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Racial differences in high blood pressure (BP) have been well-documented. Prior studies suggest that exposure
to discrimination is a potentially important factor contributing to elevated levels of BP among U.S. Black
adults. However, evidence has been mixed and largely based on cross-sectional studies. This study uses
longitudinal data from theHealth and Retirement Study (2006–2018) to examine how everyday discrimination
is associated with age-related trajectories of systolic BP among Black andWhite middle-aged and older adults
(n = 16,067). Multivariable mixed models were used to estimate the association between discrimination and
trajectories of BP in women and men and to assess the potential socioeconomic, psychosocial, behavioral, and
health-related factors contributing to the associations. Mean levels of BP were significantly higher among
Black adults than White adults (132.8 mmHg vs. 128.5 mmHg; p ≤ .001) and among men than women
(132.0 mmHg vs. 127.2 mmHg; p ≤ .001). For Black men, discrimination was associated with lower levels of
BP in middle adulthood and significantly higher levels of BP at older ages. The patterns were the opposite in
White men. In Black women, discrimination was associated with BP and this association varied by age;
the patterns were similar in White women. Adjusting for a wide range of factors largely accounted for the
associations in women but not men. This study highlights the complex age-related associations between
discrimination and BP among Black and White men and women. Additional studies are needed to better
understand how the type and timing of discrimination may impact changes in BP over the life course.

Clinical Impact Statement
This research provides new knowledge that can potentially inform the development of (and adequate
timing of) interventions aimed at dimensions of stigma in order to reduce elevated blood pressure in
Black and White middle-aged and older women and men.

Keywords: racial disparities, blood pressure, discrimination, social determinants of health

Supplemental materials: https://doi.org/10.1037/sah0000524.supp

Racial differences in the prevalence of hypertension have been
well-documented in the United States for more than half a century
(Benjamin et al., 2019; Borhani, 1968; Carnethon et al., 2017;
Hypertension Detection and Follow-Up Program Cooperative
Group, 1977; Kurian & Cardarelli, 2007). Studies have shown
that U.S. Black adults exhibit a disproportionately earlier onset of
hypertension and higher average levels of blood pressure (BP) than
non-Hispanic U.S. White adults (Carnethon et al., 2017; Flack et al.,
2003; Geronimus et al., 2007). There is also evidence to suggest that

racial differences in BP are not uniform across age and may widen in
later adulthood (Carnethon et al., 2017; Geronimus et al., 2007).
Despite these large and well-documented racial differences in BP,
the factors contributing to changes in BP among Black and White
middle-aged and older adults are not clearly understood.

A growing body of literature has documented the debilitating
health consequences of stigma, which is defined as “a social process
that involves distinguishing people based on social statuses (such as
attributes, illnesses, and identities) and socially devaluing, discrediting
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and excluding individuals with those statuses)” (Earnshaw et al.,
2022, p. 236). Numerous studies have shown that manifestations of
stigma, such as frequent exposure to discrimination, are associated
with worse physical and mental health outcomes, including BP and
hypertension risk (Beatty Moody et al., 2016; Brondolo et al., 2008,
2011; Clark, 2003; Farmer et al., 2019; Krieger & Sidney, 1996;
Lewis et al., 2009; D. L. B. Moody et al., 2019; Pascoe & Smart
Richman, 2009; Williams & Mohammed, 2009). Discrimination
has been hypothesized as a key mechanism contributing to racial
disparities in elevated levels of BP (Barnes et al., 2004; Williams &
Mohammed, 2009). However, to date, the studies examining this
association have yielded mixed findings—which may reflect
various approaches to the conceptualization and measurement of
BP, (e.g., ambulatory [daytime and nocturnal] BP, resting BP)
across studies (Brondolo et al., 2011; Lewis et al., 2009; Sims et al.,
2022). In particular, research has shown that exposure to
discrimination is associated with higher levels of ambulatory
and/or resting systolic BP (Beatty Moody et al., 2016; Brondolo et
al., 2008; Goosby et al., 2015; Krieger & Sidney, 1996; D. L. B.
Moody et al., 2019; Ryan et al., 2006; Steffen et al., 2003).
However, other studies have found no association between
discrimination and systolic BP (Arriola, 2002; Barksdale et al.,
2009; Beatty Moody et al., 2016; C. Brown et al., 2006; Hill et al.,
2007; LeBrón et al., 2020; Lewis et al., 2009; Matthews et al., 2005;
Orom et al., 2017; Peters, 2006). Research on diastolic BP is less
common and the results are also mixed (e.g., Beatty Moody et al.,
2016; Goosby et al., 2015; Krieger & Sidney, 1996; D. L. B.Moody
et al., 2019). Collectively, the existing evidence is largely based on
studies with cross-sectional or limited longitudinal designs and
have largely focused on younger adults when the levels (and
changes) in systolic BP (hereafter, BP) are less pronounced.
The life course perspective emphasizes that people’s lives

