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Abstract: The objective of this study is to examine the relationship between neighborhood disadvan-
tage and poor self-rated health for a nationally representative sample of Blacks and Whites in young
adulthood, 18 to 30 years old. Data were from 16 waves (1997–2013) of the National Longitudinal
Survey of Youth 1997 cohort (N = 6820 individuals; observations = 58,901). Utilizing the stress
process model and generalized estimating equations to account for the correlated nature of multiple
responses over time, results show that neighborhood disadvantage increases the odds of poor health
for all groups. This positive association is strongest in the most disadvantaged neighborhoods and is
heightened as young adults age. There are also notable race and gender differences. For example,
Blacks, who live in the most highly disadvantaged neighborhoods, seem to be somewhat shielded
from the most deleterious effects of poor neighborhood conditions compared to their White counter-
parts. Despite greater proportions of Blacks residing in harsh neighborhood environments, Black men
experience better health than all other groups, and the health of Black women is no worse compared
to White men or women. Limitations and directions for future research are discussed.
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1. Introduction

Research on health outcomes has firmly established that residents of disadvantaged
neighborhoods (e.g., high crime rates, elevated poverty rates, and few employment oppor-
tunities) suffer worse health than their counterparts in more affluent communities [1–3].
Disadvantaged neighborhoods are characterized by high levels of poverty, physical dilapi-
dation, a disproportionate number of female-headed households, high unemployment, and
alarming rates of crime [2]. The social disorder inherent in disadvantaged neighborhoods
inhibits health-promoting resources and behaviors, including economic stability, access
to healthy foods, physical exercise, and psychological safety [2–4]. In poor communi-
ties, scholars observ higher rates of chronic conditions (e.g., obesity, asthma), depression,
anxiety, sexually transmitted diseases, cigarette smoking, illicit drug use, and alcohol
problems [1,5–7].

Recent data from the U.S. Census Bureau show that 24 million U.S. residents live
in impoverished, disadvantaged neighborhoods [8]. These are neighborhoods in which
one-fifth of all community members live below the federal poverty line [8,9]. Racial and
ethnic minorities are more likely than Whites are to live in these areas. For example, 20.9%
of Black Americans reside in disadvantaged neighborhoods compared to only 4.3% of
their White counterparts [8–10]. Therefore, compared to Whites, Blacks are at greater risk
for the negative health consequences associated with deprived neighborhood conditions.
Moreover, poor neighborhoods threaten the health of women more than men [11,12].
Studies show that, in disadvantaged neighborhoods, women are at greater risk for a
host of mental and physical health problems, and are more likely to experience violence
and mortality [11–13]. Further, a constant feature of impoverished neighborhoods is the
disproportionate numbers of mother-headed households, which are the poorest households
in the U.S. [11].
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The same research literature that pinpoints race and gender differences also implicates
age as a factor in how neighborhoods are connected to the risk for poor health [14,15].
For instance, older adults may face more vulnerabilities to mental and physical health
because of exposure to harsh neighborhood conditions over time [14–16]. On the other end
of the age spectrum, there has been considerable attention to child outcomes. These studies
generally find that the healthy development of children is challenged in disadvantaged
neighborhoods due to less physically safe environments, family economic deprivation,
high crime rates, and a lack of access to quality health care [17–20]. Despite the strength of
these findings for the elderly and children, less is known about how the health effects of
neighborhood conditions vary at other points in the life course.

In this study, I focus on the impact of neighborhood disadvantage on the self-rated
health of young adults aged 18–30. As a subjective measure, self-rated health captures
dimensions of both physical and mental health [21–23]. Numerous validation studies
show that measures of self-rated health are reliable. Moreover, such measures are reliable
regardless of race, ethnicity, gender, age, and country [24–29]. Young adulthood is a unique
life stage in which individuals are taking on new roles (e.g., employment, marriage, and
parenthood), individuating from families of origin, and developing an adult sense of
self [30,31]. The processes associated with young adulthood are stress-inducing, and I
examine whether race–gender status combined with neighborhood disadvantage puts
some individuals at greater risk for poor health during this period. Beyond the focus on
race–gender status and neighborhood conditions, I also investigate whether and how age
matters among young adults. That is, I pay particular attention to whether the relationship
between neighborhood disadvantage and health by race–gender status is the same, for
example, for 18-year-olds compared to 25- and 30-year-olds.

The current study offers three innovations to the research literature. First, this explo-
ration includes longitudinal data for a nationally representative sample of U.S. Blacks and
Whites with enough variation to carefully explore race–gender differences. This work offers
a level of generalizability not found in more localized samples. Second, this study focuses
on young adulthood, a stage of the life course that has received less attention than older
adulthood, adolescence, or childhood. While there is an expectation that young adults are
relatively healthy compared to their older counterparts, whether and how poor neighbor-
hood conditions are associated with less favorable health may add to our understanding of
how certain groups accumulate health disadvantages in this part of the life course. Third,
while young adulthood is often conceptualized as a single stage in the life course, this
study takes seriously the need to better understand variations in how different groups age
into young adulthood [32,33]. Expectation and outcomes for adulthood vary by race and
gender [33]. For instance, Blacks have children at younger ages, while they marry at later
ages, compared to Whites [32,34]. Therefore, this study provides understanding of whether
and how the relationship between neighborhood disadvantage and health by race–gender
status changes from 18 to 30 years old.

1.1. Background and Theory

This research is guided by elements of the stress process model [35,36]. According
to this theoretical framework, the conditions associated with neighborhood disadvantage,
including poverty, high unemployment, physical disarray, and elevated crime rates, are
conceptualized as stressors, which impact health outcomes by challenging the individual’s
ability to adapt and cope [36,37]. These stressors create acute, immediate health challenges
that, in turn, give way to chronic, longer-term health problems [35,36]. This process
is referred to as stress proliferation, wherein primary stressors (e.g., few employment
opportunities) spread to other areas of life and result in secondary stressors (e.g., lack of
access to health care, untreated chronic conditions) [36,37]. In other words, neighborhood
disadvantage has rippling effects that threaten health and maintain the disadvantage
over time.
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1.2. Neighborhoods, Race, Gender and Health

A key feature of the stress process is the recognition that experiences that impact
health differ by race and gender across the life course [12]. With regard to neighborhood
stressors, research on health clearly indicates that the stressors that are linked to health
and well-being vary by racial minority status (e.g., minorities experience higher rates of
impoverishment and unemployment) and gender (e.g., women are more likely to shoulder
the burden of rearing children alone in the context of economic insecurity) [38]. This
research indicates the importance of how race and gender intersect to impact health [39,40].
For instance, both Black and White women experience more health inequality compared to
men; however, Black women generally have worse health than White women [41,42]. With
regard to poor neighborhood conditions, these racialized gender differences emerge early
in the life course and may be due to the greater likelihood that Black women endure life
in more economically fragile communities, live in areas with inadequate access adequate
health care, and remain in disadvantaged neighborhoods because of the lack of residential
mobility [43,44]. Therefore, carefully assessing how race and gender jointly impact health
outcomes is one important goal of this research.

