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I.  INTRODUCTION 

A.  Nature of the research problem 
Disparities in health status and health care access by socioeconomic status (SES) and 
race/ethnicity1 are important national health problems.  However, despite extensive efforts, 
reductions in children’s health disparities over the past two decades have been modest.  There 
is an increasing recognition that simply improving access and the quality of health care, while 
very important, will not be enough to eliminate health disparities.  Instead, disease prevention 
and health promotion require a deeper understanding of the social and physical environmental 
factors underlying children’s health problems, particularly among race/ethnic minority and 
socioeconomically disadvantaged children.  Identifying “at-risk” children allows public health 
practitioners to develop effective strategies to improve health.  Prevention-oriented approaches 
require solid evidence about changes in children’s social and physical environments that will 
improve health.  Clinicians treating pediatric patients need solid information to improve patient 
and family education on which behavioral and environmental changes are needed.   
 
B.  Purpose, scope, and methods of the investigation 
The purpose of this study was to advance our knowledge about the magnitude of SES and 
race/ethnic disparities in children’s health and the importance of family and neighborhood 
characteristics in the development of major child health problems.  We focused on a broad 
range of children’s health and developmental outcomes.  Our study has addressed two primary 
questions:  (1) are children’s health disparities by race/ethnicity and SES larger than generally 
reported due to reporting and measurement error? and (2) how much do SES and race/ethnic 
differences in family and neighborhood social and physical environments contribute to child 
health disparities? This study used data from a longitudinal survey of children’s health in Los 
Angeles County known as the Los Angeles Family and Neighborhood Survey (L.A.FANS).  The 
first wave of L.A.FANS was completed in 2000-2001 and the second in 2006-2008. L.A.FANS is 
a population-based study, selected using a multistage, stratified probability sample designed to 
support multilevel analyses.  The sample was designed to represent the population of Los 
Angeles County and includes oversamples of poor neighborhoods and households with children 
(Sastry et al., 2006).  
 
C.  Nature of the findings 
Our results can be divided into two groups.  The first group focuses on measurement of health 
disparities.  We show that the use of self-reported height and weight can lead to serious 
underestimation of the prevalence of overweight and obesity among older children and 
adolescents, and particularly among Latinos who are less likely to report weight and height.  
However, the use of biomarker data to measure disparities is not a panacea either because 
participation rates and the characteristics of participants who chose to participate can create 
biases in the results.  The second group of results focuses on the effects of neighborhood and 
family environments on children’s health and development.  Our results to date show that 
stressful family environments appear to have a negative impact on children through the 
                                            
1
 We use the term race/ethnicity to encompass the categories that the U.S. Bureau of the Census classifies as “race” 

as well as those the Bureau classifies as “ethnicity” (i.e., Hispanic vs. non-Hispanic).   



2 
 

neuroendocrine system.  Health disparities are also changing over time: our results show that 
Mexican immigrant children and adolescents are now increasing obese, suggesting that the 
growing Mexican obesity epidemic is causing the gap between Mexican immigrant and native 
born children in the U.S. to close.  Our research shows that neighborhood effects on children’s 
health and development are often modest compared with the effects of family environments, but 
some neighborhood environmental factors can be particularly important.  Examples include the 
effects of poverty and social disorder on emotional and cognitive development and 
neighborhood social interactions for birth weight. 
 
II. REVIEW OF THE LITERATURE 
Reduction of health disparities was one of two central goals of Healthy People 2010 and 
remains a key objective of Healthy People 2020.  Nonetheless, children’s health disparities by 
SES and race/ethnicity remain large and, in the case of conditions like overweight and obesity, 
may be growing (Braveman et al., 2010; Buttenheim et al., 2011).    The consequences of poor 
health among disadvantaged children are substantially higher than usually estimated because 
they include not only excess costs during childhood, but also costs during adulthood due to 
chronic disease and lost productivity (Currie, 2009).   

Causes of disparities in child health include differential access to health insurance and 
preventive and therapeutic health care.   But differentials in the incidence of child health 
problems point to the importance of broader social and economic causes (Link and Phelan, 
1995; Acevedo-Garcia et al., 2008).   In particular, children’s family, home, and neighborhood 
environments appear to play a particularly important role in determining health outcomes 
(Acevedo-Garcia et al., 2008; Pebley and Sastry, 2004; King et al., 2011).   In this project, we 
examined several hypotheses about the role of families and neighborhoods in contributing to 
child health conditions. 
 
