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Chapter 1: Introduction
Culture and cultural identity are widely recognized as important determinants of
health1-4 in that the behaviors, values and practices guided by culture can be either a
barrier to health or a protective factor. The need to study cultural identity is becoming
increasingly relevant to the study of health and disease risk as the societies we live in
become more multicultural.1 The rapid growth of ethnic minority populations in the U.S.,
both foreign- and U.S.-born, presents an important and unique opportunity for a more
nuanced examination of the link between cultural identity and health. To understand the
importance of culture and cultural identity as social determinants of health, scholars often
turn to immigrant populations as a way of deciphering how foreign-born status can
influence health behaviors, health risks and ultimately, health outcomes. Specifically,
health disparities research often investigates the health of foreign-born ethnic minorities
in order to understand the underlying reasons behind race/ethnic health disparities.
Examining the health of Black immigrants living in the U.S. presents an
opportunity to address this issue. As the number of Black immigrants living in the U.S.
increases, understanding foreign-born health as a way to fully grasp the health of the
Black population has become increasingly vital. Black immigrants from Africa and the
Caribbean have steadily increased in numbers since the 1970s.5 Africans immigrating to
the U.S. is a recent phenomenon, most arriving after the 1980s. However, Caribbean
immigrants have been arriving gradually throughout the 20th century.5 Between 2001 and
2006, Black immigrants accounted for one-fifth of the growth in the Black U.S.
population.5 In 2011, the foreign-born accounted for close to 10% of the non-Hispanic
Black population6 which calls attention to the need for a focus on this population.
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Public health research tends to use narrow classifications for nativity, race, and
ethnicity which can mask each group’s unique immigration history and experience. The
Black race is often assessed as a homogenous group7-9 although this group includes Black
immigrants from the Caribbean, Africa, Europe, and other regions. Additionally,
immigrants may have various reasons for migration and experiences in their home
country prior to arrival in the U.S. that may influence health outcomes and risk factors.
Recognizing the heterogeneity within the Black racial group is important because it can
inform our knowledge and understanding of the distinctive exposures influencing health
outcomes. This research project focuses on examining nativity-based differences in
perceived stress and self-rated health among Black women with immigrant backgrounds
and on understanding the extent to which the psychological process of identity explains
the observed patterns in Black immigrants' self-rated health and perceived stress.
Although the literature on how Black immigrants identify culturally is limited, a
few studies highlight the fact that Black immigrants do not fully identify with the
prescribed Black race/ethnic category that is commonly used in the U.S. and the racial
context associated with this category.10-14 Studies suggest that foreign-born Blacks'
adherence to their foreign culture buffers them from health risks and exposures due to the
behavioral and attitudinal components associated with their culture. Considering the
notion that certain aspects of culture and cultural identity can impact health points to the
need for consideration of the determinants of cultural identity and the mechanisms by
which cultural identity can affect health risks and outcomes. Bearing in mind that Black
immigrants may not fully subscribe to the Black race/ethnic category, there is a dire need
for a better understanding of the link between cultural identity and health in order to
2

better serve this community. Examining this association is particularly vital because
public health policies and programs are often created from knowledge about a race/ethnic
group based on the existing race/ethnic categories.
In general, extant studies highlight the fact that the foreign-born are generally
healthier than their U.S.-born counterparts but this health advantage diminishes over
time.15-26 Much of the previous immigrant health literature largely focuses on immigrants
of Mexican or other Hispanic origin because they are the largest group of immigrants,
with much less empirical inquiry focused on Black immigrants. Although they share the
same racial status, foreign-born Black individuals experience better health outcomes than
their U.S.-born counterparts.15, 21, 23, 24 The few studies on Black immigrants indicate that
foreign-born Blacks have better health outcomes for chronic diseases such as diabetes
and cardiovascular disease than U.S.-born Blacks. Further, all-cause mortality among
Black immigrants across all ages tends to be lower than that of U.S.-born Blacks.27
Traditional explanations for immigrant health patterns include selective
migration, cultural buffering, and acculturation.23, 24, 28 Selective migration and cultural
buffering explain the initial immigrant health advantage whereas acculturation explains
the subsequent immigrant health decline. The selective migration hypothesis states that
individuals who migrate are generally healthier and more resilient than other individuals
in their home country due to the immigration screening process.23 These immigrants are
more willing and able to endure the task of migrating and better respond to the challenges
involved.23 The cultural buffering hypothesis suggests that, compared to U.S.-born
individuals, immigrants' cultural values and norms may proscribe risky activities such as
alcohol and tobacco use and promote healthy behaviors prior to migration. For example,
3

immigrants from developing countries may have a pre-migration lifestyle that includes a
low calorie diet and higher levels of physical activity which can promote good health.24
The acculturation hypothesis argues that immigrants lose the protective factors
associated with culture over time as they adopt the behaviors, attitudes and values of U.S.
culture.28, 29-31 Extant immigrant health studies have relied heavily on the aforementioned
explanations for immigrant health outcomes. Recently, however, scholars focused on
understanding the health patterns among Black immigrants have referenced the Racial
Context of Origin hypothesis. This hypothesis explains that Black immigrants born in
majority-Black countries will experience better health outcomes upon arrival to the U.S.
compared to those born in racially mixed or majority-White countries due to lower levels
of pre-migration exposure to racial discrimination.32 Other studies have highlighted the
importance of Black immigrants' region of origin as an explanation of the observed health
patterns among this group.33, 34
When considering the concept of culture and cultural identity in the context of
health, public health researchers often acknowledge its importance, but rarely provide a
concrete definition because of its complexity and abstract nature. Furthermore, the terms
culture, ethnicity, and race are often used interchangeably to refer to origins, perceptions
of self, values, religion and language shared by a group of people as are cultural identity,
ethnic identity, used interchangeably to refer to individuals' subjective sense of belonging
to an ethnicity, group or culture.1, 35, 36 For the purposes of this project, culture will be
defined as a set of shared learned behaviors, norms, beliefs, ways of living, traditions and
values that are defined by a social group or society.2, 37 The term foreign cultural group
identity (FCGI) is used in this research to refer to an individual’s cultural identity. More
4

precisely, it measures an individual's sense of self with regard to a foreign native culture.
FCGI is based on the construct racial centrality, a specific component of the
Multidimensional Model of Racial Identity (MMRI) that assesses the importance of
membership in the Black racial group to an individual’s global self-concept. Although the
MMRI is a model for racial identity per se, the model is flexible enough for adaptation
for use with other ethnic minority groups.38 Specifically, it acknowledges that people of
color have sub-cultural identities and contexts that are important. The few studies that
focus on Black immigrants' identity report that Black immigrants construct their identity
in distinct ways and suggest that this group may not identify with the "African American"
label in the traditional way.11, 39
In this study, FCGI measures the importance of an individual’s identification with
a foreign culture to an individual’s sense of self. Measuring FCGI can enable researchers
to address some of the heterogeneity within race/ethnic groups in a more expansive way
than typically seen in public health research. Studying FCGI is an avenue in immigrant
health that remains virtually uncharted and offers a precise and comprehensive
assessment of the meaning of foreign-born status with the constraints of race/ethnicity,
and one that can help explain health patterns observed among immigrants to the U.S. who
are typically classified in American race/ethnic groups.
To investigate the role that FCGI plays in perceived stress and self-rated health,
three sets of research questions were explored. The first question examines the
association between age at arrival and FCGI among the foreign-born independent of
education level. The second investigates whether there are nativity-based differences in
perceived stress and self-rated health independent of age, education, marital status, and
5

smoking status, and the third question considers whether FCGI explained more variation
in perceived stress and self-rated health than nativity, after adjusting for age, marital
status, education, and cigarette smoking.
To explore these questions, cross-sectional data were collected from a purposive
sample of 214 Black women with immigrant backgrounds. In order to recruit a sample
with a wide range of immigrant backgrounds, only women (1) who self-identified as
Black, and (2) were foreign-born, or had at least one foreign-born parent or grandparent.
Descriptive statistics and analyses using multiple linear regression models to assess the
association between age at arrival, nativity, FCGI self-rated health, and perceived stress
are reported. The implications of the findings for immigrant health and health disparities
research are discussed.
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Chapter 2: Conceptual Framework
Identity Theory,40 the Multidimensional Model of Racial Identity (MMRI) 38 and
Social Determinants of Health (SDH)41 theory provide valuable guides for understanding
how adherence to a foreign culture may buffer against ill health. Utilizing SDH and the
MMRI offer a venue within which to anchor Identity Theory in a context that allows for a
better understanding of the determinants of FCGI and how FCGI can influence health.
Derived from symbolic interactionism and formulated by Stryker 40, 42 and
Burke,43 Identity Theory hypothesizes that an individual’s self is a structure of identities
organized in a hierarchical fashion. These identities are organized and ranked according
to the importance an individual attaches to each identity. Stryker uses the example of a
New York mayor who decided to devote more time to his children and not run for a
second term of office. He states that the former mayor probably awarded more
importance to his role and identity as a father compared to his role as a public official.40
Stryker defined identities as “internalized sets of role expectations, with the person
having as many identities as roles played in distinct sets of social relationships”.40(p90)
Additionally, Stryker suggests that the roles that are associated with each identity
influence behavior.44 A major principle of Identity Theory is that there is a strong link
between the location of various identities in an individual’s identity hierarchy and the
individual’s behavioral performances. 40, 44, 45 A key concept of Identity Theory is
centrality. Centrality explains how the identities that are more central and important to an
individual’s sense of self are the ones more likely to guide behaviors and influence the
general sense of self and well-being.46 Stryker’s example of the former New York mayor
can be used to explain the concept of centrality. The importance that the mayor placed on
7

his identity as a father guided his behavior and his decision to not run for office.
Centrality is a leading concept for this study and provides guidance in understanding how
an immigrant woman's foreign culture can hold importance in her overall identity.
The Multidimensional Model of Racial Identity (MMRI) allows for the
conversation about identity to be rooted in a racial context. The MMRI is grounded in
Identity theory and builds on it by stating that the degree to which membership in the
Black racial group is important to an individual's sense of self in specific situations
influences behavior. The MMRI takes into account the diversity in African American
culture and the contexts within which people consider their group membership.47 The
MMRI's Centrality scale builds on Identity Theory's concept of centrality. Identity
Theory defines centrality as the degree to which race is central to an individual's sense of
self. Together, Identity Theory and the MMRI provide a helpful framework for
considering how immigrants' cultural identity can be an important part of how they
normatively think about themselves. FCGI's foundation is borrowed from Identity Theory
and the MMRI's concept of centrality and support the idea that immigrants' sense of self
can be central to how the normatively views themselves.
In order to understand how the conditions in which people lives can affect cultural
identity and understand how cultural identity can affect health, an additional framework
is needed to guide our understanding. To better understand the mechanisms by which
FCGI can influence health, this study draws on the Social Determinants of Health (SDH)
theory which takes into account the conditions in which individuals live, work, and
develop and the effect these circumstances have on health. The SDH theory allows for a
closer examination of FCGI as a determinant of health and the identification and
8

consideration of how structural and individual determinants can influence FCGI, which in
turn affects health through intermediary determinants. The structural determinants of
FCGI include aspects of the macroeconomic and social context such as immigration
policies and the overall sentiment towards immigration and immigrants. The individual
level determinants of FCGI may include immigration status, nativity, age at migration,
religiosity, and length of U.S. residence. In turn, FCGI may influence health through
several intermediary determinants that act as mechanisms that influence an individual's
health status. These include factors such as health behaviors, diet, physical activity,
perceived stress, health care utilization and cultural values. Values about and attitudes
towards education may also create differential self-rated health status.
The structural determinants include factors that may shape the extent to which
individuals with an immigrant background hold on to their cultural identity. Immigrants
may desire to retain their identity if they feel that there is a positive societal attitude
towards immigrants. If faced with a hostile general sentiment towards immigrants in the
form of immigration policies, immigrants may downplay their cultural identity as a way
to assimilate. Phinney et al. reported that the link between immigration policies and
immigrant identity was weak but probable where countries with supportive and
immigrant friendly policies were more likely to have immigrants with strong affinities to
their cultural identity.48 For example, countries such as Canada, which supports
immigrants maintaining their culture of origin, tended to have immigrants that had high
levels of cultural identity compared to countries such as Israel which has policies that
promote immigrants' integration.48

9

The individual level determinants of cultural identity may include immigration
status, nativity, age at arrival, length of U.S. residence, and residence. Where individuals
are born, the age at which they migrated, and the length of time they have spent in the
U.S. are all factors that may shape an individual's FCGI. For example, foreign-born
immigrants and those who arrived in the U.S. as adults may have a stronger affinity
towards their foreign culture because of the time immersed in their countries' value
systems. Immigration status is also an important determinant of cultural identity. For
instance, immigrants on student visas are legally defined as non-U.S. residents. The
immigration process and practices to which student visa holders must adhere to in order
to maintain their status reinforces their foreign-status, which may result in a stronger
affinity to their foreign culture. Naturalized U.S. citizens may or may not be allowed to
maintain dual citizenship and are treated as U.S. citizens regardless of country of origin.
This may influence the level of affinity these individuals have toward their culture of
origin.
There is much evidence linking differing levels of cultural identity and the
intermediary determinants to health. These include factors such as health behaviors, diet,
physical activity, health care utilization, and cultural values. Some of these factors may
influence social determinants such as education, income and social position, which in
turn, can create differential risks for health. Studies show that upon arrival to the U.S., the
foreign-born are generally healthier than the U.S.-born because of pre-migration
behaviors that protect against increased disease risk such as a healthy diet and
engagement in physical activity. Scholars have highlighted that certain aspects of cultural
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identity such as an individual's expression of their religion, values and social support are
positively associated with overall health.49-52
The combination of Identity Theory, the MMRI and SDH Theory provide
guidance for the hypotheses tested in this study by allowing us to consider how a foreign
culture can be important to a Black immigrant woman and how several determinants can
influence her FCGI which in turn can affect her self-rated health. The centrality concept
from the Identity Theory and the MMRI shape FCGI, but only a handful of individual
determinants and intermediary determinants are tested in this study. Drawing from both
theories and the model discussed, figure 1 (page 12) highlights the fact that we can expect
the individual determinant of age at arrival will be associated with FCGI (hypothesis 1).
By examining nativity-based differences in perceived stress and self-rated health
(hypothesis 2a and 3a), the impact of nativity as an individual determinant on perceived
stress can also be tested. The figure also shows that FCGI may be associated with
perceived stress which is an intermediary determinant and it is hypothesized that FCGI
will explain more of the variance in perceived stress than nativity (hypothesis 2).
Additionally, whether FCGI is associated with self-rated health (hypothesis 3) and
explains more of the variance in self-rated health than nativity can be tested.
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Figure 1: Study Conceptual Framework

INDIVIDUAL DETERMINANT
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Hypothesis 1
Age at arrival

INDIVIDUAL DETERMINANT
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Hypothesis 2a

INTERMEDIARY DETERMINANT
Perceived stress
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Hypothesis 3a
SELF-RATED HEALTH

12

Hypothesis 3a

Chapter 3: Literature Review
Previous scholars have acknowledged the importance of examining and
understanding cultural identity and race/ethnicity as determinants of health as the U.S.
becomes more multicultural. The difficulty with defining and measuring cultural identity
has made the use of race/ethnicity the standard method to address this line of research.
However, the narrow categorization of race/ethnicity does not allow for a deeper
examination of how an individual's perception of himself or herself can affect health.
Further, studies show that for Black immigrants, the narrow race/ethnic category does not
fully or accurately capture their migration experience or their definition of themselves.
For Black immigrants, identity is often more complicated than checking a box. It is
proposed that measuring FCGI serves as a useful tool, allowing researchers to move
beyond the traditional categories and better understand how individuals' connection and
adherence to their culture can impact their health. Prior to delving into a review of the
existing literature, it is important to define the terms used in this document in order to
frame the narrative in the relevant context.
Definitions
The term "Black" refers to individuals of African descent. The term "Black" is
used, as opposed to "African American" because the latter holds assumptions about
culture and identity that do not always reflect the culture or identity of immigrants who
share the same race/ethnic category. In this narrative, the term "Black" is used as an all
encompassing term to describe those who have roots on the African continent. The term
"Black immigrant" will be used to differentiate the population that is foreign-born, or is a
2nd or 3rd generation descendent of an immigrant.
13