are cumulatively shaped by their social and historical context
(Elder, 1998). This contributes to considerable heterogeneity
in experiences and exposures as individuals age based on several
factors, such as race and sex. Drawing from a life course
perspective, studies have consistently documented how health
disparities arise in populations as individuals age, with some
groups who are differentially exposed to greater or lesser risks
(e.g., stress, discrimination) and protective factors (e.g., social and
economic capital) across their life course (Alwin & Wray, 2005).
Accordingly, research suggests that Black adults face dispropor-
tionately greater exposure to discrimination relative to White
adults (Williams et al., 1997). We hypothesize that as adults age,
they transition in and out of social institutions (e.g., workforce) and
are in various contexts (e.g., health care), and as a result, exposure
to discrimination—and its implications for BP—will vary across
age. On one hand, it is possible that the impact of discrimina-
tion increases with age as individuals experience physiological
deterioration, making them more vulnerable to stress-related
processes. On the other hand, it is also possible that the association
weakens with age as individuals accumulate experiences and
improve their ability to cope with stressors like discrimination
(Charles, 2010). Given the disproportionate exposure to discrimi-
nation that Black adults experience over the life course—and the
well-known links between chronic stress and the development and
progression of cardiovascular disease at later ages—we hypothe-
size that discrimination contributes to greater age-related changes
in BP among Black adults compared to White adults across middle

and older adulthood. In addition, we further hypothesize that
these differences in age-related trajectories of BP may be more
pronounced in men due to the elevated rates of BP documented
among them relative to women (Benjamin et al., 2019).

This study used population-level longitudinal data from 2006 to
2018 to examine how exposure to everyday discrimination is
associated with age-related trajectories of systolic BP among U.S.
Black and White middle-aged and older adults. We first examined
race and sex-specific trajectories of BP across age. We then assessed
whether discrimination was associated with age-related changes in
BP and how the trajectories of BP differed by race for men and
women. Finally, we explored whether and to what extent a wide
range of sociodemographic, psychosocial, behavioral, and health-
related characteristics accounted for the association between
discrimination and age-related trajectories of BP.

Method

Sample

The present study used data from the Health and Retirement
Study (HRS), a nationally representative panel study of noninstitu-
tionalized middle-aged and older adults residing in the United States
that is sponsored by the National Institute on Aging, the Social
Security Administration, and the Institute for Social Research at the
University of Michigan (Juster & Suzman, 1995; Sonnega et al.,
2014). Beginning in 1992, the HRS has followed respondents every
2 years through 2018. In addition to the core surveys that collect data
on sociodemographic, economic, and health characteristics, the
HRS also collects data on psychosocial factors (e.g., discrimination)
and physical measures (e.g., systolic BP) from random half samples
of respondents every 4 years. Comprehensive details on the HRS
sampling design, study procedures, and response rates have been
extensively documented elsewhere (Juster & Suzman, 1995; Sonnega
et al., 2014). All subjects provided their informed consent to
participate in the HRS and the study was approved by the University
of Michigan Health Sciences Human Subjects Committee.

Data from the present study come from the biennial core
interviews, psychosocial leave-behind questionnaire, and physical
measures collected from 2006 to 2018. We limited our sample to
non-Hispanic Black andWhite adults who were aged 45 and older at
baseline. We further limited our sample to adults aged≤85 to reduce
potential bias due to selective survival. All participants in the study
had at least one measure of BP and complete data for all covariates
(missing data ≤5%). The final analytic sample consisted of 16,067
Black and White respondents who provided 32,483 observations
during the study period from 2006 to 2018.