III. STUDY DESIGN AND METHODS 
A.  Study design 
The analysis in this study is based on L.A.FANS, a longitudinal survey of a representative 
sample of the population of Los Angeles County.  As described below, in the first wave of the 
survey, we sampled a total of 65 census tracts and, within each census tract, approximately 50 
households to participate in the survey.  Information was collected on children and their 
households from the child’s primary caregiver (PCG) and children ages 9 to 17 were interviewed 
themselves.  Wave 1 of L.A.FANS was fielded in 2000-2001 and collected information on 
approximately 3,200 children ages 0 to 17.   Data was collected in L.A.FANS-1 using in person 
interviews and standardized tests (for child development outcomes). 
 
In the second wave of L.A.FANS, the goal was: (1) to relocate and collect information on all 
sampled children and adults who had participated in Wave 1 (known as “panel respondents”) 
and (2) to interview a sample of “new entrants” who had moved into the 65 sampled 
neighborhoods since Wave 1.  We attempted to relocate panel respondents whether or not they 
continued to live in Los Angeles County.  Wave 2 was fielded in 2006-2008 and collected 
information on approximately 1,850 children ages 0 to 17.  Data was collected in L.A.FANS-2 for 
respondents in Los Angeles County, using in person interviews and standardized tests (for child 
development outcomes).  We also collected biomarker data on children’s health through 
anthropometry, measuring blood pressure, spirometry, saliva samples, and dried blood spots. 
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B.  Population studied 
The L.A.FANS-1 sample was designed to represent the population of Los Angeles County, 
California. Los Angeles County is a unique and important environment in which to study health 
disparities.  The 2000 county population of about 9.5 million was 45% Latino, 31% white, 13% 
Asian-Pacific Islander, and 10% African American.  Los Angeles is a major destination for 
immigrants: in 2000, about 30% of the population was foreign born.  The county includes 88 
separate cities and many unincorporated areas, spread over 4,083 square miles.  The 
L.A.FANS sample includes an extremely diverse set of neighborhoods, varying from densely 
populated central city areas to relatively rural mountain and desert areas.  Even “inner city” Los 
Angeles reflects “suburban” development with relatively low-density housing and no single 
central urban core.  The growth of similar urban areas in the U.S. has led urban scholars to view 
Los Angeles as the paradigm for future urban development. 
 
C.  Sample selection 
L.A.FANS-1 is based on a stratified random sample of 65 census tracts (using 1990 boundaries) 
in Los Angeles County (Sastry et al., 2006).  Census tracts were divided into three strata based 
on the percent of each tract’s population in poverty in 1997.  The strata were: very poor (tracts 
in the top 10 percent of the poverty distribution), poor (tracts in the 60–89th percentiles), and 
non-poor (tracts in the bottom 60 percent of the distribution). The second stage of the sampling 
plan involved selecting tracts within strata.  Tracts within each stratum were selected with 
probability proportional to population size.  In total, 65 tracts (20 tracts each in the very poor and 
poor strata and 25 tracts in the non-poor stratum) were selected.  Details of the sampling 
procedure are described in Sastry et al. (2006).  Teams of trained listers canvassed each 
sampled area in person to create a list of all dwelling units/addresses. 
 
The 50 households per tract were selected at random from a listing of all dwelling units.  
Households with children less than 18 years of age were oversampled so that they made up 70 
percent of the sample, compared to an average of 35 percent they would have otherwise 
comprised.  Households that were unable to complete the interviews in one of the two survey 
languages— English and Spanish—were excluded from the sample.  In sampled households, 
one adult (the RSA or randomly-selected adult) was selected at random from all residents 18 
and older.  In households with children, one child (the RSC or randomly-selected child) was also 
sampled at random from those 17 and younger.  In these households, the mother (or primary 
caregiver—PCG) of the RSC was also interviewed, and if the RSC has one or more siblings (0 
to 17 years old) in the household, one of them was randomly selected for interview (designated 
the SIB).2   
 
D.  Instruments used 
L.A.FANS Waves 1 and 2 used a set of questionnaire modules3 and in-person interviews4 to 
collect information on respondents.  Information on children’s health and development was 
provided both by their primary caregiver (PCG) and, for children 9 to 17, by themselves.  
Children age 3 and older and PCGs complete Woodcock-Johnson Revised (WJ-R)Tests of 
Achievement measuring reading-related and problem solving ability.  Children also completed 
an in-home Health Assessment, including collection of anthropometry, blood pressure, 

                                            
2 Data were collected for two children (i.e., an RSC and a SIB) in 57% of households. 
3 Questionnaires for both waves are available at www.lasurvey.rand.org. 
4 In L.A.FANS-2, respondents outside of Los Angeles County were interviewed by telephone and did not complete 
the health assessment or cognitive testing. 
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spirometry, saliva samples, and dried blood spots by trained interviewers or phlebotomists.   
The Health Assessment and WJ-R are described in more detail in Peterson et al. (2011).   
 