In order to frame the discussion of immigrants accurately, clarification of how
U.S. immigration law defines an immigrant is necessary. Although the terms foreignborn and immigrant are often used interchangeably, according to U.S. immigration law,
an immigrant is defined quite broadly as an individual who has been admitted under the
law's immigrant categories. This includes individuals who are in the U.S. temporarily.53
The U.S. Census Bureau defines the foreign-born population as those who are not U.S.
citizens at birth and have been born outside of the U.S. excluding those born abroad to
U.S. citizen parents. This definition also includes those who have arrived under the U.S.
immigration law. 54 However, in this body of work, the terms foreign-born and immigrant
refer to individuals who are born outside of the U.S. and now live in the U.S. regardless
of whether they are naturalized citizens or of their immigration status. The term
immigrant background is used in this document to describe individuals who are
immigrants themselves or are 1st or 2nd generation U.S.-born citizens.
Growth of the Immigrant Population
Immigrants are the fastest growing segment of the U.S. population.55 According to the
U.S. Census Bureau, between 1980 and 1991, the number of immigrants increased threefold.56 In 2000, the immigrant population represented 10.4% of the U.S. population at an
estimated 28.4 million individuals.57 In 2010, there were close to 40 million foreign-born
individuals living in the U.S. constituting almost 13% of the U.S. population (Table 1).58
Since the adoption of the Immigration and Nationality Act of 1965 there has been a
significant increase in the number of U.S. immigrants and a shift in the sending
countries.17 Prior to 1965, U.S. immigration laws favored immigrants from Northern and
Western Europe and restricted the entry of non-Whites. As a result, the majority of U.S.
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immigrants originated from countries such as Germany, Ireland, and Poland. The
passage of the Immigration and Nationality Act of 1965 saw an increase in Black
immigrants and other immigrants of color. Between 1960 and 1980, the proportion of
Black immigrants increased by approximately 6.5 fold. Over the past three decades, the
percentage of Black immigrants has increased from 3% in 1980 to 8% in 2010.58, 59

Table 1. U.S. Population by Nativity, 2010a
Nativity
2010 population
Percent
U.S.-born
269,432,814
87.1
Foreign-born
39,916,875
12.9
Total
309,349,689
100.0
a
Data from the Pew Hispanic Center Tabulations of the 2010 American Community Survey58

Black U.S. Immigrants
Foreign-born Blacks in the U.S. are made up of immigrants and refugees and
represent a variety of origins from South America, Europe, Africa and the Caribbean.
However, the majority of foreign-born Blacks living in the U.S. come from the Caribbean
and Africa. Most Africans arrived after 1980, whereas immigrants from the Caribbean
have been arriving steadily during the last 30 years of the 20th century. Between 1990 and
1999, immigrants from the Caribbean made up 60% of Black immigrants, followed by
Africans, making up 36%. European Blacks and immigrants from elsewhere make up the
smallest fraction of Black immigrants.5, 33 In 2010, immigrants born in Africa accounted
for 4% of the immigrant population, whereas immigrants born in the Caribbean made up
9.3% of the total immigrant population (Table 2).60 In 2011, the foreign-born accounted
for close to 10% of the non-Hispanic Black population. In the 1990s, Black immigration
contributed to an approximately 17 percent increase in growth of the U.S. Black
population. Between 2000 and 2006, this growth increased to approximately 20 percent.5
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The rapid growth of the Black immigrant population underscores the need to understand
the health profile and health needs of this group now more than ever.6

Table 2. Foreign-Born by Region of Birth, 2010a
Region of Birth
Population (thousands)
Percent
Africa
1,607
4.0
Asia
11,284
28.2
Europe
4,817
12.1
Central and South America and the Caribbean
21,224
53.1
Mexico
11,711
29.3
Other Central Americab
3,053
7.6
South America
2,730
6.8
Caribbean
3,731
9.3
Northern Americac
807
2.0
Oceaniad
217
0.5
Total
39,956
100.0
a
Data from the U.S. Census Bureau, American Community Survey, 2010 60
b
Other Central America includes the countries of Belize, Costa Rica, El Salvador, Guatemala,
Honduras, Nicaragua, and Panama.
c
The majority of the foreign born from Northern America were from Canada (99%).
d
About two-thirds of the foreign born from Oceania were from Australia and New Zealand (48%) and
Fiji (18%).

Table 3 highlights the share of Blacks among all U.S. immigrants in 2012 by
region of birth, emphasizing the large proportion of immigrants from Africa and the
Caribbean. Compared to the total immigrant population, foreign-born Blacks differ with
respect to demographic characteristics such as marital status, age, income, and
educational attainment (Table 4). In 2012, foreign-born Blacks represented close to a
quarter of doctorates conferred on Blacks in the U.S., held 15% of bachelor's degrees,
and 16% of master's degrees. Additionally, of all U.S.-born Blacks, 20% were married
and 62.2% were never married compared to 39.7% of foreign-born Blacks who were
married and 38.6% who were never married. In 2012, foreign-born individuals
represented 8% of the Black population.
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Table 3. Foreign-Born Blacks in the U.S. by Region of Birth, 2012 a
Birth Place
Total
Black Immigrant
Proportion of Blacks among
Population
all immigrants (%)
All U.S. Immigrants
38,674,773
3,283,520
8.5
Africa
1,466,454
1,090,755
74.4
Europe
4,847,078
63,659
1.3
Northern America
834,095
24,807
3
Other Northern America
8,095
4,457
55
Canada
826,000
20,350
2.5
Americas
21,399,203
2,094,532
9.8
Latin America
20,565,108
2,069,725
10.1
Caribbean
3,493,772
1,713,070
49
Central America
14,430,799
182,924
1.3
South America
2,640,537
173,731
6.6
Asia
10,747,229
31,271
0.3
Oceana
214,809
3,303
1.5
a
U.S. Census Bureau. Current Population Survey data 2012. Black immigrants are those who reported
61
being Black alone, or in combination with one or more race.

Table 4. Demographic Characteristics for Black Population, by Nativity, 2012 a
Totals
Total
Nativity
U.S.-born
Foreign-Born
Number in Thousands (%)
Number in Thousands (%)
39,462
36,287 (91.95)
3,175 (8.05)
Educational Attainment
Less than 9th grade
1,152
945 (82.04)
207 (17.96)
9th-12th grade, no diploma
5,076
4,776 (94.09)
300 (5.91)
High school diploma or
9,488
8,646 (91.12)
843 (8.88)
equivalent
Some college, no Assoc. or
6,388
5,899 (92.34)
489 (7.66)
4-yr degree
Associate degree
2,467
2,162 (87.62)
305 (12.38)
Bachelor's degree
3,471
2,962 (85.34)
509 (14.66)
Master's degree
1,342
1,123 (83.67)
219 (16.33)
Professional degree (such as
214
155 (72.66)
58 (27.34)
DDS or JD)
Doctorate (such as PhD or
226
171 (75.76)
55 (24.24)
EdD)
Marital Status
Married, Spouse Present
8,766
7,506 (85.63)
1,260 (14.37)
Married, Spouse Absent
556
417 (74.95)
139 (25.05)
Widowed
1,717
1,589 (92.53)
128 (7.47)
Divorced
3,320
3,043 (91.63)
278 (8.37)
Separated
1,316
1,170 (88.91)
146 (11.09)
Never Married
23,786
22,563 (94.85)
1,224 (5.15)
Age
< 17
11,667
11,383 (97.57)
284 (2.43)
18 to 64
24,178
21,591 (89.3)
2,588 (10.7)
65 to 80+
3,617
3,314 (91.62)
303 (8.38)
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Table 4. Demographic Characteristics for Black Population, by Nativity, 2012 a
Totals
Total
Nativity
U.S.-born
Foreign-Born
Number in Thousands (%)
Number in Thousands (%)
39,462
36,287 (91.95)
3,175 (8.05)
Family Income in 2011
No Income
1,434
1,355 (94.49)
79 (5.51)
$1 to $4,999 or loss
1,615
1,538 (95.27)
76 (4.73)
$5,000 to $9,999
2,848
2,679 (94.05)
169 (5.95)
$10,000 to $14,999
3,019
2,789 (92.38)
230 (7.62)
$15,000 to $24,999
5,508
5,124 (93.04)
383 (6.96)
$25,000 to $34,999
4,723
4,344 (91.99)
378 (8.01)
$35,000 to $49,999
5,210
4,874 (93.56)
335 (6.44)
$50,000 to $74,999
6,357
5,827 (91.66)
530 (8.34)
$75,000 and over
8,750
7,757 (88.65)
993 (11.35)
a
U.S. Census Bureau. Current Population Survey data 2012. Black immigrants are those who reported
61
being Black alone, or in combination with one or more race.

Reasons for Migration
Generally, there is diversity in the reasons why the foreign-born migrate to the
U.S. Those of Caribbean descent generally come to the U.S. to join family living in the
U.S.62 The close proximity to the U.S. and the fact that there is a large proportion of
Caribbeans living in the U.S. who are citizens help ease the migration process. Further,
many Caribbeans migrate to the U.S. in search of better paying jobs.62 A very small
portion of Caribbeans come to the U.S. under asylum or refugee status. In 2012,
approximately 7% of all refugee admissions were of individuals from Latin America and
the Caribbean.63
Among African immigrants, there has been an increase in the number of
immigrants arriving as international students to institutions of higher education.
Furthermore, the diversity visa program, which was created to increase the number of
underrepresented immigrants in the U.S., has been a significant avenue for the entry of
highly skilled African immigrants. Between the 1980s and the 1990s, it was estimated
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that close to half of the increase in migrants from Africa came through the diversity visa
program.64 Lastly, nearly 16% of all asylum entries were from Africa.63
Black Identity
The Multidimensional Model of Racial Identity and Racial Centrality
Primarily studied among African Americans, racial identity theory can serve as a
useful framework for thinking about Foreign Cultural Group Identity (FCGI) in groups
that are not considered racial categories per se. The project draws in part upon ideas and
concepts outlined in the Multidimensional Model of Racial Identity (MMRI), a racial
identity theory based on the African American experience and membership in the African
American racial group.
The MMRI and other identity theories argue that identities are hierarchically
ranked, and that certain identities, such as race, can be more central to an individual’s
sense of self than others. In general, a strong identification with one’s racial group serves
as a buffer against stressors related to discrimination and racism.65 The MMRI is a useful
theory for examining the concept of identity among immigrants. Sellers et al.
conceptualized the MMRI to examine how important being Black is to an individual’s
sense of self and what it means to be part of the Black racial group. The MMRI identifies
four dimensions of racial identity, one of which is of interest to the current project. Racial
centrality is defined as the extent to which individuals normatively define themselves in
terms of race. In this project, the centrality dimension is reformulated to apply to the
nationality of women from immigrant backgrounds and is hence labeled FCGI.
Studies show that individuals who strongly identify with their cultural group
engage in health promoting behavior66 and have better management of stress.67 In a
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Michigan sample of African American adults, Yap et al. found that when African
Americans defined themselves strongly with regard to race, they reported higher life
satisfaction.68 Sellers et al. reported that for individuals for whom race was more central
to their identity, the association between racial discrimination and perceived stress was
weaker.69 Following similar reasoning, features of an immigrant’s strong identification
with a foreign cultural group could be protective against the stressors inherent in living in
the U.S.
Centrality among Immigrants
In a recent search of the literature in 2013, no studies were found that examined
centrality among Black individuals with immigrant backgrounds. However, a handful of
studies have successfully used the centrality measure among other ethnic minority groups
with immigrant backgrounds and as a measure of an individual's adherence or affinity to
his or her foreign culture. Scholars in this area use various characterizations for
centrality. For example, the terms ethnic centrality and ethnic identity are used in
reference to centrality. Fuligni et al. modified the original centrality scale and replaced
the word "Black" with the phrase "a member of my ethnic group" to assess the degree to
which Mexican, Chinese and European adolescents' ethnic labels were central to their
sense of self. The study concluded that foreign-born adolescents were more likely to
select national labels to describe themselves. Further, those who chose national labels
reported higher levels of ethnic centrality.70 Rivas-Drake and colleagues found that youth
from immigrant backgrounds reported higher levels of centrality compared to White
youth.71 Drawing from a Latino sample, Rivas-Drake also examined how centrality
mediated the relationship between cultural socialization and self-esteem. The authors
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reported that students who reported higher levels of centrality reported higher selfesteem.72 Kiang et al. also reported that ethnic identity was higher among those with
ethnic minority backgrounds.73 Considering the use of centrality among ethnic immigrant
groups as highlighted in the studies above, the applicability of centrality among Black
immigrants seems logical. Further, the lack of studies examining centrality among Black
immigrants underlines the need for the application of this measure and extension of this
line of research in this understudied group.
Black Immigrant Identity
As noted, studies show that Black immigrants do not identify with all aspects of
the prescribed U.S. racial categories generally or in the ways many public health
researchers assume. Black Caribbeans often do not identify with the "African American"
label and assert their national origin.11, 14, 74 As such, faulty assumptions are likely when
public health researchers rely solely on prescribed racial categories among Black study
participants. For example, first generation Caribbean Black immigrants are apt to
distance themselves from African American culture.11 In a study of Haitian Americans,
the author found that although first generation Haitians emphasized their differences from
African Americans, second generation Haitians were more likely to identify as African
American.12 Similar to Caribbeans, sub-Saharan Africans emphasize their own culture
through their distinct cultural practices, food, belief systems and language and thus, do
not identify with African American culture.13, 14 Interestingly, Rivers found that U.S.born Africans identified more as African American or with both their country of origin
and the U.S. than as African. She found that newer immigrants did not identify with U.S.
culture or subculture and identified more with their country of origin culture.10
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These findings regarding Black immigrants’ cultural backgrounds, cultural
attitudes, and patterns of behavior have relevance as potential individual determinants of
FCGI that have been discussed earlier. Where an individual is born may reflect the
socialization that has occurred in a specific culture depending on the length of time spent
in that culture. In the case of the foreign-born, the socialization occurs in a cultural
environment that is distinct from African American culture. For the U.S.-born with
immigrant backgrounds, exposure to African American culture during the formative
years may shape their identity. The length of time spent in the U.S. may also shape
identity, illustrating an acculturation effect where over time, identities may shift.
For example, Benson showed that the identity of Black migrants from the
Caribbean and Africa is connected to their country of origin, although over time, they
tend to identify with African Americans. Benson also found that for Black immigrants in
her sample, their identity was linked to education, neighborhood ethnic density, and
employment status drawing attention to the individual level determinants of FCGI
discussed earlier. Specifically, Black immigrants with higher levels of education
identified less with their foreign culture and those who lived in ethnically dense
neighborhoods were more likely to hold on to their culture of origin.74 Benson suggested
that the link between education level and identity may be a function of highly educated
and employed Black immigrants sharing a "common fate" with other Black individuals,
and thus, identifying less with their own distinct culture. Ethnically dense neighborhoods
may serve as conduits for the maintenance of cultural practices and beliefs, aiding in the
preservation of cultural identity, directing behavior, and influencing health.74
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Foreign Cultural Group Identity
As noted, in this study, the concept of FCGI is borrowed from Sellers' model of
centrality and is defined as an individual’s sense of self with regard to his or her foreign
native culture. Specifically, this study uses the concept of centrality to assess adherence
to cultural group identity among individuals with an immigrant background.38 The idea is
that individuals have multiple identities (e.g. wife, mother, professor) which are
hierarchically ranked in order of importance, and that certain identities, such as race, can
be more central to an individual’s sense of self than others.38 In this way, the concepts of
racial centrality, and FCGI mirror each other. Both concepts refer to the way that
individuals define themselves in relation to a group that they belong to.
Studies focused on racial centrality among African Americans show that
centrality influences several outcomes that can impact health. African Americans who
have a strong sense of self with regard to their race are able to buffer discrimination- and
race-related stress,65 and have been found to engage in health promoting behaviors,66, 75
have healthier eating habits,76, 77 and manage stress better.67 Further, racial centrality is
positively associated with positive health behaviors,66, 75 stress management, and life
satisfaction.68 Following similar reasoning, features of an immigrant’s strong
identification to a foreign cultural group can be protective against the stressors inherent in
living in the U.S. Several studies lay the ground work for the importance of examining
the association between cultural group identity and health and how it can help to explain
the foreign-born health advantage.49-52
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Foreign Cultural Group Identity and Health
Several studies have highlighted the importance of examining the association
between FCGI and health and how it can explain the foreign-born health advantage. In
his seminal study, Marmot et al. found that among Japanese men living in the San
Francisco Bay area, those with a stronger connection to their original Japanese culture in
childhood and adulthood experienced a lower prevalence of coronary heart disease
(CHD). 49 Marmot et al. measured the prevalence of manifestations of CHD as well as
prevalence of definite CHD among “traditional” and “non-traditional” Japanese men.
The authors suggested that intermediary determinants of health inherent to Japanese
culture, such as community strength, group cohesion and social stability may be stress
reducing and act as protective factors against CHD. Franzini et al. considered how
several cultural factors such as religion and social support may affect health in a sample
of foreign- and U.S.-born Mexicans. The authors found that the foreign-born Mexicans
and those in the U.S. for the shortest duration of time reported better physical health
compared to U.S.-born Mexicans. Additionally, social support and religiosity were
positively associated with health, shedding light on the pathways through which cultural
identity impacts health.50
A small number of studies have examined cultural identification in relation to
adolescent psychological well-being. Research on Mexican and West Indian adolescents
showed that those youth who identified with their parents’ cultural origins performed
well academically and were more attached to school than students who identified with a
more American identity.14, 78 Further, Matute-Bianchi found that among immigrant and
non-immigrant Mexican students, academic success was more likely among Mexican24