1.3. Neighborhood Disadvantage and Health in Young Adulthood

In young adulthood, the major benchmarks for achieving adult status are the com-
pletion of education, launching stable employment and income, establishing residency
independent of the family of origin, marrying, and entering parenthood [45–47]. While
these transitions are not characteristics of all young people and may happen in varying
order, they offer many opportunities to set goals, exercise choice, and direct one’s life.
All of these choices and transitions happen in the context of the neighborhoods in which
the young adult lives [47]. Therefore, neighborhood disadvantage not only impacts the
success of making the desired transitions, but also the psychological and physical well-
being of young adults. To illustrate, if the individual resides in a high-crime community
in which there are few employment or economic prospects, their health may suffer [48].
Unemployment is often accompanied by the inability to purchase health insurance and
having limited means of transportation, which in turn challenges the ability to have access
to quality health care [48,49]. Moreover, the likelihood to afford healthy foods, live in safe
environments free of dilapidation, and enjoy spaces where exercise can occur is less in these
disadvantaged neighborhoods [37,38,43]. Because racial minorities and women in young
adulthood are more likely to live in neighborhoods with concentrated poverty, they are
more likely to suffer the health and well-being consequences of community disadvantage
than their White male counterparts are [39].

Gender socialization is another factor that may account for health differentials between
young men and women. Gender ideals restrict both women and men, but in different ways.
Women are constricted to ideals of femininity rooted in self-sacrifice and the nurturance of
others, while men are encouraged to follow masculine notions in which they signal tough-
ness, show a lack of emotional expression, and engage in questionable health behaviors
(e.g., smoking and heavy drinking) [50–52]. Regardless of race, women are more likely to
internalize stressors associated with neighborhood disadvantage [37]. Moreover, because
socialization places them at the center of caring for family, especially minor children, the
psychological and physical burdens connected to deprived neighborhood environments
are more likely to wear on the health of women [37,38]. The weight of deprived neigh-
borhood conditions may especially erode the health of Black women, who are not only
more likely to live in poor communities, but also to be rearing their children as the sole
breadwinner [53,54].
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1.4. Summary and Hypotheses

The current study explores the relationship between neighborhood disadvantage and
self-rated poor health for a nationally representative sample of Black and White young
adults aged 18–30. Using representative longitudinal data, I investigate whether and
how race–gender status matters for how poor neighborhood conditions impact health
and whether age matters during young adulthood. Four hypotheses were developed for
this study:

Hypothesis 1 (H1). Neighborhood disadvantage is positively associated with poor health.

Hypothesis 2a (H2a). The size of the association between neighborhood disadvantage and poor
health is greater for Black women compared to Black men.

Hypothesis 2b (H2b). The size of the association between neighborhood disadvantage and poor
health is greater for White women compared to White men.

Hypothesis 3 (H3). Black women have the highest probability of poor health compared to all groups.

Hypothesis 4 (H4). Older age is associated with a larger association size between poor neighbor-
hood conditions and poor health.

2. Materials and Methods
2.1. Sample

I examine the relationship between neighborhood disadvantage and poor health using
data from the National Longitudinal Study of Youth 1997 (NLSY97). The NLSY97 is a
multiwave panel dataset of 8984 youths between the ages of 12 and 16 on 31 December
1996 [55]. The data include a wide range of measures ranging from health to family life
to criminal justice involvement. Respondents were interviewed each year from 1997 to
2011, and biennially thereafter. For this study, I used data from 16 waves (1997–2013) of
the NLSY97 and restricted the sample to those Black and White respondents who had
at least two measures of the dependent variable, self-rated health. The analytic sample
includes 2298 Blacks (1108 men and 1190 women) and 20,191 person-years, and 4522 Whites
(2317 men and 2205 women) and 38,710 person-years.

All analyses below were weighted to maintain the national representation of the
United States and correct for the oversampling of Black youth. To arrive at the final sample
size, I conducted multiple imputations by chained equations for the less than 10% of
respondents with missing data on our independent and control variables. Fifteen replicate
datasets were imputed and analyzed, and results were pooled to arrive at the estimates
presented below [56].

2.2. Measures

All variables in this study are time-varying and measured at each wave, with the
exception of race and gender. Fair/poor self-rated health is the dependent variable. Re-
spondents were asked to categorize their general health as excellent, very good, good, fair,
or poor. I coded those who reported fair or poor health as 1 and compared them to all
others. In the analyses and discussion below, this measure is referred to as “poor health”.

My key independent variable is an index of neighborhood disadvantage, which
includes three dimensions: (1) the percentage of poor female-headed houses, (2) the unem-
ployment rate, and (3) serious crime rate per 100,000 (e.g., murder, forcible rape, robbery) [2].
These three dimensions were captured by county-level census data available through a
contract with the Bureau of Labor Statistics, which manages the NLSY97 collection. Further,
each component (e.g., unemployment rate) was centered at zero with a standard deviation
of 1 and then summed to create a measure of neighborhood disadvantage that ranges from
0 (lower disadvantage) to 3 (higher disadvantage). One key independent and moderat-
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ing variable is age, measured in years, and centered at 18 for the analyses below. Other
moderator variables included dummy variables to indicate race (Black (1 = yes) and White
(1 = yes)) and gender (female (1 = yes)).

Several relevant control variables were selected, including marriage (1 = yes), parent-
hood (1 = yes), and employment (1 = yes), compared to those who do not hold these roles.
Other controls include whether the respondent had been arrested (1 = yes) and/or incarcer-
ated (1 = yes). I also held constant education (1 = college degree or more) and household
income (1 = top one-fifth of the household income distribution). Lastly, I controlled for
community location, including whether the respondent lived in the southern region of the
United States (1 = yes) and/or in an urban area (1 = yes).

