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Abstract 
 

There is widespread evidence that health disparities between whites and blacks in 

the U.S. cannot be fully explained by inter-group socioeconomic differences. Further, 

research shows that racism plays a significant role in explaining racial health disparities. 

However, there is less research that attends to what psychosocial and socioeconomic 

resources may be protective of black middle-class health over time. My research starts to 

fill this gap by examining whether racial identity and childhood socioeconomic status are 

protective of black health over time.  

In Chapter 2, I use data from the American Changing Lives Study (ACL) and 

examine whether a strong racial identity is a protective mechanism in the relationship 

between racism and two health outcomes: self-rated health and depressive symptoms. My 

findings suggest that whether racial identity is protective depends on the health outcome 

and the frequency of racism respondents experience. My results also indicate that middle-

class is not consistently a protective factor for black health.  

In Chapter 3, I use data from the National Survey of American Life (NSAL) and 

the ACL to investigate whether childhood socioeconomic status is associated with adult 

health for blacks, and particularly black women. I argue that relative childhood 

socioeconomic advantage is more important for disadvantaged race and race/gender 

groups. Further, using an intersectional approach, I argue that it is most important for 

black women. My findings indicate that the association of childhood socioeconomic 

status and adult health is significant for blacks, but not whites. I also find that childhood 

socioeconomic status is especially important for black women.  
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1. Introduction  

1.1 Race, Class, and Health in the U.S. 
Health research indicates that there are significant race-based disparities between 

whites and blacks1 in the United States. For instance, research suggests that 

comparatively blacks have more functional limitations, higher mortality for conditions 

such as heart disease and lower self-rated health (Keppel, Pearcy and Wagener 2002; 

Kelly-Moore and Ferraro 2004; Hughes and Thomas 1998).  

One of the most obvious explanations for significant racial disparities is group 

socioeconomic status differences. This line of research suggests socioeconomic status 

overwhelmingly explains racial health inequality (See Hout 2012). In other words, black 

poor health can be explained by greater concentration in low-status groups compared 

with whites. Accordingly, some studies find that when socioeconomic status is 

controlled, racial disparities in morbidity and functional limitations are greatly reduced or 

eliminated (Pais 2014; House, Kessler and Herzog 1990; Guralnik et. al 1993). However, 

subsequent evidence largely suggests accounting for socioeconomic status does not fully 

explain racial health inequality (Turner et. al 2017; Williams et. al 2016; Brown et. al 

2012; Miles 2008; Kelly-Moore and Ferraro 20042); race-based disparities persist when 

socioeconomic resources are accounted for in statistical models. 

Recent research explores the role of racism in explaining racial health disparities 

(Williams and Mohammed 2013). Scholarship interested in identifying pathways through 

                                                        
1 This does not generally apply uniformly to mental health where racial disparities are less pronounced, non-existent or 
favor blacks.  
2 Kelly-Moore and Ferraro (2004) find that controlling for SES eliminates a significant effect of diverging trajectories, 
but they still find significant differences in disability levels between blacks and whites. 
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which racism affects health mostly focuses on three dimensions: structural racism, 

cultural racism and everyday (perceived) racism (Williams and Sternthal 2010).   

1.2 Racism and Health 
From a structural perspective (for a detailed discussion on structural racism see 

Bonilla-Silva 2018;1999), scholars argue institutional racism produces negative health 

effects. Health scholars posit that a potent source of institutional racism that has health 

implications is residential segregation. In fact, some scholars argue that residential 

segregation may a fundamental cause of racial health disparities (Williams and Collins 

2001). These scholars theorize that residential segregation affects health through inferior 

access to quality education, adequate housing, access to medical care, exposure to higher 

levels of environmental toxins and disproportionate incarceration rates (Williams and 

Mohammed 2013; Alexander 2011; Williams and Collins 2001).  Kramer and Hogue 

(2009) find residential segregation is significantly and positively associated with higher 

mortality rates among adults and infants. Beyond residential segregation, researchers 

explore other institutional racism mechanisms. Through a national and local sample, 

Forman (2003) finds racial labor segmentation (blacks being assigned to less desirable 

positions with little authority and limited occupational mobility) is associated with 

decreased level of psychological well-being. Lukachko and coauthors (2013) argue that 

structural racism, manifest through suppression of political participation, blocked 

opportunities and disparate judicial outcomes, has a significant effect on health. 

Specifically, they find that blacks living in states with higher structural racism levels are 

at higher risk for heart attacks. Structural racism generally had no effect on heart attack 

likelihood for whites.  
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Two other forms of racism health scholars explore are cultural and internalized 

racism. Cultural racism is rooted in racial and cultural ideology of white superiority. 

Negative minority representations in media outlets such as newspapers and television 

persist, albeit in a less explicit manner, in the 21st century (Goff et. al 2008; Weisbuch, 

Pauker and Ambady 2009). One particular response from targeted racial-ethnic groups is 

to internalize these negative representations. Internalization has been shown to have 

negative effects on self-esteem and overall psychological well-being (Kwate and Meyer 

2011). Taylor and Jackson (1991; 1990) indicate that increased cultural racism 

internalization is associated with higher alcohol consumption and psychological distress 

while Chamber and colleagues (2004) find that internalization of negative representations 

puts women at higher risk of being overweight or obese.  

While structural racism is pervasive, scholars also explore how perceived 

discrimination affects mental and physical health. I pause here to say that the effect of 

racism on health is not limited to whether targets of discrimination perceive it. In fact, 

research suggests that structural racism in the Post-Civil Rights Era is covert and 

seemingly non-racial to the point where it is difficult to make claims about being 

discriminated against (Bonilla-Silva 2018). That being said, research devotes attention to 

how awareness of discriminatory race behavior directed at targets is associated with 

mental and physical health. Overwhelmingly, perceived discrimination is associated with 

a host of negative health outcomes. Some studies show perceived discrimination is 

related to risk factors such as avoiding or delaying medical attention for health conditions 

(Wagner and Abbott 2007; Facione and Facione 2007). Other studies document perceived 

discrimination’s association with increased smoking and alcohol consumption (Landrine 
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2006; Terrell et. al 2006). This association, however, is not limited to risk factors. Harris 

and colleagues (2006) find that perceived discrimination is associated with self-rated 

health, functional health and self-reported heart attacks.  Lewis and collaborators (2006) 

also suggest perceived discrimination affects likelihood of coronary artery calcification 

and Schulz and her coauthors (2006) link it to changes over time in self-rated health. 

Most recent research suggests that “everyday discrimination” is associated with elevated 

blood pressure, low infant birth weight and mortality (Lewis et. al 2009; Earnshaw et. al 

2013; Barnes et. al 2008). What the literature reveals is how individuals interpret what 

happens to them is an important aspect of how racism may affect health. This does not 

mean structural and/or cultural racism operate only if the individual perceives such 

mechanisms. Rather, perceived racism may operate in ways that differ from the other two 

main pathways.  

1.3 Contributions of the Dissertation 
The above research documents the increasing focus on racism as an explanatory 

variable for racial-ethnic health disparities. One understudied area in this line of research 

concerns what social resources racial minorities may possess that potentially buffer the 

effects of racism, in all its manifestations, on health (Pascoe and Richman 2009). A 

recent issue in Journal of Gerontology: Psychological Sciences is an important exception 

and represents a first step toward understanding psychosocial mechanisms that are 

protective of black health over time (see Nguyen et. al 2018; Brown and Hargrove 2018; 

Wheaton et. al 2018). Nevertheless, this issue specifically focuses on the health of black 

men and does not analytically focus on the black middle-class. Therefore, there is still 
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considerable research needed to understand what resources and experiences are protective 

for black middle-class health.  

One of the main contributions of this dissertation is the application of a life course 

perspective to analyzing protective psychosocial and socioeconomic resources for black 

health. The life course perspective posits that understanding social processes involves 

taking a long-term analytical lens examining different trajectories or paths (George 

2013). This has specific implications for research on race, racism, and health. Most 

research on racial discrimination and health (especially those examining potential 

protective mechanisms) is cross-sectional and potentially misses long-term temporal 

patterns that cannot be observed without the use of longitudinal data. Another life course 

principle I incorporate into this project is the linked lives perspective. Linked lives 

suggest social relationships significantly shape many health outcomes (George 2013). 

Thus, parental socioeconomic resources may have significant and long-term 

consequences for children (see Streib 2015). In the current project, I explore this 

principle by examining whether childhood middle-class status (measured by parental 

education) is a protective factor for blacks. Further, many life course studies suggest that 

childhood is a critical period in the life course. Hence, childhood conditions have far 

reaching consequences into adulthood (Pavela 2017; Montez and Hayward 2014; 

Hayward and Gorman 2004). The linked lives principle supports the idea that parental 

socioeconomic status has significant consequences for health outcomes, but this is 

understudied as it relates to the black middle-class.  

 Using a life course perspective, my dissertation aims to contribute to research on 

which psychosocial and socioeconomic resources are protective of black middle-class 
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health over the life course. Further, I examine black middle-class status in adulthood and 

childhood to explore how middle-class status at different points in the life course impact 

health outcomes. 

1.4 Dissertation Overview 

1.4.1 Chapter 2 Overview: Racism, Racial Identity, and Health Outcomes 
Over Time 

 My first dissertation paper investigates whether racial identity acts a protective 

mechanism in the relationship between racism and health over time. It is well established 

that racism plays a significant role in explaining U.S. racial health disparities (Williams, 

Priest, Anderson 2016). However, as mentioned above, there is less research dedicated to 

understanding what resources are protective of black middle-class health. Further, most 

available studies on this topic are cross-sectional and do not address how resources may 

be protective of changes in health over time. Using the American Changing Lives (ACL) 

study, I explore the association between perceived racism, racial identity, and changes in 

two health outcomes: self-rated health and depressive symptoms.  

1.4.2 Chapter 3 Overview: Childhood Socioeconomic Status and Adult Health 
Among Black Americans 

My second dissertation paper explores whether the association between childhood 

socioeconomic status and health significantly varies by race and race/gender. Researchers 

have established that blacks are subject to various type of racism that are linked to 

negative health outcomes. Childhood socioeconomic status has also been shown to be 

significantly associated with adult health. Mostly childhood socioeconomic status works 

through adult socioeconomic status (See Turner, Thomas and Brown 2016). However, 

my research explores whether childhood middle-class status is more important for blacks, 
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and especially black women, who are more likely to face structural, cultural, and 

interpersonal racism throughout the life course. Therefore, using an intersectional 

approach, I investigate whether childhood socioeconomic status, net of adult 

socioeconomic factors, is associated with adult health for disadvantaged race and 

race/gender groups. Using data from the National Survey of American Life (NSAL) and 

the ACL, I analyze whether the association between childhood socioeconomic status and 

health is different for blacks and whites. I pay special attention to this relationship among 

black women.  
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2. Being Black and Dealing with Racism: Can A Strong Racial 
Identity Protect Black Health?  
 

2.1. Introduction  
 The growth of the black middle-class (Landry 1987) has important implications 

for scholars interested in understanding how race and class affect long-term health trends. 

While scholars generally find that high socioeconomic status results in better health 

(Phelan, Link and Tehranifar 2010; Link and Phelan 1995), racial health disparities 

generally persist, even after controlling for group socioeconomic status differences 

(Brown et.al 2012; Miles 2008; Kelly-Moore and Ferraro 2004).  

Recent health stratification research is increasingly sensitive to the role perceived 

racism3 plays in shaping physical and mental health outcomes (Williams and Mohammed 

2009; Williams and Sternthal 2010). Perceived racism is generally associated with 

negative mental and physical health (Wagner and Abbott 2007; Lewis et. al 2009; Barnes 

et. al 2008). This research provides important knowledge as to how racism may shape 

health outcomes. However, little research specifically examines this relationship among 

the black middle-class. Few studies examine long-term temporal patterns between 

perceived racism and health (Williams and Mohammed 2009). Further, even less is 

known about what social and economic resources black middle-class individuals possess 

that may buffer the effects of perceived racism on health over time.  

In this paper, I examine the extent to which strength of racial identity buffers the 

relationship between perceived racism and health among the black middle-class. Using 
                                                        

3 I use the terms perceived racism and perceived discrimination interchangeably throughout this chapter. 
The literature sometimes refers to the latter and other times the former when discussing the role of race-
based unfair treatment on health. 
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longitudinal panel data from the American Changing Lives Study (ACL), I investigate 

strength of racial identity’s attenuating role between perceived racism and mental/self-

rated health.  

2.2 Background 
In the past 50 years, U.S. blacks have experienced some upward class mobility. A 

growing number of blacks are employed in professional occupations such as medicine, 

law, engineering and banking. For instance, recent estimates suggest that approximately 

25 percent of black males and 36 percent of black females work in professional and 

managerial occupations (Bureau of Labor Statistics 2017). The sociological imagination 

on blacks mostly focuses on the persistently poor. While this group warrants significant 

research attention, recent research investigates black middle-class experiences and how 

they may or may not differ from those of the working class (Harvey-Wingfield 2013; 

Harvey-Wingfield and Alston 2012; Feagin 1991; Cose 1994). Despite socioeconomic 

success, middle-class blacks continue to experience racism (Smith et. al 2007; Feagin and 

Sikes 1995).  Black socioeconomic success creates certain material advantages yet does 

not erase external physical features positioning them at the bottom of the racial hierarchy. 

In fact, some research suggests that middle-class blacks report experiencing more racism 

than working-class blacks (see Jackson and Williams 2006). Therefore, compared to 

whites, black class position offers lower returns to occupational success, income and, 

health. 