oriented students who maintained strong positive identities about being Mexican
including immigrant perspectives about the value and importance of education.
Furthermore, some findings highlight the association between identification with
American culture and behavior problems among Mexican immigrants.78 Dinh et al. found
that children and adolescents who identified less with Mexican culture reported less
parental involvement and exhibited more behavior problems.79 Gil et al. investigated how
nativity impacts alcohol involvement among Latino adolescent males. Alcohol use was
more prevalent among U.S.-born adolescents than foreign-born adolescents. With the use
of structural equation models, the authors showed that among U.S.-born youth,
acculturation influences alcohol use through the breakdown of traditional Latino family
values, such as parental respect and the use of family networks as sources of social
support.51 Unger et al. discovered that Hispanic adolescents who identified with U.S.
culture engaged in less physical activity and more fast-food consumption.52 The authors
suggested that these adolescents may be attempting to become more American and fit in
with peers and in the process adopt many activities and foods that are considered
“American” such as eating fast-food and engaging in sedentary activities.52
The link between foreign cultural group identity and health is evident. Although
several instruments measuring different constructs related to cultural group identity have
been used, there is variation across different studies making it difficult to compare
multiple studies. The studies cited above use various methods to measure cultural group
identity such as nativity status, language use,79 and length of time in the U.S.51
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Age at Arrival and FCGI
Age at arrival in the U.S. provides valuable information about an individual's
cumulative exposure to U.S. culture and potentially, racial-ethnic group subcultures.
Individuals who migrate at younger versus older ages are intrinsically different based on
the reasons for migration.80 Those who migrate as children or adolescents often move
with family and do not have a choice in whether to migrate or not. Immigrants who move
later in life, as adults, often move to join family or move for economic reasons.81 It is
logical to assume that those who migrate at earlier ages spend most of their
developmental years in the U.S., and will be more similar to the U.S.-born with regard to
identity and health.82
Age at arrival has been shown to be associated with an individual's reference
identity and the levels of exposure to his or her culture of origin.82 Understandably, if an
individual migrates at a later age, his or her exposure to the values, customs and
behaviors in their foreign culture may be different from someone who migrated to the
U.S. as an infant. The patterns of socialization and affinity to culture may vary
significantly.83 Among Latino immigrants, Kimbro et al. found that age at arrival was
positively correlated with identification with traditional values as measured by
language.84 Individuals who migrate as adults may hold on to their foreign culture more
strongly. Although no studies were found that examine the relationship between age at
arrival and strength of identification with country of origin among Black immigrants
specifically, insight can be gained by examining this relationship that has been reported
among other race/ethnic minority immigrants.
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Black Immigrant Health Patterns: The Healthy Immigrant Effect (HIE) and the Social
Determinants of Health
A plethora of studies highlight the fact that the foreign-born fare better than U.S.born individuals of the same race/ethnic background across multiple health outcomes.
Although immigrants have higher rates of some infectious diseases, compared to U.S.born individuals, they generally experience better birth outcomes 18-21, 85-89 and mental
health outcomes.16, 90-94 The foreign-born also have lower age-adjusted mortality rates
compared to U.S.-born individuals.17, 95, 96
The few studies of Black immigrants indicate that Black immigrants experience a
health advantage as well. Foreign-born Blacks generally have better health outcomes for
chronic diseases such as diabetes and cardiovascular disease than U.S.-born Blacks.27, 97
All-cause mortality among Black immigrants is lower than that of U.S.-born Blacks.27
Additionally, Singh et al. found that this health differential existed for cardiovascular and
respiratory diseases, as well as cancers98 whereas other studies have found better selfrated health, lower rates of inactivity, and fewer bed disability days among foreign-born
Blacks compared to those who are U.S.-born.32, 97
Foreign-born Black women experience more positive reproductive health
outcomes, better health status, and engage in fewer risky health behaviors compared to
U.S.-born Black women.18, 86-88 Even after adjusting for socioeconomic status and age,
infants born to foreign-born Black women were heavier, longer, and had larger head
circumference compared to the infants of U.S.-born Black women.88 Additionally,
several studies demonstrate that infants of foreign-born women have lower risks of low
birth weight, moderately low birth weight, and infant mortality than their U.S.-born
counterparts.21, 85 Specifically, Pallotto et al., found that Caribbean-born Black women
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had more positive reproductive health outcomes, including giving birth to fewer low birth
weight and moderately low birth weight infants compared to U.S.-born Black women.99
Further, Howard et al. found a distinct difference in the incidence of low birth weight and
preterm birth, with foreign-born Black women experiencing lower rates of both outcomes
compared to U.S.-born Black women.100 Howard et al., suggested the HIE as a possible
reason for this health differential.100
The health advantage observed among foreign-born Black women is also
documented among foreign-born Black men. In a longitudinal study of immigrant Black
men, Lucas et al., examined the health and health care utilization patterns among foreignborn and U.S.-born non-Hispanic Black men. Foreign-born Black men were in
significantly better health than U.S.-born Black men. Additionally, their health status was
similar or better than the health status of U.S.-born White men across several health
measures and health behaviors. The authors concluded that the difference in health status
between foreign and U.S.-born Black men may be explained by the selective migration of
healthier individuals to the U.S.101 The SDH theory also allows for the consideration of
foreign-born status as a determinant of FCGI, which in turn, influences health through
intermediary determinants, aiding in our understanding of the mechanisms driving the
health differential between foreign- and U.S.-born Blacks.
Nativity and Self-rated Health
Self-rated health is frequently used to broadly assess health and immigrant health
because it is predictive of mortality and describes the overall health status well.102 Selfrated health is commonly measured using one question such as, “How would you rate
your overall health,” with responses of “excellent,” “very good,” “good,” “fair” and
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“poor.” Acevedo-Garcia observed that foreign-born Blacks reported better self-rated
health than the U.S.-born.102 Dey et al. found that a slightly larger percentage of U.S.born adults rated their health as “excellent” or “very good” compared to their foreignborn counterparts (64% and 61%). However, a larger proportion of foreign-born Blacks
rated their health as “excellent” or “very good” compared to U.S.-born Blacks (64% and
51%).16 Lucas et al. reported that compared to U.S.-born Black men, foreign-born Black
men were less likely to be in fair or poor health.101 Krieger et al., also found that foreignborn Blacks were less likely to report fair or poor health compared to U.S.-born
Blacks.103 These findings illustrate that there is strong effect of nativity on self-rated
health for non-Hispanic Black individuals and allow us to consider that foreign-born
status might influence FCGI which can shape the determinants of self-rated health
contributing to the nativity-based differences observed. Further, it has been reported that
foreign-born Caribbeans have better self-rated health compared to U.S.-born Caribbeans
and African Americans. U.S.-born Caribbeans are also more likely to report poor or fair
self-rated health compared to their foreign-born counterparts.104 Read et al. also found
that Black immigrants from Africa, South America and the Caribbean reported better
self-assessed health compared to U.S.-born Blacks. 8
Nativity and Perceived Stress
Perceived stress is defined as the degree to which situations in an individual's life
are assessed as stressful.105 Nativity-based differences in various forms of psychological
stress have been well documented among Latinos and specifically focus on acculturative
stress. However, a thorough search for articles examining the relationship between
nativity and perceived stress came up with only a handful of studies that focus on Black
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individuals. Research shows that psychological stress can jeopardize the physical and
mental health of an individual.106, 107 Without a doubt, because they share the Black
race/ethnic category, Black immigrants may experience high levels of stress from
prejudice and racial discrimination.33 This source of stress may not have been
experienced in their countries of birth or origin. The evidence related to this association is
mixed. Studies that disaggregate Blacks by region of origin, suggest that nativity-based
disparities in experiences of stress and sources of stress exist among Black individuals
living in the U.S.108 Lashley et al. found that Caribbean immigrants experienced stress
related to the immigration process that African Americans did not encounter.109 Further,
research shows that compared to African Americans, Caribbean Americans reported
higher levels of overall stress. Nwadiora found that among a sample of African and
Caribbean immigrants, female and Caribbean immigrants reported higher levels of
stress.110 However, Dey et al., found that U.S.-born Blacks were more likely to
experience psychological distress than Black immigrants.16 There is a clear need for more
research in this area.
Prevailing Explanations for the Immigrant Health Advantage
There are three dominant explanations for why the foreign-born fare better than the
U.S.-born. The prevailing explanations for the HIE are selective migration 15, 23, 111-113
acculturation,29, 114-117 and cultural buffering.22, 24 It is important to note that these
explanations are heavily focused on literature examining populations of Hispanic origin,
particularly the acculturation hypothesis. A fourth explanation that has garnered attention
specifically when considering Black foreign-born is the racial context of origin
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hypothesis which highlights region of origin as an important function in the observed
Black immigrant health patterns. 33, 34
Selective Migration
According to this hypothesis, individuals who migrate to the U.S. are healthier
and more resilient than individuals in their home country.15 Immigrants are more willing
and able to risk the task of migrating and respond better to the challenges involved.23, 112,
113

Similarly, Akresh et al. examined how health selection among immigrants varies by

country of origin and found that once immigrants arrived in the U.S., they were healthier
than U.S.-born individuals sharing the same race/ethnic background.111 Selective
migration is consistent with findings on birth outcomes showing that foreign-born women
have a decreased risk of low birth weight and moderate low birth weight than U.S.-born
women of the same racial and ethnic background.85, 118, 119
Acculturation
Acculturation refers to the complex process where immigrants adopt the beliefs,
values, behaviors, and norms of the host culture.120 The acculturation hypothesis implies
that the health of immigrants declines as a result of the loss of health-related practices
related to culture over time.29 Strong evidence in support of this hypothesis indicates that
the adoption of the eating habits, norms, physical activity levels and attitudes of the host
country’s residents contributes to the health deterioration of immigrants.28-31, 121 Extant
studies show that high levels of acculturation are associated with mortality17, 114 and an
increase in behaviors such as tobacco and alcohol use.29, 30, 115-117 Research on Black
immigrants indicates that over time, their health declines but the specifics of how and
why acculturation occurs among Black immigrants is lacking.
31