2.3. Analytic Strategy

All analyses for this research were conducted using SAS 9.4 (SAS Institute, Cary, NC,
USA). The first step in the analyses was to produce descriptive statistics for all study
variables by race (Table 1). Second, I estimated two sets (i.e., one set for Blacks and the
other for Whites) of subsample regression models. Generalized estimating equations were
employed with exchangeable correlation structure and the logistic link function to handle
the correlated nature of the repeated measures in the data [29]. In the first set of models,
I established the impact of neighborhood disadvantage, age, and gender status by race
(Table 2, Models 1A and 2A). In the second model, neighborhood disadvantage, age, and
gender interactions were used to test whether the effect of neighborhood disadvantage
varies by age and race–gender status (Table 2, Models 1B and 2B).

Table 1. Mean/proportions for all study variables by race a. National Longitudinal Survey of Youth
1997 (NLSY97), 1997–2013 b.

Blacks Whites

Variables b Mean/% Std. Mean/% Std.

Poor health 9.96% –– 6.29% * ––
Age (years) 22.55 3.06 22.47 3.04
Female (1 = yes) 51.80% –– 48.77% * ––
Neighborhood disadvantage 0.36 0.68 0.17 * 0.68
Employed (1 = yes) 59.96% –– 72.79% * ––
Married (1 = yes) 9.59% –– 19.04% ––
Parenthood (1 = yes) 41.67% –– 21.95% * ––
College degree or more (1 = yes) 6.76% –– 14.06% * ––
Family income (1 = top fifth) 9.43% –– 21.06% ––
Urban (1 = yes) 80.42% –– 69.02% * ––
South (1 = yes) 58.80% –– 29.67% * ––
Arrest history (1 = yes) 6.43% –– 4.79% * ––
Respondent’s incarceration (1 = yes) 12.28% –– 7.84% * ––

N (person-years) 20,191 38,710
a Reported sample sizes refer to number of person-years. Subsample Ns comprised 2298 Blacks and 4522 Whites.
b Asterisks denote significant differences between Blacks and Whites at * p < 0.001.
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Table 2. Generalized estimating equations for poor health by race. National Longitudinal Survey of Youth 1997 (NLSY97), 1997–2013.

Blacks Whites

Model 1A Model 1B Model 2A Model 2B

Variables a Odds Ratio 95% CI Odds Ratio 95% CI Odds Ratio 95% CI Odds Ratio 95% CI

Age (centered at 18) 1.04 *** (1.02–1.05) 1.31 (0.87–1.98) 1.08 *** (1.06–1.09) 0.85 (0.68–1.06)
Female (1 = yes) 1.83 *** (1.70–1.97) 4.56 *** (2.11–9.85) 1.46 *** (1.34–1.57) 1.61 * (1.52–1.72)
Neighborhood disadvantage (ND) a 1.13 *** (1.04–1.23) 1.40 ** (1.12–1.75) 1.04 * (1.02–1.07) 1.05 * (1.03–1.07)

Control Variables
Employed (1 = yes) 0.87 * (0.77–0.98) 0.87 * (0.77–0.98) 0.85 ** (0.77–0.94) 0.86 ** (0.77–0.95)
Married (1 = yes) 0.95 (0.84–1.07) 0.95 (0.84–1.07) 0.74 *** (0.68–0.80) 0.74 *** (0.68–0.80)
Parenthood (1 = yes) 1.38 *** (1.28–1.48) 1.38 *** (1.28–1.48) 1.38 *** (1.28–1.49) 1.38 *** (1.29–1.49)
College degree or more (1 = yes) 0.37 *** (0.30–0.45) 0.37 *** (0.30–0.45) 0.28 *** (0.24–0.32) 0.28 *** (0.24–0.32)
Family income (1 = top fifth) 0.74 *** (0.65–0.85) 0.74 *** (0.65–0.85) 0.56 *** (0.51–0.61) 0.56 *** (0.52–0.62)
Urban residence (1 = yes) 0.92 (0.84–1.01) 0.92 (0.84–1.01) 1.09 ** (1.02–1.16) 1.09 ** (1.02–1.16)
Southern residence (1 = yes) 0.80 *** (0.75–0.86) 0.80 *** (0.75–0.86) 1.08 * (1.01–1.15) 1.08 * (1.01–1.15)
Arrest history (1 = yes) 1.29 *** (1.13–1.48) 1.29 *** (1.13–1.48) 1.53 *** (1.36–1.71) 1.54 *** (1.37–1.72)
Respondent’s incarceration (1 = yes) 1.24 *** (1.11–1.38) 1.24 *** (1.11–1.38) 1.80 *** (1.64–1.97) 1.80 *** (1.64–1.97)

Interactions
Age × female –– –– 0.72 * (0.53–0.98) –– –– 1.27 ** (1.16–1.40)
Age × ND –– –– 0.92 (0.81–1.06) –– –– 1.12 * (1.02–1.27)
Female × ND –– –– 0.74 ** (0.60–0.91) –– –– 0.95 (0.78–1.17)
Age × female × ND –– –– 1.11 (0.94–1.32) –– –– 0.88 ** (0.82–0.93)

AIC 25,441.70 25,440.72 34,832.72 37,829.74
−2 Log likelihood −12,707.85 −12,704.36 −17,403.63 −17,397.73

Note: N = 2298 Blacks with 20,191 observations, and 4522 Whites with 38,710 observations. a Neighborhood disadvantage ranges from 0 (lower disadvantage) to 3 (higher disadvantage).
* p < 0.05; ** p < 0.01; *** p < 0.001.
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3. Results

Table 1 shows the means and percentages for all study variables. Consistent with
other nationally representative data, a greater percentage of Blacks (9.96%) reported poor
health compared to Whites (6.29%). There were no differences in age across the two groups,
but in the subsamples, there was a greater percentage of Black women (51.80%) compared
to White women (48.77%). Further, Blacks (0.36) reported higher levels of neighborhood
disadvantage compared to Whites (0.17). Blacks also reported lower levels of employment
(59.96% vs. 72.79%) and marriage (9.59% vs. 19.04%), but higher levels of parenthood
(41.57% vs. 21.95%), than their White counterparts did. Moreover, in comparison to Whites,
fewer Blacks had completed college degrees or higher (6.76% vs. 14.06%) and fewer fell
into the top one-fifth in family income (9.43% vs. 21.06%). Moreover, greater percentages of
Blacks than those of Whites lived in urban areas (80.42% vs. 69.02%) and the South (58.80%
vs. 29.67%). Lastly, higher percentages of Blacks had an arrest history (6.43% vs. 4.79%)
and reported having been incarcerated (12.28% vs. 7.84%) compared to Whites.