Measures

Outcome

Systolic BP was the primary outcome measure for the study given
that current guidelines by the American Heart Association and
American College of Cardiology identify systolic BP as a major risk
factor for the development of cardiovascular disease and included
in the atherosclerotic cardiovascular risk calculator (Goff et al.,
2014). At each survey wave, systolic BPwas measured by taking the
average of three consecutive readings (taken 45 s apart) at varying
times of day and in varying locations (e.g., home, coffee shop)
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depending on the respondent’s interview from the respondent’s
left arm using a validated automated device (Omron HEM-780
Intellisense blood pressure monitor with ComFit cuff; Crimmins
et al., 2008). The HRS protocol requests that all respondents sit
in a comfortable position with palms facing upward and that
interviewers remain quiet during the procedure to reduce interfer-
ence with BP readings (Crimmins et al., 2008). Extreme values
of BP were windsorized (<60 mmHg [n = 17] or >200 mmHg
[n = 81]) and BP was treated continuously for the analyses
(described in detail below).

Everyday Discrimination

Discrimination was measured using a well-established, validated
five-item index that assesses the frequency of discrimination in
day-to-day life (Williams et al., 1997). The index consists of the
following items: (a) You are treated with less courtesy or respect
than other people; (b) You receive poorer service than other people
at restaurants or stores; (c) People act as if they think you are not
smart; (d) People act as if they are afraid of you; (e) You are
threatened or harassed. Response options included: never, less than
once a year, a few times a year, a few times a month, at least once a
week, and almost every day. Due to small cell sizes, responses of
“almost every day” and “at least once a week” were collapsed into
one category. The variable was calculated by taking the average
score of the items (range, 0–4, where higher scores indicate more
frequent exposure to discrimination). The psychometrics for
this index have been reported for the HRS at each wave (Smith
et al., 2017).

Covariates

Sociodemographic characteristics included age (in years),
sex (male or female), birth cohort (born before 1942, born between
1942 and 1959, or born after 1960), educational attainment (in
years), medical insurance (insured, Medicaid-only, or uninsured),
and geographic region (South or other). Psychosocial character-
istics included marital status (married, never married, divorced/
separated, or widowed), and depressive symptoms within the past
week using the Center for Epidemiological Studies Depression
Scale short version (Radloff, 1977). Behavioral characteristics
included smoking (past, current, or never smoked), alcohol con-
sumption (heavy, moderate, or no consumption), physical inactivity
in the past month (yes or no), and current use of BP medications
(yes or no). Health-related characteristics included a continuous
measure of body mass index (calculated as weight divided by
squared height) and reported diagnoses of several chronic diseases
(yes or no) including lung conditions, heart conditions, diabetes, or
stroke. The diagnosis of hypertension was highly correlated with
the use of BP medications (correlation = .88) and thus not included
in the models. Finally, we also included covariates for the total
number of observations that a respondent contributed to the study
and mortality during the study period (yes or no) in all models,
consistent with prior research (Dupre et al., 2019; Shaw & Liang,
2013; Yang & Land, 2016). All variables were time-varying with
the exception of sex, race, birth cohort, number of observations, and
mortality.

Statistical Analysis

Descriptive statistics, including mean, standard deviation,
and frequency, were calculated for all variables in the sample in
Table 1. Descriptive statistics were also provided separately by race
and sex (Supplemental Tables S1 and S2, respectively). All tests
were two-tailed and considered statistically significant at p < .05. A
major strength of the present study is that it draws upon an
accelerated longitudinal design to leverage the strengths of the HRS
data (Galbraith et al., 2017; Raudenbush & Chan, 1992; Yang,
2007). Multilevel growth curve models (i.e., mixed models) were
used to examine the relationship between discrimination and age-
related trajectories of BP accounting for the repeated observations
(Level 1) within HRS participants (Level 2). First, we fit models
with fixed and random linear (age) and quadratic (age2) functions
that were added to an intercept-only model in the full sample and
then estimated additional models that adjusted for the use of BP
medications, number of observations, and whether the participant
died during the study period. Preliminary analyses also showed that
trajectories of BP varied by sex (Supplemental Table S3) and
therefore the mixed models were estimated separately for women
and men. Preliminary analyses showed that a quadratic function of
age best parameterized changes in BP for men and a linear function
of age best parameterized changes in BP for women.