Cultural Buffering
The cultural buffering hypothesis suggests that compared to U.S.-born individuals,
immigrants from the same racial and ethnic background are more likely to engage in
healthier behaviors and embrace values that do not encourage risky behaviors prior to
migration.24 In other words, there are norms and values related to health behaviors that
are part of an immigrant’s cultural background that are protective. This hypothesis has
been examined among Hispanic populations and proposes that pre-migration lifestyles
may include a diet that is low in fat and empty calories, high levels of physical activity,
and strong family connections and support networks.22, 27 Additionally, immigrants may
use tobacco and alcohol less than U.S.-born individuals.22
Racial Context of Origin
The Racial Context of Origin hypothesis states that the racial context of
immigrants' country of origin can affect their health upon arrival to the U.S. by enabling
differential levels of racial discrimination. Specifically, Black immigrants born in
majority-Black nations will experience better health outcomes compared to those born in
racially mixed or majority-White countries due to less pre-migration exposure to racial
discrimination. Read et al. originally posed this hypothesis and reported that Blacks
migrating from majority-Black regions of the world (Africa or South America) had better
self-rated health compared to immigrants from racially mixed regions (Caribbean) and
majority-White (Europe).32 Elo et al. and Hamilton et al., found similar results and
highlighted the region of origin pattern. 33, 34
These hypotheses are not necessarily competing, but rather complement each
other.122 However, a singular focus on examining these and other explanations with the
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Black population is lacking. If immigrants to the U.S. are selectively healthier, then it
follows that they will be healthier than the U.S.-born upon arrival with all things being
equal. It also seems appropriate to state that as they adjust to their new environment over
time, immigrants may lose their health advantage. What is missing from this
conceptualization of immigrant health is an in-depth examination of the role of identity
among Black individuals with immigrant backgrounds, and whether an individual's
affinity to his or her foreign culture may act as a buffer despite being U.S.-born.
The aforementioned explanations for immigrant health patterns lay the ground
work for an investigation of hypotheses that provide a more in-depth understanding of the
factors at work. The literature validates the notion that the health of the foreign-born is
initially buffered by cultural factors connected to being born outside of the U.S.
Exploring FCGI as a related but alternative explanation of Black immigrant health
patterns provides an opportunity to understand the health differential beyond the concept
of nativity for this group.
Control Variables
The control variables measured in the current study are identified as variables that
may influence the relationship between nativity, self-rated health and perceived stress and
the relationship between age at arrival and FCGI. The control variables represent
variables that have traditionally been adjusted for in analyses of population health
differences because of their strong associations with health.5, 123-126
Marital Status
The relationship between marital status and health outcomes including self-rated
health has been well established. Most studies find that compared to single, divorced, or
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widowed, married individuals report better self-rated health.123 In general, unmarried
individuals are at a higher risk of fair/poor self-rated health compared to those who are
married.124 Marital status can affect self-rated health through several pathways. Those
who are unmarried may lack emotional and structural support that can mitigate the
harmful influence of stress. Further, marriage may increase the likelihood of receiving
health-related information that can shape health behaviors to reduce risk of disease and
maintain over health.127, 128 Overall, the foreign-born are more likely to be married
compared to their U.S.-born counterparts.16, 98
Age
The majority of studies control for age because it is one of the strongest predictors
of health and has also been linked to perceived stress. Age is negatively associated with
health. 125, 129 Findings concerning the relationship between age and perceived stress are
mixed. Hamarat et al., found that perceived stress levels were higher among younger
adults than older adults.130 However, Almeida et al., reported that older adults
experienced more stress than younger and middle-aged adults.131 Clearly, more
investigation in the relationship between age and perceived stress is warranted.
Smoking Status
National studies show that the foreign-born have better behavioral risk factor
profiles than the U.S.-born and are less likely to be smokers than their U.S.-born
counterparts.98, 126 Specifically among Black individuals, the foreign-born are less likely
to smoke. The latter are also more likely to report never smoking.132 Not surprisingly,
smokers and former smokers are more likely to report poor or fair self-rated health.124, 133
Limited studies examine the relationship between smoking status and perceived stress.
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Fernander et al. reported that smokers reported higher levels of perceived stress and nonsmokers.134 However, knowing that those who smoke are more likely to have lower
education and income, higher levels of psychological stress may accompany smoking
behavior.135
Education
Education differentials by nativity are evident among the Black population. Black
immigrants are more likely to attain a college degree than Black U.S.-born98 and
generally, a higher proportion of the foreign-born had higher levels of education
compared to U.S.-born Blacks.5, 126 In fact, Read et al. highlighted education differences
by origin. The authors found that Black immigrants from South America and the
Caribbean had lower levels of educational attainment compared to their African-born
counterparts.8 A gradient effect has been reported in the association between education
and health where individuals with higher education are more likely to report very good or
excellent health.22, 124, 133, 136 Higher education is also negatively associated with
psychological distress.103 The relationship between higher education and self-rated health
may reflect the increased ability of individuals with more education to understand health
information in order to make healthier choices and obtain adequate health care.124 The
relationship may also indicate an underlying health status where those with lower
education are more likely to have health conditions.
Conclusions and Gaps in the Research
The literature clearly underscores the existing relationship between nativity and
health and the need to use measures that fully capture how Black immigrants situate
themselves in the U.S. cultural context. Extant literature highlights that Black immigrants
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often identify in ways that do not fit in with the current race/ethnic categories. The need
to examine the link between cultural identity and health is ever more pressing due to this
fact. This line of research may better explain why the Black foreign-born are generally
healthier than their U.S.-born counterparts. Although current explanations of the
immigrant health advantage provide a useful framework through which to understand
immigrant health, the review of the literature highlights important gaps in this
knowledge. First, no study, to my knowledge, has examined the role of FCGI in the
health of Black immigrants. Secondly, there is a void in our empirical knowledge of the
relationship between nativity and perceived stress. This research project aims to add to
the existing literature by using a novel approach to shed light on the utility of FCGI in
better understanding the reasons behind the immigrant health advantage.
Significance of Study
This study makes an important contribution to the immigrant health literature. The
gaps in the literature show that although extant literature provides valuable insight into
the overall portrait of immigrant health, there is a need for a more nuanced examination
of how an individual’s identity fits in to the picture, specifically among Black
immigrants. The value of this information is not restricted to the foreign-born.
Investigating tools to better measure immigrant health provides a venue for interventions
and programs targeting the U.S.-born as well. Understanding what it is about foreign
status that leads to improved health upon arrival to the U.S. can aid in understanding
racial disparities in the U.S. because the foreign-born share the same racial category as
the U.S.-born.
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This project is important for three reasons. Firstly, the foreign-born segment of
the U.S. Black population has almost tripled from 3% in 1980 to 8% in 20055 and
continues to grow. Despite this marked increase, very little is known about the health of
this population. Secondly, the health decline observed among immigrants is believed to
be partly due to an adaptation to U.S. culture and a decreased adherence to an
individual’s original cultural patterns and behaviors. Understanding the protective
processes among Black women will provide insight for methodological and theoretical
development. Lastly, by illustrating the diversity in foreign-born Black women,
knowledge acquired from this study will inform research on other immigrant groups in
the U.S. A deeper theoretical understanding of the mechanisms driving nativity-based
health differentials is needed in order to create programs and interventions targeting
immigrants. This approach will undoubtedly provide a methodological foundation for
other studies focused on immigrant populations.
Research Hypotheses
Based on the conceptual framework and previous literature, the following
hypotheses were examined:
Hypothesis 1: After controlling for education among the foreign-born, age at arrival will
be positively associated with FCGI.
Hypothesis 2a: After controlling for age, marital status, education, and cigarette smoking,
the foreign-born will report lower levels of perceived stress compared to the U.S.-born.
Hypothesis 2b: FCGI will be negatively associated with perceived stress.
Hypothesis 2c: FCGI will explain more variation in perceived stress than nativity.
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Hypothesis 3a: After age, marital status, education, and cigarette smoking are controlled
for, it is expected that the foreign-born will report better self-rated health compared to the
U.S.-born and that perceived stress will be negatively associated with self-rated health.
Hypothesis 3b: It is also expected that FCGI will be positively associated with self-rated
health.
Hypothesis 3c: FCGI will explain more variance in self-rated health than nativity.
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Chapter 4: Methods
This chapter outlines the methodological approach utilized in this study including
descriptions of the sample, measures, recruitment strategies and analytical plan.
Sample
In order to participate in the study, women had to identify as Black, and be
foreign-born, or if U.S.-born, the criteria required that they have a parent or grandparent
who was foreign-born. A total of 214 participants completed the surveys. Of the 214
participants, 32 women completed the surveys in person on the University of Maryland
campus and the remainder completed the survey online. The participants represented a
diverse group. U.S.-born women represented 52% of the sample while the remainder was
foreign-born. Sixty percent of the foreign-born subsample identified their background as
African and 28% came from Caribbean backgrounds. The majority of women were
unmarried and enrolled in college or graduate school at the time of participation in the
study. Almost all of the women in the sample were current non-smokers. Seven
participants did not fit the study criteria and were excluded from the analytic samples.
Three age outliers were also removed from the final samples because they were
significantly older than the rest of the sample. These participants were aged 55, 62, and
72 and respectively. Tables 5a and 5b provide a summary of these descriptive statistics.
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Table 5a. Descriptive Statistics of Original Sample (n = 214)
Characteristic
Nativity
Foreign-born
U.S.-born
Missing
Citizenship
U.S. Citizen
Non-U.S. Citizen
Missing
Immigrant Background
African
Caribbean
No response
Othera
Missing
Marital status
Single
Engaged
Married
Separated
Divorced
Divorced and remarried
Other
Missing
Highest level of Educational Attainment
High school graduate/GED equivalent
Some college/Associates Degree
College graduate or above
Missing
Current Undergraduate or Graduate Student
Yes
No
Missing
Family Income
Less than $19,999
$20k-$39,999
$40k-$59,999
$60k-$79,999
$80k-$99,999
$100k or more
Missing
Cigarette smoking status
Current Non-smoker
Current smoker
Missing
Maternal Nativity
Foreign-born
U.S.-born
Missing
Paternal Nativity
Foreign-born
40

n

percent

100
112
2

46.73
52.34
0.93

167
44
3

78.04
20.56
1.40

129
60
20
4
1

60.28
28.04
9.35
1.87
0.47

162
9
26
2
3
2
3
7

75.70
4.20
12.10
0.90
1.40
0.90
1.40
3.27

27
72
114
1

12.62
33.64
53.27
0.47

165
48
1

77.10
22.43
0.47

11
25
35
36
23
45
39

5.14
11.68
16.36
16.82
10.75
21.03
18.22

199
6
9

92.99
2.80
4.21

194
18
2

90.65
8.41
0.93

193

90.19

Table 5a. Descriptive Statistics of Original Sample (n = 214)
Characteristic
n
percent
U.S.-born
18
8.41
Missing
3
1.40
Majority of life spent in the U.S.
Yes
149
69.63
No
56
26.17
Missing
9
4.21
Culture most identified with
African American
40
18.69
African
87
40.65
Caribbean
47
21.96
Other
30
14.02
Missing
10
4.67
Foreign Culture is important to overall identity
Yes
194
90.65
No
9
4.21
Other
4
1.87
Missing
7
3.27
a
Other included individuals who endorsed a Caribbean/Latin, African/Portuguese, Greek and
Middle East/European background

Table 5b. Descriptive Statistics of Original Sample (n = 214)
Characteristic
Mean
N
Missing
25.79
212
2
Age
14.91
98
116
Age at arrival
12.91
202
12
Racial Discrimination