 As a group, the black middle class has implications for health outcomes. Health 

scholars generally find that socioeconomic status has protective health effects and may be 

a fundamental cause of health outcomes (Link and Phelan 1995). Typically, increased 
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income and education reduce stress exposure and buffer stressors, but socioeconomic 

resources may be less effective against racialized stress (Mirowsky et. al 2000). Indeed, 

most research finds that significant race health disparities exist even when adjusting for 

socioeconomic status differences (Sternthal, Slopen and Williams 2011). Studies that 

account for racial socioeconomic disparities find that black adults have worse health4 

outcomes compared with their white counterparts (Brown et. al 2012; Williams and 

Sternthal 2010). This statement though is not straightforward. While socioeconomic 

resources matter, they do not necessarily provide a consistent increasing return to health.  

Evidence for the unequal returns hypothesis implies that high-status blacks receive less of 

a health benefit for increased levels of education (Cummings and Jackson 2008; Farmer 

and Ferraro 2005) than their white peers. This “unequal returns” finding is consistent 

with racial disparities in employment and occupational attainment (Pager et. al 2009; 

Pager 2005; Wilson and Roscigno 2010).   

While some explanations for persistent health disparities focus on biological 

factors (Burchard et. al 2003), sociological accounts increasingly explore structural and 

social psychological factors. Despite social and economic resources, racial minorities 

face chronic racism (Williams 2004; Jackson 2005) and inferior access to medical 

services, insurance and preventative care (Fang and Alderman 2004). Studies establish 

that racial health disparities exist, but little is known about the black middle class and 

even less is known about what social resources may mitigate the negative effects of 

racism on health.  

                                                        
4 This applies more to physical health outcomes. Mental health outcomes research generally suggests that 
either blacks are advantaged or there are no significant race differences (Keyes 2009). This is referred to as 
the black mental health paradox.  
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In the current study, I use stress process theory and the life course perspective to 

understand the extent to which the effects of racism on mental and self-rated health are 

buffered by strength of racial identity. The stress process model is useful for 

understanding and analyzing the effect of racism on mental health. It posits that 

individuals are differentially exposed to stress according to structural position. In this 

case, racism is a stressor which individuals differentially experience based on their 

position in the racial hierarchy. In turn, individuals possess different mediating and 

moderating resources to cope with stressors. These resources may mitigate stress’ effect 

on health (Pearlin et. al 1981).   

The life course perspective posits that understanding individuals’ current 

circumstances involves taking a long-term analytical lens (George 2013). This has 

specific implications for research on racism and health. Most research on racism and 

health is cross-sectional and potentially misses long-term temporal patterns that cannot be 

observed without longitudinal data. A life course focus on changes over time enhances 

the study of racism and health. The life course perspective does not discount that group 

patterns are important, but it emphasizes that within-group variation and long-term 

changes can help us understand how certain social processes operate over time.  Most 

race and health studies focus on between-group variation, potentially overlooking within-

group variation. Additionally, life course research focuses on the extent to which 

frequency of exposure impacts intragroup variation. In this case, frequency of perceived 

racism over time may have important consequences for black middle-class individuals. 

Single episodes or occasional perceived racism may have different long-term 

consequences than frequent or chronic perceived racism.  
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2.2.1 Perceived Racism and Health 
Recent research explores the role of racism in explaining racial health disparities 

(Williams and Mohammed 2009). Scholarship interested in identifying pathways through 

which racism affects health mostly focuses on three dimensions: structural racism, 

cultural racism and everyday (perceived) racism (Williams and Sternthal 2010).   

The focus of the current paper is perceived racism. There is no doubt that 

structural racism is pervasive. Further, the effect of racism on health is not limited by 

whether targets of racism perceive it. In fact, research suggests that structural racism in 

the Post Civil-Rights Era is covert and seemingly non-racial to the point where it is 

difficult to make claims about being discriminated against (Bonilla-Silva 2018). That 

being said, research also devotes attention to how awareness of discriminatory race 

behavior directed at targets is associated with mental and physical health. 

Overwhelmingly, perceived discrimination is associated with a host of negative health 

outcomes. Some studies show perceived discrimination is related to risk factors such as 

avoiding or delaying medical attention for health conditions (Wagner and Abbott 2007; 

Facione and Facione 2007). Other studies document perceived discrimination’s 

association with increased smoking and alcohol consumption (Landrine 2006; Terrell et. 

al 2006). This association, however, is not limited to risk factors. Harris and colleagues 

(2006) find that perceived discrimination is associated with poorer self-rated health, 

worse functional health and self-reported heart attacks.  Lewis and collaborators (2006) 

also suggest that perceived discrimination affects the likelihood of coronary artery 

calcification and Schulz and her coauthors (2006) link it to changes over time in self-

rated health. Most recent research suggests that “everyday discrimination” is associated 
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with elevated blood pressure, low infant birth weight and adult mortality (Lewis et. al 

2009; Earnshaw et. al 2013; Barnes et. al 2008). What the literature reveals is that how 

individuals interpret what happens to them is an important aspect of how racism may 

affect health. This does not mean structural and/or cultural racism operate only if the 

individual perceives such mechanisms. Rather, perceived racism may operate in ways 

that differ from the other two main pathways.  

The above research documents the increasing focus on racism as an explanatory 

variable for racial-ethnic health disparities. One understudied area in this line of research 

concerns what social resources racial minorities may possess that potentially buffer the 

effects of racism on health (Pascoe and Richman 2009).  Some research has investigated 

buffering mechanisms. These studies mostly focus on religion and racial identity as 

resources that buffer the effects of perceived discrimination on health.   However, most of 

this research does not seek to parse out the particular experience of the black middle-

class. Given that most probability samples include a small number of black Americans 

coupled with the historical concentration of blacks among the poor makes this type of 

investigation difficult. Also, the general lack of longitudinal data that include sufficient 

numbers of blacks to understand how these mechanisms operate over the life course has 

been problematic for scholars interested in these topics.  

2.2.2 Strength of Racial Identity as a Buffering Mechanism 
Racial identity is a multi-dimensional construct that includes belonging, positive 

group evaluation, public regard, racial centrality and involvement in racially defined 

activities (Cokley 2007; Helms 1990). Scholars generally conceptualize and measure this 

construct as an individual-level resource. Researchers posit that a strong racial identity 
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can buffer stressors (Phinney et. al 2001) and theorize that it works through two 

mechanisms to buffer individuals from the negative effects of racial discrimination: 

higher levels of self-esteem and increased social support (Hughes et. al 2014).  

Racial identity is theorized to protect self-esteem for target groups. Higher levels 

of racial identification can aid racism targets process negative racial events in ways that 

buffer its negative effects on self-esteem. Targets with stronger racial identity are more 

likely to attribute negative racial experiences to uncontrollable external characteristics 

rather than stable internal ones (Branscombe, Schmitt and Harvey 1999; Weiner 1985). 

Rather than internalize racial insults as personal failings, targets are able to identify when 

racism is aimed at the group the individual belongs to rather than their person (Brondolo 

et. al 2009; Cross 2005). Therefore, racism is seen as a function of the dominant group’s 

view toward the target group instead of an individual failing, thus providing a buffer to 

self-esteem injury. Racial identity is also associated with active/approach coping 

mechanisms (Scott 2003; Phinney and Chavira 1995). Racial identity formation provides 

minority group members with opportunities to share coping strategies including cultural 

social support. In turn, this support has the potential to buffer some of the negative effects 

that perceived racism has on health.  

Substantial research has investigated the relationship between perceived racism 

and health. Most research models racial identity as a main effect. Fewer studies examine 

whether racial identity serves as a buffering mechanism between perceived racism and 

health. In both cases, this literature focuses almost exclusively on mental health outcomes 

such as depressive symptoms, psychological well-being and self-concept. The current 

research literature does not explore whether racial identity operates similarly for mental 
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and self-rated health. In addition, the majority of the work in this area does not examine 

the long-term role that racial identity may play in shaping health trajectories.  

Historically, research findings on the effects of racial identity on mental health is 

mixed.  Some investigators find that racial identity intensifies the negative effect of 

perceived racism on mental health (Noh et. al 1999). Others indicate that strength of 

racial identity weakens this relationship (Mossakowski 2003; Fischer and Shaw 1999). A 

few scholars find support for only certain racial identity dimensions as buffering 

mechanisms (Hughes et. al 2013). These divergent findings, as least in part, result from 

sample and measurement differences. 

Some researchers conclude that racial identity exacerbates the effects of racism on 

mental health. Noh and coauthors posit that a strong racial identity augments offenses 

precisely “because of the perceived importance of the disparaged identity.” (1999: 13). 

Their study focuses on Asian refugees in Canada and they suggest that strong racial-

ethnic identity is associated with a confrontation versus forbearance coping strategy; the 

latter has been found to be more effective as a coping mechanism among Asian 

immigrants. Lee (2003), contrary to his research expectations, finds that racial-ethnic 

identity does not moderate the effect of perceived racism on health. In another study, Lee 

(2005) finds that only one racial identity dimension (pride) acts as a buffering mechanism 

in this relationship, and then only in certain cases. Important for this study, he finds that 

this racial identity dimension only acts as a buffer when perceived discrimination is low 

which suggests that frequency of racism has important implications for buffering 

mechanisms. Overall, these negative and null results are consistent with an earlier finding 

by Sander Thompson (1996) among U.S. blacks.  
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The majority of research that investigates racial identity as a buffering 

mechanism, however, suggests that it weakens the perceived racism-mental link. Bank 

and Kohn-Wood (2007) find that racial identity centrality buffers the effect of perceived 

racism on depressive symptoms. In a similar study, Mossakowski (2003) also finds that 

ethnic identity buffers racism’s effect on depressive symptoms.  Fischer and Shaw (1999) 

also report findings suggesting that racial identity moderates the effects of racism on 

mental health for black young adults.  Other studies indicate that racial minorities 

expressing stronger identification with their self-identified racial group generally have 

better psychological functioning and experience less stress (Kiang et. al 2006; Neblett, 

Shelton and Sellers 2004).  

2.2.3 Hypotheses 
The attempts to understand how racial identity affects health outcomes focus on 

two main dimensions: closeness to racial group and positive group evaluation. Recently, 

Hughes and collaborators (2013) report a significant positive effect of racial identity on 

mental health, but argue this only works through positive group evaluation and not 

closeness to racial group. Also, while some researchers emphasize that racial identity is 

multidimensional and that different dimensions produce different results (Seller et. al 

2006; Bynum, Burton and Best 2007), overall the research literature suggests that racial 

identity works to attenuate the negative effects of perceived racism on mental health. 

Important for the current study, the overwhelmingly majority of studies that sample U.S. 

blacks find moderating effects. The few studies that identify negative buffering effects 

sample Asian respondents. The latter studies focus on cultural-specific coping strategies 

coupled with strong racial-ethnic identity that tends to intensify the negative impact of 
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perceived racism on mental health. Only one study finds similar results among U.S. 

blacks (Sander Thompson 1996).  None of the studies that model racial identity as a 

buffering mechanism analyze health outcomes other than mental health, especially 

depression. Nonetheless, I expect racial identity to work in similar ways for both 

depressive symptoms and self-rated health. Further, I expect strength of racial identity to 

have a positive main effect on self-rated health and depression.  

 

Hypothesis 1: Among black Americans, strength of racial identity will be positively 

associated with self-rated health and negatively associated with depressive symptoms. 

 

 The life course perspective argues that beyond experiencing certain events such as 

discrimination, research investigations need to take duration and frequency of exposure 

into account (George 2013). This matters for the current study because some studies 

indicate that racial identity may work differently depending on how persistently targets 

experience racism. Lee (2005) finds that racial pride only moderates the effect of 

perceived racism on mental health when perceived discrimination is low. Nonetheless, 

this study focuses on Korean Americans and not black Americans. As mentioned above, 

most studies that focus on black Americans find that racial identity is protective.  

Branscombe, Schmitt and Harvey (1999) also discuss different expectations based on 

exposure length, but they do not test this directly. The point here is that a strong racial 

identity may be more protective in the face of higher levels of perceived racism. 

Therefore, I hypothesize that: 
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Hypothesis 2: Among black Americans, stronger racial identification coupled with higher 

levels of perceived racism will result in better self-rated health and fewer depressive 

symptoms.  

 

Beyond increased social and economic resources, black upward mobility is often 

accompanied by some attitudinal changes. Black middle-class individuals have certain 

views (i.e. beliefs about inequality) that significantly differ from black working-class 

individuals (Shelton and Greene 2012). Nonetheless, most research suggests that middle-

class blacks do not significantly differ from working-class counterparts in racial 

solidarity and identity (Lacy 2007; Shelton and Emerson 2010). Generally, research on 

racial identity and class argues that upward mobility weakens racial identity, but these 

results have not been extended to U.S. blacks. While some studies identify class 

differences in political party affiliation (Dawson 1994) and inequality attributions 

(Shelton and Greene 2012), most studies fail to identify class differences in group 

solidarity (Shelton and Wilson 2006). Hence, while some middle-class blacks have more 

conservative views on matters such as poverty explanations, strength of racial identity is 

not significantly different from that of working-class blacks. Given the research, I expect 

to find no class differences in strength of racial identity between working and middle-

class blacks.  

 

Hypothesis 3a: Strength of racial identity will be positively associated with better self-

rated health and fewer depressive symptoms for both middle and working-class blacks. 

 



 

 19 

While a few studies suggest that racial identity amplifies the negative effects of 

racism (see Lee 2003; Noh et al. 1999), most of the research that models racial identity as 

a buffering mechanism indicates that it weakens the negative effects of racism on health 

(Kohn-Wood 2007; Kiang et. al 2006; Mossakowski 2003). It is important to note that the 

previous scholars mostly examine mental health outcomes such as psychological 

functioning and depressive symptoms. There is little research on whether racial identity is 

protective for physical health outcomes. Nonetheless, I expect strength of racial identity 

to work similarly for self-rated health and depressive symptoms.  

 

Hypothesis 3b: Strength of racial identity will have a positive buffering effect on the 

association between perceived racism and both self-rated health and depressive 

symptoms for both middle and working-class blacks.  