In Table 2, Models 1A and 2A show that the probability of poor health increases by
odds of 4% and 8% with each year of age for Blacks and Whites, respectively. Further,
Black women, compared to Black men, experience increased odds of 83% for poor health,
while White women had increased odds of 46% compared to White men. Neighborhood
disadvantage also increases the odds of poor health by 13% for Blacks and 4% for Whites.
Additionally, employment, a college degree or more, and family income decreased the
odds of poor health for both Blacks and Whites, while parenthood, a history of arrest, and
incarceration increased the odds for both groups. For Blacks, southern residence decreased
the odds of poor health. Among Whites, marriage decreased the odds of poor health, while
urban residence and living in the South increased the odds of poor health.

In Table 2, Models 1B and 2B display the findings for how neighborhood disadvantage,
age, and gender are jointly associated with the probability of poor health for Blacks and
Whites. With the exception of the interactions added to these models, most covariates retain
the same general effects as in Models 1A and 2A. For Blacks (Table 2, Model 1B), the inter-
action of age by female indicates that age results in greater decreased odds (OR = 0.74) for
Black women compared to Black men. Further, the female by neighborhood disadvantage
interaction indicates that poor neighborhood conditions are less nettlesome (OR = 0.74) for
Black women than they are for Black men. However, these advantages for Black women are
not outweighed by the increased odds associated with being female (OR = 4.56, p < 0.001),
which indicates that Black women are still at greater risk for poor health in comparison to
Black men.

For Whites (Table 2, Model 2B), White women experienced lower odds of poorer
health as a result of the joint impact of age, gender, and neighborhood disadvantage (i.e.,
age × female × neighborhood disadvantage; OR = 0.88, p < 0.01) compared to White
men. However, White women still had higher odds of poor health connected to aging
(i.e., age × female; OR = 1.27, p < 0.01) and as a result of the increased odds being female
(OR = 1.61, p < 0.05). The interaction findings are graphically displayed in Figure 1a,b.

In Figure 1a,b, neighborhood disadvantage is divided into low disadvantage (bottom
one-third) and high disadvantage (top one-third) and includes age and race–gender status
to allow both within and between race comparisons. Among those residents who live in
communities with low neighborhood disadvantage (Figure 1a) at age 18, White men report
the lowest probability of poor health followed by Black men who report the second lowest
probability of poor health. At age 18, Black and White women have the highest probabilities
of poor health, with Black women slightly higher as shown by the nearly overlapping
error bars. At age 21, this pattern in low disadvantaged neighborhoods persists, with
men having lower probabilities of poor health than those of women; however, by age 21,
Black and White women do not differ significantly. As young adults mature to age 25,
gender, not race, is the clearest driver of poor health. That is, Black and White men have
equivalent probabilities of poor health, as do Black and White women. Nevertheless, by
age 27, White women have the overall highest odds of poor health, followed by Black
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women. At age 30, White women still have poorer health than any other group. Black
women do not differ significantly from White men, and Black men have the lowest overall
probability of poor health.
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Figure 1. Relationship between poor health and race–gender status for those living in (a) low
disadvantaged neighborhoods (bottom one-third) and (b) high disadvantaged neighborhoods (top
one-third) at ages 18, 21, 25, 27, and 30.

Figure 1b displays the findings for poor health by age and race–gender status for
young adults in in high disadvantaged neighborhoods. At age 18, Black men have the
lowest probability of poor health, while Black and White women do not differ significantly.
However, White men have a lower probability of poor health than Black women do, but
do not differ from White women. At ages, 21, 25, 27, and 30, the pattern that emerges is
that Black men remain at the lowest odds of poor health; however, Black women, White
women, and White men do not differ significantly. Comparing Figure 1a,b, two things are
worth noting. First, as might be expected, the odds of poor health are overall lower in the
neighborhoods with low disadvantage. Second, in both high and low disadvantage, age is
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positively associated with poor health. That is, regardless of race–gender status, the general
pattern is that all groups report higher odds of poor health as they age.

4. Discussion

In this study, I investigated the association between neighborhood disadvantage and
poor health. Important to the assessment of this main relationship was whether and how
race, gender, and age matter in young adulthood. In H1, I hypothesized that neighborhood
disadvantage would be positively associated with poor health and found support for this
hypothesis. As neighborhood disadvantage increases, so does the probability of poor health.
Interestingly, the results also reveal several important, unexpected nuances. For example,
while H2, which stated that neighborhood conditions would generate higher odds of poor
health for women compared to men, was supported for Blacks, it was not supported for
Whites. In both low and high disadvantaged neighborhoods, Black women have greater
odds of poor health. Black men had the lowest odds of poor health in most disadvantaged
neighborhoods compared to all other groups. However, among Whites, women only had
higher odds of poor health in low disadvantage neighborhoods. In communities with high
levels of disadvantage, White men did not differ from White women in the probability of
poor health.

Further, I did not find support for H3, which stated that Black women would overall
have the highest probability of poor health. In fact, in neighborhoods with low disad-
vantage, White women had the greatest odds of poor health, and in the most severely
disadvantaged communities, there was no difference in the odds of poor health for Black
and White women. H4 predicted that, as young adults age, the association between neigh-
borhood disadvantage and poor health would grow. This hypothesis was supported for
Whites, as shown by the significant interaction between age and neighborhood disadvan-
tage. The indication is that, as Whites age across young adulthood, the impact of deprived
neighborhood conditions worsens health. However, this “aging effect” is less severe for
White women, as signified by the triple interaction (i.e., age × female × neighborhood
disadvantage) in Table 2, Model 2B.

This research was fruitful in at least two ways. First, I verified the importance of
neighborhood disadvantage for individuals in young adulthood. While people in this stage
of the life course are generally healthy, this research shows that health during this period is
impacted by neighborhood circumstances. Moreover, the severity of poor health increase
significantly for individuals aged from 18 to 30 years old, especially in the most highly dis-
advantaged neighborhoods. The probability of poor health is much greater for most groups,
and the more disadvantages and disorders are endured by neighborhood residents, except
for Black males—a point to which I return below. Health is dependent on many factors, in-
cluding environmental (e.g., physical dilapidation), psychosocial adjustment (e.g., low fear
of crime), and socioeconomic resources (e.g., employment, transportation) [2,12,37]. Such
resources are in short supply in poor neighborhoods and result in deprivation that render
many of the developmental tasks (e.g., individuating from the family origin, completing
education, and finding steady work) of young adulthood difficult, if not impossible [39,45].
In addition to having less access to economic resources such as employment and health
care in disadvantaged neighborhoods, the failure to achieve markers of adulthood may
cause additional stress that further puts health at risk.