E.  Statistical techniques employed 
The study used univariate and bivariate descriptive statistics as well as multivariate statistical 
models (including regression, logit regression, and quantile regression).  Most multivariate 
models also included random effects at the tract and family level to take account of the sample 
design. 
 
IV. DETAILED FINDINGS 
a. Health Disparities among Children in Los Angeles 
We examined a broad range of health and developmental outcomes reported by parents and by 
children themselves and measured in the health assessment, including asthma, overweight and 
obesity, anemia, high blood pressure, ear infections, mental health outcomes, stress responses 
and infant mortality.  In general, differences by race/ethnicity and income (as a proxy for family 
SES) for the L.A.FANS sample showed the same types of health disparities observed in 
national samples.  For example, race/ethnic disparities in parent-reported general health status 
(GHS) are substantial.  In both waves of the survey, almost all white5 children (94%) were 
reported in excellent or very good health compared to only 63% of Latino children.  Children’s 
GHS also differs substantially by family income:  69% in the lowest income quartile were in 
excellent or very good health compared to 84% of children in the highest income quartile.   

There are exceptions to the commonly observed social gradient and race/ethnic differences in 
health, but they are primarily in conditions reported to be diagnosed by a physician (in response 
to the question “Has your doctor or health professional ever said that your child had... ?”).   For 
example, children in the highest income quartile are most likely to report having been diagnosed 
with asthma compared to less affluent children, but the reason may be, at least in part, that 
more affluent children have better access to physicians and are thus more likely to be 
diagnosed if they have asthma symptoms.   

b. Are the Magnitude of Child Health Disparities Underestimated?  
One of the questions we sought to answer in this study is whether estimates of child health 
disparities based on self-reported data from interview-based studies like the National Health 
Interview Survey (NHIS) and the Youth Risk Behavior Survey (YRBS) underestimate the 
magnitude of child health disparities by SES and race/ethnicity.  Reasons that survey data might 
underestimate disparities include differential access to health care by social class as discussed 
above.   For example, low income children who have less access to health care providers may 
be less likely to know their height and weight. 

To test this hypothesis, we compared self-reported weight and height for children ages 12 to 17 
from L.A.FANS-2 with weights and heights measured by trained field workers (Buttenheim et al., 
2011a).  Weights and heights were transformed into age and sex standardized BMI-for-age z-
scores. Overweight/obesity is defined as being over the median BMI for age.  We found that a 
substantial proportion of adolescents fail to report height and weight and failure to report was 
higher at younger ages.  For example, among 12-13 year olds, 23% failed to report height and 
16% failed to report weight.  For older children, these figures were 9% and 6%.  Children who 
did not self-report height and weight are more likely to be overweight or obese than children 

                                            
5
 We refer to non-Hispanic whites as whites and to non-Hispanic blacks as blacks or African Americans throughout 

this report. 
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who did self-report.  Furthermore, self-reported heights and weights yields lower 
overweight/obesity prevalence than measured heights and weights.   

The patterns behind these findings are complex and affect the likelihood of, and the magnitude 
of error in, reporting weight and height differently.  For example, Latino adolescents were less 
likely than whites to report height, and more likely to report height with error, even when 
controlling for measured BMI and socioeconomic status. However, non-response appears to be 
less selective on obesity for Latino teens than for others, leading to a smaller gap in obesity 
prevalence between those who did and did not report height and weight for Latino compared 
with white respondents. 

Underestimation of overweight and obesity among adolescents based on self-reports is even 
larger than existing validity studies indicate. This underestimation is due both to failure to report 
height and weight and to misreported values of these measures. Our results show that self-
reported height and weight underestimated adolescent obesity by more almost 35% overall, and 
by more than 50% for young adolescents (Buttenheim et al., 2011a).  