Next, the sex-stratified mixed models included interaction terms
to account for significant differences in changes in BP by age, race,
and discrimination (shown in Supplemental Tables S4 and S5 for
men and women, respectively), controlling for BP medication use,
number of observations, and mortality. Significant interactions from
these models were retained and served as the base models for the
underlying associations among race, everyday discrimination, and
age-related changes in BP in men (Table 2) and women (Table 3).
We then estimated a series of models to examine the associations
after taking into account sociodemographic characteristics (Model
2), psychosocial characteristics (Model 3), behavioral factors
(Model 4), and health-related characteristics (Model 5). All analyses
were conducted using Stata Version 14.2 (StataCorp LP, College
Station, TX).

Results

Descriptives

Characteristics of the study respondents are presented in Table 1
by sex and race. Results showed that mean levels of BP were
significantly higher among Black adults compared to White adults
(132.8 mmHg vs. 128.5 mmHg; p < .001) and among men than
women (132.0 mmHg vs. 127.2 mmHg; p < .001; Supplemental
Tables S1 and S2, respectively). There were also significant
differences in everyday discrimination scores by race and sex, where
Black adults and men reported more discrimination than White
adults or women, respectively (Supplemental Tables S1 and S2).
Among the race and gender groups, Black men had the highest
everyday discrimination score, followed by Black women, White
men, and White women (Table 1). Black women (Mdn = 62; IQR =
14) and men (Mdn = 63; IQR = 14) were significantly younger
compared to White women (Mdn = 68; IQR = 16) and men (Mdn =
68; IQR = 16). Black women and men were also more likely to live
in the South compared to White women and men; and Black women
were more likely to be never married compared to the other groups.
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Figure 1 illustrates the results from the multilevel growth curve
models showing the age-related changes in BP by race in men
and women while adjusting for use of BP medications, number of
observations, and mortality over the study period. Among men, we
found that BP had a quadratic increase across age, with Black men
exhibiting significantly higher levels of BP thanWhite men at all ages.
Among women, we found that BP increased linearly across age, and at
relatively lower levels than men at most ages, with Black women
exhibiting significantly higher levels of BP than White women.
Tables 2 and 3 present the results for the associations among

race, discrimination, and age-related trajectories of BP in men and
women, respectively. We found significant differences in these

patterns for Black and White men across age ([Discrimination ×
Age × Black interaction] p < .05). The results of these analyses
are plotted in Figure 2 (upper panel) to facilitate interpretation of
the estimates from the mixed models. Overall, levels of BP were
generally higher in Black men than in White men. Among Black
men, we found that those who reported low discrimination
had higher BP at younger ages than those who reported high
discrimination. However, Black men who experienced high levels
of discrimination exhibited greater age-related increases in BP
([Discrimination×Black×Age interaction] b= 0.14, 95%CI [0.02,
0.25], p < .05) relative to Black men who experienced low levels
of discrimination. Among White men, we found that those who
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Table 1
Sample Distributions by Sex and Race, Health and Retirement Study (2006–2018)

Variable

Women Men

Black White Black White

n = 3,444 n = 15,461 n = 1,942 n = 11,636

BP, M (SD), mmHg 131.5 (21.2) 126.3 (19.5) 135.2 (19.7) 131.5 (18.2)
Everyday discrimination, M (SD) 0.7 (0.8) 0.5 (0.6) 0.9 (0.9) 0.6 (0.7)
Age, Mdn (IQR) 62 (14) 68 (16) 63 (14) 68 (16)

Sociodemographic characteristic
Birth cohort, %
Born before 1942 27.5 45.0 30.9 49.2
Born between 1942 and 1959 62.2 48.4 60.0 46.5
Born in or after 1960 10.3 6.5 9.1 4.3

Education, M (SD), year 12.8 (2.5) 13.4 (2.3) 12.4 (2.9) 13.7 (2.6)
Health insurance coverage, %
Currently insured 80.1 94.8 83.1 95.3
Medicaid-only 8.9 1.6 6.2 0.9
No insurance 11.0 3.6 10.7 3.8