Second, the results in this study support and add to our theoretical knowledge of how
the neighborhood context is connected to health. In particular, the stress process model
purports that stressors such as neighborhood disadvantage may vary by race and gender
status [35,36]. In other words, on the basis of specific experience to group membership
(e.g., Black women), stressors may have differential effects on health across groups. In the
current study, I found a health paradox with respect to Black Americans, neighborhood
disadvantage, and poor health. A health paradox occurs when one group is more highly
exposed to a known health stressor (e.g., neighborhood disadvantage), but has health
outcomes that are equivalent or better than those of groups with lower exposure to the
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same stressor [29,57]. That is, as I hypothesized, one might have anticipated that Black men
and women, who experience neighborhood disadvantage at much higher rates than those
of their White counterparts, would have comparatively poorer health. However, in the
most disadvantaged neighborhoods, Black women experienced health outcomes equivalent
to White men and women. Moreover, Black men experienced the lowest probability of poor
health in communities with the highest levels of disadvantage.

Of course, this study is not the first to find a Black–White health paradox. To name a
few areas, researchers interested in mental health, mortality, criminal justice involvement,
and immigration have all found such health paradoxes [41,57–59]. The typical theoretical
reasoning is that Blacks may have different coping strategies as a result of obstacles they
face in their daily lives and owing to their history in U.S. (e.g., enslavement and exclusion),
which has required a level of adaptation and adjustment not needed by other groups. In
related work on health, Christie-Mizell and his colleagues [41] found a health paradox in
which Black males do not suffer higher odds of poor health due to a history of arrests, even
though they are more likely than White counterparts to be arrested or have other types of
criminal justice involvement—stressors linked to poor health. They theorized beyond the
initial encounter with the criminal justice system that Black men who have been arrested
are far more likely than others to remain involved with the criminal justice system through
restitution, probation, rehabilitation services (e.g., drug courts), and community service;
see also [60,61]. As burdensome as this continued involvement may be for the individual,
such supervision may promote health by curbing involvement in behaviors (e.g., alcohol
and drug use) that harm health and may result further criminal justice involvement. They
further posited that the fact that higher rates of arrest are unjustly foisted on Black men,
these higher rates for may be viewed as a problem of the criminal justice system and thereby
associated with less distress and stigma, which can harm health [41].

I similarly argue here regarding neighborhood disadvantage for the young adult Black
men and women in this study. Because this group is more likely to live in disadvantaged
neighborhoods, the stigma may also be less health-threatening than that for their White
counterparts. Moreover, while Black and White individuals share the same developmental
tasks in young adulthood, the patterns for accomplishing these tasks vary. For example,
Blacks experience more unstable employment, later marriage, and earlier fertility than
Whites do. Therefore, Black health may not be as compromised by neighborhood condi-
tions that do not encourage the White middle-class normative developmental trajectories.
Lastly, the greater likelihood that Blacks have intergenerationally lived in less desirable
communities because of exclusion and segregation may shield health in ways not expe-
rienced by Whites. The intergenerational knowledge of how to cope and manage such
environments may be more prevalent in disadvantaged communities that have had to find
ways to survive. Nevertheless, the ability to cope in ways not experienced by Whites does
not completely protect Blacks from neighborhood disadvantage. As shown in my analyses,
poor neighborhood conditions are still significantly related to poorer health for Blacks,
placing Black women among the race–gender groups with the highest levels of poor health
in highly disadvantaged neighborhoods.

5. Conclusions

This research expands the knowledge of how neighborhood disadvantage is related
to poor health for young adults. The findings reveal that even relatively healthy young
people accrue health risks as they age through early adulthood. This risk is especially
prominent in the most highly disadvantaged neighborhoods. Nevertheless, there are
important differences by race and gender status that are worth noting. Blacks who live in
the most highly disadvantaged neighborhoods seem to be somewhat shielded from the most
deleterious effects of poor neighborhood conditions compared to their White counterparts.
Despite greater proportions of Blacks residing in harsh neighborhood environments, Black
men experience better health than all other groups, and the health of Black women is no
worse than White men or women. These results provide and extend the stress process
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model’s acknowledgement that individual and group experience molds how stressors and
stress proliferation vary by important characteristics such as race and gender.

This study is limited in a few respects. First, although I measured neighborhood
disadvantage over time, these data do not allow for us to know respondent perceptions
of neighborhood conditions. Other research has found that both objective and subjective
ratings of neighborhoods can reveal the nature and extent to which individuals have
internalized the meanings of neighborhood conditions, thus clarifying the impact on health
and well-being. Second, life course research indicates that the importance placed on
social roles (e.g., employment, marriage, parenthood) is key to understanding health. The
enactment of personally meaningful roles encourages health because individuals are more
likely to adopt prosocial behavior, approach adversity with resilience, and develop effective
coping strategies [2,35,37]. Therefore, data that include role expectations, aspirations, and
meaning would be helpful in clarifying the impact of neighborhood disadvantage on
health. Third, future research should further investigate the Black–White health paradox
(i.e., higher residency in disadvantaged neighborhoods but better or equivalent health) and
explore the mechanisms underlying this paradox and the extent to which it applies other,
specific health measures (e.g., depression, anxiety, cardiovascular problems, insomnia).
Lastly, I purposely restricted the current study to Black and White men and women,
but other research should expand it to include other groups (e.g., Latinx, Asian, Native
American) with an emphasis on how race and ethnicity intersect with gender to produce
outcomes across groups.

Funding: This research received no external funding.

Institutional Review Board Statement: The data utilized in this study included deidentified survey
data collected through the U.S. Bureau of Labor Statistics https://www.bls.gov/nls/ (accessed on
5 January 2022). The investigator has no way of reidentifying the subjects, and the research was
deemed to be exempt by Vanderbilt University.

Informed Consent Statement: Not applicable.

Data Availability Statement: Data from this study are publicly available and can be retrieved through
the U.S. Bureau of Labor Statistics at https://www.bls.gov/nls/nlsy97.htm (accessed 5 January 2022).

Conflicts of Interest: The author declares no conflict of interest.

References
1. Rodrigues, E.D.; César, C.C.; Xavier, C.C.; Caiaffa, T.W.; Proietti, A.F. Exploring neighborhood socioeconomic disparity in

self-rated health: A multiple mediation analysis. Prev. Med. 2021, 45, 106443. [CrossRef] [PubMed]
2. Ross, C.E.; Mirowsky, J. Neighborhood disadvantage, disorder, and health. J. Health Soc. Behav. 2001, 1, 258–276. [CrossRef]
3. Tung, E.L.; Peek, M.E.; Rivas, M.A.; Yang, J.P.; Volerman, A. Association of neighborhood disadvantage with racial disparities in

COVID-19 positivity in Chicago. Health Affairs. 2021, 40, 1784–1791. [CrossRef]
4. Cohen, D.A.; Mason, K.; Bedimo, A.; Scribner, R.; Basolo, V.; Farley, T.A. Neighborhood physical conditions and health. Am. J.

