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1 Title: A cross-sectional study to investigate tffeas of perceived discrimination in the

2 healthcare setting on pain and depressive symptombeelchair users with spinal cord injury.
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ABSTRACT

Objectives: In a sample of wheelchair users withaord injury (SCI), the objectives were to
investigate which subject characteristics are aasmtwith greater perceived discrimination in
the healthcare setting, and how such discriminagtates to health outcomes of pain and
depressive symptoms.

Design: Survey, cross-sectional.

Setting: Spinal Cord Injury Model Systems Cent&GIMS).

Participants: 410 full-time wheelchair users withl$om 9 SCIMS centers, with data collected
between 2011 and 2016.

Interventions: N/A.

Main Outcomes: 7-item questionnaire inquiring almerceived discrimination by hospital staff;
self-reported pain severity over the past monthgiai0-10 Numerical Rating Scale; depressive
symptoms using the 2-question Patient Health Qumssiire screener.

Results: Participants who were Black or from thedst income group were more likely to
report experiencing more discrimination than thwke were White or from the highest income
group, respectively (IRR=2.2-2.6, p<.01). Those wdmmorted more perceived discrimination
had greater risk of severe pain compared to no(EdR¥1.11, 95% CI=1.01-1.23, p<.05), mild
depressive symptoms (RR=1.09, 95%CI=1.02-1.17,5)<dhd severe depressive symptoms
(RR=1.12, 95% CI=1.04-1.21, p<.05) compared toympoms.

Conclusions: Wheelchair users with SCI who werenfroore disadvantaged groups (Black,
lower income levels) reported experiencing morerdisination in their healthcare setting.
Furthermore, those who reported more discriminattere more likely to report worse mental

and physical health outcomes. Attempts to reduseridiination in healthcare settings may lead
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to better outcomes for people with SCI. These olagimms were correlational and not causal; a
prospective analysis is necessary to prove causdtidure investigations should further explore

the impact of discrimination on the many facetfwhg with a SCI.

KEYWORDS

Spinal Cord Injuries; Wheelchairs; Pain, Depressgotial Discrimination

ABBREVIATIONS

IRR - Incidence Rate Ratio

PHQ — Patient Health Questionnaire
RR - Relative Risk

SCI — Spinal Cord Injury
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Health disparities in people with disabilities &rgely under-recognizedin the United States,
a survey conducted in the early 2000s found th&% of people with severe movement
disabilities reported fair or poor health companeth 3.4% of adults without disabilities. An
example of such a disability is spinal cord injg8CI). Paralysis caused by SCI can result in

physical impairments and mobility limitations, whican negatively impact different health

domains. Indeed, one study found that people wthr8ported worse scores across most health

domains compared with the general population, tioly general health and social functfon.

SCI can lead to many secondary mental and phylsezdth complications despite prior health
status® These individuals rely more on the healthcaressyghan the general populatfoget
many report being unable to receive the care needethnage their condition or prevent
complications from developirmy® Many also report a lack of satisfaction with theire® ’
Chronic pain and depression are among the most consecondary conditions reported by
people with SCI, with reported prevalence rate8606% and 17-24%, respectivély.Pain in
the SCI population is highly variable and may beseal by many known and unknown factSrs.
Depressive symptoms can be exacerbated by paiwarséning health status, as well as other
psychosocial factors that originated before or tEped as a consequence of the injiry?Both

conditions are interrelated, with mood state aiffiecthe experience of pain and vice ver$a.

Pain and depression tend to be undertreated ipdpislation despite their high prevalerite.

Such disparities may reflect barriers to accesgiagiecessary rehabilitative and medical care.
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Access to adequate healthcare is mediated by Ihgigal (e.g. structural, equipment
accessibility) and social barriers (e.g. discrirtimg attitudes, communicatiofij.For individuals
with SCI in primary care settings, several auth@ge identified a lack of physical accessibility
to the clinics or their equipment, as well as pbigsi communication and knowledge gaps->

5 However, the relationship between negative atisuekperienced in healthcare settings — such
as discrimination — and poor health outcomes habe®n investigated. Eliminating
discriminatory attitudes and actions can lead toensoiccessful health outcomes for these

individuals!’