2.3 Data and Methods  
I use the American Changing Lives (ACL) study, a nationally representative panel 

study funded by the National Institute on Aging (House, Lantz and Herd 2005). The ACL 

currently has five waves of panel data collected in 1986, 1989, 1994, 2001-2002 and 

2011. At Wave 1, this study includes 3,617 respondents; follow-up waves have N=2,867 

(Wave 2), N=2,562 (Wave 3), N=1,787 (Wave 4) and N=1,427 (Wave 5).  

These data have three main strengths that fit the current research questions. First, 

this study oversamples blacks at twice the proportion that they exist in the population, 

which makes comparisons between low-status and high-status blacks possible. Despite 

the above-mentioned fact concerning the growing numbers of middle-class blacks, as a 

group blacks remain overrepresented in the working-class. Thus, many surveys do not 
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have enough middle-class blacks to make adequate comparisons. Second, in order to 

apply life course principles analytically, the longitudinal panel design allows me to 

examine intra-group variability over time. Finally, the study has item measures related to 

the research questions.  

2.3.1 Dependent Variables  
  I measure depressive symptoms at each wave using an 11-item subset of the 20-

item Center for Epidemiological Studies Depression Scale (CES-D; Radloff 1977). 

Respondents were asked how often in the past week they experienced feelings related to 

four domains: (1) depressed affect, (2) positive affect, (3) somatic symptoms, and (4) 

interpersonal relations. Valid responses range from 0 (never or hardly ever) to 2 (most of 

the time). The two positive affect items (“I enjoyed life” and “I was happy”) are reverse-

coded. I use a composite CES-D score by summing the 11 items. Composite CES-D 

scores range from 0 to 22. The Cronbach’s alpha for the 11 items is .82 and .83 for Wave 

1 and Wave 4 respectively. The questions and wording are in appendix A. The 

distribution of the CES-D scores was positively skewed. To reduce skewness and be able 

to compare across models, I standardize CES-D scores in the multivariate analyses 

presented in Table 4.  

 Self-rated health is a single item measured at each wave. This item ranges from a 

minimum value of 1 (excellent) to a maximum value of 5 (poor). I reverse code self-rated 

health so that higher values indicate better health (i.e. 1 = poor and 5 = excellent).  

2.3.2 Operationalization of Black Middle-Class 
 There are debates as to what measures are best suited to capture black middle-

class position (Marsh et. al 2007; Bowser 2007; Pattillo 1999; Landry 1987; Frazier 
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1957).  Further, research shows that different class measures may have different 

associations with mental and physical health (Kim and Durden 2007). For the purposes of 

this paper, the black middle-class includes respondents who self-identify as black and 

have at least a college degree (16 years of education or more) in 1986 (Wave 1). Most 

research on middle-class blacks incorporates education as an indicator of class position. 

While some black middle-class scholars advocate for the use of multiple indicators (see 

Marsh et. al 2007), my definition focuses on educational attainment.  

2.3.3 Stress Measure 
 Perceived racism5 is a measure of whether respondents report receiving unfair 

treatment because of their race. This item is measured in Wave 3. If respondents reported 

being treated unfairly because of their race, they received a follow-up question about the 

frequency of this discrimination.  I use frequency of perceived racism as my measure of 

racism.  Valid item responses range from 1 (often) to 4 (never). In this study, this item is 

reverse-coded so that higher values indicate more frequent perceived racism. I code the 

“often” and “sometimes” category as 1 and “rarely” and “never” as 0.  Most 

discrimination studies account for whether respondents perceive they are discriminated 

against, but fewer studies account for the frequency of perceived discrimination.  

2.3.4 Mediators/Moderators  
 Strength of Racial identity is measured using closeness to one’s racial group. This 

item is measured at Wave 3. Given the current debate in the research literature 

concerning which racial identity items are most salient for mental health (see Hughes et. 

al 2013) it would be ideal to have multiple measures; however, the ACL does not include 
                                                        

5 Most scholars investigating the relationship between perceived racism/discrimination and health use the Everyday 
Discrimination Scale (Williams et. al 1997). However, the ACL only includes this scale in waves 4 and 5. 
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other dimensions of racial identity. The item I use asks respondents to rate how close they 

feel to their self-reported racial group. Responses ranged from 1 (very close) to 4 (not 

close at all). This item is reverse coded so that higher values indicate increased feelings 

of closeness to one’s self-identified racial group. My interest here is how a strong racial 

identity operates in the relationship between racism and health. Therefore, I code “very 

close” as 1 and “fairly,” “not too close” and “not close at all” as 0.  

2.3.5 Interaction Terms 
 To test for whether strength of racial identity may be more salient at different 

levels of perceived racism, I include an interaction term: perceived racism*strength of 

racial identity. In order to test whether strength of racial identity operates differently for 

middle-class blacks I include an interaction between middle-class and strength of racial 

identity.  I also include an interaction term between middle-class and level of perceived 

racism.   

2.3.6 Control Variables  
Age is measured in number of years. Sex is a dummy variable with female coded 

as 1. Region is a dummy variable with South coded as 1 and all other regions coded as 0. 

Religious service attendance is a continuous variable that ranges from 1 (never) to 5 (at 

least once a week).6 All control variables are measured at Wave 1.  

I include Wave 1 measures for both self-rated health and depressive symptoms to 

examine changes over time in each dependent variable. As noted previously, home 

ownership also is a control variable, with homeowners coded 1 and others coded 0. 

                                                        
6 I also ran models including Body Mass Index (BMI) and smoking as health behavior controls. However, they were 
non-significant in all models. Since they are not central to my analysis, I exclude them in the models presented. 
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2.3.7 Analytic Strategy 
  My main research questions concern black intra-group variability. Hence, for 

hypothesis testing, the sample is restricted to black respondents. For purposes of 

comparison, however, descriptive information for white respondents also is reported. 

 I use ordered logit for the self-rated health models and OLS7 regression for the 

depressive symptoms models.  I use the same sequence of models for each dependent 

variable. Model 1 includes perceived racism, Wave 1 self-rated health or depressive 

symptoms and the middle-class measure. Model 2 adds age, sex, region and religious 

service attendance. Strength of racial identity is added in Model 3.  In models 4, 5 and 6, 

I add the interaction terms. I only include one interaction term in each of these models. 

The interaction between perceived racism and strength of racial identity is in Model 4.  

The interaction between middle-class and strength of racial identity is tested in Model 5 

and the interaction between middle-class and perceived racism is tested in Model 6.  

2.4 Results 

2.4.1 Descriptive Statistics 
 Table 1 shows basic descriptive statistics for model variables. I display long-term 

trends in depressive symptoms in Table 3.  Approximately 26 percent of blacks in the 

ACL report experiencing discrimination sometimes or often. 56 percent have a strong 

racial identity. Approximately 8 percent of blacks in the ACL are middle-class using 

college degree as the threshold.  

 

Table 1: Descriptive Statistics. ACL 
Variable Mean SD Minimum Maximum 

Self-Rated Health      

                                                        
7 Negative binomial models using a count of depressive symptoms yielded similar results to those presented here. 
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W1 3.33 1.20 1 5 
W4 3.13 1.06 1 5 

Depressive Symptoms 
W1 
W4 

 
Middle-Class 

 
4.75 
3.60 

 
.076 

 
4.05 
3.63 

 
.266 

 
0 
0 
 

0 

 
21 
20 

 
1 
 

Perceived Racism 
 

.261 .439 0 1 

Racial Iden. Strength 
 

.562 .496 0 1 

Age  
 

52.60 17.33 24 96 

Sex (Female =1) 
 

.662 .472 0 1 

South 
 

.545 .498 0 1 

Rel. Service Attend 3.73 1.44 1 5 
 

 The mean age for blacks at Wave 1 is 52.60 years. Females comprise 

approximately two thirds of blacks in the ACL and approximately 55 percent of black 

respondents are in the South Census Region. Approximately 48 percent of blacks in the 

ACL own their homes. The average black respondent reports attending religious services 

approximately 2-3 times a month.  

 Many of the variables of interest vary by race/class position. Although my 

analytical focus here is intra-group variability, I include white working and middle-class 

respondents in some descriptive statistics where appropriate. The black working-class 

reports the lowest levels of self-rated health relative to white working and middle classes 

and the black middle-class (See Figure 1).  

 Middle-class respondents report better health compared with their working-class 

counterparts. Both the black and white middle-class means of 3.81 and 4.01 respectively 

indicate overall good health. Nevertheless, by Wave 4 the mean self-rated health scores 

for black middle-class respondents more closely resembles the white-working class than 
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the white middle class. While the Wave 1 gap between white and black middle-class 

respondents is .20, it increases to .47 at Wave 4. Similarly, while the mean gap between 

black middle-class and white-working class is .34 at Wave 1, this gap shrinks to .02 at 

Wave 4.  

 

Figure 1: Self-Rated Health by Race/Class. ACL 
 
 
 The observed descriptive patterns for depressive symptoms are similar to self-

rated health (See Figure 2). Black working-class respondents have the highest average 

depressive symptoms at all four time points.  Black middle-class and white-working class 

means are similar in all four waves. White middle-class individuals report the lowest 

depressive symptoms of the four groups. Overall, at similar class positions, whites tend to 

report fewer depressive symptoms. 
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Figure 2: Depressive Symptoms by Race/Class. ACL 
 
 
 Approximately 10 percent of the total ACL sample reports experiencing racism 

often or sometimes. However, there are significant race and race-class differences. 

Overall, few whites report perceived racism experiences and this does not vary by class 

for whites; 5 percent of white-middle class and 4 percent white-working class individuals 

report experiencing perceived racism often or sometimes (See Figure 3). Blacks, on the 

other hand, report higher levels of perceived racism. Further, there are significant class 

differences between middle and working-class blacks. Approximately 23 percent of 

working-class blacks report experiencing racism often or sometimes compared to 55 

percent of middle-class blacks.  
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Figure 3: Experienced Racism Often or Sometime by Race/Class 
 
 
 
  Racial identity does not appear to vary significantly by class among blacks 

(Figure 4). Over 58 and 56 percent of working and middle-class blacks respectively 

report feeling very close to members of their race.  
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Figure 4: Closeness to Self-Identified Racial Group by Class among Blacks 
  

Overall, the descriptive statistics suggest that there are significant differences 

between race/class groups on the main variables of interest in this paper. Blacks overall 

tend to report lower health and more depressive symptoms than whites in similar class 

positions. Blacks are also more likely to report experiencing racism. Further, black 

middle-class individuals report higher levels of perceived racism than their working-class 

peers. There are no significant class differences in blacks’ strength of racial identity.  

2.4.2 Self-Rated Health Multivariate Models 
I estimate models for self-rated health using ordered logit. Model 1 (See Table 2) 

includes Wave 1 self-rated health, perceived racism and the middle-class measure. As 

expected, Wave 1 self-rated health is significantly associated with Wave 4 self-rated 

health. Specifically, those with better Wave 1 self-rated health are more likely to report 

better health in Wave 4.  Also, as expected, perceived racism is significantly and 
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negatively associated with Wave 4 self-rated health. Blacks who report experiencing 

racism often or sometimes have worse self-rated health than blacks who say they rarely 

or never experience racism. In contrast, class position is not significantly associated with 

Wave 4 self-rated health. In Model 2, I add demographic controls. Age is negatively 

associated with Wave 4 self-rated and females have lower levels of self-rated health. I do 

not find any significant differences between the South and other U.S. regions. Religious 

service attendance also does not significantly affect later self-rated health. The effects of 

perceived racism and Wave 1 self-rated health remain significant after controlling for 

these demographic variables.  
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Table 2: Ordered Logit. Self-Rated Health Wave 4. ACL 
 
       
VARIABLES Model 1 Model 2 Model 3 Model 4 Model 5 Model 6 
       
SRH Wave 1 0.752*** 0.656*** 0.625*** 0.621*** 0.625*** 0.625*** 
 (0.0940) (0.0984) (0.0990) (0.0993) (0.0990) (0.0991) 

 
Perceived Racism -0.612*** -0.719*** -0.716*** -0.188 -0.715*** -0.724*** 
 (0.205) (0.208) (0.211) (0.317) (0.211) (0.229) 

 
Middle Class 0.369 0.348 0.301 0.318 -0.0104 0.272 
 (0.290) (0.290) (0.291) (0.292) (0.466) (0.424) 

 
Age  -0.0243*** -0.0250*** -0.0260*** -0.0251*** -0.0251*** 
  (0.00734) (0.00747) (0.00748) (0.00747) (0.00749) 

 
Female  -0.504** -0.546** -0.532** -0.560*** -0.548** 
  (0.211) (0.214) (0.214) (0.215) (0.215) 

 
South  0.00830 -0.0164 -0.0555 -0.00584 -0.0179 
  (0.192) (0.194) (0.195) (0.194) (0.195) 

 
Religious 
Attendance 

 -0.0252 -0.0408 -0.0478 -0.0335 -0.0403 

  (0.0737) (0.0742) (0.0747) (0.0746) (0.0744) 
 

Strength of Race 
Ident. 

  0.237 0.521** 0.177 0.237 

   (0.191) (0.230) (0.203) (0.191) 
 

Racism X Racial 
Identity 

   -0.920** 
(0.414) 

  

       
Class X Identity     0.498  
     (0.583)  
Class X Racism      0.0553 
      (0.580) 
       
Constant 5.175*** 3.315*** 3.247*** 3.335*** 3.235*** 3.240*** 
 (0.410) (0.647) (0.652) (0.655) (0.652) (0.656) 
       
Observations 388 388 388 388 388 388 
Standard errors in parentheses.  *** p<0.01, ** p<0.05, * p<0.1 

 

In Model 3, I add strength of racial identity. Contrary to expectations, strength of 

racial identity is not significantly associated with Wave 4 self-rated health. Perceived 

racism, Wave 1 self-rated health, age and sex remain significant predictors in this model. 