Minimum
18
0.83
5

Maximum
72
46
30

Power Analysis
A power analysis for multiple regression was conducted to calculate the necessary
sample size in order to detect significant differences based on the power level, alpha
level, effect size and number of independent variables.137 Setting the alpha level to 0.05,
power to 0.95, and medium effect size of 0.15, a sample size of 89 participants per group
was required. Considering that significant differences between the foreign- and U.S.-born
were anticipated, a total of 178 participants were needed to detect medium effect sizes.
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Measures
Nativity. This variable measured whether an individual was born in the U.S., or
born elsewhere, and was dichotomized (U.S.-born = 0, Foreign-born = 1). It can be found
in the Demographic Background Questionnaire, which is located in Appendix A
Age at arrival. Respondents born outside of the U.S. indicated their age at arrival
by responding to the question, “At what age did you arrive in the U.S.?” This item was
used as a continuous variable. It can be found in the Demographic Background
Questionnaire, which is located in Appendix A.
Foreign Cultural Group Identity (FCGI). FCGI was defined as the extent to
which membership in a foreign cultural group was central to the woman's sense of self. A
modified version of the Centrality subscale from the Multidimensional Inventory of
Black Identity (MIBI) was used to measure FCGI.38 The MIBI was created to measure
three of the constructs outlined in the Multidimensional Model of Racial Identity
(MMRI). The original Centrality scale contains eight items assessing the extent to which
respondents believed that being Black was important to an individual's sense of self.
Portions of the MIBI have been modified and used successfully among other
ethnic groups138 and found to have good reliability and validity.139 In the modified version
used in this study, participants were asked to indicate their agreement on eight items
assessing how important their foreign cultural group is to their sense of self. The
following prompt was provided to respondents:
For this questionnaire, please think about your country of origin and the cultural
upbringing you have received. The questions below are designed to measure how
you view your identity as a part of your cultural group with regard to your
country of origin. Please read the statements below. Answer each question
regarding the extent to which you identify with your cultural upbringing. For
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example, if your country of origin is Ghana, or Jamaica, we are asking you to
think about what it means to be a part of this cultural group.
The response options for each item ranged from strongly agree to strongly
disagree on a 7-point scale. Scores ranged from a possible 8 to 56 where higher scores
denoted a stronger affinity to the participants' foreign culture. The FCGI measure
instructed the respondent to respond to statements using their country of origin as a
reference as well as the cultural upbringing she received. The term "Black" was replaced
with the term "cultural group." Identical to the response format for the original Centrality
scale, respondents answered on a scale from 1 (strongly disagree) to 7 (strongly agree).
A higher score denotes a greater affinity towards a particular foreign cultural group.
Sample items of the FCGI measure include; "In general, being a part of my cultural
group is an important part of my self-image," "My destiny is tied to the destiny of other
people in my cultural group," and "I have a strong attachment to other people in my
cultural group."
The Centrality scale of the MIBI has been found to have moderate reliability and
validity.139 The predictive validity and reliability of the MIBI as a whole and the
centrality measure specifically38 have been assessed among African Americans and have
recently been used among various immigrant populations. The original Centrality scale
was a ten-item measure but two of the items were dropped during the validity and
reliability testing of the instrument. In a sample of African American college students, the
authors reported a Chronbach's alpha of 0.77 with a mean of 5.23 for the Centrality
scale.38 Furthermore, the Centrality scale was associated with race-related activities. For
example, individuals who had an African American best friend tended to have higher
centrality scores.38 Other researchers have used a modified version of the scale for use
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with other ethnic minorities and immigrant groups.70, 72, 138 The measure was found to
have good overall internal consistency (α = 0.77) and was reliable for the three ethnic
backgrounds that were investigated (Mexican: α = 0.71, Chinese: α = 0.79, European: α =
0.75).70 The authors replaced the term "Black" with "my ethnic group." Similar α levels
have been observed among a sample of Latino and Chinese adolescents (αs = 0.86 to
0.89)138 and Latino college students (α = 0.90).72 The authors vary in their use of the fouritem, seven-item and eight-item scale. Correlation coefficients for the FCGI items ranged
from 0.20 to 0.80 and the standardized Chronbach's alpha was 0.90 in the current sample.
These scores are consistent with the aforementioned versions of the Centrality scale. The
FCGI measure can be found in Appendix B.
Self-Rated Health. Respondents’ self-perception of their global health was
measured by the item “Would you say your health in general is excellent, very good,
good, fair or poor?” The response categories were as follows: 5 = Excellent, 4 = Very
good, 3 = Good, 2 = Fair, and 1 = Poor. This item can be found in the Health
Questionnaire located in Appendix C.
Perceived stress. A shortened version of the Perceived Stress Scale (PSS) was
used to measure perceived stress which is based on Lazarus's theory of stress appraisal140
Originally developed by Cohen et al. as a 14-item measure, the PSS assesses the extent to
which individuals evaluate situations in their lives in the past month as stressful.105 The
predictive validity and test-retest reliability of the original 14-item scale was tested
resulting in alpha coefficients ranging from 0.84 to 0.86 for the individual items. The
scale was tested in two college student samples and one additional sample that was
selected from a smoking cessation program. The test-retest reliability alpha coefficients
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were similar for all three groups 0.83, 0.85, and 0.86.105 The shortened version has 10
items. In this study it assessed participants’ feelings and thoughts during the past month
and participants were asked to choose responses on a five-point scale from 0 (never) to 4
(very often). Example questions include: “In the last month, how often have you felt
confident about your ability to handle your personal problems?” and “In the last month,
how often have you been upset because of something that happened unexpectedly?” A
total score was obtained by reversing the four positive items (items 4, 5, 7, 8) and then
summing all 10 items. Scores ranged from a possible 0 to 40. Higher scores denote
greater stress.105, 141
The 10-item PSS has evidence of good validity and reliability.142 In a sample of
college students, the authors reported that the measure was valid and reliable based on
tests of internal consistency as well as convergent and divergent validity.142 The 10-item
PSS has been found to be a valid predictor of various health outcomes such as
psychological distress, depression, and self-rated health and is in wide use.143-145 The 10item version has been translated into several languages and used among Turkish,143
Asian,144 and Arabic145 populations. The Perceived Stress Scale is located in Appendix D.
Participant age. Age was defined as the participant’s age in years at the time of
the data collection. This item can be located in the Demographic Background
Questionnaire in Appendix A.
Participant education. Education was based on the question, "What is the highest
level of education you have received?" Respondents had 4 options: 1 = Less than high
school; 2 = High school; 3 = More than high school; and 4 = College and above. This
item can be located in the Demographic Background Questionnaire of Appendix A.
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Participant marital status. Participants were asked to respond to nine categories
related to their marital status: 1 = I am single; 2 = I am engaged; 3 = I am currently
married; 4 = I am separated; 5 = I am divorced; 6 = I was divorced and I am now
remarried; 7 = I am a widow; 8 = I was a widow and I am now remarried and 9 = Other.
This variable was classified into a new dummy-coded variable to permit comparisons
between married individuals and individuals of other marital statuses. Women who were
single, divorced, separated, engaged, or had a domestic partner were coded as single (1)
and all others as (0). There were no widows or remarried widows in the sample so there
were no recodes for these categories. This item can be located in the Demographic
Background Questionnaire of Appendix A.
Smoking. A question asked whether participants currently smoked. Participants
responded to the options; Every day, Some days, or Not at all, in order to determine
whether participants were current non-smokers or current smokers. This question was
referenced from an item used in the National Health and Nutrition Examination Survey, a
publicly available dataset managed by the Centers for Disease Control and Prevention.146
Current non-smokers were defined as those who responded to Not at all. Current smokers
were defined as those who responded to Every day and Some days. This variable was
recoded into a 2-level categorical variable: 0 = Non-current smoker, 1 = Current smoker.
This item can be found on the Demographic Background Questionnaire in Appendix A.
Racial Discrimination. The short version of the Everyday Discrimination Scale
was used to measure self-reported racial discrimination in this study. The original scale,
created by Williams et al. was designed to assess discriminatory treatment across a
variety of domains and so the items do not refer to race, gender ethnicity, or any other
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demographic characteristics.147 The original scale consisted of 9 items and has been found
to have adequate to good internal consistency of approximately 0.85 in large racially and
ethnically diverse samples of adolescents and adults.149 In the original development work
of the scale, a 4-point response format for the 9 items was used: never (1), once (2), two
or three times (3), four or more times (4). The shortened version of the Everyday
Discrimination Scale, used for this study has 5 items and assessed the frequency of
participants’ everyday experiences with racial discrimination. This version was adapted
for this study and includes the reference to race. Participants were asked to choose
responses on a 6-point scale from 0 (never) to 6 (almost every day). The prompt was as
follows: In your day-to-day life, how often do any of the following things happen to you
because of your race? Example response options include: “You are treated with less
courtesy than other people are” and “People act as if they are afraid of you.” A total
score was obtained by summing all 5 items. Scores ranged from a possible 5 to 30.
Higher scores denote more frequent experiences with racial discrimination. This item was
included in the post hoc analyses and can be found in Appendix E.
Culture Participants Identified With the Most. The culture that participants
identified most with was measured by the question, "Which culture do you identify the
most with?" Participants were asked to respond to 5 options: 1 = African American; 2 =
African; 3 = Caribbean; 4 = European; and 5 = Other. This item was included in the post
hoc analyses and can be found in the Demographic Background Questionnaire in
Appendix A.
Where respondents had spent the majority of their lives. All participants
responded to the question, "In what country have you spent the majority of your life?"
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Respondents had 2 options: 1 = USA; and 2 = Other. This item was included in the post
hoc analyses and can be found in the Demographic Background Questionnaire in
Appendix A.
Socially Assigned Race. Socially assigned race was based on the question, "How
do other people usually classify you in this country?" Respondents had 6 options: 1 =
Black or African American; 2 = Hispanic or Latino; 3 = Asian; and 4 = Native Hawaiian
or other Pacific Islander; 5 = Native American or Alaska native; and 6 = Other group.
This item was included in the post hoc analyses and can be found in the Demographic
Background Questionnaire in Appendix A.
Procedure
This study protocol was approved by the University of Maryland Institutional
Review Board. Using a purposive non-probability sampling technique, 5 questionnaires
were used to collect data from this sample via a self-administered survey. Participants
either completed the survey online or used a paper-pencil format and all the participants
were informed that they would be entered into a raffle for the chance to win one $200
iTunes card after the study was completed. In order to participate, women had to identify
as Black, and come from an immigrant background (i.e. foreign-born, or U.S.-born with a
foreign-born parent or grandparent). The paper-pencil procedure recruited participants
solely from the University of Maryland, College Park and resulted in a sample size of 32
undergraduate and graduate students. The online procedure expanded data collection to
women meeting the sampling criteria off-campus including non-students. Appendix A
contained questions related to demographic information. Appendix B measured FCGI,
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Appendix C assessed self-rated health and family health history, Appendix D contained
questions related to perceived stress, and Appendix E assessed racial discrimination.
Recruitment and Data Collection
Participants were recruited using a variety of techniques. Research assistants
posted advertisements in various locations on the UMD campus. They also used various
social networking, internet platforms, and listservs to distribute information about the
study. Copies of the flyers can be found in Appendix F. Examples of campus
organizations targeted for recruitment were the Black Graduate Student Association
(BGSA), the African Student Association (ASA). Recruitment emails were also sent over
the listservs for UMD's Office of International Students listserv, the Society for the
Analysis of African American Public Health Issues (SAAPHI), and the Black Public
Health Professionals listservs. The project was also advertised through FYI, a UMD
listserv targeting faculty, staff and graduate assistants with information about campus
events or resources.
The research team used Facebook in several ways to advertise the study and target
potential participants. A Facebook page was created and shared with UMD student
organizations. The material on the Facebook page referred to the purpose of the study,
why the study was being conducted, and how individuals could participate if interested.
Research staff also secured permission to post the information from the flyers on the
Facebook pages of the following groups and organizations: The George Washington
University African Student Association, Young African professionals (YAP), The Black
Professional Network DC, African Diaspora, UMD Caribbean Student Association,
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Howard African Student Association, and African Public Health Network (Johns
Hopkins).
The research team also secured a list of all female students at UMD who reported
'Black' as their race/ethnic category from the registrar. These students received an email
that described the study and requested their participation. This list contained a total of
2,496 students, 278 of which had a foreign country listed as their geographical origin.
Paper-Pencil Data Collection. Project staff emailed interested UMD
undergraduate and graduate participants a link to a Google form that allowed them to
choose an appointment date. The form populated a list of participants' contact
information and appointment dates accessible only by the study's research assistants. Inperson appointments in the Department of Family Science allowed participants to
complete the pencil-paper version of the survey. Participants were reminded of their
appointment one day prior to their appointment and the list was updated if there were
cancelations. Thirty-minute group appointments were scheduled at times convenient to
students' schedules. An online list of the scheduled participants was generated on each
data collection day. The appointments began with an overview of the informed consent,
and then the participant was given an opportunity to read over the consent form and ask
questions. The completed surveys were labeled with unique ID numbers and stored in a
locked cabinet. The Google list of participants was then updated with the corresponding
ID numbers. Any inquiry to participate in the study from a non-UMD student was
addressed by stating that the study was currently restricted to UMD students but would
soon open to non-students.
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Online Data Collection. Online data collection primarily targeted potential
participants who were not affiliated with UMD. However, research assistants also recontacted UMD students who expressed initial interest via email but who had not
completed the survey in person. These students and other potential participants received
an email with a link to the study survey.
Psychdata, an online data collection platform, was used to facilitate the online
responses using a direct link to the survey. Each participant registered with her email
address, created a password and was able to return to complete the survey at a later date
by returning to the link and entering her email address and password. Psychdata provided
information regarding the date and time that participants completed the survey, whether
the survey was incomplete, and whether a participant had not yet started the survey.
Psychdata assigns each respondent a unique ID number upon enrolling to disaggregate
the data from the respondent’s email address. Follow-up emails were sent every two
weeks to participants who had started the survey but had not completed it and to those
who had signed up but had not yet started. Women who did not meet the eligibility
criteria were removed from the data set prior to any analyses.
Analysis Plan
SAS Software version 9.3 (SAS Institute, Cary, NC) was used for statistical
analysis. Univariate analyses were completed to describe the response patterns of the
sample. Bivariate analyses, using cross-tabs and t-tests, examined the associations
between nativity, FCGI, self-rated health, perceived stress and the other demographic
variables. Following the descriptive analysis depicting respondents’ background
information, hierarchical linear regression analyses were conducted to test the three
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hypotheses. Hierarchical linear regression models were used because the dependent
variables were continuous, and this method would allow for the estimation of the
importance of nativity and FCGI in the overall models. Standardized regression estimates
were reported for ease of interpretation and comparison, allowing for the assessment of
the relative importance of each variable in the model. In this study, P-values of 0.05 and
below were considered statistically significant.
Hypothesis 1: After controlling for education, among the foreign-born, age at arrival will
be positively associated with FCGI.
To test hypothesis 1, a hierarchical multiple linear regression model was used to
regress the dependent variable, FCGI, on age at arrival for the foreign-born sample.
Education was a control variable in the model. Model 1 contained education and model 2
contained age at arrival as the independent variable in the model. The standardized
regression coefficient estimate was used to determine the strength of the association
between FCGI and age at arrival. The adjusted R2 value was used to determine how much
of the variation in the models was explained by the variables introduced.
Hypothesis 2a: After controlling for age, marital status, education, and cigarette smoking,
the foreign-born will report lower levels of perceived stress than the U.S.-born.
Hypothesis 2b: FCGI will be negatively associated with perceived stress.
Hypothesis 2c: FCGI explain more variation in perceived stress than nativity.
To test hypothesis 2a, 2b, and 2b, the dependent variable, perceived stress, was
regressed on nativity and the control variables using hierarchical linear regression
models. Model 1 added the control variables age, education, marital status and smoking
status. Model 2 added nativity, and model 3 added, FCGI. The standardized regression
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coefficient estimates were used to determine the strength of the relationship between the
control variables, nativity, FCGI and perceived stress. The adjusted R2 value was used to
determine how much of the variation in the models was explained by the variables
introduced. Statistically significant changes in R2 of each model were compared in order
to estimate the amount of variance in perceived stress explained by nativity and FCGI.
Hypothesis 3a: After age, marital status, education, and cigarette smoking are controlled
for, it is expected that the foreign-born would report better self-rated health compared to
the U.S.-born and that perceived stress will be negatively associated with self-rated
health.
Hypothesis 3b: FCGI will be positively associated with self-rated health.
Hypothesis 3c: It is also expected that once nativity is accounted for, FCGI will explain
additional variance in self-rated health.
To test these hypotheses, model 1 contained the control variables. Nativity was
added in model 2. Model 3 and 4 added perceived stress and FCGI respectively to model
2. The standardized regression coefficient estimates were used to determine the strength
of the relationship between the control variables, FCGI, perceived stress, and self-rated
health. The adjusted R2 value was used to determine how much of the variation in the
models was explained by nativity and FCGI. Statistically significant changes in R2 of
each model were compared in order to estimate the amount of variance in perceived
stress explained by nativity and FCGI.
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Chapter 5: Results
This study examined: 1) the relationship between age at arrival and FCGI among
the foreign-born women in the sample, and 2) the utility of the FCGI measure among this
sample by testing whether FCGI explained more variance in perceived stress and selfrated health than nativity. In this chapter, first, univariate analyses outline the descriptive
statistics of the analytic sample. Second, the bivariate analyses describe the results from
the crosstab, t-test and correlation analyses in order to determine the extent of nativitybased differences and the relationships between the dependent variables. Lastly, results of
the formal analyses testing the proposed hypotheses are presented in the form of multiple
regression analyses. Standardized beta weights, R2s, and the corresponding significance
levels are presented estimating the relationship between nativity, FCGI, perceived stress,
and self-rated health, and the amount of variance explained by FCGI. A total of 214
women completed the survey. Of these women, 11 women did not complete 75% of the
survey. The analytic sample was created by including all the participants that had
complete data for each survey item.
Univariate Analyses
Demographic and Background Characteristics of the Analytic Sample
Table 6 displays the analytic sample’s characteristics and reflected similar results
to the original sample of women. The foreign-born represented 45% of all participants
with the majority of the women being U.S. citizens (81%). The women were relatively
young, with a mean age of 25 years and came from various immigrant backgrounds. A
little over half of the women came from an African background (59%), followed by 30%
with Caribbean origins. A small proportion of the sample was married (12%) and more
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than three-quarters were students at the time of their participation in the study (81%).
Fifty-two percent of the sample had at least a college degree, and 13% had at least a highschool degree. Almost all the women were current non-smokers (97%). Of the women
who were not students, 32% were foreign-born, 94% were U.S. citizens and 88% were
unmarried. Furthermore, almost all the non-students had a college degree or more (97%).
The family income variable was dropped from the analyses because 18% of the data
points were missing. One-way ANOVAs were conducted (not shown) to ascertain
whether the women who provided income information were different from women who
did not provide income information on age (F = 1.96; P = 0.16), marital status (F = 1.01;
P = 0.32), FCGI (F = 0.07; P = 0.78), nativity (F = 0.63; P = 0.43), perceived stress (F =
0.04; P = 0.85), or self-rated health (F = 0.01; P = 0.94). The results showed that there
were no statistically significant differences between these two groups of women on these
variables.
Table 6a. Descriptive Statistics of Analytic Sample (n = 180)
Characteristic
n
percent
Citizenship
U.S. Citizen
145
80.56
Non-U.S. Citizen
35
19.44
Immigrant Background Origin
African
107
59.44
Caribbean
54
30.00
No response
15
8.33
Othera
4
2.22
Marital Status
Married
22
12.29
Single
157
87.71
Highest Level of Educational Attainment
High school graduate/GED equivalent
23
12.78
Some college/AA
63
35.00
College graduate or above
94
52.22
Cigarette Smoking Status
Current Non-smoker
174
96.67
Current smoker
6
3.33
a
Includes individuals who endorsed a Caribbean-Latin, African-Portuguese, Greek and Middle
East/European background
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Table 6b. Descriptive Statistics of Analytic Sample (n = 180)
Characteristic
Range
Nativity
Foreign-born
U.S.-born
18 - 43
Age
0.83 - 46
Age at arrival (foreign-born only)
5 - 40
Perceived Stress
14 - 56
FCGI
2-5
Self-rated Health
Excellent
Very Good
Good
Fair
Abbreviation: SD, Standard Deviation

Mean/Percent
45.00
55.00
24.73
13.70
18.83
42.10
3.84
25.56
41.11
25.00
8.33

SD

5.67
7.75
7.16
8.53
0.90

Bivariate Analyses
In order to examine the nativity-based differences in the sample's demographic
characteristics, cross tab and chi-square analyses were conducted for all categorical
variables and t-tests examined whether the mean difference in age, perceived stress, and
self-rated health between the foreign- and U.S.-born was statistically significant.
Nativity-based differences were evident across select demographic variables. The
foreign-born women were older than the U.S.-born women (t = -2.44; P < 0.05). Table 7a
shows that immigrant background and marital status were significantly different between
U.S.- and foreign-born women. More than twice as many foreign-born women were
married (19%) compared to the U.S-born (7%) (P < 0.05). Women with African origins
accounted for the largest proportion of both foreign- and U.S-born women, 73% and
48%, respectively. Over a third of the U.S.-born were women of Caribbean descent.
These women made up a quarter of the foreign-born sample (P < 0.001).
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Table 7a. Sample Characteristics by Nativity (n =180)
Characteristic
Foreign-Born (n = 81) %
U.S.-Born (n = 99) %
Immigrant Background
African
72.84
48.48
Caribbean
24.69
34.34
No response
0
15.15
Other+
2.47
2.02
Marital status
Married
18.52
7.14
Single
81.48
92.86
Education status
Currently enrolled
86.42
76.77
Not currently
13.58
23.23
enrolled
Highest level of Educational Attainment
High school
13.58
12.12
graduate/GED
equivalent
Some college/AA
37.04
33.33
College graduate or
49.38
54.55
above
Cigarette smoking status
Current Non-smoker
96.30
96.97
Current smoker
3.70
3.03
Note. The percentages presented above represent the row percent of the cross tab.

Table 7b. Sample Characteristics by Nativity (n = 180)
Characteristic
Foreign-Born (n = 81)
U.S.-Born (n = 99)
Mean
SD
Mean
SD
25.85
6.43
23.81
4.81
Age
17.79
7.45
19.69
6.83
Perceived Stress
41.99
9.46
42.19
7.74
FCGI
3.96
0.94
3.74
0.86
Self-rated Health
Abbreviation: SD, Standard deviation

P

< 0.001

0.02

0.09

0.79

0.80

t

P

-2.44
1.78
0.16
-1.67

0.02
0.08
0.87
0.10

To examine whether age, FCGI, perceived stress and self-rated health were
linked, Pearson correlations were conducted among these continuous variables. The
results highlighted small statistically significant relationships between FCGI and
perceived stress, and between perceived stress and self-rated health (Table 8). Higher
levels of FCGI were associated with lower perceived stress (r = -0.18; P < 0.05) and
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higher levels of perceived stress were associated with low self-rated health (r = -0.28; P <
0.01).