Given the limitations of self-reported health data, health data collection projects are increasingly 
relying on the collection of biomarker data because it is less subjective.  The growing availability 
of portable equipment and tests (e.g.,  blood pressure machines, assays based on dried blood 
spots or saliva samples) which permit biomarker collection in homes has accelerated the trend.  
However, like survey question non-response, differences among social groups in willingness to 
participate in biomarker data collection may bias estimates of SES and race/ethnic disparities.  
To examine this potential problem, we analyzed participation rates in different sections of the 
L.A.FANS-2 Health Assessment for children ages 2 to 17 (Sastry and Ghosh-Dastidar, 2011).  
The L.A.FANS-2 Health Assessment for children included three parts: (1) measurement of blood 
pressure, anthropometry, and spirometry by the interviewer immediately after the interview was 
concluded, (2) collection of salivary cortisol by parents using a kit and instructions left by the 
interviewer, and (3) a separate visit by a licensed phlebotomist to collect dried blood spots 
(DBS).6  The response rates were 97-99% for the first part, 50% for the salivary cortisol, and 
77% for the DBS. 
 
We used logistic regression evaluate several hypotheses about participation rates. First, cultural 
factors appear to have an important effect:  respondents interviewed in Spanish were 
substantially more likely to provide both blood and saliva samples compared to those 
interviewed in English. This effect persisted even after controlling for race/ethnicity and 
immigration status.  Second, children who were in poor health or who had a chronic health 
condition had higher biomarker participation rates. The reason may be partly that L.A.FANS-2 
provided respondents with the results of biomarker measures.  However, the health status of the 
child’s mother was not associated with response rates.  Third, older teenagers were less likely 
to provide saliva samples and unmarried mothers were less likely to provide blood samples for 
their children.  Finally, there may be important effects of unobserved factors on blood and saliva 
because simply being selected to provide blood samples actually increased the likelihood of 
returning the saliva samples. Furthermore, cooperative respondents on one biomeasure had a 
substantially higher likelihood of participation in the other biomeasure. The difference in blood 
response rates between respondents who provided saliva samples compared to others was 
approximately 20 percentage points, with an 89 percent blood response rate among those who 
returned the saliva samples compared to a 71 percent response rate among those who did not. 
There were similar effects on saliva response rates of providing a blood sample. This is clearly 

                                            
6
 California state regulations required blood samples of any type be collected by licensed phlebotomists. 
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large effects and it is important to control for them in analyses that use biomeasures derived 
from the blood and saliva samples (Sastry and Ghosh-Dastidar, 2011).  
 
c. Family and Neighborhood Effects on Children’s Health and Development 
Another goal of this study was to examine the effects of the social and physical environments 
that children live in on their health and development.   In this section, we summarize the results 
of the analyses conducted as part of this project which focus on these environments. The 
section for each analysis begins with a sentence summarizing the central finding. 
 
For broad range of self-reported health outcomes, family effects are large and important 
but neighborhood effects are small. In an analysis of a broad range of children’s health 
outcomes including general health status, physician diagnosis of chronic conditions, 
hospitalization, and overweight, we examined the size of family and neighborhood effects as a 
whole as well as the influence of specific neighborhood and family variables, using data from 
L.A.FANS-1 (Sastry and Pebley, 2011).  To measure neighborhood and family effects, we take 
advantage of the L.A.FANS sample design in which there are multiple families within each 
neighborhood (tract) and multiple children within each family.  This design allows us to estimate 
multilevel random effects models which take account of measured and unmeasured effects at 
the family and neighborhood levels.  Our results show that neighborhood effects on children’s 
health outcomes are generally small once measured and unmeasured family characteristics are 
taken into account. By contrast, family effects are often sizeable.   However, our analysis 
includes only a limited set of neighborhood characteristics and focuses on self-reported or 
parent-reported health outcomes which may be subject to a number of biases. Moreover, the 
analysis examines only the effects of a child’s current neighborhood of residence on health 
outcomes.  We are, therefore, in the process of extending this analysis to L.A.FANS-2 
biomarker-based data and incorporating children’s residence histories between Waves 1 and 2.    
 
Several child, family, and neighborhood effects appear to be strongly related to particular health 
outcomes.   African American children appear to be the most disadvantaged in term of most 
health measures. Particularly alarming are the large differences between African American and 
other children in the likelihood of having asthma and an asthma attack within the previous year. 
They are also significantly less likely to be reported in excellent or very good general health 
when other variables are held constant.  Contrary to our initial hypothesis, health differentials 
between black children and others cannot be accounted for, in this analysis at least, by 
differences in the neighborhoods they live in.  
 