In model 4 I test the interaction between perceived racism and strength of racial identity. 
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The interaction is significant which suggests that strength of racial identity operates 

differently for those who experience low (or no) perceived racism and those who 

experience higher levels. Figure 5 presents the predicted probabilities of self-rated health 

for the four combinations of perceived racism and racial identity.  

 

 

Figure 5: Predicted Probabilities. Racial Identity x Perceived Racism 
 

 

Specifically, the highest levels of self-rated health are observed among 

respondents with a combination of low perceived racism and strong racial identity. On 

the other hand, strength of racial identity works differently with increased levels of 

perceived racism. Blacks with a strong racial identity and high levels of perceived racism 

have worse self-rated health. Blacks with lower levels of racial identity who experience 

either low or high levels of perceived racism have similar self-rated health. Also, the 

main effect of strength of racial identity is now significant with the inclusion of the 

interaction effect. Perceived racism is not significant in this model, but this is not 

surprising given that the interaction includes this variable. The other significant variables 

in Model 3 remain significant in Model 4.  In Model 5, I introduce the interaction 

between middle-class and strength of racial identity. It is not significant. In Model 6, I 
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add the interaction between middle-class and level of perceived racism. It is also non-

significant.  

 The results paint an interesting picture. First, Wave 1 class position is not 

significantly associated with Wave 4 self-rated health. Middle-class position does not 

lead to better self-rated health in Wave 4.  Our main variable of interest, strength of racial 

identity is initially non-significant when first introduced into the regression suggesting 

that, contrary to what I expect, it is not positively associated with future self-rated health. 

However, the main effect appears to be masking a significant relationship between 

strength of racial identity and self-rated health. The significant interaction term suggests 

that a strong racial identity is protective for self-rated health for those who experience 

lower levels of perceived racism. In other words, those who experience lower levels of 

perceived racism have better health in Wave 4 if they have strong racial identity. Hence, 

Hypothesis 2 is not confirmed; contrary to my prediction, a strong racial identity and 

higher levels of perceived racism is not associated with better self-rated health. 

Hypotheses 1a and 1b are partially confirmed. Strength of racial identity does positively 

impact self-rated health and buffer the effect of racism on health, but its effects are not 

straightforward and depend on the level of racial identity. Strength of racial identity does 

not operate differently for middle and working-class blacks. Also, there is no significant 

interaction between middle-class and level of racism as it relates to self-rated health. 

Hence, hypotheses 3a and 3b are confirmed for self-rated health.   

2.4.3 Depressive Symptoms Multivariate Models 
 As discussed above, I use a similar model approach to examine how strength of 

racial identity operates for both self-rated health and depressive symptoms. The 
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depressive symptoms models are OLS regression. Only Wave 1 depressive symptoms, 

perceived racism and middle-class are included in model 1 (See Table 3).  

Table 3: OLS. Depressive Symptoms Wave 4. ACL 
       
VARIABLES Model 1 Model 2 Model 3 Model 4 Model 5 Model 6 
       
Dep. Sym. W1 0.397*** 0.389*** 0.391*** 0.391*** 0.391*** 0.391*** 
 (0.0427) (0.0434) (0.0441) (0.0441) (0.0441) (0.0441) 

 
Perceived Racism 0.191* 0.196* 0.186* 0.230 0.185* 0.215* 
 (0.101) (0.101) (0.102) (0.154) (0.102) (0.111) 

 
Middle Class -0.323** -0.292** -0.311** -0.308** -0.377 -0.202 
 (0.142) (0.141) (0.143) (0.144) (0.239) (0.215) 

 
Age  0.00372 0.00327 0.00322 0.00326 0.00339 
  (0.00358) (0.00363) (0.00364) (0.00364) (0.00364) 

 
Female  0.0559 0.0359 0.0380 0.0331 0.0420 
  (0.104) (0.106) (0.106) (0.106) (0.106) 

 
South  0.330*** 0.345*** 0.343*** 0.347*** 0.348*** 
  (0.0936) (0.0948) (0.0950) (0.0950) (0.0950) 

 
Religious Attendance  -0.0459 -0.0427 -0.0429 -0.0411 -0.0440 
  (0.0365) (0.0368) (0.0368) (0.0371) (0.0369) 

 
Strength of Race 
Ident 

  0.0303 0.0552 0.0185 0.0311 

   (0.0946) (0.115) (0.101) (0.0947) 
 

Racism X Identity    -0.0765   
    (0.200)   
Class X Identity     0.102  
     (0.295)  
Class X Racism      -0.195 
      (0.288) 

 
Constant -0.0826 -0.297 -0.286 -0.297 -0.284 -0.301 
 (0.0578) (0.219) (0.224) (0.226) (0.224) (0.225) 
       
Observations 371 371 371 371 371 371 
R-squared 0.206 0.233 0.236 0.236 0.236 0.237 
Standard errors in parentheses.  *** p<0.01, ** p<0.05, * p<0.1 
 

Similar to the self-rated health models, Wave 1 depressive symptoms significantly 

predict Wave 4 depressive symptoms. Perceived racism is not significantly associated 
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with Wave 4 depressive symptoms. I will note that it is significant at the .10 level and 

given the small number of blacks (371), it is worth speculating that a larger sample might 

produce a significant association between perceived racism and depressive symptoms. 

The direction of the association is what I expected: higher levels of perceived racism are 

slightly associated with higher levels of depressive symptoms. Here I find that middle-

class status is protective for blacks. Middle-class blacks have significantly lower 

depressive symptoms relative to their working-class counterparts. In Model 2 I add the 

demographic controls. Age, sex and religious service attendance are not significantly 

associated with Wave 4 depressive symptoms.  Southern blacks report more depressive 

symptoms relative to blacks living in other U.S. Census regions. In Model 3, I add 

strength of racial identity. Strength of racial identity does not significantly affect Wave 4 

depressive symptoms. The inclusion of strength of racial identity does not significantly 

alter the middle-class or region effects. In model 4, I test the interaction between 

perceived racism and strength of racial identity. It is not significant. Hypotheses 1a, 1b 

and 2 are not confirmed for depressive symptoms. In model 5, I test the interaction 

between middle-class and strength of racial identity. It is also not significant. Finally, in 

model 6, I test the interaction between middle-class and perceived racism. This 

interaction is not significant. The results from Models 5 and 6 suggest that racial identity 

and perceived racism do not operate differently for middle-class blacks (relative to 

working-class blacks) as it relates to depressive symptoms.  

2. 5 Discussion 
In this paper, using the stress process model, I attempt to argue that strength of 

racial identity is protective against the negative effects of perceived racism on self-rated 
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health and depressive symptoms over time. The contributions of the current study are the 

longitudinal approach and attempt to unpack how this relationship operates, especially for 

middle-class blacks. My analyses suggest that strength of racial identity operates 

differently for self-rated health and depressive symptoms. Perceived racism negatively 

impacts later self-rated health for black Americans. While strength of racial identity 

initially appears to not be significantly related to self-rated health, the interaction between 

levels of perceived racism and strength of racial identity reveals that strength of racial 

identity is positive for those who experience lower levels of perceived racism. In terms of 

self-rated health, the opposite is true for those experiencing higher levels of perceived 

racism.  Specifically, blacks that report experiencing racism often or sometimes have 

worse self-rated health if they have a strong racial identity. Hence, having a strong racial 

identity appears to be an important psychosocial resource for blacks who encounter lower 

levels of perceived racism. Some previous research suggests that racial identity works as 

a moderator by making targets more likely to attribute race-related discrimination to 

external factors rather than internalizing these experiences as personal failures (Brondolo 

et. al 2009; Cross 2005). My findings suggest that how racial identity affects health 

depends on the frequency of perceived racism. While I do not directly test whether 

strength of racial identity leads to different attributions for perceived racism, it is 

plausible that in the face of higher levels of perceived racism, targets may be more likely 

to internalize these experiences if their racial identity, here measured by feelings of 

closeness to own racial group, is relatively weak. Nonetheless, it worth considering that a 

strong racial identity may not able to counter the negative impact that persistent 
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perceived racism has on health. In fact, it appears that in the presence of higher levels of 

perceived racism, a strong racial identity is associated with relatively worse health. 

My findings fit with previous research that suggests that black racial identity does 

not significantly vary by class (Lacy 2007; Shelton 2006). While some research contends 

that increased socioeconomic status may lead to different beliefs about the causes of 

inequality (Shelton and Greene 2012), it does not appear to affect how close blacks feel 

to their own racial group.  

My results also show that strength of racial identity among blacks may be 

significant for some health measures (i.e. self-rated health), but not for others (i.e. 

depressive symptoms). My analyses suggest that depressive symptoms are not 

significantly affected by strength of racial identity for middle or working-class blacks. 

However, it does appear that middle-class blacks benefit from their class position for 

depressive symptoms. I do not find significant differences between middle and working-

class blacks for self-rated health. While many scholars find evidence that socioeconomic 

status is a fundamental cause of health (Phelan, Link and Tehranifar 2010; Link and 

Phelan 1995), I find no significant class differences for blacks at least as it relates to self-

rated health.  

Research has established that, relative to whites, blacks benefit less from 

increased socioeconomic resources such as education and/or income (Cummings and 

Jackson 2008; Farmer and Ferraro 2005.) Middle-class blacks do not necessarily benefit 

in a straightforward fashion from their class status. Rather, whether class matters may 

depend on the specific health dimension being examined.  
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Although this paper advances our understanding of how psychosocial resources, 

such as racial identity, moderate the relationship between perceived racism and health it 

is not without limitations. Future studies should attempt to focus on other dimensions of 

racial identity. I use only one dimension (closeness to own racial group). Some previous 

research found that only positive group evaluation is protective for minority groups 

(Hughes et. al 2013). My results suggest that closeness to racial group is protective only 

under specific conditions. It would be useful to compare multiple dimensions of racial 

identity such as closeness and positive group evaluation to examine how each works (or 

doesn’t) to moderate the negative effects of perceived racism on health outcomes. It is 

also possible that closeness to own racial group may miss some important specificities 

such as certain sub-groups (e.g. feeling close to other middle-class blacks but more 

distant from working-class blacks).  

Another limitation of the current study is the small sample size. The self-rated 

models include 388 black respondents and the depressive symptoms models include 371 

black respondents. Additionally, the sample only includes 90 black middle-class 

respondents (using college education as the middle-class definition). This limitation is 

partly due to the general lack of nationally representative panel studies that include a 

large sample of blacks and the variables of interest in the study. The ACL oversamples 

for blacks and has the key variables of interest to this study, but the sample size is not 

ideal. Other nationally representative datasets that have been employed for studying black 

health include the National Survey of Black Americans (NSBA) and the National Survey 

of American Life (NSAL). Both of these include a wealth of information and are assets to 

scholars interested in black health. However, they were not ideal for the current 



 

 38 

investigation. In addition to a larger sample of blacks, the NSBA includes more racial 

identity measures and adequate health measures. However, compared to the ACL, the 

NSBA data are older (1979-1992). The NSAL is also a good choice for many 

investigations related to black Americans, but it is not a longitudinal panel design.  

Because of data limitations, I was not able to construct latent growth trajectories. 

As discussed above, racial identity and perceived racism are only measured at one time 

point.  While the current investigation contributes to our understanding how racial 

identity may impact health and buffer the relationship between racism and health over 

time, future studies need to investigate how trajectories of racial identity may impact 

health trajectories. It is possible that, at the individual level, strength of racial identity 

varies over time for some blacks. Therefore, it would be useful to understand how 

strength of racial identity trajectories impact health trajectories. Does a consistently 

strong racial identity over time yield the same health outcomes as varying level of racial 

identity over time? In addition, future investigations should investigate how trajectories 

of perceived racism impact health trajectories.  

 While psychosocial resources may not be the answer to structural racism (for an 

explication see Bonilla-Silva 1997), they may be important tools that individuals can use 

to potentially weaken the negative effects of perceived racism on health. Future 

investigations can continue to examine how psychosocial factors work in the relationship 

between perceived racism and health.  
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3. The Importance of Childhood Middle-Class Status for Black 
American Health: An Intersectional Approach to the Long 
Arm of Childhood  
 

3.1 Introduction 
Extensive evidence indicates that childhood is a critical period in the life course 

with significant implications for adult health outcomes (Bhatta 2018; Montez and 

Hayward 2013; Hargrove and Brown 2015; Liu and Umberson 2015).  The “long arm of 

childhood” suggests that childhood experiences and exposures are essential for adult 

health (Hayward and Gorman 2004).  That is, childhood conditions have far reaching 

health consequences into the future.  

Much of the current long arm of childhood research focuses on childhood 

disadvantage or trauma. Most scholars find that, on average, experiencing deprivation or 

disadvantage in childhood is associated with negative health outcomes relative to those 

who did not experience these conditions (Pakpahan et. al 2017; Tampuolon 2015; Haas 

2008). However, little research analytically focuses on the role of childhood 

socioeconomic advantage among disadvantaged racial groups and whether that is 

significantly associated with adult health outcomes. Mounting evidence documents that 

there are significant racial-ethnic health disparities between whites and blacks in the U.S. 

(Kochanek et. al 2016; Brown, Rand and Adkins 2012; Kelly-Moore and Ferraro 2004). 