Public Health 2003, 93, 467–471. [CrossRef] [PubMed]
5. Brown, A.F.; Ang, A.; Pebley, A.R. The relationship between neighborhood characteristics and self-rated health for adults with

chronic conditions. Am. J. Public Health 2007, 97, 926–932. [CrossRef] [PubMed]
6. Green, K.M.; Matson, P.A.; Reboussin, B.A.; Milam, A.J.; Furr-Holden, C.D.M.; Rabinowitz, J.A.; Powell, T.W.; Ialongo, N.S.

Individual and neighborhood factors associated with sexual behavior classes in an urban longitudinal sample. Sex. Transm. Dis.
2019, 46, 98–104. [CrossRef] [PubMed]

7. Hu, M.D.; Lawrence, K.G.; Bodkin, M.R.; Kwok, R.K.; Engel, L.S.; Sandler, D.P. Neighborhood deprivation, obesity, and diabetes
in residents of the U.S. gulf coast. Am. J. Epidemiol. 2021, 190, 295–304. [CrossRef]

8. U.S. Census Bureau. American Community Survey 5-Year Data (2009–2020). 2022. Available online: https://www.census.gov/
data/developers/data-sets/acs-5year.html (accessed on 1 February 2022).

9. Firebaugh, G.; Acciai, F. For blacks in America, the gap in neighborhood poverty has declined faster than segregation. Proc. Natl.
Acad. Sci. USA 2016, 113, 13372–13377. [CrossRef]

10. National Equity Atlas. Neighborhood Poverty: All Neighborhoods Should be Communities of Opportunity. 2019. Available
online: https://nationalequityatlas.org/indicators/Neighborhood_poverty# (accessed on 25 May 2022).

11. Baker, R.S.; O’Connell, H.A. Structural racism, family structure, and Black–White inequality: The differential impact of the legacy
of slavery on poverty among single mother and married parent households. J. Marriage Fam. 2022. [CrossRef]

https://www.bls.gov/nls/
https://www.bls.gov/nls/nlsy97.htm
http://doi.org/10.1016/j.ypmed.2021.106443
http://www.ncbi.nlm.nih.gov/pubmed/33516758
http://doi.org/10.2307/3090214
http://doi.org/10.1377/hlthaff.2021.00695
http://doi.org/10.2105/AJPH.93.3.467
http://www.ncbi.nlm.nih.gov/pubmed/12604497
http://doi.org/10.2105/AJPH.2005.069443
http://www.ncbi.nlm.nih.gov/pubmed/17395847
http://doi.org/10.1097/OLQ.0000000000000920
http://www.ncbi.nlm.nih.gov/pubmed/30278028
http://doi.org/10.1093/aje/kwaa206
https://www.census.gov/data/developers/data-sets/acs-5year.html
https://www.census.gov/data/developers/data-sets/acs-5year.html
http://doi.org/10.1073/pnas.1607220113
https://nationalequityatlas.org/indicators/Neighborhood_poverty#
http://doi.org/10.1111/jomf.12837


Int. J. Environ. Res. Public Health 2022, 19, 8107 12 of 13

12. Bassett, E.; Moore, S. Gender differences in the social pathways linking neighborhood disadvantage to depressive symptoms in
adults. PLoS ONE 2013, 8, e76554. [CrossRef]

13. Stansfield, R.; Doherty, E. Neighborhood health, social structure and family violence. Soc. Sci. Res. 2019, 81, 12–22. [CrossRef]
[PubMed]

14. Chamberlain, A.M.; St Sauver, J.L.; Finney Rutten, L.J.; Fan, C.; Jacobson, D.J.; Wilson, P.M.; Boyd, C.M.; Rocca, W.A. Associations
of neighborhood socioeconomic disadvantage with chronic conditions by age, sex, race, and ethnicity in a population-based
cohort. Mayo Clin. Proc. 2022, 97, 57–67. [CrossRef] [PubMed]

15. Riley, A.; Hawkley, L.C. Racial differences in the effects of neighborhood disadvantage on residential mobility in later life. J.
Gerontol. B Psychol. Sci. Soc. Sci. 2016, 71, 1131–1140. [CrossRef] [PubMed]

16. Simons, R.L.; Lei, M.K.; Klopack, E.; Beach, S.R.H.; Gibbons, F.X.; Philibert, R.A. The effects of social adversity, discrimination,
and health risk behaviors on the accelerated aging of African Americans: Further support for the weathering hypothesis. Soc. Sci.
Med. 2021, 282, 113169. [CrossRef]

17. King, C.; Huang, X.; Dewan, N.A. Continuity and change in neighborhood disadvantage and adolescent depression and anxiety.
Health Place 2022, 73, 102724. [CrossRef]

18. Pinchak, N.P.; Swisher, R.R. Neighborhoods, schools, and adolescent violence: Ecological relative deprivation, disadvantage
saturation, or cumulative disadvantage? J. Youth Adolesc. 2022, 51, 261–277. [CrossRef]

19. Roubinov, D.S.; Hagan, M.J.; Boyce, W.T.; Adler, N.E.; Bush, N.R. Family Socioeconomic Status, Cortisol, and Physical Health in
Early Childhood: The Role of Advantageous Neighborhood Characteristics. Psychosom. Med. 2018, 80, 492–501. [CrossRef]

20. Saitadze, I. The effects of neighborhood factors, maternal depression and parental emotional support on social—Behavioral
outcomes of children involved in the child welfare system. J. Public Child. Welf. 2022, 16, 249–271. [CrossRef]

21. Christie-Mizell, C.A.; Leslie, E.T.A.; Hearne, B.N. Self-rated health, discrimination, and racial group identity: The consequences
of ethnicity and nativity among black Americans. J. Afr. Am. Stud. 2017, 21, 643–664. [CrossRef]

22. DeSalvo, K.B.; Bloser, N.; Reynolds, K.; He, J.; Muntner, P. Mortality prediction with a single general self-rated health question. J.
Gen. Intern. Med. 2006, 21, 267. [CrossRef]

23. Nakata, A.; Takahashi, M.; Otsuka, Y.; Swanson, N.G. Is self-rated health associated with blood immune markers in healthy
individuals? Int. J. Behav. Med. 2010, 17, 234–242. [CrossRef] [PubMed]

