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Abstract The purpose of this study was to better un-
derstand residential segregation and child/youth health
by examining the relationship between a measure of
Black-White residential segregation, the index of dis-
similarity, and a suite of child and youth health measures
in 235 U.S. metropolitan statistical areas (MSAs).
MSAs are urban areas with a population of 50,000 or
more and adjacent communities that share a high degree
of economic and social integration. MSAs are defined
by the Office of Management and Budget. Health-
related measures included child mortality (CDC WON-
DER), teen births (NCHS natality data), children in
poverty (SAIPE program), and disconnected youth
(Measure of America). Simple linear regression and
two-level hierarchical linear regression models, control-
ling for income, total population, % Black, and census
region, examined the association between segregation
and Black health, White health, and Black-White dis-
parities in health. As segregation increased, Black chil-
dren and youth had worse health across all four mea-
sures, regardless of MSA total and Black population

size.White children and youth in small MSAswith large
Black populations had worse levels of disconnected
youth and teen births with increasing segregation, but
no associations were found forWhite children and youth
in other MSAs. Segregation worsened Black-White
health disparities across all four measures, regardless
of MSA total and Black population size. Segregation
adversely affects the health of Black children in all
MSAs and White children in smaller MSAs with large
Black populations, and these effects are seen in mea-
sures that span all of childhood. Residential segregation
may be an important target to consider in efforts to
improve neighborhood conditions that influence the
health of families and children.
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Introduction

The existence of racial and ethnic disparities in health
outcomes, particularly in Black populations compared
to other racial groups, has been widely documented. For
example, compared to other racial/ethnic groups, Blacks
have higher rates of infant mortality and preterm birth
[1, 2]; they also have worse rates of cancer survival [3],
lower life expectancy [2], lower rates of immunization,
and higher rates of obesity and death from homicide [4].
Many factors have been implicated in these disparities
including socioeconomic status, neighborhood poverty
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rate, institutional racism and discrimination, and differ-
ential access to new healthcare technologies. Recently,
the effects of residential segregation have been postulat-
ed as an important community-level influence on health
outcomes, and on the differences in outcomes among
population groups [5, 6]. Segregation, considered a
spatial manifestation of institutional discrimination,
can be defined as the degree to which two or more
groups live separately from one another in a geographic
area [7]. Though segregation in US cities is not new or
specific to any one racial/ethnic group, the history of
Black-White residential segregation is unique. An un-
derstanding of the history of racist practices largely
promulgated by Whites helps illuminate why Black-
White residential segregation is an important measure
of a historical process that has favored Whites and
disadvantaged Blacks [8]. As articulated by Cutler
et al. [8], in the early to mid-twentieth century, collective
action racism helped construct and maintain segregated
urban areas through laws (e.g., racial zoning), racially
restrictive covenants (contracts that prohibited the sale
or lease of property to Blacks), and planned overt acts of
intimidation. Racial zoning and restrictive covenants
were eventually outlawed, and a subtler decentralized
racism took its place where Whites with the means and
opportunities moved away from segregated urban areas
to well-resourced neighborhoods.

Segregation can negatively impact health outcomes
by exposing residents to lower housing quality [9, 10],
concentrated poverty, and reduced access to economic
and educational opportunities [9–12]. Patterns of segre-
gation among Blacks in the U.S. remain the highest of
all racial/ethnic groups, are more pronounced than eco-
nomic segregation [13] and historically are less likely to
be self-imposed than segregation that occurs among
other racial/ethnic groups. For these reasons, the rela-
tionship of Black-White residential segregation to health
must be better characterized to increase our understand-
ing of the determinants of health disparities. So far,
much of the research in this area has focused on infant
or adult mortality. High levels of residential segregation
appear to be related to worse outcomes for Black infants
[14–16] and Black adults [17–20]. More recently, re-
search inquiry has broadened to consider segregation’s
effects on pregnancy. Here, again, segregation was usu-
ally associated with worse outcomes for Blacks [21–24].
There is some evidence, however, that segregation has
no effect on or can be beneficial for Black health.
[25–28] These discrepancies may be due to different

measures of segregation, choice of geographic area in
which segregation was measured and differences in
consideration of covariates in the analysis.