Further, racism has a negative effect on the health of U.S. blacks (Lukachko et. al 2014; 

Williams and Mohammed 2009). However, few studies investigate whether relatively 

higher socioeconomic status in childhood is a protective factor for U.S. blacks. Because 

of the racialized social system (Bonilla-Silva 2018; 1997), blacks are more likely to face 
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racial discrimination in educational, employment and criminal justice settings (Zaw, 

Hamilton and Darity Jr. 2016; Roscigno et. al 2012; Lewis and Diamond 2015). While it 

is an obvious potential explanation, intergroup socioeconomic differences cannot explain 

racial inequality. Many studies that account for intergroup class differences still find 

significant disparities between whites and blacks in the U.S. (Zaw, Hamilton, and Darity 

Jr. 2016; Miles 2008).  In fact, some research even suggests that higher socioeconomic 

status is associated with increased perceived racism among U.S. blacks (Jackson and 

Williams 2006; Tavares 2018). Yet, it is plausible that middle-class childhood position 

has a protective effect that lingers into adulthood for disadvantaged racial groups. I argue 

that blacks with middle-class parents, on average, have better adult health relative to 

blacks from working-class backgrounds. Further, using an intersectional approach, I also 

argue that this effect is strongest for black women who occupy disadvantaged positions in 

multiple hierarchies (Collins 2000; Crenshaw 1991). Therefore, their social-structural 

position is not equivalent to that of black men or white women. Rather, they are likely to 

experience increased disadvantage throughout the life course. Hence, middle-class 

position in childhood may be especially important as a protective mechanism for black 

women.  

  I extend previous research on the long arm of childhood by using an 

intersectionality approach to analyze racial and gender differences in the association 

between childhood socioeconomic status and adult health. While previous work identifies 

some meaningful gender differences (Lee 2017; Liu and Umberson 2015), little work 

focuses on the particular structural position of black women.  Specifically, I investigate 

whether the association between childhood socioeconomic status and adult health works 
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differently for black women relative to other racial/gender groups. In this paper, I analyze 

how childhood socioeconomic status (measured by parental education) is associated with 

adulthood health outcomes. I use data from the National Survey of American Life 

(NSAL) and the American Changing Lives Study (ACL) to study the association between 

childhood socioeconomic status and two health outcomes: self-rated health and 

psychological distress.  

3.2 Background 

3.2.1 Long Arm of Childhood 
The life course perspective has significant promise for understanding how childhood 

experiences impact a variety of outcomes throughout different life stages (George 2013). 

Dating back to Elder’s (1974) classic study, “Children of the Great Depression”, scholars 

have shown that childhood exposure to deprivation and trauma has significant 

implications for health (and other) outcomes over the life course (Pavela 2017; Haas and 

Rohlfsen 2010). This is generally referred to as the long arm of childhood (Hayward and 

Gorman 2004). One strand of this research centers on the specific relationship between 

childhood socioeconomic status and adult health. Most of the findings suggest that 

childhood socioeconomic conditions have a significant effect on health into adulthood 

and contribute to differential mortality effects (Link et. al 2017; Haas 2008).   

A growing literature indicates that the long arm of childhood is a robust effect that 

spans different countries and applies across different health outcomes. While most studies 

focus on the U.S. context, recent work demonstrates that the association between 

childhood experiences and adult health outcomes work similarly in countries such as, 

Korea (Lee 2017), the United Kingdom (Tampubolon 2015), and a host of other 
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European countries (Pakpahan, Hoffman and Kröger 2017). Similarly, scholarly work in 

this area mostly analyzes physical health outcomes such as mortality (Hayward and 

Gorman 2004), functional limitations (Haas 2008), and body mass index (Liu and 

Umberson 2015). Nevertheless, recent work has shown that the long arm of childhood 

also extends to mental health outcomes such as depressive symptoms (Latham 2014), and 

life satisfaction (Deindl 2013). Therefore, childhood experiences have significant 

implications across different geographic settings and for outcomes across the health 

spectrum.   

While scholars agree that childhood is a critical period for adult health, there is 

less agreement or clarity on why childhood socioeconomic status is important for adult 

health outcomes. Some researchers suggest that there is a direct effect of childhood 

conditions on adult health (Liu and Umberson 2015; Lee 2017; Montez and Hayward 

2013). That is, even accounting for adult socioeconomic status (and other salient adult 

characteristics), there is still a residual impact of childhood socioeconomic status.   Other 

researchers advance that childhood conditions primarily impact adult health indirectly 

(Bhatta et. al 2018; Pavela 2017; Latham 2014). In the latter case, scholars find that 

childhood socioeconomic status is important because it is associated with adult income, 

educational achievement, and lifestyle behaviors which in turn influence adult health. 

Therefore, childhood socioeconomic status does not directly influence adult health, rather 

it works through adult socioeconomic attainment and lifestyle behavior trajectories. 

It is important to note here that some of the studies that identify a direct effect of 

childhood socioeconomic status on adult health report that these processes work 

differently for men and women. For instance, Lee (2017) finds that childhood 
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socioeconomic status was a significant predictor of later life functional limitations even 

after controlling for adult SES and other characteristics, but only for women.  Liu and 

Umberson (2015) also find that childhood stress is only related to changes in BMI for 

women. Hamil-Luker and O’Rand (2007) contend that childhood socioeconomic status is 

only significant for explaining women’s heart attack risk after accounting for adult risk 

factors. These studies give some indicative evidence that the contribution of childhood 

socioeconomic status may matter more for groups who occupy disadvantaged structural 

positions in societal hierarchies such as gender. Nonetheless, most of these studies do not 

attend to how multiple, overlapping structural positions may have differential 

consequences for the relationship between childhood socioeconomic status and adult 

health. Further, little research has examined whether there are differential race effects of 

early life childhood SES on adult health.   

In this paper, I examine how childhood socioeconomic status is associated with 

adult health for blacks and whites in the United States. My argument here is that in a 

racialized social system, early life conditions may be especially important for groups at 

the bottom of the racial stratification system who are more likely to experience events 

and trauma associated with worse health outcomes (Umberson et. al 2017). Indeed, 

blacks in the U.S., on average, have worse health outcomes, both at one point and over 

time, relative to their white counterparts (Brown et. al 2012). It is also the case, that 

individuals occupy different positions in different hierarchies (Collins 2000). I argue that 

childhood middle-class status is particularly important for black women’s adult health 

because of their disadvantaged position in multiple hierarchies.  In the next section, I 

elaborate on racial disparities in health and discuss how current research on health 
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disparities may suggest that early life socioeconomic status may be an important time for 

blacks and particularly for black women.  

3.2.2 Race, Racism and Health 
Blacks in the U.S. continue to be subjected to racism at various levels (structural, 

interpersonal, cultural). Unfair treatment in employment, educational and health settings 

negatively influence the life chances of U.S. blacks. In employment, blacks are subject to 

wage discrimination (Coleman, Darity Jr. and Sharpe 2008), harsher enforcement policies 

(Mong and Roscigno 2010), and unfair performance reviews (Roscigno et. al 2007). 

Relative to whites, blacks also are subjected to unfair treatment as it relates to educational 

opportunities (Lewis and Diamond 2015) and job market entry (Gaddis 2015). It is well 

established that racism significantly contributes to racial-ethnic disparities between U.S. 

blacks and whites.  

 Health scholars in the U.S. generally identify racial disparities between whites 

and native-born blacks (Williams and Mohammed 2013; Williams 2012). Blacks, on 

average, have lower self-rated health and higher incidence of heart disease and more 

functional limitations (Beck et. al 2014; Bibbins-Domingo et. al 2009; Keppel, Pearcy 

and Wagener 2002). One common explanation for racial health disparities has been 

intergroup socioeconomic differences. Because socioeconomic status is considered a 

fundamental cause of health (Phelan et. al 2010), some scholars contend that racial 

differences are disguised social class differences (see Hout 2012). While there are 

significant between-group socioeconomic differences between whites and blacks, most 

studies that account for these socioeconomic differences still identify significant racial 

health disparities (Williams, Priest and Anderson 2016).  
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While health research suggests strong support for racial health disparities, it also 

suggests that these inequalities may not be evenly spread across race/gender groups. 

Specifically, minority women and, especially black women, tend to have worse health 

outcomes across multiple health dimensions. Recent research demonstrates that black 

women in particular may be subject to worse health outcomes and trajectories over time. 

This is consistent with Richardson and Brown’s (2016) findings that while overall being   

a female was associated with lower risk of hypertension, being a black female was 

significantly associated with increased odds for hypertension. Research by Warner and 

Brown (2011) also provides suggestive evidence that the experience of black women is 

significantly different. While their results indicate that both black and Hispanic women 

have significantly worse functional limitations trajectories, they found that only black 

women’s rates of changes were affected. Examining gender and race health differences, 

Read and Gorman’s (2006) investigation also finds that black women have the worst 

outcomes across a variety of health outcomes. The above research underscores the impact 

of multiple oppression systems evident in the health of black women.  

Overlapping identities within social domination systems (Hill-Collins 2000) can 

shape outcomes for groups. Intersectionality offers an important grounding for 

understanding how interwoven social hierarchies, such as racism and patriarchy, define 

the experience of actors who occupy overlapping positions within these social systems 

(Hill Collins 2015; Crenshaw 1991). Intersectionality itself is a contested field of study 

and scholars use this term with different meanings (see Hill Collins 2015). Here, I use 

intersectionality as an analytical strategy to understand how the unique social position of 

black women may shape their health outcomes. Specifically, I contend that their 
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structural position within patriarchal and racialized systems, places them at unique 

disadvantage relative to other groups. Hence, it is plausible that, given their position, 

advantaged childhood, socioeconomic position may be especially important. 

While the literature that explicitly applies intersectionality to population health is 

still relatively small, a growing number of studies have used this approach to understand 

how intersecting social disadvantages influence health outcomes (Hargrove 2018; Brown 

et. al 2016; Richardson and Brown 2016; Ailshire and House 2011). The growing 

consensus among intersectional health scholars is that because of their structural position 

minority women tend to have the worst health outcomes. The contribution of the current 

study would be to extend the intersectional approach to analyzing the importance of early 

childhood socioeconomic status on adult health. Hargrove and Brown (2015) examine 

racial-ethnic differences in the relationship between childhood socioeconomic status and 

adult health, but they specifically focus on men and do not explicitly apply 

intersectionality. To my knowledge, no study to date has applied an intersectional 

approach to examining differences in the association between childhood socioeconomic 

status and adult health.  

 The life course perspective is of value to the current study because it places a 

unique emphasis on trying to examining social phenomena as they unfold over time 

(George 2013). While several life course principles are relevant to the current 

investigation, I highlight two key principles here: long-term temporal patterns and linked 

lives. Life course research focuses on long-term temporal patterns and suggests that 

social phenomena unfold over time. Therefore, it is useful to attempt to understand how 

critical periods influence individuals over time. In much of the life course literature, 
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childhood is understood as a critical period where exposure to certain disadvantage or 

traumas potentially has consequences (whether directly or indirectly) for the rest of the 

life course. However, childhood is also an important because of the linked lives principle 

(George 2013). This principle suggests individual lives are connected to the previous 

generation. That is, what happens over the course of one’s life is also connected to 

previous social relationships. Therefore, parental characteristics have important 

implications for child outcomes at different stages in the life course.  

Here, I focus on how childhood socioeconomic status has implications for adult 

health with a special emphasis on analyzing this relationship among disadvantaged 

racial/gender groups. Moreover, while the main focus of the long arm of childhood 

literature has been on childhood disadvantage, I am most interested in whether childhood 

socioeconomic advantage among disadvantaged racial groups matters more relative to 

dominant racial groups. Because blacks, and specifically black women, are more likely to 

be exposed to racism (in all its forms) and other risk factors that are linked to worse 

health outcomes, socioeconomic advantage in a critical period may operate as a 

protective factor over the life course. Indeed, some scholars look to early life conditions 

as potentially one of the main solutions to address racial health disparities (Thorton et. al 

2016; Williams 2012).  

3.2.3 Hypotheses 
 The extant literature on the long arm of childhood suggests that childhood 

socioeconomic status works mostly indirectly to influence adult health outcomes (Bhatta 

et. al 2018; Latham 2014; Hayward and Gorman 2004). Thus, I expect that for non-
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disadvantaged racial groups the childhood socioeconomic status-adult health link would 

be explained mostly by adult socioeconomic status.   

 

Hypothesis 1: For whites, childhood socioeconomic status will be associated with adult 

health. However, this association will be fully explained by adult socioeconomic status.  

 

 My main argument in this paper is that childhood socioeconomic status matters 

more for disadvantaged racial/gender groups who are most likely to experience racism in 

addition to other risk factors associated with negative health outcomes. Therefore, higher 

socioeconomic status in childhood may act as a protective factor throughout the life 

course even after accounting for adult socioeconomic status.  

 

Hypothesis 2a: There is a direct association between childhood socioeconomic status and 

adult health for blacks net of adult socioeconomic status. 

 

A number of studies also identify direct associations between childhood 

socioeconomic status and adult health net of adult socioeconomic and lifestyle factors 

(Tampuobulon 2015; Haas 2008). Moreover, many studies identify direct associations 

only for women (Liu and Umberson 2015; Hamil-Luker and O’Rand 2007) suggesting 

that the association between childhood socioeconomic conditions and adult health may 

work differently for disadvantaged groups. However, this does not mean that this 

relationship works similarly for all women. Intersectionality suggests that overlapping 

identities will produce different results for black women relative to white women and 
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black men. This is consistent with previous literature on black women’s health patterns 

(Richardson and Brown 2016; Read and Gorman 2006). Therefore, I expect to find that 

the childhood socioeconomic status-adult health link matters most (relative to white 

men/women and black men) for black women. 

 

Hypothesis 2b: The direct association between childhood socioeconomic status is 

strongest for black women. 

3.3 Data and Methods 

3.3.1 Samples 
I use data from two nationally representative datasets: (1) the National Survey of 

American Life (NSAL), and (2) the American Changing Lives Study (ACL). The NSAL 

is a nationally representative sample collected by the Program for Research on Black 

Americans at the University of Michigan (See Jackson et. al 2004). NSAL respondent 

data were collected from 2001-2003. I delete individuals with missing data on both 

mother and father’s education. My final sample from the NSAL includes 2,484 blacks 

and 720 whites. The ACL is a nationally representative panel study funded by the 

National Institute on Aging (House, Lantz and Herd 2005). The ACL currently has five 

waves of panel data collected in 1986, 1989, 1994, 2001-2002 and 2011. For the purposes 

of this study, I only use Wave 1 data.  I also delete respondents with missing data on both 

parents’ education. The final sample for ACL includes 1,661 whites and 628 blacks. 