Table 8. Correlations Among Main Study Variables (n = 180)
1
2
Variable
1. Age
0.05
2. FCGI
-0.15*
-0.18*
3. Perceived Stress
0.09
0.14
4. Self-rated Health
** P < 0.01, * P < 0.05

3

4

-0.28**

-

Psychometric Properties of Foreign Cultural Group Identity (FCGI)
An analysis of the psychometrics of the FCGI measure was conducted to give a
portrait of how the sample participants responded to it. The response options for each
item ranged from Strongly Disagree (1) to Strongly Agree (7). Items 1, 4 and 8 were
reverse coded. On the item level, the full response range was used except for item 2
where respondents did not use the Strongly Disagree response. The mean score ranged
from a high of 6.03 (Item 2) to a low of 3.82 (Item 3) (Table 9).
Table 9. FCGI Psychometric Properties
FCGI 1

Overall, being a part of my cultural group has very little to do with how I feel about
myself.
FCGI 2 In general, being a part of my cultural group is an important part of my self-image.
FCGI 3 My destiny is tied to the destiny of other people in my cultural group
FCGI 4 Being a part of my cultural group is unimportant to my sense of what kind of
person I am
FCGI 5 I have a strong sense of belonging to my people in my cultural group
FCGI 6 I have a strong attachment to other people in my cultural group
FCGI 7 Being a part of my cultural group is an important reflection of who I am
FCGI 8 Being a part of my cultural group is not a major factor in my social relationships
Abbreviation: SD, Standard Deviation; Min, Minimum; Max, Maximum

Mean
5.51

SD
1.65

Min
1

Max
7

6.04
3.83
5.58

1.18
1.86
1.57

2
1
1

7
7
7

5.60
5.48
5.73
4.35

1.44
1.38
1.29
1.90

1
1
1
1

7
7
7
7

The potential full range of scores ranged from a low of 8 to a high of 56.
Participants' actual scores ranged between 14 and 56. The mean score was 42.1. The
distribution of the scores was slightly skewed, indicating that participants tended to
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endorse higher levels of FCGI on average. Item level correlations indicated that each of
the eight FCGI items was statistically significantly correlated to each other (Table 10).
Correlation coefficients ranged from 0.20 to 0.80. The standardized Chronbach's alpha
for the measure was 0.90, indicating a strong level of internal consistency.
Table 10. Pearson Correlation Coefficients for item-level FCGI
FCGI 1
FCGI 2
FCGI 3
FCGI 4
FCGI 1
FCGI 2
0.61***
FCGI 3
0.35***
0.30***
FCGI 4
0.57***
0.42***
0.29***
FCGI 5
0.36***
0.5***
0.30***
0.37***
FCGI 6
0.39***
0.47***
0.36***
0.33***
FCGI 7
0.54***
0.66***
0.37***
0.50***
FCGI 8
0.36***
0.27**
0.20*
0.45***
*** P < 0.0001, ** P < 0.01, * P < 0.05

FCGI 5

FCGI 6

FCGI 7

FCGI 8

0.76***
0.65***
0.32***

0.61***
0.32***

0.30***

-

Multivariate Analyses
This study examined: 1) the association between age at arrival and FCGI among
the foreign-born, 2) the associations between nativity, perceived stress and self-rated
health, and 3) whether FCGI explained more variance in perceived stress and self-rated
health than nativity. To test the three hypotheses, a series of hierarchical linear regression
models were conducted. Standardized regression coefficients with the corresponding
standard errors were reported. P-values of 0.05 and below were considered statistically
significant.
Model Assumptions
Generally, when employing linear regression models, four main assumptions are
made and justify the use of this model in order to make meaningful predictions. The
assumptions below were tested and met in this study.
1) The relationship between the dependent and independent variables must be linear;
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2) The dependent variables' values must be independent of each other. For example, the
values for perceived stress from each participant are not dependent on the values for selfrated health;
3) The values of the dependent variables are normally distributed on the independent
variables, and
4) The variance of the dependent variables is similar for all the possible values of the
independent variables.
Age at arrival and Foreign Cultural Group Identity
It was hypothesized that after controlling for education, among the foreign-born,
age at arrival would be positively associated with FCGI. To test this hypothesis, model 1
included education and model 2 added age at arrival. Against predictions, age at arrival
was not associated with FCGI (F = 2.08; P = 0.13). Thus, hypothesis 1 was not supported
(Table 11).

Table 11. Standardized Regression Coefficients of FCGI on Age at Arrival for the Foreign-born Sample (n = 79)
Model 1
Model 2
Characteristic
β (SE)
Education
0.14 (1.49)
Age at arrival
Adjusted R2
0.006
Abbreviations. β, Standardized beta weight; SE, Standard Error
* P < 0.05
Step 1
Step 2

β (SE)
0.17 (1.5)
- 0.19 (0.14)
0.03

Nativity, FCGI and Perceived Stress
The next set of models examined the relationship between nativity, FCGI, and
perceived stress. Hypothesis 2a, predicted that the foreign-born would have lower levels
of perceived stress after controlling for age, marital status, education, and cigarette
smoking. To test this hypothesis, model 1 included the control variables, and model 2
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added nativity. To test hypothesis 2b and 2c, which predicted that FCGI would be
negatively associated with perceived stress and would a stronger predictor of perceived
stress than nativity, model 3 added FCGI. The adjusted R2 and ∆R2 provided information
concerning the amount of variation in perceived stress that was explained by adding
FCGI into the overall model after accounting for nativity.
Table 12, shows the results for all three models involving tests for hypotheses 2a,
2b, and 2c. Results for model 1 indicated that none of the control variables predicted
perceived stress. Also, contrary to expectations, model 2 results indicated that foreignborn status (nativity) did not predict perceived stress (β = -0.14; P > 0.05). Model 2
which contained nativity and the control variables significantly explained only 4% of the
variation in perceived stress. In this model, education was the only statistically significant
predictor in the model (β = -0.21; P < 0.05). There was no significant change in R2 from
model 1 to model 2. When FCGI was entered into model 3, the results indicated that
women with a stronger affinity to their foreign culture tended to report lower perceived
stress (β = -0.15; P< 0.05), providing modest support to hypothesis 2b. Also, the effect
for education was retained in model 3. Women with higher levels of education reported
lower levels of perceived stress (β = -0.19; P < 0.05). The ∆R2 from model 2 to model 3
was the same, but when FCGI was entered in the model, the ∆R2 became statistically
significant. In support of hypothesis 2c, adding FCGI explained slightly more variance in
perceived stress (β = -0.15; P < 0.05; ∆R2 = 0.02; P < 0.05). However, the total amount
of explained variance remained small at 6%.
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Table 12. Standardized Regression Coefficients of Perceived Stress on Nativity, FCGI and Controls (n = 180)
Characteristic
Model 1
Model 2
Model 3
β (SE)
β (SE)
β (SE)
Step 1 Age
-0.02 (0.13)
0.01 (0.13)
0.02 (0.13)
Single vs Married
0.04 (1.81)
0.03 (1.80)
0.06 (1.81)
Education
-0.18 (0.92)
-0.21 (0.92)*
-0.19 (0.92)*
Cigarette smoking status
0.07 (2.95)
0.07 (2.92)
0.06 (2.9)
Step 2 Nativity
-0.14 (1.09)
-0.14 (1.08)
Step 3 FCGI
-0.15 (0.06)*
Adjusted R2
0.03
0.04*
0.06*
∆R2
0.005
0.02
0.02*
Abbreviations. β, Standardized beta weight; SE, Standard Error
* P < 0.05

Nativity, FCGI, Perceived Stress and Self-Rated Health
It was expected that after age, marital status, education, and cigarette smoking
were controlled for, foreign-born women would report better self-rated health and
perceived stress would be negatively associated with self-rated health (hypothesis 3a). To
test this hypothesis, 3 sets of linear regression models were utilized. The control variables
were entered in model 1, nativity was entered in model 2 and perceived stress was
entered in model 3. Model 4 tested hypothesis 3b that once nativity and perceived stress
are accounted for, FCGI will explain additional variance in self-rated health.
As seen in Table 13, hypothesis 3 was partially supported. First, model 1 results
indicated that the control variables were not independently associated with self-rated
health. When nativity was added to model 2, it was not associated with self-rated health
as was anticipated. However, education became a statistically significant predictor of
self-rated health (β = 0.19; P < 0.05).
Model 3 showed that perceived stress predicted self-rated health (β = -0.23; P <
0.05). As expected, women with lower levels of perceived stress tended to report better
health. In contrast to predictions, there was no statistically significant relationship
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between FCGI and self-rated health. Similar to model 3, the full model (model 4)
indicated that after accounting for nativity, FCGI, and the control variables, women with
lower levels of perceived stress tended to have better health (β = -0.22; P < 0.01). Still,
the full model explained only a modest amount of variance (Adjusted R2 = 0.07; P <
0.01).

Table 13. Standardized Regression Coefficients of Self-rated health on Nativity, Perceived Stress, FCGI and
Controls (n = 180)
Characteristic
Model 1
Model 2
Model 3
Model 4
β (SE)
β (SE)
β (SE)
β (SE)
Step 1
Age
-0.01 (0.02)
-0.05 (0.02)
-0.05 (0.02)
-0.05 (0.02)
Single vs Married
-0.06 (0.23)
-0.01 (0.23)
-0.004 (0.22)
-0.02 (0.23)
Education
0.16 (0.12)
0.19 (0.12)*
0.14 (0.12)
0.13 (0.12)
Cigarette smoking
-0.06 (0.38)
-0.06 (0.37)
-0.05 (0.36)
-0.04 (0.37)
status
Step 2
Nativity
0.14 (0.14)
0.11 (0.14)
0.11 (0.14)
Step 3
Perceived Stress
-0.23 (0.01)**
-0.22 (0.001)**
Step 4
FCGI
0.08 (0.008)
2
Adjusted R
0.008
0.02
0.07**
0.07**
∆R2
0.004
0.019
0.05**
0.006
Abbreviations. β, Standardized beta weight; SE, Standard Error
*P < 0.05, **P < 0.01 level

Post Hoc Analyses
Post hoc analyses were conducted after considering the small amount of variance
in perceived stress explained by FCGI and the lack of statistically significant findings
when testing whether FCGI explained more variance in self-rated health compared to
nativity. The unsupported hypotheses point to the fact that other variables that are
associated with perceived stress and self-rated health were not accounted for in those
models. The post hoc analyses included additional variables that may act as determinants
of FCGI or as intermediary determinants that can influence health. The analyses
considered the following as outcome variables: self-reported racial discrimination, self63

reported cultural group identity, whether the respondents spent the majority of their lives
in the U.S., and socially assigned race.
Rationale for Variables Selected
Based on previous research, four additional variables were selected for further
analysis and exploration to determine how the level of FCGI influenced experiences of
racial discrimination. In addition, the analyses here attempted to shed light on how Black
immigrant women made sense of their experiences and how their FCGI ratings, their selfreported cultural group identity, and whether these women spent the majority of their
lives in the U.S. or not and also, how others in the U.S. label them (e.g., socially assigned
race) provided a clearer understanding of differentials in perceived stress and self-rated
health.
Racial discrimination among Black immigrants. A growing literature highlights
that racial discrimination may operate as a psychosocial stressor, and has linked the
experiences of racial discrimination to negative health outcomes.150-154 Chronic exposure
to racial discrimination could overwork the body's adaptational responses, which may
deteriorate over time and increase the body's risk to disease.150 Perceived racial
discrimination is associated with negative physical and mental health outcomes such as
high blood pressure, poor self-rated health, depression and anxiety, as well as the
adoption of health-damaging behaviors such as smoking and alcohol use.151-154
This literature also highlights nativity-based differences in reports of racial
discrimination among Blacks in the U.S. A small literature suggests that the Black
foreign-born may be less likely to report racial discrimination compared to U.S.-born
Blacks.103, 156-157 In the present study, FCGI may impact reports of racial discrimination in
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specific ways given the variation in respondents' attachment to their foreign culture.
Specifically, women who identify more with their foreign culture, (i.e., high FCGI) may
report lower levels of racial discrimination as a result of different perceptions and
understandings of race relations in the U.S. These women may not attribute certain
experiences as being forms of racial discrimination, when compared to those with lower
FCGI.74 Thus, racial discrimination may influence self-rated health for women with lower
FCGI because they may be more vulnerable to stress as a result of racial discrimination.
Self-reported Cultural group identification: categorical assessment. Although
FCGI addresses the level to which women identify with their foreign culture as a
continuous variable, accounting for self-reported cultural group identification may
provide additional insight into the mechanisms at work. It may be logical to expect that
the culture which women identify with most may act as determinant of FCGI as well as a
determinant of health that can impact health through mechanisms such as diet, and
adverse health behaviors. Rivers reported that U.S.-born Africans identified more (1)
with African Americans or (2) with both their country of origin and the U.S. than with
being African alone.10 With this in mind, we may consider that for women in this study,
differences in the culture that they identify with most may impact their affinity to their
foreign culture and eventually affect self-rated health.
Socially assigned race. Socially assigned race is often used as a tool to understand
the impact of racial discrimination and racism on health, as it measures how an
individual's race/ethnic category is perceived based on the social interpretation of their
physical appearance by the society around them.158 This interpretation is then what
people act on and the mechanism through which discrimination operates.158 The category
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that an individual self identifies with may not be the same as his or her socially assigned
race.159 Jones et al. found that self-identified race/ethnic minority individuals who were
socially assigned as White reported better self-rated health compared to those perceived
as minority.158 Although Jones et al. provide insight into the power of White advantage in
regards to health, the study did not assess how the incongruency between self-identified
race/ethnic category and socially assigned race impacts the health of Black individuals.
Nonetheless, this finding provides insight into the power of socially assigned race in
driving health differentials, and as such, the role of socially assigned race was considered
in the context of the present study. As all the participants self-identified as Black, selfrated health differentials may exist if the participants' perceived race differs from their
self-identified category.
Where the majority of life has been spent. Studies show that the health of the
foreign-born declines with increased time spent in the U.S.28-31 The proportion of time a
woman has spent in the U.S. may be a determinant of FCGI and shape the level to which
she identifies with her foreign culture. Women who have spent the majority of their life
in the U.S. may have a lower affinity to their foreign culture compared to those who have
not because of the time immersed in their country value systems. Adjusting for this
determinant of FCGI may allow for a more precise assessment of the association between
FCGI and perceived stress and self-rated health.
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Analyses
The data for each post hoc variable were cleaned and recoded to ensure that
missing values were not included in the sample. The analytic sample included
respondents with values for each variable of interest.
Univariate Analyses
Table 14 presents the descriptive statistics for these variables and highlights that
75% of the participants had spent the majority of their lives in the U.S., and that the
largest proportion of sample identified most with African culture (41%). This may be a
function of the large proportion of women from African backgrounds as highlighted in
table 6b.
Table 14. Descriptive Statistics of Post Hoc Variable (n = 176)
Characteristic
Range
5-30
Racial Discrimination
Where respondents have spent Majority of life
U.S.
Outside U.S.
Self-reported Cultural Group Identity
African American
African
Caribbean
Other
Socially Assigned Race
Black/African-American
Hispanic or Latino
Other

Mean/Percent
12.99

SD
4.81
5.67

75.00
25.00
19.89
40.91
23.86
15.34
88.64

1.70
9.66

Bivariate Analyses
Chi-square analyses of Self-reported Cultural Group Identity and Socially
assigned race by Nativity. Chi-square analyses, presented in table 15, were conducted to
test for significant nativity-based differences among the following categorical variables:
self-reported cultural group identity and socially assigned race. The self-reported cultural
group identity variable was recoded into 2 groups: African American culture and foreign
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culture (African or Caribbean). Women who endorsed the other groups were dropped
from this recoding. The results indicated that a larger proportion of U.S.-born women
(38.96%) identified with African American culture compared to 6.94% of foreign-born
women who identified with African American culture. Additionally, a much larger
percentage of foreign-born women identified with foreign culture (93.06%) compared to
the U.S.-born (6.94%). The results indicated that there were no significant nativity-based
differences in socially assigned race (P = 0.75)
Table 15. Self-reported Cultural Group Identity and Socially Assigned Race by Nativity (n = 176)
Characteristic
Foreign-Born (n = 80) %
U.S.-Born (n = 96) %
χ2
Self-reported Cultural Group Identity
African American
61.04
38.96
21.22
Foreign
93.06
6.94
Socially Assigned Race
Black/African-American
44.87
55.13
Hispanic or Latino
33.33
66.67
0.58
Other
52.94
47.06
Note. The percentages presented above represent the row percent for each category.