Despite considerable research devoted to the effects of
segregation on infant and adult health, there is a dearth of
research describing the relationship between segregation
and the health of children and youth, as well as potential
disparities between Blacks and Whites for these age
groups. It is well documented that early childhood expe-
riences are important for healthy development, and that
childhood health is important for adult socioeconomic
achievement and health [29, 30]. Therefore, the purpose
of this study was to examine the relationship between
measures of Black-White residential segregation and a
suite of child and youth health measures in U.S. metro-
politan statistical areas (MSAs). We explored relation-
ships between segregation and Black-White health dis-
parities and differential associations by race. Our health
measures included child mortality, teen births, child pov-
erty, and disconnected youth, all important measures of
child/youth health. Children born to teen mothers are
more likely to be inactive, less likely to have high edu-
cational attainment and more likely to be poor [31].
Children in poverty have inadequate access to healthcare
and have higher rates of hospital admissions and disabil-
ity days [32]. Disconnected youth, like child poverty, is a
proxy for the opportunities available to youth and young
adults [33]. Disconnected youth are at an increased risk of
violent behavior, smoking, alcohol consumption, and
marijuana use and may have emotional deficits and less
cognitive and academic skill, than their peers who are
working and/or in school [34–37]. Elucidating whether
residential segregation independently affects child or
youth health may lend support to further research explor-
ing how segregation specifically leads to adverse health
outcomes and increase interest in interventions designed
to reduce segregation and increase access to healthy
neighborhoods in formative early life stages.

Materials and Methods

MSAs, as defined by the Office of Management and
Budget, are areas comprised of at least one urban area
with a population of 50,000 or more and adjacent com-
munities that share a high degree of economic and social
integration [38]. This level of geography was chosen
because it is well suited to reflect the housing and labor
markets that are responsible for creating patterns of
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segregation [39]; they also minimize selection bias, as
forces operating to sort people into neighborhoods are
weaker between metropolitan areas as opposed to within
metropolitan areas [39]. Among the nation’s 382 MSAs,
11 are large enough to be further subdivided into 31
metropolitan divisions. To account for the size and varia-
tion in population and demographic characteristics of
these large MSAs, metropolitan divisions were analyzed
as if they were MSAs, resulting in a study sample of 402
MSAs.

The independent variable, MSA Black-White residen-
tial segregation, was operationally defined using the in-
dex of dissimilarity (D). D measures the evenness with
which Blacks and Whites are distributed across the cen-
sus tracts that make upMSAs. In the current study,D can
be thought of as the percentage of the population that
would have to move so that each census tract would have
the same proportion of Black and White residents as the
MSA overall. The index has a range from 0 to 1, with 1
reflecting complete segregation and 0 representing com-
plete integration. While other measures of residential
segregation were considered, D was chosen for several
reasons, including precedent in the literature set [14–18,
20], to facilitate comparison to previous studies, and the
ability to control for demographic covariates without
affecting the integrity of the measure. These data were
calculated at the census tract level using 2011–2015 data
from the U.S. Census, American Community Survey and
aggregated up to the MSA level.

Child heath was approximated with the following four
health-related measures: child mortality, teen births, chil-
dren in poverty, and disconnected youth. Child mortality
data, the all-cause mortality per 100,000 population for
those under age 18, were obtained from CDCWONDER
for years 2011–2015. Four hundred and two individual
queries were run, summing the deaths and population for
each MSA’s constituent counties to obtain an age- and
race-specific mortality rate estimate at the MSA level.
Teen birth data at the MSA level were obtained through
a custom calculation of individual level NCHS natality
data by diversitydatakids.org. Teen births are defined as
the percent of live births from 2011 to 2013 to mothers
under age 20 from the demographic group of interest.
Children in poverty is the percentage of children under
age 18 living in poverty, calculated from data provided by
the Small Area Income and Poverty Estimates (SAIPE)
program for years 2011–2015. Poverty levels are defined
each year by the federal Department of Health and Hu-
man Services using a set of income thresholds that vary

by family size and composition. If a family’s income is
less than their calculated threshold, then every individual
in that family is considered in poverty. SAIPE provided
the number of children in poverty at the county level,
which was combined with county level total child popu-
lation obtained from 2015 Census Population Estimates
and aggregated up to the MSA level. Disconnected youth
are defined as the percentage of teens and young adults
ages 16–24 who are neither working nor in school. This
measure is a Measure of America calculation of 2012–
2015 U.S. Census, American Community Survey data at
the Public UseMicrodata Area level, aggregated up to the
MSA level. All data were obtained by race for non-
Hispanic White and Black children, except for children
in poverty, where the data for Black children include those
with Hispanic ethnicity. The disparity between Black and
White child or youth health was calculated as the differ-
ence between Black and White health outcome values.

