.6

2 4.1 3.5 4.0

3 2.7 3.5 4.0
Large Body Size

1 4.8 3.8 5.6

2 51 4.9 4.8

3 3.9 4.9 6.3
Physical Disability

1 1.9 1.4 1.6

2 1.0 1.2 2.0

3 2.7 0.8 0.4

Note. MW= Monoracial White or European American; MPOC = Monoracial People of Color.



Table 5

Racial Group Differences in Overall Social Support

Block  Variable Entered B (p) SE B (p) R? (p) AR? (p)
la 0.04**(<.001) 0.04**(<.001)
Cisgender Men 0.30* (.002) 0.10  0.10* (.002)
Transgender and Nonbinary -0.11 (.30) 0.11  -0.03(.30)
Cisgender Women -- -- --
Heterosexual 0.55**(<.001) 0.10  0.18**(<.001)
Lesbian 0.21 (.10) 0.13  0.05(.10)
Gay 0.17 (.15) 0.12  0.05(.15)
Bisexual - - -
2a 0.05* (.001) 0.01* (.001)
MW (Multiracial comparison group) 0.40* (.002) 0.12  0.12* (.002)
MPOC (Multiracial comparison group) 0.01 (.89) 0.10 0.01(.89)
2b 0.05**(<.001) 0.01**(<.001)
Multiracial (MW comparison group) -0.36* (.002) 0.12 -0.10* (.002)
MPOC (MW comparison group) -0.35**(<.001) 0.09 -0.12**(<.001)

Note. Table Blocks 2a-2b reflect results from two separate regression models with the same covariates.
Block 1 data reflect statistical values before Block 2 variables were entered.

MW =Monoracial White or European American; MPOC = Monoracial People of Color.

*p <.05; **p <.00



Table 6

Racial Group Differences in Peer Support
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Block  Variable Entered B (p) SE B (p) R? (p) AR? (p)
la 0.01*(.002) 0.01*(.002)
Cisgender Men 0.26*(.02) 0.11 0.08*(.02)
Transgender and Nonbinary 0.04 (.72) 0.12 0.01(.72)
Cisgender Women -- -- --
Heterosexual 0.32*(.004) 0.12 0.10*(.004)
Lesbian 0.13 (.35) 0.14 0.03 (.35)
Gay 0.21 (.13) 0.14 0.05 (.13)
Bisexual - - -
2a 0.02*(.005) 0.01*(.005)
MW (Multiracial comparison group) 0.31* (.02) 0.13 0.09* (.02)
MPOC (Multiracial comparison group) -0.02 (.90) 0.12  -0.01(.90)
2b 0.02*(.005) 0.01*(.005)
Multiracial (MW comparison group) -0.36*(.02) 0.12  -0.10*(.02)
MPOC (MW comparison group) -0.33*%(.002) 0.10  -0.10*(.002)

Note. Table Blocks 2a-2b reflect results from two separate regression models with the same covariates.
Block 1 data reflect statistical values before Block 2 variables were entered.
MW =Monoracial White or European American; MPOC = Monoracial People of Color.

*p < .05; **p < .001



Table 7

Racial Group Differences in Family Support

Block  Variable Entered b (p) SE B (p) R% (p) AR? (p)
la 0.07**(<.001) 0.07**(<.001)
Cisgender Men 0.47**(<.001) 0.12  0.13**(<.001)
Transgender and Nonbinary -0.16 (.21) 0.13 -0.04 (.21)
Cisgender Women -- -- --
Heterosexual 0.84**(<.001) 0.12  0.23**(<.001)
Lesbian 0.18 (.22) 0.15 0.04(.22)
Gay -0.003 (.98) 0.14 -0.001 (.98)
Bisexual -- - -
2a 0.08**(<.001) 0.01**(<.001)
MW (Multiracial comparison group) 0.50**(<.001) 0.14  0.14**(<.001)
MPOC (Multiracial comparison group) 0.24 (.054) 0.13  0.07 (.054)
2b 0.08**(<.001) 0.01**(<.001)
Multiracial (MW comparison group) -0.50**(<.001) 0.14 -0.11*%(<.001)
MPOC (MW comparison group) -0.26* (.02) 0.11  -0.08*(.02)

Note. Table Blocks 2a-2b reflect results from two separate regression models with the same covariates.
Block 1 data reflect statistical values before Block 2 variables were entered.