Prior research has identified several demogra@utofs that are associated with perceived
discrimination in the able-bodied population, saslolder age, minority race/ethnicity, female,
less education, and lower income leV&I$® Overall, the evidence suggests that perceived
discrimination in healthcare settings leads to poarental and physical health outcorfies.
Studies in the SCI population have found that Bta@ported higher levels of perceived
discrimination than Whité4 22 and that implicit physician racial bias may leadiegative
mental health outcomé3The impact of perceived discrimination on heattius has generally

been understudied in SCI research and warrantsefuattention.

There were two primary objectives of this studysgito identify differences in healthcare-

related perceived discrimination that may be relateage, gender, level of education, income,
race/ethnicity, or insurance coverage among whaelcisers with SCI. Second, to investigate
the association between discrimination and twodiggomes, pain and depressive symptoms,

after controlling for sociodemographic differencieslividuals who were Black or Hispanic,
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lower income, and less educated were hypothesezpbrt more perceived discrimination.
Further, individuals who reported greater percedisdrimination would have higher risk of

pain and depressive symptoms after controllingtonorbidity and demographic factors.

METHODS

Participants

All participants were people with chronic spinatadmjury who completed an inpatient medical
rehabilitation program at a SCI Model Systems (SS)Menter. SCIMS Centers are designated
centers of excellence around the United Stateth®6Cl clinical care and research. The data for
this analysis were collected between 2011 and 281gart of a multisite, modular survey
amongst SCIMS Centers to better understand equitsheelchair provision and outcomes in
people with SCf>% Participants were enrolled if they were older thényears, had chronic
neurologic impairment resulting from a traumaticl 8@t occurred at least 1 year prior to the
study, were treated at a national SCIMS Center,used a manual- or power-wheelchair

(including power assisted manual chairs) for asiid® hours per week.

Data Collection

Nine centers collected data: Boston, Massachugesises: Boston Medical Center and

Spaulding); Chicago, lllinois; Louisville, Kentuckihiladelphia, Pennsylvania; Pittsburgh,

Pennsylvania; Washington, DC; West Orange, NeweyefBeattle, Washington. Each site was
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responsible for recruitment and enrollment at themter. Recruitment methods included
approaching participants in the National SCIMS Dat®, local registries, flyers, and
identification by clinical staff. Surveys were colefied by in-person interviews, phone, or via
mail. All centers obtained ethical approval froreitHocal institutional review boards and all

participants provided written informed consent.

Measures

Participants reported demographic information, cdmalities (e.g. diabetes; cancer; arthritis;
kidney disease; stroke; liver, respiratory, digestor heart problems; HIV/AIDS) and perceived
discrimination. Independent variables included-sefforted age, race/ethnicity, gender, annual
household income, level of education, marital Statund insurance coverage type. Injury level
groups were divided into C1-4, C5-8, T1-8Race/ethnicity was separated into White,
Hispanic-White, and Hispanic/Non-Hispanic Blackh@traces (e.g. Native American, Asian
Indian, East Asian) were omitted and Black paraaiis were not separated into Hispanic or non-
Hispanic due to small sample sizes. To optimizestets, education and insurance were
dichotomized into post-secondary and no post-sergretiucation and private insurance or no
private insurance, respectfully. Appendix A consagndetailed list of demographic variables and

how they were recoded.

Perceived discrimination was examined by askingg@pants seven questions to describe how
often they felt they had been treated unfairly bgtdrs and nurses; specifically, how often they:

1) have been treated with less courtesy or 2) oesBereceived poorer service than others; had
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doctors or nurses act as if he or she thoughtwlesg 4) not smart, 5) afraid of them, 6) or better
than them; and 7) felt like a doctor or nurse watslistening to what they were saying. These
questions were developed by Bird, Bogart, and Ceiaf’, who adapted questions from the
original metric by Williams, et &° and framed them within a healthcare context; kameple,
instead of asking whether an individual felt pecgdéed like they were not smart, the adapted
guestionnaire asked whether they felt a healthgareider acted like they were not smatrt.
Participants rated their response on a scale bativ¢dever) and 5 (Always). Higher scores
indicated that the individual experienced more ritisination. Reliability analysis showed this
scale had good internal consistency (Cronbagh!885) within this dataset, comparable to the
original study?’ Construct validity of the scale has been repontedn measuring self-reported
racial discriminatioff and quantifying discriminatory attitudes in headtre in the general
population'® 2" *°ltems were recoded on a scale from 0 to 4 and schfor a total score

between 0 and 28 to better fit the negative binbstatistical model.