SeveralMSA level covariates were used in our model
including: MSA median income, MSA total population,
percent of MSA population that is Black, and MSA
census region. Median income data at the county level
for 2015 was provided by the Census Bureau’s SAIPE
program. MSA level median income was calculated by
population weighting the median incomes for each
MSA’s constituent counties. MSA total population and
proportion of MSA population that is Black were ob-
tained from Census Population Estimates. MSAs were
assigned to census regions, as defined by the U.S. Cen-
sus Bureau, with those MSAs spanning multiple regions
being assigned to the census region in which the major-
ity of their population resided.

Analysis

To ensure our segregation measure had adequate reli-
ability, we limited our sample to those MSAs with at
least 10,000 Black residents. We also excluded MSAs
with missing data for any relevant measures, which
brought our analytic sample to 235 MSAs. Data were
analyzed for normality, and MSA total population and
MSA median income required log transformation. De-
scriptive statistics were calculated for our analytic sam-
ple and are presented as median (interquartile range).
Three sets of OLS regression and two-level hierarchical
linear regression were used to examine the association
between Black-White residential segregation and White
health, Black health, and the Black-White health
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disparity. Model 1, the base model, regressed the four
health measures on residential segregation without ad-
justment for potential confounders. Model 2, the full
model, was a hierarchical linear regression model that
allowed for a random intercept by census region and
includedMSA total population and the proportion of the
population that is Black as level one confounders. So-
cioeconomic factors, such as income, education, and
employment, were postulated to serve as mediators,
rather than confounders, to the relationship between
residential segregation and health; thus, we did not want
to control away the effect of segregation by including
such factors in the full model. Therefore, model 3,
included as a supplement, explores adding MSA level
median household income to model 2 to investigate and
provide evidence to support this assumption. Effect
modification by MSA total population size and Black
population size were hypothesized and found to affect
the association between segregation and White child
health, so models were stratified by these variables
using the MSA median population (490,888 residents)
and percentage of Black residents (12.97%). All analy-
ses were done using SAS 9.4 (Cary, NC).

Results

To better understand the characteristics of theMSAs and
the health of the population within them, descriptive
statistics were calculated (Table 1). Among the MSAs
included in our sample, residential segregation, as mea-
sured by D, had a median value of 0.53, with an inter-
quartile range of 0.45–0.60. The largest proportion of
MSAs were in the South census region (52%). This was
also true of the largeMSA (40%) and small MSA (64%)
subgroups. Large MSAs appeared to have a higher
median income, a smaller median proportion of Black
residents and be more evenly spread throughout census
regions. Examples of D for MSAs in our analysis in-
clude highly segregated MSAs like Milwaukee-
Waukesha-West Allis, WI (0.81) and Muskegon, MI
(0.75) to much less segregated MSAs like Las Vegas-
Henderson-Paradise, NV (0.34) and Hinesville, GA
(0.24). Across all MSA population size categories,
values for health measures appear to be much worse
for Black children than White children, with many
outcomes being at least twice as bad. Additionally, small
MSAs appeared to have worse values for all four of the

child health measures: disconnected youth, child mor-
tality, teen births, and child poverty.

We then examined the relationship between residen-
tial segregation within MSAs and child/youth health,
among Whites and Blacks, respectively. Table 2 dis-
plays effect estimates for White children stratified by
MSA total population size and Black population size,
because these factors were found to be effect modifiers.
In the unadjusted base model (model 1), residential
segregation appeared to be beneficial to White discon-
nected youth in large MSAs with small Black popula-
tions and detrimental to White teen birth rate in small
MSAs with a large Black population. However, in the
full model (model 2), increasing D was only associated
with White child and youth health measures in small
MSAs with large Black populations. These associations
were characterized by higher percentages of disconnect-
ed youth and teen births (Fig. 1) and a nearly statistically
significant increase in the percentage of children in
poverty (p = 0.05). No statistically significant associa-
tions between segregation and White child and youth
health measures were found in other MSA types.