P
<0.0001

0.75

Where respondents have spent the majority of their lives and self-reported
cultural group identification. A chi-square test was also conducted to test the association
between where respondents had spent the majority of their lives and self-reported cultural
group identification. Of the women who identified more with African American culture,
97.14% of them had spent the majority of their lives in the U.S. Of the women who
identified more with African or Caribbean culture, 36.99% and 30.95% respectively, had
spent the majority of their lives outside of the U.S. (χ2 = 16.18; P = 0.001)
Racial discrimination, nativity, and where respondents have spent the majority of
their lives. Two t-tests were conducted to test for mean differences in: (1) discrimination
by nativity and (2) mean differences in discrimination by where respondents had spent
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the majority of their lives in response to the question, “In what country have you spent
the majority of your life?” The results presented in table 16 showed that the U.S.-born
had a statistically significantly higher mean racial discrimination score compared to the
foreign-born. However, there were no significant mean differences in racial
discrimination between women who had spent the majority of their lives in the U.S. and
those who had spent the majority of their lives in a country other than the U.S.
Table 16. T-test Statistics for Nativity and Majority of life Spent by Racial Discrimination (n = 176)
Characteristic
Mean
t
SD
Nativity
U.S.-born
14.11
4.92
3.49
Foreign-born
11.65
4.34
Where respondent has spent majority of life
U.S.
13.35
4.72
1.7
Other country
11.93
4.99
Abbreviation: SD, Standard Deviation

P
< 0.001
0.09

Where respondents had spent the majority of their lives, FCGI, & racial
discrimination. An additional t-test was conducted to examine differences in mean FCGI
based on respondents' answer to the question, “In what country have you spent the
majority of your life?” Interestingly, the results indicated that respondents who had spent
the majority of their lives in the U.S. had a higher mean FCGI score (42.67; SD = 7.85)
compared to those who had spent the majority of their lives in another country (Mean =
39.34; SD = 9.74; P = 0.05). A correlation analysis between FCGI and racial
discrimination indicated that they were not correlated (P = 0.17).
Self-reported cultural group identification, FCGI, socially assigned race, and
racial discrimination. Two sets of one-way ANOVAs were conducted to test the
significance of group differences between: 1) self-reported cultural group identification
and FCGI and 2) between socially assigned race and the dependent variable, racial
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discrimination. The first ANOVA revealed that there were significant mean FCGI
differences across the cultural groups (F = 5.21; P < 0.05). A Bonferroni comparison test
indicated that women who identified with African culture had a higher mean FCGI
(43.36) than women who identified with African American culture. Additionally, women
who identified with Caribbean culture had higher mean FCGI (43.52) than women who
identified with African American culture (37.23). Results indicated no significant socially
assigned race differences on racial discrimination. (F = 1.03; P = 0.36).
Multivariate Analyses
Based on the analyses conducted, 3 of the 4 post hoc variables were included in 2
hierarchical regression models: racial discrimination, where respondents had spent the
majority of their lives, and self-reported cultural group identification. These variables
were added to the multivariate analyses that replicated the study's hypotheses 2b and 3b.
The amount of variance in perceived stress explained by FCGI was compared between
the study hypothesis and the regression models with the additional three variables. The
results from the first regression model showed that of the 3 additional variables, only
racial discrimination was significantly associated with perceived stress (β = 0.30; P <
0.001). When the additional three variables were accounted for, with nativity alone in the
model, 2% of the variance in perceived stress was accounted for. When FCGI was
entered in the model, only 3% of the variance in perceived stress was explained (P <
0.05). A product variable, FCGI X racial discrimination, was included as an interaction
term in the final model to determine if FCGI moderated the relationship between racial
discrimination and perceived stress. The interaction term was not significant. The second
regression analysis indicated that the 3 additional variables were not associated with self70

rated health. Adding FCGI into the model did not explain more variance in self-rated
health than nativity when the additional three variables were accounted for. These tables
are included in the Appendix G on page 99.
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CHAPTER 6: DISCUSSION
"... I strongly identify with my Caribbean culture and many U.S. studies fail to capture
the dichotomy of our experience." 29-year-old Trinidadian American participant

A plethora of scholars have highlighted the need to disaggregate the Black race
category in order to assess the Black population's health more accurately and address
race/ethnic health disparities more thoroughly.7-9, 33, 132 This study addresses this issue
directly with its focus on Black immigrant women living in the U.S. and also highlights
the variation in cultural identity that exists within this select sample. The central goal of
this research was to gain a comprehensive understanding of FCGI and explore linkages
between FCGI and health in Black women with immigrant backgrounds. The purpose of
this pilot study was three-fold. Firstly, this study examined the relationship between age
at arrival and FCGI. Secondly, this study aimed to assess the within-group health
differential in perceived stress and self-rated health among a sample of Black women
with immigrant backgrounds. Lastly, this study investigated the utility of the FCGI
measure among this sample and tested how it compared to nativity in explaining selfreported health differences. Although results indicated modest support for the role of
FCGI in explaining perceived stress, they also provide guidance for future research in this
area.
Even though Black women with immigrant backgrounds would be considered
members of the Black racial group in the U.S., they were able to report the degree to
which they identified with their foreign culture. The original sample of 214 women
represented a variety of national origins not unlike those which have been reported in
previous national studies involving Black immigrant samples.5, 33
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Univariate analyses indicated that the FCGI measure operated well
psychometrically in this sample in terms of a strong Chronbach’s alpha. Participants in
this sample tended to endorse moderately high levels of FCGI. Furthermore, post hoc
analyses demonstrated that nativity alone did not distinguish women in terms of FCGI.
However, women who identified with African and Caribbean culture had higher FCGI
than those who identified with African American culture. This pattern of findings
suggests that future researchers will obtain different information about the role of culture
and identity in the lives of participants than nativity alone would reveal. The smaller
scale and scope of this study provides insight that would otherwise be inaccessible in
larger scale studies using existing methods. It also provides preliminary evidence of
reliability and validity for the use of this measure in future research with similar
populations.
Although the expectation that FCGI would explain more variance in perceived
stress and self-rated health than nativity was not fully supported, the post hoc analyses
provide some insight into how FCGI related to other variables of interest and point to
investigations for future research. As noted, the study showed that foreign-born
participants were not different from U.S.-born women on FCGI. However, post hoc
analyses indicated that respondents who had spent the majority of their lives in the U.S.,
including those born here, had higher FCGI scores than those who had spent the majority
of their lives elsewhere. This finding may suggest that individuals who have spent the
majority of their lives in the U.S. may constantly be faced with assumptions that they are
African American, making race and cultural identity salient on a regular basis. This might
trigger a psychological re-commitment to their foreign cultural identity on a regular basis,
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strengthening this identity, and resulting in somewhat higher scores than their
counterparts.38 Although the measurement of where respondents have spent the majority
of their life is a limited index of their exposure to life in the U.S., this finding points to
the nuances and complexities of the determinants of FCGI. Understanding this pattern of
findings should be the subject of future research.
The post hoc analyses also introduces interesting prospects for future research
about the role FCGI plays in racial discrimination and ultimately, health outcomes in this
group. The U.S.-born reported higher levels of exposure to racial discrimination than the
foreign-born, but FCGI was not correlated with racial discrimination. While the first
finding is in line with conventional thinking about the experiences of ethnic minorities in
the U.S., the latter finding is difficult to explain given the limited research literature in
this area. More research is needed to understand how the foreign-born make sense of
experiences of racial discrimination and the role that FCGI plays in it.
Age at arrival and FCGI
Primary analyses focused on the effect of age at migration on an individual's
affinity to their foreign culture. Findings did not support the hypothesis that age at arrival
would be positively associated with FCGI. However, the few studies in this area have
reported that the foreign-born who arrive in the U.S. as adults tend to report strong
affinities to their foreign culture.82-84 As these studies did not assess this association
among Black immigrants, examining whether age at arrival is a determinant of FCGI
among Black immigrants may be a venue for future research in this area.
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Nativity and FCGI as Predictors of Perceived Stress
In previous studies, nativity has been used as a proxy for pre-migration
experiences and behaviors that place the foreign-born at a health advantage when they
initially arrive in the U.S. This study sought to improve upon existing research by testing
if foreign-born women tended to report lower levels of perceived stress and also
examining whether FCGI would explain more variance in perceived stress than nativity.
Contrary to expectations, nativity was not associated with perceived stress. FCGI had a
negative, statistically significant impact on perceived stress as hypothesized, but this
relationship was quite small. Thus, there was not a meaningful difference between
nativity and FCGI with respect to their capacity to predict perceived stress.
In summary, it is possible that FCGI plays a role in health outcomes but that the
direct relationships proposed in this study is not the path by which this occurs. There may
be other intervening variables that explain the relationship between FCGI and the
outcomes measured in this study. These intermediary determinants may be factors such
as health behaviors and attitudes towards health that are tied to FCGI that in turn, predict
self-rated health and other health outcomes. Future studies should measure the specific
health behaviors and attitudes that distinguish Black immigrant women from their
African American counterparts in order to identify the ways FCGI is tied to health
outcomes. Black immigrants may also live in communities around the U.S. that vary in
their capacity to protect and reinforce foreign cultural worldview and health practices.
For instance, Black immigrant communities in the U.S. are distinct from predominantly
African American communities in the U.S.in cultural character and resources. In some
cases, Black immigrants reside in African American communities or in communities
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comprised of other racial-ethnic groups. Consequently, Black immigrants may not be
subjected to the same environmental health risks that disproportionate numbers of
African Americans face that are a function of racial segregation (e.g., poor housing
quality; impoverished neighborhoods).8, 14, 107 Therefore, more research is needed to tease
out the role of FCGI in terms of protection and exposure to risk vis- à-vis the social
determinants of health.
Nativity, FCGI, and Perceived Stress as Predictors of Self-Rated Health
Although the literature highlights the nativity-based differences in self-rated
health16, 102 the results from this study did not substantiate this finding. Further, FCGI did
not explain more variation in self-rated health than nativity. When considering how
participants responded to the self-rated health question, however, very little variation
existed; a little over 60% reported that their health was excellent or very good which may
explain why nativity and FCGI differences in self-rated health were not observed in this
sample. Given the sample's health advantage and relatively high education levels, this test
needs to be replicated in a more diverse sample on those variables. Not surprisingly,
women who reported lower levels of perceived stress tended to have better self-rated
health. Furthermore, in the full model that addressed this hypothesis, perceived stress was
the most important variable predicting self-rated health.
Limitations
It is important to consider the findings presented in this study within the context
of certain limitations. This study utilized a cross-sectional study design and limits the
ability to make meaningful statements about causality. Additionally, as noted, more than
half of the participants had at least a college education and above. Therefore, the findings
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may not be generalizable to all Black women from immigrant backgrounds with lower
levels of education. Relying on self-reported information may also be subject to
information bias. These limitations may have limited the ability to detect relationships
between nativity, perceived stress and self-rated health, and between FCGI and self-rated
health. However, these limitations provide potential avenues for further study in this area.
Programmatic and Policy Implications
Despite the limitations, this study has important implications for program
planners who serve this population. Participants in this study emphasize the diversity that
exists in the Black population, and also, within the Black immigrant population. Program
planners working with Black populations should give consideration to the diversity
within the population to ensure that programs address the needs of Black immigrant
participants. Many of the health-related interventions developed for African Americans
may not apply to Black immigrant groups in terms of the most pressing health conditions
and negative health outcomes and also, in terms of health behaviors and barriers to
healthcare.
The diversity in the Black population is often left out of policy pertaining to
health even though the characterization of this group is important when assessing the
health status of this population and creating appropriate interventions. Since there is a
lack of research on the health of Black immigrants, further research in this area is needed
in order to make a case for a policy-centered focus on Black immigrants. Furthermore,
health policies may not be completely effective for segments of this population's health,
particularly if the policies do not address cultural subtleties that may influence health-
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seeking behavior access and motivation to seek care. Policy makers may want to consider
ensuring that policies are culturally competent.
Challenging Conventional Notions About Race/ethnicity And Immigration
Even though the diversity of the Black U.S. population is well documented, the
federal government and other entities continue to collect health-related data that do not
assess this diversity in the most comprehensive manner. Researchers have only recently
begun to understand the role that length of time in the U.S., country of origin, and age at
migration play in the health of the foreign-born as way to better understand the health of
the Black population as a whole. Research on the Healthy Immigrant Effect suggests that
the foreign-born experience a health decline over time.15, 22-26 Continuing to collect
disaggregated data on the Black population such as information on nativity and country
of origin will give insight into the mechanisms that shape this decline for immigrants and
their children.
Directions and Recommendations for Future Research
The results from this study highlight the possible utility of FCGI when evaluating
the perceived stress of Black immigrant populations in future studies. In light of this
study's limitations, scholars should consider the following steps in order to address some
of these limitations:
1) Conduct a larger scale probability-based study of the FCGI measure among this
population and other immigrant populations;
2) Assess the study associations in a random national sample which will provide
generalizability of the findings and strengthen the applicability of the results;
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3) Conduct a validity and reliability study of the FCGI measure which may
cement its appropriateness for use among this population as has been done among other
ethnic groups;
4) Collect data on age at arrival in a more detailed way that addresses the
measurement issues reported in this study. Rather than measure age at arrival as a static
variable, future studies may consider adopting a more dynamic version of this variable in
order to capture the potential multiple exposures to the U.S. For example, collecting
specific information on the age and length of possible visits to the U.S. prior to migration
may prove useful;
5) Conduct a study involving health outcomes that includes an African American
referent group;
Lastly, 6) Examine gender-based discrimination and experiences of
discrimination and bias due to socially assigned race and the specific sources of
perceived stress. Such research may add to our current knowledge about the acute and
chronic stress experienced by this population, considering that ethnic minority
immigrants experience stress that is related to their minority status. Researchers should
be cautious in relying solely on categorical measures of individual's membership in
race/ethnic immigrant groups and also in examining exposures and interpreting health
risks.
Conclusion
The purpose of this study was to examine nativity-based differences in perceived
stress and self-rated health and to examine the explanatory power of the FCGI measure in
the population of interest. The sample of women who identified as "Black" in this study
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highlights diversity far beyond the prescribed race/ethnic category and as such, this study
makes a preliminary contribution to the immigrant health literature. The Black immigrant
population has remained largely understudied despite the fact that it is growing quite
rapidly.5 Given the scant literature on Black immigrants, these study results point to the
need to further examine the role of cultural identity in population-based differences in
health. This study provides further guidance for one strategy by which public health
researchers can disaggregate Black immigrant samples when investigating populationbased health outcomes. Further research on the health attitudes and behaviors related to
FCGI would be helpful in illuminating potential relationships to health outcomes.
Recognizing and documenting the diversity of identities in this population can contribute
to solutions to race/ethnic health disparities that extend beyond the historically
emphasized Black/White paradigm and highlight cultural and identity-related factors that
can influence health outcomes.
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APPENDIX A Demographic Information Questionnaire
Please answer the questions below to the best of your ability.
I Background Information
1. Age: _____
2. College Rank:
 Freshman
 Sophomore
 Junior
 Senior
 Masters
 PhD
3. What is your major? ______________________________________________
4. What is your program concentration? _________________________________
5. What is your nationality? ___________________________________________
6. Are you a citizen of the United States?
 YES
 NO
7. Were you born in the United States?
 YES (If yes, skip questions #8, #9 and #10)
 NO (If no, go to question #8)
8. In what country were you born? (Please check only one box.)
Africa:
 Ethiopia
 Cameroon
 Ghana
 Nigeria
 Sierra Leone
 Somalia
 Other

Please Specify____________________________________

Asia:
 China
 India
 Korea
 Thailand
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 Other
Please
Specify_____________________________________