Participants were asked about recent pain and siEpeesymptoms. Pain over the past month
was assessed using a 0 (no pain) to 10 (worstlpegsin) numerical rating scale (NRS) — a
valid, reliable, and sensitive assessment of gaihhas been recommended for use in the SCI
population®* Pain scores were recoded into four categoriegait (score of 0), minor pain

(score between 1 and 3), moderate pain (score batdand 6), or major pain (score of 7 or
greater)*” Depressive symptoms were evaluated by summingnsss from the two-question
Patient Health Questionnaire screener (PH&-ZThe PHQ-2 is derived from the PHQ-9 and
asks two questions about depressive moods and amhealer the past two weeks using a 0 (not

at all) to 3 (nearly every day) scale, for a tei@dre of 6. A score ¢f3 for the two combined
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items has a sensitivity of 83% and specificity 28#®for major depression, and thus used as a
cutpoint in this study® The PHQ-2 was recoded into three categories: predsive symptoms
(score of 0), minor symptoms (score of 1 or 2)ynajor symptoms (score of 3 or great&rThe
tool has been proven as a valid and reliable measfudtepression in populations other than

SClI .33-35

Satistical Analysis

Relationships witlu=.05 were considered to be statistically signiftcal statistical analyses

were performed using SPSS 21 Descriptive statistics included means and stahdaviations

for continuous variables and frequencies for nofnragables. Several participants were missing
data for one or more variables. Differences amodgpendent and dependent variables between
included and missing subjects were tested usingaqirare (categorical) or independent t-tests
(continuous). Little’s test{?=8.51, p>.05) was insignificant, which indicatedadere missing
completely at random. Therefore, subjects with mgsdata were deleted casewise and no data

were imputed?®

To test the first hypothesis, a negative binonegression model was built to determine how

age, race/ethnicity, sex, level of education, inedevel, and insurance coverage were associated
with perceived healthcare discriminatitiiThis model was chosen because of overdispersion
and the quantity of zeroes on the perceived disodtion scale (Figure Ff. The dependent
variable was the summated perceived discriminaamme. Two multinomial logistic regression

models were built to test the influence of percdidescrimination on depressive symptoms and
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pain while controlling for other potentially reldt@ariables found in the literature. Perceived
discrimination score, age, years since injury, genchce/ethnicity, income level, education
level, insurance coverage, marital status, andipalysomorbidity were included in the model
with depressive symptoms as the dependent variabfe®® **Perceived discrimination score,
age, years since injury, gender, race/ethnicigomme level, education level, insurance coverage,
injury level, and physical comorbidity were includi@ the model with pain group as the

dependent variabf@:*?

RESULTS

A sample of 410 cases with complete data wererredafior analysis out of the 577 in the
dataset. Average scores on the discrimination seate 2.31 (SD=3.87, range=0-18); the
distribution of scores is presented in Figure Tofparative analysis of the cases that were
included in the analysis versus excluded yieldedignoificant differences across the key

outcome variables (Table 1).

Results of the binomial regression model indic&tks were more than twice as likely to
report a one-point higher score in perceived disicration compared with non-Hispanic Whites
(IRR=2.15, CI=1.35-3.42, p<.01), as were peopld&lowest income group compared with
those in the highest income group (IRR=2.48, CIZ14319, p<.01). No other predictors were

significant. Full model statistics are presentedale 2.