Lives in the South, % 60.3 36.8 58.3 35.9

Psychosocial characteristic
Marital status, %
Married 37.0 61.2 58.8 77.8
Never married 12.7 2.9 9.7 4.1
Divorced 28.1 13.9 23.1 11.2
Widowed 22.2 22.0 8.4 6.9

CES-D, M (SD) 1.7 (2.1) 1.3 (1.9) 1.5 (1.8) 1.0 (1.6)

Behavioral characteristic
Smoking status, %
Never smoker 47.8 50.8 31.7 35.5
Past smoker 33.6 37.6 45.4 53.0
Current smoker 18.6 11.6 22.9 11.5

Alcohol consumption, %
No consumption 73.8 62.8 58.1 49.9
Moderate consumption 20.3 32.8 26.1 35.5
Heavy consumption 5.9 4.4 15.8 14.6

Physical inactivity, % 22.3 17.5 13.7 12.8
BP medications, % 69.0 48.2 64.1 51.6

Health characteristic
Body mass index, M (SD) 31.1 (6.8) 28.0 (6.2) 28.8 (5.5) 28.6 (5.1)
Diagnosed condition, %
Heart conditions 19.4 21.0 20.0 30.9
Diabetes 29.0 16.6 32.1 22.9
Stroke 6.6 4.7 9.2 6.8
Lung problems 9.5 11.3 7.1 10.2

Mortality during study, % 10.3 13.4 15.9 19.6

Note. All differences by sex and race were significant at p < .01 (except BP medications and body mass index). Values
reported as weighted percentages, means (standard deviation), or median (IQR). BP = blood pressure; IQR = interquartile
range; CES-D = Center for Epidemiological Studies Depression Scale.
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reported experiencing discrimination had significantly higher
levels of BP at the youngest ages compared to those who did not
experience discrimination. With increasing age, however, we found
that experiencing discrimination was associated with significantly
lower levels of BP. Adjusting for a wide range of socioeconomic,
psychosocial, behavioral, and health-related factors only partially
attenuated the associations (Table 2, Model 5).
Among women (Figure 2 [lower panel]), results showed that

levels of BP were generally higher in Black women than in White
women.We also found that there were significant race differences in
age-related changes in BP for women ([Black × Age interaction]
b = −0.23, 95% CI [−0.31, −0.14], p < .001). In addition, we
found some evidence that women who experienced high levels of
discrimination had lower levels of BP at the oldest ages compared to
those who did not experience discrimination. However, adjusting
for socioeconomic, psychosocial, behavioral, and/or health-related
characteristics accounted for the association between perceived
discrimination and BP in women (Table 3, Model 5).

Discussion

In this population-based investigation of middle-aged and older
Black and White adults, we found that the relationship between
discrimination and age-related patterns of BP varied by sex and
race. For Black men, contrary to our hypothesis, experiencing
discrimination was associated with significantly lower levels of BP
inmiddle adulthood and somewhat higher levels of BP in older ages.
For White men, the opposite was found. Results for women showed
that perceived discrimination was not associated with age-related
changes in BP and that the patterns were similar in Black and White
women. Adjusting for a wide range of socioeconomic, psychosocial,
behavioral, and health-related factors largely accounted for the
associations in women, but not men.

Overall, our descriptive findings align with previous research
showing higher levels of BP in Black adults compared to White
adults (e.g., Kurian & Cardarelli, 2007) and higher rates of everyday
discrimination among Black adults compared to White adults
(Barnes et al., 2004; Williams et al., 1997). We also found patterns
by sex and race; Black men had the highest discrimination scores,
while White women had the lowest scores. This work contributes
to a growing body of literature that seeks to better understand
heterogeneity in the experiences of stigma, including discrimina-
tion, in later life and how these experiences may contribute to worse
health outcomes across the life course (Cobb et al., 2020; Mouzon
et al., 2017, 2020; Nguyen et al., 2022).