Analyses of health measures for Black child and youth
and Black-White health disparities were not stratified by
MSA total population size and Black population size,
because these factors were not found to be effect modi-
fiers as they were for White child and youth health. In
other words, the effects of residential segregation on
Black child and youth health and Black/White health
disparities were similar across MSA types. Regarding
Black child and youth health (Table 3), apart from child
mortality, all outcomes were worse with higher residen-
tial segregation in model 1. In the full model, the associ-
ation between higher residential segregation and worse
health grew stronger and the association for child mor-
tality became statistically significant (model 2). Similarly,
Black-White health disparities were consistently worse as
segregation increased, but across all four measures in
both models (Table 4). In our unadjusted model, dispar-
ities increased for all child and youth health measures as
residential segregation increased. Adjustment for con-
founders in model 2 attenuated some of the associations,
but all remained statistically significant.

Discussion

The purpose of this study was to examine the differential
effects of residential segregation on child and youth
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health by race, as well as the disparities in health mea-
sures by race. Our findings suggest that Black-White
residential segregation may have an adverse effect on
the health of both Black and White children and youth.
Higher residential segregation was strongly associated
with worse health for Black children and youth across
all four health measures. For White children and youth,
the effect of higher levels of segregation was not as
strong or consistent and may depend on the MSA char-
acteristics in which they reside.

Consistent with the majority of research on this topic,
our study found that measures of Black child and youth

health were significantly worse as residential segregation
increased. This was true for all four health measures.
These results were not surprising, as many studies have
documented segregation’s detrimental effects on Black
health outcomes, including infant mortality [14–16],
adult mortality [17–20], and birth outcomes [21–23].
This study further solidifies the evidence that higher
residential segregation is associated with worse Black
health by adding novel evidence from children. Notably,
these associations remained statistically significant in our
mediator model (model 3, Supplement), suggesting so-
cioeconomic status is not the only means through which

Table 1 MSA sample characteristics

Large MSAsa N = 118 Small MSAs N = 117 Total MSAs N = 235

Population 1,190,795 (726,106-2,274,194) 222,936 (154,636-343,254) 490,488 (222,936-1,211,324)

Median income (dollars) 56,324 (51,491-64,023) 47,366 (43,535.5-52,491.1) 51,929 (46,709-59,714)

Black population (%) 10.9 (6.5–17.6) 14.6 (9.4–23.4) 13.0 (7.1–20.6)

Census region

Northeast 25 (21.2) 10 (8.6) 35 (14.9)

South 47 (39.8) 75 (64.1) 122 (51.9)

Midwest 23 (19.5) 31 (26.5) 54 (23.0)

West 23 (19.5) 1 (0.9) 24 (10.2)

Total child and youth measures

Dissimilarity indexb 55.2 (48.8–64.0) 49.9 (41.5–56.5) 53.1 (45.3–60.0)

Disconnected youth (%) 12.7 (11.2–14.8) 14.6 (11.8–17.8) 13.4 (11.4–16.2)

Child mortality
(deaths/100,000 population)

51.1 (42.0–58.1) 63.4 (54.3–72.6) 57.0 (48.2–66.8)

Teen births (%) 7.2 (5.7–8.8) 9.3 (7.9–11.1) 8.4 (6.7–10.0)

Child poverty (%) 19.6 (15.5–22.6) 22.8 (19.6–27.3) 21.4 (17.3–25.3)

White child and youth measures

Disconnected youth (%) 10.0 (8.2–12.5) 12.4 (9.7–15.7) 11.3 (8.7–14.1)

Child mortality
(deaths/100,000 population)

41.5 (34.6–48.0) 51.1 (43.1–60.4) 46.1 (38.7–55.0)

Teen births (%) 4.5 (3.0–8.8) 7.4 (5.68–11.1) 5.9 (4.26–7.6)

Child poverty (%) 11.3 (7.8–13.5) 14.7 (12.5–18.1) 13.0 (9.8–15.8)

Black child and youth measuresc

Disconnected youth (%) 19.5 (16.3–22.5) 21.9 (17.8–26.9) 20.9 (16.8–23.7)

Child mortality
(deaths/100,000 population)

87.2 (77.8–98.4) 100.2 (87.1–115.2) 93.2 (80.7–109.4)

Teen births (%) 11.7 (9.8–13.9) 15.0 (12.9–17.0) 13.6 (11.0–15.5)