MW = Monoracial White or European American; MPOC = Monoracial People of Color.

*p <.05; **p <.001



Table 8

Racial Group Differences in Depressive Symptoms
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Block Variable Entered B (p) SE  B(p) R?(p) AR?(p)
la 0.29** (<.001)  0.20** (<.001)
Age -0.29** (<.001) 0.02 -0.39** (<.001)
Low Income (29,000 annual income) 2.27* (.01) 0.89 0.07*(.01)
Middle Income (29,001-59,999 annual income) -- -- --
High Income (>60,000 annual income) 1.62 (.07) 0.90 0.05(.07)
Cisgender Men -2.66* (.006) 0.96 -0.09* (.006)
Transgender and Nonbinary 1.35(.17) 0.98 0.04(.17)
Cisgender Women -- -- --
Heterosexual -6.46** (<.001) 0.95 -0.20** (<.001)
Lesbian -2.25 (.06) 1.18 -0.05 (.06)
Gay -2.12 (.06) 1.13 -0.06 (.06)
Bisexual -- - --
2a 0.29* (.004) 0.01* (.004)
MW (Multiracial comparison group) -2.07 (.08) 1.17 -0.06 (.08)
MPOC (Multiracial comparison group) -3.22** (<.001) 0.97 -0.11**(<.001)
2b 0.29* (.004) 0.01* (.004)
Multiracial (MW comparison group) 2.07 (.08) 1.17  0.05(.08)
MPOC (MW comparison group) -1.15 (.23) 0.97 -0.04(.23)

Note. Blocks 2a-2b reflect results from two separate regression models with the same covariates.
Block 1 data reflect statistical values before Block 2 variables were entered.
MW= Monoracial White or European-American; MPOC = Monoracial People of Color.
*p <.05; **p <.001
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Table 9

Associations with Depressive Symptoms for Discrimination and Social Support in Multiracial Adults

Block Variable Entered b (p) SE B (p) R? (p) ARZ (p)

la 0.20**(<.001) 0.20**(<.001)
Age -0.42**(<.001) 0.05 -0.45**(<.001)

2a 0.32**(<.001) 0.11**(<.001)
Discrimination 0.55**(<.001) 0.09 0.37 (<.001)

Block Variable Entered b (p) SE B (p) R? (p) AR? (p)

1b 0.20**(<.001) 0.20**(<.001)
Age -0.42** (<.001) 0.05 -0.45**(<.001)

2b 0.36**(<.001) 0.17**(<.001)
Discrimination 0.47**(<.001) 0.09 0.32**(<.001)
Overall Social Support -2.32**%(<.001) 0.53 -0.23**(<.001)

3b 0.36 (.96) .000 (.96)
Discrimination x Overall Social Support  -0.003 (.96) 0.05 -0.003 (.96)

Block Variable Entered b SE B R? AR?

1c 0.20**(<.001) 0.20**(<.001)
Age -0.42**%(<.001) 0.05 -0.45**(<.001)

2C 0.37**(<.001) 0.17**(<.001)
Discrimination 0.48**(<.001) 0.09 0.32**(<.001)
Peer Support -1.18* (.01) 0.48 -0.14* (.01)
Family Support -1.06* (.02) 0.45 -0.14* (.02)

3c 0.35(.68) 0.002 (.68)
Discrimination x Peer Support -0.04 (.44) 0.05 -0.05 (.44)

Discrimination x Family Support 0.04 (.45) 0.05 -0.05 (.45)
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4c 0.35 (.92) 0.000 (.92)

Discrimination x Family Support x Peer 0.003 (.92) 0.03 0.02 (.92)
Support

Note. Table Blocks 1a-3a and Blocks 1b-4b reflect results from two separate regression models.
Block 1 data reflect statistical values before Block 2 variables were entered; Block 2 data reflect statistical values before Block 3 values were entered.
* - kk

p <.05; **p <.001



Appendix B — Figures
Figure 1

Adjusted Mean Differences in Depressive Symptoms and Discrimination by Racial Group
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Figure 2

Gender Adjusted Mean Differences in Discrimination without Age Covariate
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Figure 3

Adjusted Mean Differences in Types of Social Support by Racial Group
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Figure 4

Adjusted Association between Discrimination and Depressive Symptoms among Multiracial
Participants
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