10
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Both multinomial logistic regression models foundager risk of negative health outcomes with
higher levels of perceived discrimination. Everggoint increase in perceived discrimination
score increased risk of reporting severe pain (R6%1095% CI=1.02-1.17, p<.05). Having at
least one comorbidity was also associated withdrigisk of reporting severe pain (RR=2.45,
95% CI=1.17-5.13, p<.05). A one-point increaseercpived discrimination score also increased
the risk of mild depressive symptoms by 9.0% (RR9,195% CI=1.02-1.17, p<.05), and severe
symptoms by 12.4% (RR=1.124, 95% CI=1.0-1.2, p<.Bigher relative-risk of major
depressive symptoms were found among people witkritevels of education (RR=2.11, 95%
Cl=1.07-4.16, p<.05) and income (RR=2.87, 95% (@917.51, p<.05). Full model statistics

and significant covariates are listed in Tablesi® 4. Perceived discrimination scores between

depressive symptom and pain groups are presentadure 2.

DISCUSSION

The objectives of this cross-sectional analysisawerdentify demographic characteristics
correlated with perceived discrimination in thisngde of wheelchair users with SCI, and to
investigate how this discrimination was associatét clinically-relevant outcomes of pain and
depressive symptoms. Results paralleled literainrthe able-bodied populatitirin that
individuals who were Black, had less educationyere from the lowest income level were more
likely to report more perceived discrimination. tharmore, perceived discrimination was
associated with greater risks of reporting sevaie and both mild and major depressive

symptoms.

11
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This study is one of the few to examine perceiviedramination in individuals with disabilities
and its relationship with health status. The obsgmelationship between race and perceived
discrimination has been mirrored by others in Si€kpite different sample characteristics and
geographic locations: #Previous studies, however, observed no relatipriséiween perceived
discrimination and measures of psychosocial hesi#ttus®® ?*In these studies, pain was not
examined directly and depressive symptoms wergetless an independent variable instead of
an outcome. In the present investigation, paindepmtessive symptoms were included as
dependent variables because they can be targetiedhterventions to ultimately yield
improvements in quality of life. Future studies lcbimclude a more comprehensive model to
evaluate the influence of perceived discriminabarpain, depressive symptoms, and quality of

life; for example, structural equation modeling.

Individuals who were Hispanic White reported nangigant differences in perceived
discrimination compared to those who were non-Higp®Vhite. Participants who were

Hispanic Black and non-Hispanic Black were combimtd the same group, which
subsequently reported the highest levels of peecediscrimination. These findings suggest an
interaction effect may be present between racestimucity. According to the U.S. Census
Bureau, race and ethnicity are mutually independentepts, with 53% of Hispanic/Latino
individuals self-identifying as White in the 201@i@&us’ Thirty-six percent of these individuals
considered their race “oth&f” which is a category that is not reflected wittiie Model

Systems dataset. This category should be includédure datasets to more fully capture the
racial identities of people from different ethnie. Unfortunately, the sample of Hispanic Black

participants was too small for a meaningful analyButure research could examine the

12
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interaction between race and ethnicity on healtcaues in people with SCI and other

disabilities.

Causal relationships cannot be determined becdube oross-sectional and retrospective nature
of the data, yet there are potential mechanisnesptain these observations. Experiencing
discrimination may create an additional barriet thiacourages people with SCI from seeking
the necessary care, or promote self-destructivawiets?° These individuals may also lose trust
in their healthcare providers, making them lessljiko follow their providers’ advic& Another
potential scenario is the reverse: the healthomtems in place hold certain biases toward
people with physical impairments (particularly miitypand lower income groups), which in turn
affects the healthcare they provile’® This observation was made by Hausmann, et al., who
found that pro-White/anti-Black race biases werspnt amongst all physicians in their study;
these biases were strongly associated with wonseegigion and life satisfaction among their
patients®® Ultimately, eliminating attitudinal barriers in &léhcare may help ameliorate the
potential negative feedback loop of worsening Ingadirpetuated by such biases; this remains to

be proven.

It should be noted that most participants repdittd or no perceived discrimination, including
many from minority groups (Figure 1); this is oMeeapositive finding that should be
emphasized. Contrarily, the low frequency of peopfeorting perceived discrimination
compared to previous studt&€’ *may indicate real instances of discriminatorytadies were

underreported in this sample. It is not known wkethotential underreporting occurred among

13
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the entire sample or was different between soc@lgngs; either would introduce bias that
would either diminish or amplify the actual relatships compared to those observed. The
present study also points to the need to colleditiadal data on barriers to healthcare access so
that effective interventions can be developed tiresk these issues. Other factors may
contribute to discrimination yet were not capturied;example, gender diversity and sexual
orientation. These variables should be includefdture data collection so their relationship with

perceived discrimination can be investigated.