Europe/Middle East:
 England
 France
 Greece
 Israel
 Italy
 Other

Please Specify____________________________

Caribbean:
 Dominican Republic
 Haiti
 Jamaica
 Trinidad & Tobago
 Other
Please Specify____________________________
South America
 Brazil
 Columbia
 Ecuador
 Venezuela
 Other

Please Specify____________________________

Australia
 Australia
 New Zealand
North America
 Canada
 Mexico
 Other

Please Specify____________________________

9. At what age did you come to the U.S.? ________
 Not sure.
Please explain why you are not
sure______________________________________
_____________________________________________________________________
10. What is the reason you and/or your family moved to the U.S.?
 Chance of a better life
 Refugee/Asylum
 A family member won the green card lottery
 I came with a family member (e.g., parent or grandparent)
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 Other Please specify and be as complete as
possible_________________________________________________________________
________________________________________________________________________
11. Was your mother born in the U.S.?
 YES (If yes, skip questions #12, #13, #14, #15)
 NO (If no, go to question #12)
12. Does your mother currently live in the U.S.?
 Yes (If yes, go to questions #13)
 No (If no, go to question #14)
13. If your mother now lives in the USA, in what year did she settle in the U.S.?
_________
 Not sure, sometime before I was born
 Not sure, sometime after I was born
14. Did your mother complete any part of her education in the U.S?
 Yes
 No
 Not sure
15. Did your mother complete any part of her education in her country of birth?
 Yes
 No
 Not sure
16. What is your mother’s highest level of education?
 No schooling completed
 Less than high school/secondary school
 Trade/technical/vocational school
 High School Grad/GED or Equivalent/A-level
 Some College or Associate’s degree (eg: AA, AS)
 College Graduate (eg: BA, AB, BS)
 Master's degree (eg: MA, MS, MEng, MEd, MSW, MBA)
 Professional degree (eg: MD, DDS, DVM, LLB, JD)
 Doctorate degree (eg: PhD, EdD)
 I don't know
17. Was your father born in the U.S.?
 YES (If yes, skip questions #18, #19, #20, and #21)
 NO (If no, go to question #18)
18. Does your father currently live in the U.S.?
 Yes
 No
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 Not sure
19. If your father now lives in the USA, in what year did he settle in the U.S.?
_________
 Not sure, sometime before I was born
 Not sure, sometime after I was born
20. Did your father complete any part of his education in the U.S?
 Yes
 No
 Not sure
21. Did your father complete part of his education in his country of birth?
 Yes
 No
 Not sure
22. What is your father’s highest level of education?
 No schooling completed
 Less than high school/secondary school
 Trade/technical/vocational school
 High School Grad/GED or Equivalent/A-level
 Some College or Associate’s degree (eg: AA, AS)
 College Graduate (eg: BA, AB, BS)
 Master's degree (eg: MA, MS, MEng, MEd, MSW, MBA)
 Professional degree (eg: MD, DDS, DVM, LLB, JD)
 Doctorate degree (eg: PhD, EdD)
 I don't know
23. Were your parents ever married?
 Yes, they are still married
 Yes, they are now divorced
 Yes, they are now separated
 Yes, my mother is now a widow
 Yes, my mother was a widow but is now re-married
 Yes, my father is now a widower
 Yes, my father was a widower but is now re-married
 No, they were never married
 I don’t know
24. What is your marital status?
 I am single
 I am engaged
 I am currently married
 I am separated
 I am divorced
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 I was divorced and I am now remarried
 I am a widow
 I was a widow and I am now remarried
25. What is your family household yearly income?
 $0 to $ 9,999
 $10,000 to $19,999
 $20,000 to $29,999
 $30,000 to $39,999
 $40,000 to $49,999
 $50,000 to $59,999
 $60,000 to $69,999
 $70,000 to $79,999
 $80,000 to $89,999
 $90,000 to $99,999
 Other
 Not sure

 $100,000 to $109,999
 $110,000 to $119,999
 $120,000 to $129,999
 $130,000 to $139,999
 $140,000 to $149,999
 $150,000 to $159,999
 $160,000 to $169,999
 $170,000 to $179,999
 $180,000 to $189,999
 $190,000 to $199,999

26. Was your maternal grandmother born in the U.S.?
 Yes
 No
 Not sure
27. Was your maternal grandfather born in the U.S.?
 Yes
 No
 Not sure
28. Was your paternal grandmother born in the U.S.?
 Yes
 No
 Not sure
29. Was your paternal grandfather born in the U.S.?
 Yes
 No
 Not sure
30. Which culture do you identify the most with?
 African American
 African
 Caribbean
 European
 Other (Please list here) ______________________________________________
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31. If you had to choose your own race/ethnic group, how would you characterize
yourself?
______________________________________________
32. Is your foreign culture an important part of your overall identity?
 Yes
 No
33. How do other people usually classify you in this country?
 Black or African American
 Hispanic or Latino
 Asian
 Native Hawaiian or other Pacific Islander
 Native American or Alaska native
 Other group ________________________
34. In what country have you spent the majority of your life?
 USA
 Other (Please list here) ___________________________________________
35. What is the main language spoken in your home with your family?
 English
 I understand when my parents/family members speak in our native language and I
answer back in English.
 I understand my native language but speak mostly in English to my family
members.
 Other (please list here) _________________________________________
 English and other language are spoken equally
Please list other language(s)
here)_____________________________________
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APPENDIX B
Foreign Cultural Group Identity Scale
For this questionnaire, please think about your country of origin and the cultural
upbringing you have received.
The questions below are designed to measure how you view your identity as a part of
your cultural group with regard to your country of origin. Please read the statements
below. Answer each question regarding the extent to which you identify with your
cultural upbringing. For example, if your country of origin is Ghana, or Jamaica, we
are asking you to think about what it means to be a part of this cultural group.
Circle the answer that best represents your response to each item below.
Strongly
Disagree

Strongly
Agree

Neutral

1.

Overall, being a part of my cultural group
has very little to do with how I feel about
myself.

1

2

3

4

5

6

7

2.

In general, being a part of my cultural group
is an important part of my self-image.

1

2

3

4

5

6

7

3.

My destiny is tied to the destiny of other
people in my cultural group.

1

2

3

4

5

6

7

4.

Being a part of my cultural group is
unimportant to my sense of what kind of
person I am.

1

2

3

4

5

6

7

5.

I have a strong sense of belonging to my
people in my cultural group.

1

2

3

4

5

6

7

6.

I have a strong attachment to other people
in my cultural group.

1

2

3

4

5

6

7

7.

Being a part of my cultural group is an
important reflection of who I am.

1

2

3

4

5

6

7

8.

Being a part of my cultural group is not
a major factor in my social relationships.

1

2

3

4

5

6

7
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APPENDIX C
Health Background Questionnaire
1. In general, would you say your health is?
 Excellent
 Very good
 Good
 Fair
 Poor
2. Have you been diagnosed with any of the following illness?
 I have not been diagnosed with any illness
 Diabetes
 High blood pressure/hypertension
 Asthma
 High Cholesterol
 Other
Please list here_____________________________
3. Do you currently take medication for any the following illnesses? Please check all
that apply.
 I do not currently take medication for any illness
 Diabetes
 High blood pressure
 Asthma
 High Cholesterol
 Other Please list here_____________________________
4. Do you have a family history of any of the following illnesses? Please check all that
apply.
 I do not have a family history of any illness.
 I don’t know
 Diabetes
 High blood pressure
 Asthma
 Cancer
 Heart disease
 Other Please list here_____________________________
5. Are you currently taking any form of hormonal contraceptives?
 YES
 NO
6. I eat when I’m stressed.
 Always
 Very Often
 Sometimes
 Rarely
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 Never
7. How much do you weigh?
____lbs ____oz
8. How tall are you?
____feet ____ inches
9. Over the past 30 days, on how many days did you engage in at least 30 minutes of
cardiovascular activities to cause sweating or a moderate increase in breathing or
heart rate? Some examples are running, bicycling, and dancing.
 1-5 days
 6-10 days
 11-15 days
 16-20 days
 21-25 days
 26+ days
 Not at all
10. Over the past 30 days, how many days did you do any physical activities specifically
designed to strengthen your muscles such as lifting weights, push-ups or sit-ups?
 1-5 days
 6-10 days
 11-15 days
 16-20 days
 21-25 days
 26+ days
 Not at all
11. Do you now smoke cigarettes?
 Every day
 Some days
 Not at all
12. On average, how many cigarettes do you now smoke per day? (One pack contains
approximately 20 cigarettes.)
 1-5
 6-10
11-15
16-20
21 or more
Estimate the total number here:______________
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13. During the past 30 days, on the days that you smoked, about how many cigarettes did
you smoke per day? (One pack contains approximately 20 cigarettes.)
 1-5
 6-10
11-15
16-20
21 or more
Estimate the total number here:______________
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APPENDIX D
Perceived Stress Scale
The questions in this scale ask you about your feelings and thoughts during the last
month. In each case, you will be asked to indicate by circling how often you felt or
thought a certain way.
0 = Never 1 = Almost Never

2 = Sometimes

3 = Fairly Often

4 = Very Often

1. In the last month, how often have you been upset
because of something that happened unexpectedly?.............

0

1

2

3

4

2. In the last month, how often have you felt that you were unable
to control the important things in your life?.................................

0

1

2

3

4

3. In the last month, how often have you felt nervous and “stressed”? 0

1

2

3

4

4. In the last month, how often have you felt confident about your ability
to handle your personal problems?.................................................... 0 1

2

3

4

5. In the last month, how often have you felt that things
were going your way?......................................................................... 0

1

2

3

4

6. In the last month, how often have you found that you could not cope
with all the things that you had to do? ................................................. 0

1

2

3

4

7. In the last month, how often have you been able
to control irritations in your life?.......................................................... 0

1

2

3

4

8. In the last month, how often have you felt that you were
on top of things?.................................................................................. 0

1

2

3

4

9. In the last month, how often have you been angered
because of things that were outside of your control? ......................... 0

1

2

3

4

10. In the last month, how often have you felt difficulties
were piling up so high that you could not overcome them?............... 0

1

2

3

4

Cohen et al. (1988)
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APPENDIX E
Everyday Discrimination Scale
In your day-to-day life how often have any of the following things happened to you
because of your race? Please circle the most appropriate response.
1. You are treated with less courtesy or respect than other people.
Almost Every day At least once a week A few times a month A few times a year Less than once a year Never

2. You receive poorer service than other people at restaurants or stores.
Almost Every day At least once a week A few times a month A few times a year Less than once a year Never

3. People act as if they think you are not smart.
Almost Every day At least once a week A few times a month A few times a year Less than once a year Never

4. People act as if they are afraid of you
Almost Every day At least once a week A few times a month A few times a year Less than once a year Never

5. You are threatened or harassed
Almost Every day At least once a week A few times a month A few times a year Less than once a year Never

Forman TA, Williams DR, Jackson JS. Race, place, and discrimination. Social Problems. 1997;9:231–261.
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APPENDIX F
Flyers

STUDY ON
BLACK IMMIGRANT WOMEN

We are interested in learning more about the link between birth place,
cultural identity and health among Black women from all over the world. If
you, your parents or grandparents are from an African nation, please
consider participating in this exciting new study and share your experiences.
To participate you must be:
 Black [All countries of origin are welcome]
 From an immigrant background
 Female
 18 years of age or older
 Willing to commit 30 minutes of your time
If you are interested in participating in our study please contact Laurén
Doamekpor at: Bcidentity2012@gmail.com.
Visit our Facebook page at
https://www.facebook.com/BlackImmigrantWomen
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STUDY ON
BLACK IMMIGRANT WOMEN

We are interested in learning more about the link between
birth place, cultural identity and health among Black
women from all over the world. If you, your parents or
grandparents are immigrants, please consider participating
in this exciting new study and share your experiences.
To participate you must be:
 Black [All countries of origin are welcome]
 From an immigrant background
 Female
 18 years of age or older
 Willing to commit 30 minutes of your time
Contact Information:
If you are interested in participating in our study or for more
information and questions please contact Laurén Doamekpor at:
Bcidentity2012@gmail.com
Visit our Facebook page at:
https://www.facebook.com/BlackImmigrantWomen
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APPENDIX G
Post Hoc Multivariate Analyses Results
Table 17. Standardized Regression Coefficients of Perceived Stress on Nativity, FCGI, Controls, and Post Hoc
Variables (n = 176)
Characteristic
Model 1
Model 2
Model 3
Model 4
β (SE)
β (SE)
β (SE)
β (SE)
Step 1 Age
-0.02 (0.12)
-0.006 (0.12)
0.02 (0.12)
-0.04 (0.12)
Single vs Married
0.03 (1.71)
-0.02 (1.69)
0.03 (1.66)
-0.05 (1.65)
Education
-0.20 0.88)*
-0.20 (0.88)*
-0.20 (0.86)
-0.18 (0.86)*
Cigarette smoking status
0.07 (2.88)
0.10 (2.79)
0.12 (2.75)
-0.11 (2.73)
Step 2 Racial Discrimination
0.30 (0.11)**
0.25 (0.11)**
0.26 (0.11)**
Self-reported Cultural Group
0.003 (0.40)
-0.006 (0.39)
0.009 (0.39)
Identity
Respondent spent Majority of
0.10 (1.25)
0.27 (1.54)
0.23 (1.55)
life U.S. vs. Elsewhere
Step 3 Nativity
-0.27 (1.32)
-0.25 (1.31)
Step 4 FCGI
-0.17 (0.06)*
Step 5 FCGI X Racial
Discrimination
Adjusted R2
0.03
0.11*
0.15**
0.17**
∆R2
0.005
0.00003
0.03*
0.03*
Abbreviations. β, Standardized beta weight; SE, Standard Error
*P < 0.05, **P < 0.01

Table 18. Standardized Regression Coefficients of Self-rated health on Nativity, Perceived Stress, FCGI, Controls,
and Post Hoc Variables (n = 176)
Characteristic
Model 1
Model 2
Model 3
Model 4
β (SE)
β (SE)
β (SE)
β (SE)
Step 1
Age
-0.02 (0.02)
-0.05 (0.02)
-0.06 (0.02)
-0.06 (0.02)
Single vs Married
-0.02 (0.22)
-0.0002 (0.23)
-0.007 (0.22)
-0.0009 (0.22)
Education
0.19 (0.11)
0.22 (0.23)*
0.21 (0.12)
0.17 (0.12)
Cigarette smoking status
-0.06 (0.37)
-0.07 (0.37)
-0.09 (0.37)
-0.06 (0.37)
Step 2
Racial Discrimination
-0.21 (0.01)
-0.18 (0.01)
-0.12 (0.01)
Self-reported Cultural Group
0.03 (0.05)
Identity
Where respondents have spent
-0.009 (0.17)
Majority of life (U.S.) vs.
Elsewhere
Step 3
Nativity
Step 4
Perceived Stress
Step 5
FCGI
Adjusted R2
0.018
0.05*
∆R2
0.004
0.00007
Abbreviations. β, Standardized beta weight; SE, Standard Error
*P < 0.05, **P < 0.01
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Model 5
β (SE)
0.03 (0.11)
0.05 (1.65)
-0.18 (0.86)
0.11 (2.75)
0.23 (0.09)*
0.01 (0.39)
0.24 (1.56)
-0.25 (1.32)
-0.15 (0.06)*
0.05 (0.09)
0.16**
0.03

Model 5
-0.07 (0.02)
-0.02 (0.22)
0.16 (0.12)
-0.05 (0.37)
-0.14 (0.01)

0.04 (0.05)

0.04 (0.05)

0.03 (0.05)

-0.13 (0.21)

-0.07 (0.21)

-0.05 (0.21)

0.20 (0.18)

0.13 (0.18)
-0.22 (0.01)**

0.12 (0.18)
-0.21 (0.01)*
0.11 (0.01)
0.11*
0.01

0.06*
0.02*

0.10*
0.04**
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