24. Benjamins, M.R.; Hummer, R.A.; Eberstein, I.W.; Nam, C.B. Self-reported health and adult mortality risk: An analysis of
cause-specific mortality. Soc. Sci. Med. 2004, 59, 1297–1306. [CrossRef]

25. Benyamini, Y.; Blumstein, T.; Lusky, A.; Modan, B. Gender differences in the self-rated health–mortality association: Is it poor
self-rated health that predicts mortality or excellent self-rated health that predicts survival? Gerontologist 2003, 43, 396–405.
[CrossRef] [PubMed]

26. Idler, E.; Leventhal, H.; Mclaughlin, J.; Leventhal, E. In sickness but not in health: Self-ratings, identity, and mortality. J. Health
Soc. Behav. 2004, 45, 336–356. [CrossRef] [PubMed]

27. Miller, T.R.; Wolinsky, F.D. Self-rated health trajectories and mortality among older adults. J. Gerontol. B Psychol. Sc.i Soc. Sci. 2007,
62, S22–S27. [CrossRef]

28. Perlman, F.; Bobak, M. Determinants of self rated health and mortality in Russia—Are they the same? Int. J. Equity Health 2008, 7,
19. [CrossRef]

29. Boynton-Jarrett, R.; Ryan, L.M.; Berkman, L.F.; Wright, R.J. Cumulative violence exposure and self-rated health: Longitudinal
study of adolescents in the United States. Pediatrics 2008, 122, 961–970. [CrossRef]

30. Pusch, S.; Mund, M.; Hagemeyer, B.; Finn, C. Personality development in emerging and young adulthood: A study of age
differences. Eur. J. Pers. 2019, 33, 245–263. [CrossRef]

31. Wood, D.; Crapnell, T.; Lau, L.; Bennett, A.; Lotstein, D.; Ferris, M.; Kuo, A. Emerging adulthood as a critical stage in the life
course. In Handbook of Life Course Health Development; Halfon, N., Forrest, C.B., Lerner, R.M., Faustman, E.M., Eds.; Springer:
Cham, Switzerland, 2018.

32. Britton, M.L. Race/ethnicity, attitudes, and living with parents during young adulthood. J. Marriage Fam. 2013, 75, 995–1013.
[CrossRef]

33. Cunningham, M.; Beutel, A.M.; Barber, J.S.; Thornton, A. Reciprocal relationships between attitudes about gender and social
contexts during young adulthood. Soc. Sci. Res. 2005, 34, 862–892. [CrossRef]

34. Tillman, K.H.; Brewster, K.L.; Holway, G.V. Sexual and romantic relationships in young adulthood. Ann. Rev. Soc. 2019, 45,
133–153. [CrossRef]

35. Pearlin, L.I.; Menaghan, E.G.; Lieberman, M.A.; Mullan, J.T. The stress process. J. Health Soc. Behav. 1981, 22, 337. [CrossRef]
[PubMed]

36. Pearlin, L.I.; Schieman, S.; Fazio, E.M.; Meersman, S.C. Stress, health, and the life course: Some conceptual perspectives. J. Health
Soc. Behav. 2005, 46, 205–219. [CrossRef] [PubMed]

37. Christie-Mizell, C.A.; Erickson, R.J. Mothers and mastery: The consequences of perceived neighborhood disorder. Soc. Psychol. Q.
2007, 70, 340–365. [CrossRef]

38. Christie-Mizell, C.A.; Steelman, L.C.; Stewart, J. Seeing their surroundings: The effects of neighborhood setting and race on
maternal distress. Soc. Sci. Res. 2003, 32, 402–428. [CrossRef]

http://doi.org/10.1371/journal.pone.0076554
http://doi.org/10.1016/j.ssresearch.2019.02.007
http://www.ncbi.nlm.nih.gov/pubmed/31130191
http://doi.org/10.1016/j.mayocp.2021.09.006
http://www.ncbi.nlm.nih.gov/pubmed/34996566
http://doi.org/10.1093/geronb/gbw064
http://www.ncbi.nlm.nih.gov/pubmed/27257227
http://doi.org/10.1016/j.socscimed.2020.113169
http://doi.org/10.1016/j.healthplace.2021.102724
http://doi.org/10.1007/s10964-021-01551-8
http://doi.org/10.1097/PSY.0000000000000585
http://doi.org/10.1080/15548732.2021.1874593
http://doi.org/10.1007/s12111-017-9388-y
http://doi.org/10.1111/j.1525-1497.2005.00291.x
http://doi.org/10.1007/s12529-010-9102-0
http://www.ncbi.nlm.nih.gov/pubmed/20512441
http://doi.org/10.1016/j.socscimed.2003.01.001
http://doi.org/10.1093/geront/43.3.396
http://www.ncbi.nlm.nih.gov/pubmed/12810904
http://doi.org/10.1177/002214650404500307
http://www.ncbi.nlm.nih.gov/pubmed/15595511
http://doi.org/10.1093/geronb/62.1.S22
http://doi.org/10.1186/1475-9276-7-19
http://doi.org/10.1542/peds.2007-3063
http://doi.org/10.1002/per.2181
http://doi.org/10.1111/jomf.12042
http://doi.org/10.1016/j.ssresearch.2005.03.001
http://doi.org/10.1146/annurev-soc-073018-022625
http://doi.org/10.2307/2136676
http://www.ncbi.nlm.nih.gov/pubmed/7320473
http://doi.org/10.1177/002214650504600206
http://www.ncbi.nlm.nih.gov/pubmed/16028458
http://doi.org/10.1177/019027250707000406
http://doi.org/10.1016/S0049-089X(03)00014-0


Int. J. Environ. Res. Public Health 2022, 19, 8107 13 of 13

39. López, N.; Gadsden, V.L. Health inequities, social determinants, and intersectionality. In NAM Perspectives; National Academy of
Medicine: Washington, DC, USA, 2016. [CrossRef]

40. Malcome, M.L.D.; Fedock, G.; Garthe, R.C.; Golder, S.; Higgins, G.; Logan, T.K. Weathering probation and parole: The protective
role of social support on black women’s recent stressful events and depressive symptoms. J. Black Psychol. 2019, 45, 661–688.
[CrossRef]

41. Christie-Mizell, C.A.; Talbert, R.D.; Frazier, C.G.; Rainock, M.R.; Jurinsky, J. Race-gender variation in the relationship between
arrest history and poor health from adolescence to adulthood. J. Nat. Med. Assoc. 2022. [CrossRef]

42. Franks, P.; Gold, M.R.; Fiscella, K. Sociodemographics, self-rated health, and mortality in the US. Soc. Sci. Med. 2003, 56, 2505–2514.
[CrossRef]