Unless otherwise noted, measures are coded in the same manner in both datasets. 
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3.3.2 Dependent Variables  
I use two measures of health as dependent variables: self-rated health and 

psychological distress. Self-rated health is a single item measure of respondent subjective 

health assessment. This measure is a remarkable predictor of mortality and other physical 

impairments (Schnittker and Bacak 2014). This item ranges from a minimum value of 1 

(excellent) to a maximum value of 5 (poor). I reverse code self-rated health so that higher 

values indicate better health (i.e. 1 = poor and 5 = excellent). The self-rated models are 

from the NSAL.  

Psychological Distress is measured using the six-item Kessler non-specific 

distress scale in the NSAL. The Kessler-6 asks how often in the past 30 days respondents 

felt: (1) hopeless, (2) nervous, (3) so depressed that nothing could cheer them up, (4) that 

everything was an effort, (5) worthless, and (6) restless. These are Likert-scale items 

ranging from 0 (none of the time) to 4 (all of the time). I sum the six items and scores 

range from 0 to 24. The Cronbach’s alpha for the 6-item scale is .80.  The NSAL only has 

valid Kessler-6 responses for black respondents, therefore I include the ACL to be able to 

compare racial/gender patterns in psychological distress.  

For the ACL, I use the 11-item Center for Epidemiologic Studies Depressive 

(CES-D) symptoms scale as the measure of psychological distress. Respondents were 

asked how often in the past week they experienced feelings related to four domains: (1) 

depressed affect, (2) positive affect, (3) somatic symptoms, and (4) interpersonal 

relations. Valid responses range from 0 (never or hardly ever) to 2 (most of the time). The 

two positive affect items (“I enjoyed life” and “I was happy”) are reverse-coded. I use a 
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composite CES-D score by summing the 11 items. Composite CES-D scores range from 

0 to 22. The Cronbach’s alpha for the 11 items is .82.  

3.3.3 Independent Variables 
Childhood socioeconomic status is measured using parental education. Here, I use parent 

college degree (16 years or more of education) as a proxy for middle-class childhood 

status. Respondents with at least one parent with a college degree are coded as 1 (middle-

class) and respondents with no parents with college degree as coded as 0 (working-class). 

As I will discuss further below, it would be preferable to have multiple indicators of 

social class including income, occupational prestige, and particularly wealth (Marsh et. al 

2007). However, both the NSAL and ACL only have education measures for 

respondents’ parents.  

 Adult socioeconomic status is a measure of whether respondents have a college 

degree (16 years or more of education). This is consistent with the childhood 

socioeconomic status measure. I restrict the NSAL sample to individuals are 25 or older 

in order to only capture individuals who would have been able to obtain a college degree. 

The ACL study age ranges from 25 to 94 so it was not necessary to modify the sample in 

that regard. I also include a measure of whether respondents experienced significant 

economic instability in the past year.  In the NSAL the economic instability measures 

whether participants were unable to meet basic expenses, didn’t pay full mortgage/rent, 

were evicted for non-payment, had utilities or phone disconnected, or couldn’t afford 

childcare and/or leisure activities. If respondents had at least one of these experiences in 

the past year they were coded as 1. Respondents who did not experience any of the above 

experiences are coded as 0. The ACL economic problems measure is a dummy variable 
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for respondents who reported serious difficulty paying bills, serious money problems or 

report not having enough money at some point in the past year. 

3.3.4 Control Variables 
Age is measured in number of years. Sex is a dummy variable with female coded 

as 1. Region is a dummy variable with South coded as 1 and all other regions coded as 0. 

Household size is coded continuously and ranges from 1 to 12 and 1 to 7 or more in the 

ACL and NSAL respectively. Although the NSAL household size is truncated at the 

upper end, there are similar percentages of households with over 7 individuals in both 

datasets. (NSAL: 1.66 percent; NSAL: 1.70 percent). Employment status is a categorical 

variable using employed, unemployed, and not in labor force. In the regression models 

employed is the reference category. Marital status is categorical variable using 

married/has partner, divorced, and never married. Married/Partner is the reference 

category in the regression models.  

 

3.3.5 Data Analysis Strategy 
I estimate ordered logit regression coefficients for the self-rated health models 

and negative binomial regression coefficients for the psychological distress models. I use 

a two-step analytic approach to investigate race/gender difference in the relationship 

between childhood socioeconomic status and adult health. First, I present models 

stratified by race for blacks and whites. Second, I show models stratified by race and 

gender.  For each model, I use a stepwise approach. In Model 1, the relationship between 

childhood socioeconomic status and the main dependent variable (self-rated health or 

psychological distress) is examined. In Model 2, I add adult socioeconomic status and 
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adult economic instability to determine whether adult socioeconomic variables mediate 

the relationship between childhood socioeconomic status and health. I include the control 

variables in both models. I did test for interactions between childhood status and adult 

socioeconomic status to determine whether the effect of parental socioeconomic status 

differed, depending on respondents’ socioeconomic achievements8. None of the 

interactions were significant and are not shown in the regression models.  

3.4 Results 

3.4.1 Descriptive Results 
Descriptive results for the NSAL and ACL are shown in Tables 1 and 2 

respectively. Mean self-rated health for blacks and whites are similar across the two 

samples (See Table 4 and Table 5). As mentioned above, the NSAL only has Kessler-6 

psychological distress scores for blacks. The mean black Kessler-6 score is relatively low 

at 3.69. In the ACL, black respondents have an average of 5.63 depressive symptoms 

compared to 4.26 for their white counterparts.  

 

 

 

 

 

 

 

                                                        
8 Some research indicates that here is an interaction between parental and adult education (Ross and 
Mirowsky 2011). However, I did not find an interaction for any of the groups I analyze. 
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Table 4: Sample Characteristics: National Survey of American Life (2001-2003) 
     
 Full Sample Black White Range 
 

N (Age 25 and up) 
 

3,204 
 

 
2,484 

 
720 

 

 
Self-Rated Health 
 

 
3.35 

 
3.34 

 
3.36 

 
1- 5 

Psychological Distress* 
 

3.69 3.69 ---+ 0-24 

Childhood SES (Parent BA) 
 

14% 12% 23%  

Adult SES (BA) 
 

Economic Instability 
 
South 
 
Sex (Female = 1) 

17% 
 

37% 
 

66% 
 

63% 

15% 
 

39% 
 

65% 
 

65% 

27% 
 

29% 
 

69% 
 

57% 
 

 
 
 

Age 
 

46.82 46.60 50.39 25-94 

Household Size 
 
Employment Status  

2.40 2.46 2.16 1-7 or more 

   Employed (Ref.) 66% 66% 66%  
   Unemployed   8%   9%    5%  
   Not in Labor Force 

 
Marital Status 

26% 25% 29% 
 

 

Married/Partner (Ref.) 40% 37% 51%  
   Divorced 36% 37% 35%  
   Never Married 24% 26% 14%  

     
*Measured with Kessler 6-item scale. 
+National Survey of American Life only has valid psychological distress responses for Blacks.  

    Note: Percentages are noted for dummy variables.  
 

Overall, 14 percent of the NSAL sample has at least one parent with a college 

degree, but those figures differ by race; 23 percent of white respondents compared to 12 

percent for black respondents have at least one parent with a college degree. There are 
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similar racial differences in childhood socioeconomic status in the ACL. 12 and 5 percent 

of white and black respondents respectively report having at least one parent with a 

college degree.  

Table 5: Sample Characteristics. American Changing Loves Study (Wave 1) 
     

 Full Sample Black White Range 
 

N (Age 25 and up) 
 

2,431 
 

 
626 

 
1,655 

 

 
Self-Rated Health 
 

 
3.48 

 
3.33 

 
3.56 

 
1- 5 

Psychological Distress* 
 

4.75 5.63 4.26 0-21 

Childhood SES (Parent BA) 
 

10% 5% 12%  

Adult SES (BA) 
 

Economic Instability 
 
South 
 
Sex (Female = 1) 

14% 
 

27% 
 

40% 
 

62% 

8% 
 

39% 
 

55% 
 

66% 

17% 
 

20% 
 

32% 
 

61% 
 

 
 
 

Age 
 

53.66 52.60 54.61 25-98 

Household Size 
 
Employment Status  

2.62 2.83 2.47 1-12 

   Employed (Ref.) 52% 51% 62%  
   Unemployed  4%   6%   3%  
   Not in Labor Force 

 
Marital Status 

44% 23% 45% 
 

 

Married/Partner (Ref.) 55% 39% 62%  
   Divorced 34% 44% 30%  
   Never Married 11% 17%   8%  

     
    *Measured with CES-D 11 depressive symptoms scale 
         Note: Percentages are noted for dummy variables 
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There are similar descriptive differences in adult socioeconomic status. In the 

NSAL 17 percent of the overall sample reports having a college degree. However, among 

blacks that figure is 15 percent compared to 27 percent for white respondents. In the 

ACL, 17 and 8 percent of white and black respondents respectively have a college 

degree. The adult economic stability measure shows some descriptive race differences as 

well. Relative to the NSAL, the gap between black and white respondents is larger in the 

ACL where black respondents (39 percent) report experiencing adult economic instability 

more than their white peers (20 percent). This may be due to differences in the economic 

instability measure across datasets, but, as I will discuss below in the regression results, 

this measure appears to operate similarly across datasets in the multivariate models.  

In terms of the demographic predictors, females comprise similar proportions of 

the NSAL (63 percent) and the ACL (62 percent). In both datasets, whites are on average 

older than black participants. While the means for being employed are similar between 

races, the reported unemployed figures differ by race; 9 and 5 percent of blacks and 

whites respectively report being unemployed in NSAL. In the ACL, 6 and 3 percent of 

white and black respondents correspondingly are unemployed. Marital status categories 

also vary by race across datasets. For the NSAL 37 percent of black respondents report 

being married or having a partner compared to 51 percent for whites. The overall ACL 

sample has higher proportion of married respondents relative to the NSAL, but the black 

percentage is similar to the ACL.  

3.4.2 Self-Rated Health Multivariate Models 
I estimate models for self-rated health using ordered logit models. First, I discuss 

the regression results for models stratified by race that are shown in Table 6. There are 
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two models for each racialized group. The first model includes childhood socioeconomic 

status and all the demographic predictors. The second model adds the adult 

socioeconomic status and adult economic instability variables. All of the self-rated health 

models are based on the NSAL.  

Table 6: Self-Rated Health. Black and White Respondents. NSAL (20013-2003) 
 Whites Blacks  
VARIABLES Model 1 Model 2 Model 1  Model 2  
       
Childhood SES 0.227 0.0336 0.341**  0.239*  
 (0.166) (0.178) 

 
(0.119)  (0.121) 

 
 

Adult SES  0.420*   0.314**  
  (0.168) 

 
  (0.101) 

 
 

Experienced Economic Problems  -0.843***   -0.498***  
  (0.164) 

 
  (0.0790) 

 
 

Demographic Predictors       
South -0.125 -0.111 0.144  0.151  
 (0.156) (0.156) 

 
(0.0768)  (0.0771) 

 
 

Sex (Female) 0.175 0.201 -0.134  -0.127  
 (0.143) (0.144) 

 
(0.0792)  (0.0797) 

 
 

Age 0.00275 -0.00500 -0.0128***  -0.0168***  
 (0.00586) (0.00615) 

 
(0.00356)  (0.00361) 

 
 

Household Size -0.0353 0.00991 -0.000307  0.0328  
 (0.0676) (0.0685) 

 
(0.0283)  (0.0288) 

 
 

Ref. Employed       
Unemployed -1.096** -0.774* -0.462***  -0.347*  
 (0.346) (0.362) 

 
(0.134)  (0.135) 

 
 

Not in Labor Force -1.049*** -0.967*** -1.213***  -1.159***  
 (0.188) (0.189) 

 
(0.109)  (0.110) 

 
 

Ref. Married/Partner       
Divorced -0.455* -0.292 -0.141  -0.0258  
 (0.182) (0.184) 

 
(0.0939)  (0.0954) 

 
 

Never Married -0.212 -0.217 -0.0762  0.00911  
 (0.233) (0.234) (0.102)  (0.103)  
       
Observations 720 720 2,484  2,484  

                 Standard errors in parentheses                               *** p<0.001, ** p<0.01, * p<0.05
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 For whites, childhood socioeconomic status is not significantly associated with 

adult self-rated health in either Models 1 or 2. In Model 2.  Adult socioeconomic status 

and adult economic instability are both significantly associated with adult self-rated 

health. White middle-class adults have higher self-rated health relative to their working-

class peers. White respondents who have experienced economic instability in the past 

year have lower self-rated health relative to those who have not. Employed respondents 

report higher self-rated health relative to those who are unemployed and those not in the 

labor force.  

 The multivariate models for blacks suggest that childhood socioeconomic status is 

significantly associated with adult self-rated health. In Model 1, childhood middle-class 

position is significantly associated with higher adult self-rated health. This positive 

association remains even when adult socioeconomic status and adult economic instability 

are added in Model 2.  These results suggest that while adult socioeconomic status and 

economic instability significantly impact adult health, these variables do not completely 

mediate the association between childhood socioeconomic status and adult health for 

blacks. Similar to whites, employed blacks have higher adult self-rated health relative to 

unemployed and those not in the work force.  

 Next, I discuss ordered logit models that are stratified by race/gender (See Table 

7). First, I focus on the results for white men, white women, and black men since the 

patterns are fairly similar for the main variables of interest. For these three groups, 

childhood socioeconomic status is not significantly associated with adult health in either 
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Models 1 or 2. Adult socioeconomic status is only significant for white men. Economic 

instability is negatively associated with adult self-rated health for these three groups.  