One potential solution to this problem is improvimgtural-competency. Weech-Maldonado, et
al. surveyed patients from 66 different hospitalthie United States about their experiences with
healthcaré’ The authors found that patients at hospitals tétter cultural competency polices,
programs, practices, and cultures reported oveetiler experiences with their care. These
relationships were amplified in the patients whaevBlack?’ Recently, this same group
implemented a cultural competency intervention initwo hospital systems in the United
States. Although patient experiences were not asdethe authors reported improvements in
organizational and individual attitudes toward otteeial and ethnic groupg .t is reasonable to
assume that a similar approach with an emphasisaility could be useful in practitioners

who treat individuals with SCI; such a program retedbe developed and tested.

Limitations

There were two potential sources of bias, the sagphethods and handling of missing data.

The current sample may differ from the Nationaldbaise and the SCI population at large.

14
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However, demographics did not differ greatly frdmoge in the National Database; any
differences could be attributed to the fact thasthdata were collected at a subset of SCIMS
Centers. In addition, demographic differences videatified between participants with
complete and incomplete data. Listwise deletioaulfjects with missing data may have
introduced bias. However, data were missing corapylett random and no differences were

observed in the primary outcomes.

The analysis was cross-sectional and retrospestiviausal relationships cannot be discerned. A
prospective analysis would be more powerful, aralkhinclude assessment of both clinician
and patient decision making when prescribing aritbadg to treatment protocols, respectively.
Validity of the perceived discrimination scale usedhis study has not been established in SCI,
which may bias results. Future studies should aiestablish validity of this scale in different
clinical subpopulations. Behavioral factors canvilganfluence health status, yet were not
included in the models. The questions assesseddney of perceived discrimination, as
opposed to actual discriminatory events, so itffcdlt to accurately describe the rates of
discrimination. However, perceived discriminatiananfluence a variety of health-related
factors and thus should not be discouffearticipants in the current sample were treated at
subsample of United States SCI Model Centers, whaate a high level of care and may not be
generalizable to the entire SCI population wittiia United States or globally. The small sample
size prevented a more thorough examination of ggatiper than Black or Hispanic (e.g. Asian,
Native American), different education levels, ansurance coverages. It also reduced cell sizes,

which yielded wide confidence intervals of a fewighles.
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CONCLUSIONS

In a sample of wheelchair users with SCI, people wire Black or of lower income levels
reported experiencing more perceived discriminaitiotie healthcare setting. Subjects who
reported more perceived discrimination also regbmere pain and worse depressive symptoms.
While only a small portion of individuals felt thexperienced discrimination, attempts should
be made to eliminate attitudinal barriers that wiquievent someone from achieving better
health outcomes. This study was cross-sectionatlarglcausation cannot be proven. Further
research should seek to better understand théredhtp between discrimination, behavioral

factors, and health outcomes using a prospectiy stesign.
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Figure 1. A histogram which depicts the spreadunfimated perceived discrimination scores
across the sample, separated by race/ethnicitypdigrey = White, black = Black, white =

Hispanic White). The minimum score is 0 and the imaxn score is 28.

Figure 2. Perceived discrimination score separagtdeen severity of pain (left) depressive
symptoms (right). Perceived discrimination scoresashigher in those with minor and major
depressive symptoms and severe pain than withmetsyns. Error bars represent 95%
confidence intervals.

*significantly higher risk associated with highesrpeived discrimination scores (p<.05).
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Table 1. Sample characteristics, including compdete missing cases (n [%] or Means [SD]).