Child poverty (%) 39.4 (31.4–44.3) 44.8 (40.3–51.4) 41.8 (34.4–48.4)

Note: Analyses of cross-sectional data were conducted in Madison, WI in 2017. Values represent median (interquartile range) except for
census region, which are n (%)
a Large MSAs were defined as those MSAs with populations ≥ the overall median population of the MSA sample (490,488)
b Dissimilarity index = 0.5 ∗∑n

i¼1j xiX − yi
Y j; xi = Black population of the census tract, X = Black population of theMSA, yi =White population

of the census tract, Y =White population of the MSA
cData for child poverty included non-Hispanic and Hispanic Blacks
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segregation exerts its detrimental effect. Research has
investigated other possible mediators including residen-
tial segregation’s effects on the built environment of
neighborhoods, [40–42] healthcare quality [43–46], or
environmental exposures [47, 48]. Further research is
required to examine the relative contributions of these
different pathways to health outcomes, as well as inves-
tigating other possible factors, such as gender, baseline
health status, or developmental stage/age.

For White children and youth, segregation may have
a differential effect on health depending on the charac-
teristics of the MSA.White children and youth in small-
er MSAs with larger Black populations had more dis-
connected youth, higher teen birth rate and more chil-
dren in poverty as segregation increased. This effect was
not seen in other MSA types, where residential segrega-
tion showed no association in the full adjusted models.
Segregation adversely affecting White children’s health
in small MSAs with large Black populations is a novel
finding that is inconsistent with the majority of residen-
tial segregation and health literature, where higher resi-
dential segregation is usually not found to be associated
with worse health outcomes in Whites [14, 18, 22, 49,
50]. Why the health of White children and youth is
worse in small MSAs with large Black populations is
unclear and warrants further exploration. Kramer and

Hogue [9] observed that, when an adverse effect of
segregation on White health outcomes is found, it usu-
ally involves poor Whites living in mostly Black neigh-
borhoods. This could be the case for the White children
and youth in the current study; however, we have no
information about the neighborhood- or individual-level
characteristics of our sample.

Disparities in health measures between Black and
White children and youth all increased as residential
segregation increased, suggesting that there is a signif-
icant independent effect of residential segregation on the
large disparities seen between Black and White health
measures. In the residential segregation and health liter-
ature, there is less research on using disparities as the
outcome measure as opposed to absolute outcome mea-
sures. However, the research that does examine dispar-
ities in outcomes has found a similar increase in Black-
White health disparities as residential segregation in-
creases [16, 21].

This study adds to a small, but growing body of
evidence linking residential segregation to poor health
in childhood and adolescence. The Bsuite^ of child and
youth health measures we chose (teen birth rate, chil-
dren in poverty, child mortality, and disconnected youth)
gives a more complete picture of segregation’s effects
on health throughout life stages of child and youth

Table 2 Regression of White youth health-related measures on dissimilarity index

Small Black population Large Black population

White youth health outcomes Model 1 Model 2 Model 1 Model 2

Small MSAs

Disconnected youth − 7.45 10.00 7.79 7.93*

Child mortality − 9.91 18.74 − 6.11 3.21

Teen birth rate − 3.71 7.48 4.99* 7.94**

Children in poverty − 6.80 15.79 5.54 7.20

Large MSAs

Disconnected youth − 17.50*** − 6.64 − 4.59 − 2.08
Child mortality − 18.39 − 4.44 − 19.13 − 5.77
Teen birth rate − 0.45 1.10 − 4.19 − 0.38
Children in poverty − 3.46 2.63 3.47 9.03

Note: Model 1 is unadjusted. Model 2 includes MSA total population, the proportion of the population that is Black, and census region

*p < 0.05

**p < 0.01

***p < 0.001

Large MSAs were defined as those MSAs with populations ≥ the overall median population of the MSA sample (490,488)

MSAs with a large Black population were defined as those MSAs with populations ≥ the overall median percentage of the population that is
Black of the MSA sample (12.97%)
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development, from how likely a child is to be born to a
teenage mother to how likely they are to have a job or be

in school when they are an adult. This suite of health
measures, combined with a large analytic sample of 235