 Childhood socioeconomic status seems to operate differently for black women. In 

Model 1, childhood middle-class status is significantly associated with adult self-rated 

health. The association is positive suggesting that middle-class childhood position is 

associated with higher self-rated health for black women. After including adult 

socioeconomic status and adult economic stability, childhood socioeconomic status 

remains significant for black women suggesting that the association between childhood 

middle-class position and adult self-rated health is not completely explained by adult 

socioeconomic status or economic instability (in the past year). South region is also 

positively associated with self-rated health for black women. Similar to all other 

race/gender groups, those not in the labor force have worse self-rated health relative to 

those that are unemployed.  
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Table 7: Self-Rated Health. Black and White Respondents. National Survey of American Life. Wave 1 
 White Men White Women Black Men Black Women 
VARIABLES Model 1 Model 2 Model 1 Model 2 Model 1 Model 2 Model 1  Model 2 
Childhood SES 0.340 0.162 0.146 -0.106 0.0438 -0.0213 0.488**  0.354* 
 (0.250) (0.258) 

 
(0.222) (0.250) 

 
(0.196) (0.198) 

 
(0.151)  (0.156) 

 
Adult SES  0.481*  0.459  0.252   0.339** 
  (0.241) 

 
 (0.240) 

 
 (0.171) 

 
  (0.126) 

 
Economic Instability  -0.737**  -0.901***  -0.606***   -0.456*** 
  (0.259)  (0.216)  (0.139)   (0.0964) 
Demographic Predictors          
South -0.0108 -0.0456 -0.159 -0.105 0.0106 0.0162 0.211*  0.221* 
 (0.253) (0.254) 

 
(0.200) (0.202) 

 
(0.130) (0.130) 

 
(0.0957)  (0.0962) 

 
Age -0.00299 -0.00922 0.00740 -0.00185 -0.0158* -0.0197** -0.0111*  -0.0151*** 
 (0.00935) (0.00963) 

 
(0.00772) (0.00823) 

 
(0.00620) (0.00631) 

 
(0.00440)  (0.00447) 

 
Household Size -0.0404 0.0119 -0.0413 -0.00267 -0.0646 -0.0563 0.0228  0.0631 
 (0.107) (0.108) (0.0889) (0.0902) (0.0532) (0.0536) (0.0339)  (0.0347) 

 
 

Ref. Employed          
Unemployed -0.913 -0.479 -1.312** -1.117* -0.751** -0.548* -0.372*  -0.282 
 (0.558) (0.585) 

 
(0.450) (0.468) 

 
(0.264) (0.267) 

 
(0.155)  (0.157) 

 
Not in Labor Force -1.280*** -1.163*** -0.963*** -0.894*** -1.358*** -1.303*** -1.164***  -1.114*** 
 (0.318) (0.318) (0.238) (0.242) (0.205) (0.206) (0.130)  (0.131) 
Ref. Married/Partner       -0.0775  0.0528 
Divorced -0.424 -0.335 -0.530* -0.321 -0.311 -0.231 (0.116)  (0.118) 

 
 (0.317) (0.316) 

 
(0.226) (0.233) 

 
(0.164) (0.166) 

 
-0.0314  0.0688 

Never Married -0.0227 -0.0103 -0.433 -0.482 -0.165 -0.131 (0.125)  (0.126) 
 (0.360) (0.357) (0.314) (0.317) (0.182) (0.183)    
Observations 307 307 413 413 874 874 1,610  1,610 
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3.4.3 Psychological Distress Multivariate Models  
I estimate negative binomial models for psychological distress using the same 

model strategy described above for self-rated health. I will discuss the multivariate model 

results for all blacks (NSAL) first (See Table 8).  

Table 8: Psychological Distress. Black Respondents. NSAL (2001-2003) 
 All Blacks Black Men Black Women  
VARIABLES Model 1 Model 2 Model 1 Model 2 Model 1  Model 2  
         
Childhood SES -0.203* -0.138 -0.0610 0.00297 -0.295**  -0.231*  
 (0.0857) (0.0847) 

 
(0.146) (0.144) 

 
(0.106)  (0.106) 

 
 

Adult SES  -0.290***  -0.290*   -0.285***  
  (0.0707) 

 
 (0.126) 

 
  (0.0864) 

 
 

Experienced Economic 
Problems 

 0.569***  0.506***   0.612***  

  (0.0516)  (0.0951)   (0.0615)  
Demographic Predictors 
 

        

South -0.0327 -0.0367 0.00824 0.000515 -0.0591  -0.0630  
 (0.0534) (0.0519) 

 
(0.0934) (0.0924) 

 
(0.0651)  (0.0627) 

 
 

Sex (Female) 0.0670 0.0229 ----- ----- -----  -----  
 (0.0552) (0.0538) 

 
  (0.0792)  (0.0797) 

 
 

Age -0.02*** -0.01*** -0.012** -0.0089* -0.01***  -0.013***  
 (0.00248) (0.00240) 

 
(0.00453) (0.00443) 

 
(0.00297)  (0.00287) 

 
 

Household Size 0.0417* 0.0114 0.0552 0.0522 0.0360  -0.0101  
 (0.0195) (0.0191) 

 
(0.0364) (0.0355) 

 
(0.0233)  (0.0230) 

 
 

Ref. Employed         
Unemployed 0.563*** 0.456*** 0.606*** 0.441* 0.550***  0.470***  
 (0.0896) (0.0874) 

 
(0.182) (0.179) 

 
(0.102)  (0.0993) 

 
 

Not in Labor Force 0.517*** 0.436*** 0.517*** 0.441*** 0.517***  0.439***  
 (0.0707) (0.0690) 

 
(0.136) (0.133) 

 
(0.0827)  (0.0806) 

 
 

Ref. Married/Partner         
Divorced 0.0797 -0.00527 0.173 0.117 0.0291  -0.0725  
 (0.0647) (0.0633) 

 
(0.115) (0.112) 

 
(0.0789)  (0.0772) 

 
 

Never Married 0.0853 0.0146 0.149 0.137 0.0405  -0.0561  
 (0.0699) (0.0680) 

 
(0.129) (0.126) 

 
(0.0838)  (0.0812) 

 
 

         
Observations 2,484 2,484 874 874 1,610  1,610  
Standard errors in parentheses.    *** p<0.001, ** p<0.01, * p<0.05 
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 For black respondents overall, childhood socioeconomic status is significantly 

associated with psychological distress (See Model 1). Middle-class childhood position is 

associated with lower psychological distress scores. However, this relationship becomes 

non-significant when adult socioeconomic status and economic instability are added in 

Model 2. This suggests that association between childhood socioeconomic status and 

adult psychological distress is mediated by adult socioeconomic factors.  

 The models stratified by race/gender in Table 8 are consistent with the findings 

for self-rated health. For black men, childhood socioeconomic status is not significantly 

associated with psychological distress. However, adult socioeconomic status and 

economic instability are significantly associated with psychological distress. Further, the 

associations are in the expected direction: negative for adult socioeconomic status and 

positive for adult economic instability.  

 Psychological distress models for black women indicate that childhood 

socioeconomic status operates similarly across health dimensions. Middle-class 

childhood socioeconomic status is a protective factor; black women who had a middle-

class childhood, on average, have fewer distress symptoms relative to their working-class 

counterparts. This relationship remains significant with the inclusion of adult 

socioeconomic status and economic instability in Model 2 (See Table 8). For both black 

men and black women, age and employment status are both significantly associated with 

psychological distress. Age is negatively associated with psychological distress 

suggesting that older black respondents average less psychological distress. Employed 
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black respondents also have lower psychological distress scores relative to the other two 

employment status categories.   

 Since there are no Kessler-6 psychological distress scores for white respondents 

in the NSAL, I use the ACL for the white psychological distress models (See Table 9). In 

the ACL, I use depressive symptoms as the psychological distress measure. I also present 

black regression estimates for comparison purposes. I do not estimate models stratified 

by race/gender for the ACL as there is not a sufficient number of both adult and 

childhood middle-class blacks for such analyses. Therefore, the results for blacks should 

be interpreted with caution. Although the ACL results are consistent with the general 

pattern, the NSAL results for blacks provide more confidence due to the larger number of 

blacks.  

 For white respondents, the psychological distress patterns are similar to self-rated 

health. Again, I find that childhood socioeconomic status is not significantly associated 

with adult health in either model. Adult socioeconomic status though is significantly 

associated with adult psychological distress; middle-class white respondents have fewer 

psychological distress symptoms relative to their working-class counterparts. Adult 

economic instability is also associated with higher psychological distress scores among 

whites. White women also report more psychological distress relative to white men.  
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Table 9: Psychological Distress. White and Black Respondents. ACL Wave 1 
 Whites Blacks  
VARIABLES Model 1 Model 2 Model 1  Model 2  
       
Childhood SES -0.0695 0.00873 -0.335*  -0.326*  
 (0.0730) (0.0749) 

 
(0.151)  (0.150) 

 
 

Adult SES  -0.203**   -0.0144  
  (0.0618) 

 
  (0.106) 

 
 

Experienced Economic Problems  0.393***   0.402***  
  (0.0558) 

 
  (0.0653) 

 
 

Demographic Predictors       
South -0.0238 -0.0193 0.0559  0.0569  
 (0.0500) (0.0492) 

 
(0.0656)  (0.0636) 

 
 

Sex (Female) 0.108* 0.0995* 0.113  0.137  
 (0.0494) (0.0490) 

 
(0.0744)  (0.0726) 

 
 

Age -0.00944*** -0.00725*** -0.0112***  -0.0109***  
 (0.00191) (0.00191) 

 
(0.00266)  (0.00258) 

 
 

Household Size -0.0120 -0.0237 0.00682  -0.0160  
 (0.0220) (0.0217) 

 
(0.0228)  (0.0224) 

 
 

Ref. Employed       
Unemployed 0.497*** 0.390** 0.286*  0.255*  
 (0.122) (0.121) 

 
(0.133)  (0.129) 

 
 

Not in Labor Force 0.238*** 0.193** 0.159  0.101  
 (0.0598) (0.0593) 

 
(0.0815)  (0.0801) 

 
 

Ref. Married/Partner       
Divorced 0.326*** 0.253*** 0.266***  0.180*  
 (0.0574) (0.0572) 

 
(0.0783)  (0.0770) 

 
 

Never Married 0.209* 0.182* 0.289**  0.186  
 (0.0896) (0.0880) 

 
(0.103)  (0.101) 

 
 

       
Observations 1,661 1,661 628  628  

         Standard errors in parentheses          *** p<0.001, ** p<0.01, * p<0.05 
 
 

 Childhood socioeconomic status is significant for black respondents in the ACL. 

In both Models 1 and 2, middle-class childhood position is associated with less 

psychological distress. In the ACL, adult socioeconomic status is not significant, but 
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experiencing adult socioeconomic instability is associated with more psychological 

distress among blacks. For both black and white respondents, employed respondents have 

less psychological distress relative to the unemployed. For white respondents, employed 

respondents also fare better relative to those not in the labor force. Married individuals, 

on average, have less psychological distress relative to divorced for both racialized 

groups. White married respondents are also significantly different from those who are 

never married.  

 My results suggest no support for hypothesis 1. I expected to find that childhood 

socioeconomic status would be associated with adult health for whites, but that the 

relationship would be fully mediated by adult socioeconomic status. I find that childhood 

socioeconomic status is not associated with either adult self-rated health or psychological 

distress. Adult socioeconomic status is mostly associated with the two health dimensions 

I analyze. The only exception is that for white women, adult socioeconomic status is not 

associated with self-rated health. Nevertheless, adult economic instability is consistently 

associated with worse self-rated health among whites.  

 There is partial support for hypothesis 2a. Net of adult socioeconomic status and 

adult economic instability, black childhood socioeconomic status is significantly 

associated with both health outcomes in every model except for NSAL psychological 

distress (See Table 5). In most models for all blacks, it does not appear that adult 

socioeconomic status fully explains the association between childhood socioeconomic 

status and adult health.  

 In hypothesis 2b, I posited that the association between childhood socioeconomic 

status and adult health would be the strongest for black women because of their 
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overlapping identities and simultaneous disadvantage in multiple social hierarchies. The 

results suggest support for this hypothesis. In all models, childhood socioeconomic status 

remains significant even after the inclusion of adult socioeconomic status and adult 

economic instability. In the models stratified by race and gender, black women are the 

only group for whom childhood socioeconomic status is associated with adult health net 

of adult socioeconomic measures.  

3.5 Discussion 
My objective in the current study was to examine whether the association of 

childhood socioeconomic status and adult health outcomes vary significantly by race and 

race/gender. The findings support what other intersectional scholars find: that the pattern 

of health among minority women suggests that their intersecting identities produce 

significantly different results than those for black men and white men and women 

(Richardson and Brown 2016). My analyses suggest that the intersectional approach is of 

value for those interested in the long arm of childhood. Previous studies report that, net of 

adult socioeconomic status, childhood conditions may be particularly salient for females 

on various health outcomes (Liu and Umberson 2015; Hamil-Luker and O’Rand 2007). 

While some studies do discuss that these processes may work differently for groups who 

occupy different social locations (See Liu and Umberson 2015), most explicitly discuss 

gender differences. My findings emphasize that there may be significant intragroup 

variability for women depending on their position in other stratification systems. That is, 

occupying simultaneous identities as black women and not simply black and women is an 

important consideration for multiple social phenomena including long-term health.  The 

findings for black women are significantly different from those for black men and white 
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women providing further evidence that the impact of overlapping identities is not simply 

additive (Collins 2000; Crenshaw 1991). Therefore, my research does not align with 

previous research that suggests some overall gender differences. This may be due to 

different health outcomes and different datasets, but future researchers should play close 

attention to intersectional concerns as they explore the relationship between childhood 

conditions and adult health. Hargrove and Brown (2015) took a first step in this direction, 

but their study focuses specifically on men.  