Complete
Variable (N=410) Missing Missing n
Age (average years, SD)* 45.4 (13.9) 40.7 (14.3) 2
Injury Duration (average years, SD) t 12.4 (10.6) 9.7 (8.3) 19
Perceived Discrimination (mean, SD) 23(3.9) 25(3.9) 2
Race/Ethnicity (n, %) Non-Hispanic White 293 (71.5) 80 (63.0) 40
Hispanic White 32 (7.8) 10 (7.9)
Black# 85 (20.7) 37 (29.1)
Gender (n, %) Male 317 (77.3) 137 (82.5) 1
Female 93 (22.7) 29 (17.5)
Marital Status (n, %)t Married/LWP 170 (41.5) 46 (27.5) 0
Single 164 (40.0) 30 (18.0)
Other 76 (18.5) 91 (54.5)
Education (n, %)8 Post-Secondary 196 (47.8) 62 (37.3) 1
No Post-Secondary 214 (52.2) 104 (62.7)
Injury Level (n, %) T1-S3 210 (51.2) 92 (59.7) 13
C5-8 136 (33.2) 38 (24.7)
Cl-4 64 (15.6) 24 (15.6)
Income Level (n, %)|| >$75,000 101 (24.6) 6 (10.2) 108
$50,000-$74,999 49 (12.0) 9 (15.3)
$25,000-$49,999 104 (25.4) 13 (22.0)
<$25,000 156 (38.0) 31 (52.5)
Insurance (n, %) Private 148 (36.1) 43 (27.0) 8
Not Private 262 (63.9) 116 (73.0)
Comorbidities (n, %) None 266 (64.9) 104 (63.4) 3
>1 144 (35.1) 60 (36.6)
Depression None 188 (45.9) 62 (39.2) 9
Mild 149 (36.3) 55 (34.8)
Severe 73 (17.8) 41 (25.9)
Pain None 69 (16.8) 27 (16.5) 3
Minor 110 (26.8) 37 (22.6)
Moderate 130 (31.7) 48 (29.3)
Severe 101 (24.6) 52 (31.7)

Notes. LWP = living with partner. Missing n refers tombers of participants with missing data

for that variable.

* 1(573) = 3.74, p<.01¢=.34

t 1(328.8) = 3.12, p<.01=.28

+ X%(2,N=577) = 11.8, p<.0N=.14
§ X(1,N = 576) = 5.2, p<.05/=.10
|| X*(3,N = 469) = 8.1, p<.05/=.13
1 X*(1,N = 569) = 4.2, p<.08/=.09
# 7 individuals reported their race/ethnicity aspinic-Black



Table 2. Relationships between demographic vasaduhel perceived discrimination.

95% CI B 95% CI IRR

B BSE Lower Upper X p IRR  Lower  Upper

Intercept 0.13 0.40 -0.66 0.93 0.11 745 1.14 0.52 2.52
Racet Hispanic White 0.34 .36 -.36 1.0 090 .344 140 00.7 2.82
Black* 0.77 24 .30 1.2 105 .001 2.15 1.35 3.42

Sext Female -0.22  0.23 -0.68 0.24 0.90 .342 0.80 0.51 1.27
Education§ No Post-Secondary -0.18 0.20 -0.56 0.23.67 .414 0.85 057 1.26
<$25,000* 0.91 0.30 0.31 1.50 8.96 .003 248 1.37 4.49

Income Level|| $25,000-$49,999 0.52 0.31 -0.08 1.12 292 .088 1.69.93 3.08
$50,000-$74,999 0.32 0.34 -0.36 0.99 0.85 .356 1.3M.70 2.69

Insurancef Not Private 0.14 0.25 -0.35 0.67 0.3368 .5 1.16 0.71 1.89
Age 0.00 0.01 -0.02 0.01 0.12 .732 1.00 0.98 1.01

Notes. Results are presented as incidence raps #RR) with model statistics. The dispersion Goefnt suggests over-dispersion,
B =2.93,B SE=0.32,95%CI B = 2.36 — 3.63. The model is significant in predigtperceived discrimination using the above
demographic variables, Likelihood Ra¥&(11)= 35.19, p<.001.

* p<.01

t Omitted reference group is White.

T Omitted reference group is Male.

8§ Omitted reference group is Post-secondary

|| Omitted reference groupx$75,000.

1 Omitted reference group is Private



Table 3. Relative risks of demographic variabled p@rceived discrimination for reporting minor,
moderate, or severe pain.