Our hypothesis that exposure to discrimination would be
associated with increases in BP with advancing age was only
partially supported. In particular, we found that experiencing greater
levels of discrimination was associated with higher BP only
among White men in middle adulthood, and that lower levels of
discrimination were associated with higher BP for White men
starting around age 62. Contrary to our expectations, we also found
that Black men who experienced greater levels of discrimination
had lower levels of BP at younger ages. Notably, Black men who
reported high levels of discrimination had greater age-related
increases in BP relative to Black men who reported less
discrimination. In both cases, it should be noted that Black men
experienced clinically high levels of BP (i.e., Stage I hypertension
[systolic BP ≥ 130]) at nearly all ages irrespective of the amount of
discrimination they faced. The finding that higher levels of
discrimination was associated with worse BP among White men
at younger ages aligns with previous research (Arriola, 2002;
Brondolo et al., 2008; Orom et al., 2017; Ryan et al., 2006).
Furthermore, a recent study by Mouzon et al. (2020) used data from
the National Survey of American Life to show that increasing age
was associated with a lower likelihood of reporting frequent
discrimination among Black older adults. It is possible that the
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Figure 1
Age-Related Trajectories of Blood Pressure (BP) by Sex and Race (2006–2018)

Note. Model adjusted for BP medications, number of observations, and mortality over the study
period.
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different conclusions from these studies reflects their cross-sectional
design, their focus on younger—rather than older—samples, and
limitations with the measurement of discrimination.
For women, we did not find support for our hypothesis that

discrimination would be positively associated with age-related
increases in BP and found some support that age moderated the
association between discrimination and BP for Black compared to
White women. However, our study found that discrimination was not

associated with overall levels of BP and/or age-related changes in BP
among Black and White women after adjustment for a wide range of
factors. These findings for women may reflect different strategies to
cope with the stress associated with discrimination. For example,
women tend to report greater levels of social support, an important
psychosocial resource, than men do, and one longitudinal study of
Black adults showed that women were more likely to exercise after
exposure to racial discrimination, compared to men, who were less
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Figure 2
Fully Adjusted Age-Related Trajectories of Blood Pressure (BP) by Race and Level of
Discrimination in U.S. Men and Women (2006–2018)

Note. Models are adjusted for BP medications, number of observations, mortality over the study
period, birth cohort, education, insurance status, geographic region, marital status, CES-D, smoking
status, alcohol consumption, physical activity, BMI, diabetes, heart conditions, stroke, and lung
problems. CES-D = Center for Epidemiological Studies Depression Scale; BMI = body mass index.
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likely to exercise (Brodish et al., 2011; Matud, 2004; Rubio et al.,
2016). Taken together, and in the context of our findings for men, the
results of this study further underscore the importance of considering
the complex and dynamic associations among sex, race, and
discrimination and their impact on age-related changes in BP.
Overall, our findings based on longitudinal data demonstrate

that there are unique sex, race, and age-related patterns in this
relationship, which advance the literature in a number of ways. First,
this work highlights the need for further research to deepen our
understanding of the intricate relationship between discrimination
and blood pressure as individuals age (e.g., Barksdale et al., 2009;
C. Brown et al., 2006; Lewis et al., 2009; Peters, 2006). Indeed, there
are several promising areas for future research to consider.
For example, the stress related to constant vigilance and vicarious
exposure to discrimination may shed light on the different ways
that discrimination may undermine health (M. D.Moody et al., 2022).
Second, as others have suggested, it is also important to consider
the ways that people cope with discrimination and how these
strategies could influence BP among Black and White women and
Black men, particularly as people age. For example, the strength and
vulnerability integration framework suggests that older adults may
be better able to regulate their emotional responses to stress, which
may explain why BP levels are lower for Black and White women
and middle-aged Black men reporting high discrimination (Charles,
2010). A growing body of research has also begun to show that
structural stigma is associated with adverse health outcomes (T. H.
Brown et al., 2022; Flentje et al., 2022; Homan et al., 2021).
Relatedly,more research iswarranted to understandwhether structural
stigma may contribute to changes in BP across the life course.
A major strength of this study included the use of nationally