This study makes a contribution by applying intersectionality and studying how 

childhood advantage among disadvantaged groups is important for adult health. Most of 

the literature on the long arm of childhood focuses analytically on childhood trauma or 

disadvantage. While, it is important to understand how childhood disadvantage is 

associated with health over the life course, it is also worth exploring how relative 

socioeconomic childhood advantage influences adult health. This is a particularly 

important question for groups who are more likely to face added stress and disadvantage 

(Williams and Mohammed 2009). Hence, for disadvantaged groups, childhood middle-

class status may be protective above and beyond its association with adult socioeconomic 

status.  Here, I demonstrate that childhood socioeconomic position is especially important 

for marginalized groups, in this case black women. Therefore, this is suggestive evidence 

that early childhood advantage matters especially for those that are likely to face 

relatively more disadvantage and discrimination. Similar to other studies (see Read and 

Gorman 2006), my findings also suggest that this pattern holds across different 

dimensions and different samples. The regression estimates and patterns are similar for 

self-rated health and psychological distress. The latter variable was measured with two 
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different scales: Kessler-6 and CES-D 11 and the results show consistency across 

measures.   

My results do not provide significant support for the argument that the association 

between childhood socioeconomic status and adult health is almost fully explained by 

adult socioeconomic and health lifestyle factors (Bhatta et. 2018; Pavela 2017; Latham 

2014). I only find support for that line of research in the psychological distress models 

and only for all blacks (See Table 5). In this model, the association of early childhood is 

mediated by adult socioeconomic status factors including recent economic instability. 

However, my investigation also indicates that there is a residual association between 

childhood socioeconomic status and adult health for blacks and especially for black 

women even when accounting for adult socioeconomic factors.  

My analyses also support recent research that suggests that the relationship 

between childhood socioeconomic status and health is not limited to physical health (Lee 

2017; Wood et. al 2017; Tampubolon 2015). I find that childhood socioeconomic status 

is associated with self-rated health. The latter is predictive of a host of physical health 

indicators and mortality (Schnittker and Bacak 2014). The findings for psychological 

distress here, for blacks and black women in particular, suggest that this relationship is 

robust across health dimensions.  

 The current study provides evidence that childhood socioeconomic status may be 

important for disadvantaged groups -- in this case blacks and, in particular, black women. 

However, with the current data I am not able to determine the mechanisms through which 

childhood socioeconomic status is associated with adult health. One possible explanation 

for psychological distress is that childhood socioeconomic status is associated with 
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childhood mental health and some researchers have shown childhood well-being to be 

predictive of adult mental well-being (Vanhoutte and Nazroo 2016; Schaffer, Ferraro and 

Mustillo 2011). Others contend that childhood conditions impact personality which, in 

turn, is connected to adult health outcomes (Gale et. al 2013). For physical health, some 

have posited a biological programming model (Rogers 2003; Ravelli et. al 1976). 

Nonetheless, none of the above would explain why childhood socioeconomic status is not 

associated with adult health for whites.  

A limitation of the current study is the socioeconomic status measure I use 

education (college degree) only as the measure of social class because it is the only 

dimension of parental socioeconomic status that is available in these datasets. To 

maintain consistency across generations, I also use college degree as the adult 

socioeconomic status measure. Other socioeconomic measures such as income and 

especially wealth would have provided a more complete picture of the socioeconomic 

conditions in both childhood and adulthood. For an additional measure of adult economic 

resources, I added the economic instability measure to attempt to capture a 

socioeconomic dimension that is not captured by education. However, to further support 

the current study, future studies should investigate whether other socioeconomic status 

definitions yield similar findings.  

This study makes use of retrospective respondent data on parental education. 

Prospective data, especially longitudinal datasets that include both parents and children, 

would be useful. Few datasets have this type of design, but some studies indicate that 

recall of childhood socioeconomic status is remarkably valid (Krieger et. al 1998). 
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Therefore, it is likely that this retrospective measure is a reliable indicator of parental 

social class as measured by years of education.  

It would be beneficial for future prospective studies to focus on early childhood 

conditions and why their impact may differ by race and by race/gender. My findings 

suggest that childhood socioeconomic status may a protective factor for disadvantaged 

groups that, throughout life, are likely to face racial inequality that has been shown to 

affect their health. However, it is essential to understand why and how early conditions 

are protective for blacks and especially black women.  

Future researchers also need to focus on more robust measures of socioeconomic 

resources. Increasingly researchers and chiefly those concerned with studying the black 

middle-class are moving toward incorporating multiple dimensions of class (Marsh et. 

2008). However, there is no single black middle-class definition (see Thomas 2015). 

Some scholars use income (Lacy 2007; Patillo-McCoy 2000), others rely on education 

(Higginbotham 2009). Others have studied occupations as ways to understand blacks’ 

class position (Harvey-Wingfield 2013). Indeed, wealth might be the best measure of 

economic stability that is available for blacks considering it is the most poignant area of 

inequality between whites and blacks in the United States (Brown 2016; Hamilton et. al 

2015; Oliver and Shapiro 2006). 

 Even with the limitations discussed here, my findings underscore that the 

association between childhood socioeconomic status and adult health may vary by 

racialized group. Further, the results indicate that childhood socioeconomic status appears 

to be especially important for the health of black women. From a policy perspective, this 

brings attention to policies that focus on economic stability and education. These policies 
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have the potential to have long-term consequences especially for the groups most likely 

to experience disadvantage throughout the life course. My findings emphasize that adult 

health is not simply a function of adult socioeconomic attainment and therefore resources 

should be committed to ameliorating childhood socioeconomic conditions for 

marginalized race groups.  
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4. Conclusion 
Extensive research has shown that blacks, on average, have significantly worse 

health relative to whites (see Williams, Priest and Anderson 2016). Less research focuses 

on identifying protective mechanisms over time. I take some important steps toward 

filling this research gap.  I use a life course approach to examine whether racial identity 

and childhood middle-class status are protective mechanisms for black health with a 

particular analytical eye on the black middle-class. My work expands on the racism-

health and long arm of childhood literatures.  

4.1. Racial Identity Chapter Contributions 
 In chapter 2, I argue that racial identity is a protective mechanism over time in the 

relationship between racism and health. Using the stress process model, I contend that a 

strong racial identity would allow targets to externalize racism rather than internalize 

them as individual failings. A stronger racial identity is also connected to higher levels of 

social support and self-esteem, which in turn are associated with better health outcomes 

(Hughes et. al 2014). My results suggest that whether racial identity is a protective 

mechanism for changes in self-rated health depends on the frequency of racism 

respondents experience. Specifically, blacks who report a strong racial identity and low 

levels of racism tend to have less decline in self-rated health over time.  

My chapter 2 findings are consistent with Noh et. al (1999) findings that a strong 

racial identity may exacerbate the impact of racism on health. However, my findings 

differ in two regards: (1) their study focuses only on mental health and (2) does not 

examine levels of racism. First, in my study I did not find that racial identity had a main 
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or interaction effect for depressive symptoms. Second, Noh et. al (1999) focus on how 

racial identity leads to different coping strategies which in turn lead to worse mental 

health. I find that racial identity impacts changes in self-rated health when coupled with 

different racism levels. Therefore, my research partially supports previous findings that 

suggest racial identity can be a protective factor against the negative impact of racism 

(Hughes et. al 2013; Mossakowski 2003). My contribution here is the idea that racial 

identity may be a protective factor over time, but it may not be enough to combat the 

negative effects of persistent racism. Therefore, racism has negative implications for 

changes in self-rated health and it appears that racism coupled with a strong racial 

identity may be less than ideal. The main takeaway is that racial identity is not inherently 

negative and solutions should not be designed to de-emphasize racial identity. 

Another contribution of the racial identity study is that I find, among blacks, 

middle-class status is not consistently associated with better health outcomes. 

Fundamental cause theory suggests that socioeconomic status is fundamental cause of 

health and health disparities (Phelan, Link and Tehranifar 2010; Link and Phelan 1995). 

One of the main tenets of fundamental cause theory is that it applies across health 

dimensions. In contrast, I find that middle-class status (relative to working-class status) is 

only significantly associated with changes in depressive symptoms. This relationship is in 

the direction that fundamental cause theory would predict. Self-rated health is a reliable 

predictor of mortality and other health outcomes (Schnittker and Bacak 2014). Hence, the 

absence of a significant relationship aligns with previous research on the unequal returns 

of socioeconomic status to health. Further, my self-rated health findings suggest support 
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for the idea that socioeconomic status may not be a fundamental cause of black health 

(see Turner, Brown and Hale 2017).  

4.2 Long Arm of Childhood Chapter Contributions 
In chapter 3, I analyze whether the association between childhood socioeconomic 

status and adult health differs for whites and blacks in the United States. My argument is 

that relative socioeconomic advantage in childhood is especially important for 

disadvantaged race and race/gender groups because they are more likely to face racism 

throughout the life course. Therefore, childhood middle-class status may act as protective 

factor for adult health net of adult socioeconomic status. Using an intersectional 

approach, I also argue that this association is strongest for black women who due to their 

simultaneous disadvantage in the racialized and patriarchal social systems, benefit the 

most from relative childhood socioeconomic advantage. My findings suggest several key 

insights for the long arm of childhood literature. First, my findings suggest support for 

my contention that childhood socioeconomic status is directly associated with adult 

health for blacks. Almost all of the models stratified by race indicate support for a 

residual association between childhood socioeconomic status and health (net of adult 

socioeconomic factors) for blacks, but not for whites.   

Second, my results suggest that population health scholars would benefit from an 

intersectional approach. Similar to other scholars (Richardson and Brown 2016; Read and 

Gorman 2006), I find that health patterns are significantly different for black women. In 

the models stratified by race/gender, only black women retain a significant association 

between childhood socioeconomic status and both health outcomes. Previous studies 

indicate that childhood socioeconomic conditions may be particularly important for 
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women (Liu and Umberson 2015; Hamil-Luker and O’Rand 2007). My contribution is to 

demonstrate that this association may vary depending on other simultaneous social 

locations. My study also makes a contribution by focusing on childhood advantage 

among disadvantaged groups. Most long arm of childhood studies analytically focus on 

experiences of trauma and deprivation. I find that relative childhood advantage may be 

especially important for groups who are disadvantaged throughout the life course. 

Consequently, childhood socioeconomic interventions may be of significant value for 

blacks and black women in particular. Third, contrary to previous findings, I do not find 

that childhood socioeconomic status is associated with either health outcome for whites. I 

expected to find that childhood socioeconomic status would be indirectly associated with 

adult health through adult socioeconomic status for whites.  

4.3 Dissertation Limitations 
A limitation of the current project is the socioeconomic measure that I use in both 

chapters. I only use education as the measure of middle-class in both chapters. This is not 

ideal, but I chose this strategy for different reasons in each study. In the ACL, I use 

education because using multiple indicators of socioeconomic status would have 

significantly reduced the number of middle-class blacks and jeopardized the feasibility of 

the analyses. Education is the only parent measure of socioeconomic status that is 

available in the NSAL. Therefore, to consistently measure both childhood and adult 

socioeconomic status, I use education as the measure of social class. One of the concerns 

here is that education is only one social class dimension and may miss key information 

about economic stability. I attempt to address this by including a measure of economic 

instability in chapter 3, but in future work I plan to incorporate multiple dimensions of 
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social class and analyze whether other dimensions produce similar results. It would be 

beneficial to measure wealth as it remains the most glaring area of economic inequality 

between whites and blacks in the United States (see Brown 2016; Hamilton et. al 2015).  

The racial identity measure also relies on a single dimension: closeness to racial 

group. While previous studies also use single dimension measures (i.e. positive group 

evaluation, closeness, etc.), it would be beneficial to use multiple dimensions of racial 

identity and explore which dimensions are most protective of health over time.  

My current investigations center on black middle-class health and explore which 

factors may be protective over time. However, my current projects have led to other 

research questions regarding how and why certain mechanisms may be protective for 

long-term black health. These questions I believe are, at least in part, better answered 

through in-depth interviews with black middle-class and working-class members. I am 

interested in understanding the experiences of middle-class blacks living in areas that 

have higher proportions of affluent blacks relative to middle-class blacks in other areas to 

examine whether and how their experiences vary. I also plan to further examine how and 

why childhood middle-class status contributes to better health among blacks and 

especially black women. This qualitative project will use a comparative approach, 

contrasting the experiences of middle-class blacks with their working-class peers. One of 

the main goals of this project will be to examine whether blacks from different 

socioeconomic status groups experience or understand racism differently. The current 

literature suggests that middle-class blacks are much more likely to report experiencing 

unfair treatment due to their race, but we know little about what would explain class 

differences in perceived racism.  My future quantitative projects will explore how 
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trajectories of psychosocial factors such as racial identity and social support are related to 

health trajectories. Much of the current research assumes that some of these factors are 

static over time, but I plan to investigate how changes in psychosocial resources affect 

black health trajectories.  

Even with the limitations I discuss in the chapters, the current project expands our 

understanding of how these two potential protective mechanisms work to protect black 

health over time. It will be essential to further understand how and why psychosocial and 

socioeconomic resources are protective for the black middle-class.  
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Appendix A: Center for Epidemiological Studies Depression 
(CES-D) 11-item Scale 
 
 
 

The CES-D 11 item scale has three possible valid responses: 

 

Never or Hardly Ever 

Some of the time  

Most of the time 

 

The 11 questions ask the respondent “how often during the past week”: 

Felt depressed 

Felt everything was an effort 

Sleep was restless 

Was happy (reverse-coded) 

Felt lonely 

Felt people were unfriendly 

Enjoyed life (reverse-coded) 

Did not feel like eating 

Felt sad 

Felt that people disliked me 

Could not get going 
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