Minor Moderate Severe
Perceived Discrimination 1.08(0.97-1.20) 1009-1.22) 1.11(1.01-1.23)*
Injury Duration (years) 1.00 (0.97 -1.03) 1.02@- 1.05) 1.01 (0.98 — 1.05)
Age (years) 1.00 (0.98-1.02) 1.00(0.98 —1.02) .0010.98 — 1.02)
Income t <$25,000 0.56 (0.21-1.48) 0.40(0.132)1 1.00(0.35-2.85)
$25,000-49,999 1.40 (0.55-3.59) 0.82(0.32-)2.091.25 (0.42 — 3.66)
$50,000-74,999 0.83 (0.31 -2.23)0.29 (0.10 - 0.87)* 1.03 (0.33 — 3.26)
Racet Black 0.70 (0.27 -1.82) 0.86 (0.37 — 2.00) .22 {0.52 — 2.86)
Hispanic 0.40 (0.11-1.53) 1.14 (0.40-3.24) Q033 — 2.47)
Gender§ Female 1.07 (0.49-2.35) 1.21 (0.602.631.50 (0.67 — 3.36)
Injury Levell] C1-C4 0.64 (0.24 - 1.66)  0.86 €0-32.08) 0.88 (0.35 - 2.21)
C5-C8 0.60 (0.30-1.20) 0.58 (0.30—-1.14) 0BZ8 — 1.19)
Education{ No Post-Secondary  0.53 (0.26 — 1.08) 5 (D@2 — 3.32) 0.96 (0.46 — 2.00)
Insurance# Not Private 0.72 (0.34 — 1.50) 1.281(6-@.69) 2.16 (0.95 -4.94)
Comorbidity** One or more 1.83(0.97-3.85) 2.03(0.99 -4.162.45 (1.17 — 5.13)*

Notes. Results are presented as relative risksratith their 95% confidence intervals in parentsese
Minor, moderate, and severe pain groups were cagdparthe no pain group. The full model
significantly predicted pain severity grouff(42,N = 410) = 85.6, p<.001, Nagelkerké = .202.
* p<.05

T Omitted reference group:$75,000.

T Omitted reference group is White.

§ Omitted reference group is Male.

|| Omitted reference group is T1 — S3

1 Omitted reference group is Post-secondary

# Omitted reference group is Private

** Omitted reference group is None



Table 4. Relative risks of demographic variabled p@rceive discrimination for reporting
minor or severe depressive symptoms.

Minor Severe
Perceived Discrimination 1.09 (1.02-1.17)*1.12 (1.04 — 1.21)*
Injury Duration (years) 0.98 (0.96 — 1.000.96 (0.93 — 0.99)1
Age (years) 1.01(0.99-1.03) 1.03(1.00-1.05)
Income ¥ <$25,000 1.10(0.53-2.28) 2.44(0.801)%
$25,000-49,999 1.29 (0.65 — 2.55p.87 (1.09 — 7.51)t
$50,000-74,999 1.15(0.54 -2.47) 1.50 (0.46 -)4.89
Race§ Black 0.58 (0.31-1.10) 0.55(0.25-1.21)
Hispanic 0.80(0.33-1.97) 1.12(0.38-3.26)
Sex|| Female 0.81(0.47-1.39) 1.01(0.49-2.10)
Marital Statusy Single 1.66 (0.90-3.08) 1.19(0.54 - 2.64)
Divorced/widowed/separated 1.24 (0.64-2.41) Q0732 -1.83)
Education# No Post-Secondary 1.00 (0.60 — 1.6B)11 (1.07 — 4.16)t
Insurance** Not Private 1.08 (0.63-1.87) 0.9470- 2.00)
Comorbiditytt One or more 1.59 (0.98 —2.60) 1.60 (0.85 — 3.00)

Notes. Results are presented as relative risksratith their 95% confidence intervals in
parentheses. Minor and severe depressive symptenescompared with no symptoms. The
full model significantly predicted pain severityogp, X*(28,N = 410) = 52.8, p<.01,
NagelkerkeR? = .138.

* p<.01

T p<.05

T Omitted reference group:$75,000.

§ Omitted reference group is White.

|| Omitted reference group is Male.

1 Omitted reference group is Married/Living withrioeer

# Omitted reference group is Post-secondary

** Omitted reference group is Private

Tt Omitted reference group is None
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