43. Loh, V.H.Y.; Rachele, J.N.; Brown, W.J.; Ghani, F.; Turrell, G. Neighborhood disadvantage and physical function: The contributions
of neighborhood-level perceptions of safety from crime and walking for recreation. J. Phys. Act. Health 2018, 15, 553–563.
[CrossRef]

44. Zimmerman, G.M.; Messner, S.F. Neighborhood context and the gender gap in adolescent violent crime. Am. Sociol. Rev. 2010, 75,
958–980. [CrossRef]

45. Eliason, S.R.; Mortimer, J.T.; Vuolo, M. The Transition to Adulthood: Life Course Structures and Subjective Perceptions. Soc.
Psychol. Q. 2015, 78, 205–227. [CrossRef] [PubMed]

46. Johnson, M.K.; Berg, J.A.; Sirotzki, T. Differentiation in self-perceived adulthood: Extending the confluence model of subjective
age identity. Soc. Psychol. Q 2007, 70, 243–261. [CrossRef]

47. Shanahan, M.J. Pathways to adulthood in changing societies: Variability and mechanisms in life course perspective. Ann. Rev.
Soc. 2000, 26, 667–692. [CrossRef]

48. Smith, D.A.; Akira, A.; Hudson, K.; Hudson, A.; Hudson, M.; Mitchell, M.; Crook, E. The effect of health insurance coverage
and the doctor-patient relationship on health care utilization in high poverty neighborhoods. Prev. Med. Rep. 2017, 7, 158–161.
[CrossRef] [PubMed]

49. Tsui, J.; Hirsch, J.A.; Bayer, F.J.; Quinn, J.W.; Cahill, J.; Siscovick, D.; Lovasi, G.S. Patterns in Geographic Access to Health Care
Facilities Across Neighborhoods in the United States Based on Data From the National Establishment Time-Series Between 2000
and 2014. JAMA Netw. Open 2020, 3, e205105. [CrossRef]

50. Valdez, Z.; Golash-Boza, T. Towards an intersectionality of race and ethnicity. Ethn. Racial. Stud. 2017, 40, 2256–2261. [CrossRef]
51. Klostermann, S.; Connell, A.; Stormshak, E.A. Gender differences in the developmental links between conduct problems and

depression across early adolescence. J. Res. Adolesc. 2016, 26, 76–89. [CrossRef]
52. Christie-Mizell, C.A.; Talbert, R.D.; Hope, A.R.; Frazier, C.G.; Hearne, B.N. Depression and African Americans in the first decade

of midlife: The consequences of social roles and gender. J. Nat. Med. Assoc. 2019, 111, 285–295. [CrossRef]
53. Hill, T.D.; Needham, B.L. Rethinking gender and mental health: A critical analysis of three propositions. Soc. Sci. Med. 2013, 92,

83–91. [CrossRef]
54. Smith, D.T.; Mouzon, D.M.; Elliott, M. Reviewing the assumptions about men’s mental health: An exploration of the gender

binary. Am. J. Mens Health 2018, 12, 78–89. [CrossRef]
55. Moore, W.; Pedlow, S.; Krishnamurty, P.; Wolter, K. National Longitudinal Sample of Youth 1997 (NSLY97): Technical Sampling Report;

National Opinion Research Center: Chicago, IL, USA, 2000.
56. McLeod, J.D.; Uemura, R.; Rohrman, S. Adolescent mental health, behavior problems, and academic achievement. J. Health Soc.

Behav. 2012, 53, 482–497. [CrossRef] [PubMed]
57. Thomas Tobin, C.S.; Erving, C.L.; Hargrove, T.W.; Satcher, L.A. Is the Black-White mental health paradox consistent across age,

gender, and psychiatric disorders? Aging Ment. Health 2022, 26, 196–204. [CrossRef] [PubMed]
58. Omenka, O.I.; Watson, D.P.; Hendrie, H.C. Understanding the healthcare experiences and needs of African immigrants in the

United States: A scoping review. BMC Public Health 2020, 20, 27. [CrossRef] [PubMed]
59. Patterson, E.J. Incarcerating death: Mortality in U.S. state correctional facilities, 1985–1998. Demography 2010, 47, 587–607.

[CrossRef] [PubMed]
60. Jeffers, J.L. Justice is not blind: Disproportionate incarceration rate of people of color. Soc. Work Public Health 2019, 34, 113–121.

[CrossRef] [PubMed]
61. Fryer, D. Race, reform, & progressive prosecution. J. Crim. Law Criminol. 2020, 110, 769–802. [CrossRef]

http://doi.org/10.31478/201612a
http://doi.org/10.1177/0095798419889755
http://doi.org/10.1016/j.jnma.2022.02.013
http://doi.org/10.1016/S0277-9536(02)00281-2
http://doi.org/10.1123/jpah.2017-0423
http://doi.org/10.1177/0003122410386688
http://doi.org/10.1177/0190272515582002
http://www.ncbi.nlm.nih.gov/pubmed/26441473
http://doi.org/10.1177/019027250707000304
http://doi.org/10.1146/annurev.soc.26.1.667
http://doi.org/10.1016/j.pmedr.2017.06.002
http://www.ncbi.nlm.nih.gov/pubmed/28660125
http://doi.org/10.1001/jamanetworkopen.2020.5105
http://doi.org/10.1080/01419870.2017.1344277
http://doi.org/10.1111/jora.12170
http://doi.org/10.1016/j.jnma.2018.10.012
http://doi.org/10.1016/j.socscimed.2013.05.025
http://doi.org/10.1177/1557988316630953
http://doi.org/10.1177/0022146512462888
http://www.ncbi.nlm.nih.gov/pubmed/23197485
http://doi.org/10.1080/13607863.2020.1855627
http://www.ncbi.nlm.nih.gov/pubmed/33291956
http://doi.org/10.1186/s12889-019-8127-9
http://www.ncbi.nlm.nih.gov/pubmed/31914960
http://doi.org/10.1353/dem.0.0123
http://www.ncbi.nlm.nih.gov/pubmed/20879679
http://doi.org/10.1080/19371918.2018.1562404
http://www.ncbi.nlm.nih.gov/pubmed/30616493
http://doi.org/10.2307/48595414

	Introduction 
	Background and Theory 
	Neighborhoods, Race, Gender and Health 
	Neighborhood Disadvantage and Health in Young Adulthood 
	Summary and Hypotheses 

	Materials and Methods 
	Sample 
	Measures 
	Analytic Strategy 

	Results 
	Discussion 
	Conclusions 
	References