representative panel survey data from Black and White midlife and
older adults with repeated measures of BP from seven waves of
data from 2006 to 2018, which allowed us to explore age-related
patterns of the relationship between discrimination and BP. Previous
studies on discrimination and BP have generally been conducted
in cross-sectional samples, limited longitudinal designs (often ≤4
years), or a diagnosis of hypertension (often self-reported) rather
than focusing on age-related changes in BP. Our focus on age-
related changes in discrimination and BP in a sample of midlife and
older adults is a notable strength and adds to our understanding
of the impacts of discrimination on BP at different points in the
life course. To date, many existing longitudinal studies have been
conducted in considerably younger populations, neglecting the
potentially powerful role that changes in discrimination across the
life course may have on BP levels. Studies that have examined
the relationship between discrimination and BP/hypertension in
older adults typically have a shorter follow-up period or have not
examined how discrimination may be related to age-related changes
in BP. Furthermore, in focusing on examining levels of BP, rather
than a diagnosis of hypertension, we provide new knowledge that
could potentially inform the development of (and adequate timing
of) interventions aimed at reducing BP prior to a diagnosis of
hypertension. Finally, our study is strengthened because we explore
whether age-related patterns in discrimination and BP varied by race
and sex, giving us more insight into this complex association.
While there are several strengths of this work, we also recognize

the study has limitations. For instance, while we used respondent
information from multiple data waves, the present study followed
an accelerated longitudinal design, meaning that some respondents

provided a single wave of data, and others have contributed multiple
waves of data. Because of this, we must remain cautious in our
conclusions, as our findings cannot directly address temporality
among study variables. We also recognize that our BP measure may
be limited because readings could be taken at various times of day
(due to the timing of the interview) and other potentially important
dimensions of BP were not captured, such as nocturnal dipping. We
further encourage studies to examine whether patterns of diastolic BP
are consistent with those identified in this article. Moreover, there
may have been some limitations in the discrimination measure
used for this study. Although the Everyday Discrimination Scale
is a widely used assessment tool across a diverse set of research
fields and purposes, it does not assess an individual’s appraisal
of discrimination, which can capture how stressful or upsetting
the experience was, nor does it measure other salient aspects of
discrimination (such as vicarious or institutional discrimination).
Future studies should assess additional dimensions of stigma beyond
discrimination, such as anticipated and structural stigma, which may
allow for a deeper understanding of how stigma may impact BP.

While beyond the scope of this study, we did not formally test for
mediation in our exploration of the mechanisms that might account
for the relationships observed. For example, changes in BP could be
attributed to other factors beyond the covariates assessed in this
study, such as dietary salt intake (Mohan & Campbell, 2009), new or
increased caffeine consumption (Myers, 1988), or sleep quality (Lo et
al., 2018). Moreover, people may engage in adaptive or maladaptive
behaviors (such as exercise or smoking) to cope with experiences of
discrimination, whichmay serve as safeguards or pose potential risks.
While earlier research has explored the relationships between coping
dispositions and strategies with health outcomes that are associated
with stress (Aldwin et al., 1996; Dressler et al., 1998; Nguyen et al.,
2022; Penley et al., 2002), it would be important to integrate findings
from such studies into new research that seek richer exploration of
certain phenomena regarding BP in later adulthood.

We also encourage future studies to investigate how specific
attributions of discrimination, as well as combinations of attribu-
tions, may uniquely shape age-related changes in BP across these
subgroups. For example, there is reason to believe that specific
attributions of discrimination may be more strongly implicated in
adverse health outcomes. In a recent study, Cobb et al. (2023)
demonstrated that reporting discrimination due to age, race, and
physical disability were associated with greater risks for mortality
among Black adults. In Supplemental Material, we explored the
various attributions reported by HRS respondents across each
subgroup (Supplemental Table S6). Considering the changing
frequency and nature of discrimination with advancing age (e.g.,
older adults may be experiencing age-based or disability-based
discrimination for the first time in their lives) may provide new
and informative insights into the ways that discrimination may
impact BP.

In this nationally representative sample of U.S. midlife and older
Black and White adults, we found that discrimination was not
associated with age-related levels or changes in BP among women.
For men, we found significant differences in BP by race and
discrimination. Black men who reported low levels of discrimina-
tion had higher BP at younger ages than those who reported high
levels of discrimination. Furthermore, Black men who experienced
high levels of discrimination exhibited greater age-related increases
in BP relative to Black men who experienced low levels of
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discrimination. For White men, the opposite patterns were found.
The findings of this study underscore the importance of more closely
analyzing the complex relationship between patterns of discrimina-
tion and BP among Black andWhite men and women across the life
course.
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