Table 3 Regression of Black youth health-related measures on
dissimilarity index

Black youth health outcomes Model 1 Model 2

Disconnected youth 10.18** 19.73***

Child mortality 18.01 37.54**

Teen birth rate 4.61* 10.12***

Children in povertya 23.56*** 40.18***

Note: Model 1 is unadjusted. Model 2 includes MSA total popu-
lation, the proportion of the population that is Black, and census
region

*p < 0.05

**p < 0.01

***p < 0.001
a Data for child poverty included non-Hispanic and Hispanic
Blacks

Table 4 Regression of youth health disparities on dissimilarity
index

Disparity measuresa, Model 1 Model 2

Disconnected youth 17.29*** 14.60**

Child mortality rate 47.76*** 33.26*

Teen birth rate 8.44*** 4.05*

Children in povertyb 28.27*** 29.54***

Note: Model 1 is unadjusted. Model 2 includes MSA total popu-
lation, the proportion of the population that is Black, and census
region

*p < 0.05

**p < 0.01

***p < 0.001
aDisparities were calculated as the % or rate difference between
Black and white child and youth measures
b Data for child poverty included non-Hispanic and Hispanic
Blacks

Fig. 1 Associations between residential segregation and white child and youth health in different types of MSAs
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MSAs, helped us elucidate segregation’s effects in a
broader and more powerful manner.

Several limitations to our study design should also be
noted. Because the study employs a cross-sectional eco-
logic study design, one must be careful in interpreting the
results of our study as causal or assume our results can be
applied to any individual children. Additionally, our
cross-sectional designwas not able tomeasure cumulative
exposure to segregation over time and only provides a
one-time Bsnapshot^ of the level of segregation and child
and youth health in an MSA. Because the effects of
segregation on health are hypothesized to work across
the life course, future research should attempt to quantify
cumulative exposure to segregation and prospective
health outcomes. Finally, the use of MSAs as the geo-
graphic unit of analysis does not allow examination of
within-MSA, neighborhood-level, or individual-level ef-
fects of segregation, which may act by unique pathways
not captured in an inter-MSA analysis. For example, some
research suggests that high levels of neighborhood segre-
gation can protect against experiences of discrimination
[51], increase social support, and political power for res-
idents of these communities [52, 53]. These interpersonal
effects may be overlooked in studies that use larger geo-
graphic areas like MSAs as their unit of analysis.

Our study expands the field of residential segregation
and health research by focusing on children and youth, a
window of early development that has not been adequate-
ly studied. We found that segregation adversely affects
the health of Black children and youth, as well as White
children and youth in certain MSAs, and these effects are
seen in measures that span all of child and youth devel-
opment. This finding runs counter to what often is hy-
pothesized about segregation that segregation will benefit
White residents by concentrating social and economic
resources in their neighborhoods. It seems that, instead,
there may be some harmful aspects of segregation, or the
historical processes that brought about segregation, that
affect both Black and White children and youth.

Our results suggest that the effects of segregation may
exist throughout childhood into early adulthood, offering
multiple timepoints for interventions aimed at providing
children with healthy neighborhoods in which they can
live. But what exactly those interventions should be is
still unknown. Onemust not too quickly presume the best
answer is affording families the ability to move to less
impoverished communities. Evidence from the Moving
to Opportunity trial suggests individuals may be reluctant
to move and break the social connections they have

established [54]. Further, if they do move, they may still
end up in segregated communities that are disadvantaged
relative to their more integrated counterparts. Clearly, a
more nuanced approach is needed to address such a
complex problem; consequently, many experts in this
field promote an expansion of what is considered Bhealth
policy,^ so that interventions like housing mobility pro-
grams, increased enforcement of housing antidiscrimina-
tion laws, and neighborhood level healthy infrastructure
projects are viewed, in part, as public health initiatives
[55]. This expansion in health policy’s scope could help
public and population health officials justify needed col-
laboration with colleagues in other sectors, especially
those in housing policy. There are already opportunities
for collaboration. For example, some state and local
governments are seeking to define and identify
Bopportunity neighborhoods^ for their housing assistance
programs (e.g., Baltimore Regional Housing Campaign).
Our research suggests that it may be wise to incorporate
measures of segregation into these community assess-
ments, though further study is needed to identify which
measures of segregation and at what level of geographic
analysis would be most appropriate. Incorporating resi-
dential segregation into these program assessments could
inform community development projects that are
intended to improve community conditions that support
stable and healthy families and foster inclusive neighbor-
hoods with strong social capital.
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