The results of this analysis for overweight indicate that maternal BMI is a very important 
determinant of children’s weight status. Although there are substantial weight differences by 
ethnicity, most of the coefficients for race/ethnicity and immigrant status are not significant in the 
multivariate models including maternal BMI. This result suggests that the higher frequency of 
obesity among African American and Latino teens is strongly related to family eating and 
exercise habits and, perhaps, ethnic variation in genetic predisposition to obesity.   This analysis 
also showed that the concentration of immigrants in a neighborhood is associated with higher 
rates of overweight and obesity among adolescents.   
 
Latin immigrant enclaves, where most Latino children are born, are not protective 
against infant mortality.  In a separate study, we investigated the role of neighborhood 
immigrant concentration on infant mortality in Los Angeles County, using data from the 2002-
2005 Los Angeles County Birth Cohort and the 2000 Census (DeCamp et al., 2011).  The goal 
was to test the hypothesis that immigrant enclaves are protective for infant mortality among 
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Latinos.  The results showed that the majority of Latino births in the early 2000s were in 
neighborhoods with higher immigrant concentration.  However, immigrant enclaves were not 
associated with a lower risk of infant mortality for Latino infants, perhaps in part because they 
are also very low income neighborhoods.    
 
Neighborhood social interactions and processes are associated with birth weight in 
different ways for different ethnic groups.  A hypothesis common in the research literature 
on neighborhood variations in children’s health is that these variations are due to social 
interactions within the neighborhood.  However, the evidence to support this hypothesis is 
limited.  Our analyses extended previous research through exploration of factors such as 
neighborhood collective efficacy (and its components, social cohesion and trust), disorder, 
reciprocated exchange, and intergenerational closure on birth weight (Sastry and DeCamp, 
2011).  We used data from L.A.FANS-1 and the Los Angeles County vital statistics records for 
2002-2006 and found that the association of neighborhood social processes with birth weight 
varies by race/ethnicity.  Neighborhood median income was positively associated with birth 
weight for whites (p<.01) and Latinos (p<.05), but not African Americans.  For Latinos, the 
association of neighborhood income with birth weight works through collective efficacy (p<.01) 
and neighborhood disorder (p<.10); collective efficacy is associated with higher birth weight, 
while neighborhood disorder is associated with lower birth weight.  Our results suggest potential 
new neighborhood interventions for improving birth outcomes, particularly among Latinos. 
 
In a related study conducted using L.A.FANS-2 data, Wilhelm et al. (2009) used data from air 
monitoring in L.A.FANS neighborhoods and data collected in L.A.FANS-2 to examine the 
relationship between neighborhood socioeconomic status, social processes, air pollutants 
associated with motor vehicle exhaust, and children’s asthma.  Their results showed that more 
disadvantaged neighborhoods generally had higher levels of pollution, but that the associations 
were weak.  Air pollution levels were not associated with family neighborhood support and level 
of social ties.  Even after Wilhelm et al. (2009) adjusted for neighborhood social environmental 
characteristics, they found that children living in high pollution areas had worse asthma 
morbidity than others. 
 
Mexican immigrant children and youth are losing their advantage in terms of overweight 
and obesity.  Latino children in the US are a large and rapidly-growing group: the 5-17 year-old 
Latino population will increase from 11 million in 2006 to 28 million in 2050, at which point there 
will be more Latino than white school children in the US.  Overweight and obesity among Latino 
children and adolescents have increased substantially in the past 20 years, particularly for 
Mexican-origin adolescents.  A pattern of higher obesity prevalence for Latino children relative 
to white children emerges as early as preschool.  Until recently, Latino immigrant children were 
less likely to be overweight or obese than native-born Latinos.  Because of the obesity epidemic 
in Mexico, however, Mexican immigrant children to the US may be losing their advantage.   We 
find support for our hypothesis that overweight/obesity prevalence is no longer lower for foreign-
born compared to US-born Mexican-origin youth. In fact, obesity prevalence for among the 
foreign-born for boys (ages 4-10) and for young adult males (ages 18-24) is higher than for 
native born boys and youth (Buttenheim et al., 2011b).  We conclude that the previously-
observed protective effect of more recent migration on obesity risk in the US Mexican-origin 
population is likely to erode as current child and youth cohorts age into adulthood, with 
important implications for the prevalence of and ethnic disparities in obesity-related diseases 
including diabetes, cardiovascular disease, and cancer. 
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Stressful family environments significantly alter cortisol responses in children which are 
likely to have important long run effects on their health. Stressful environments can have 
significant long run influences on many different aspects of health through the neuroendocrine 
system.  The majority of research in this area has focused on adults or small samples of 
predominately white children within a restricted age range.  We examined whether positive and 
negative aspects of children’s family relationships and internalized behavioral problems 
(depressive symptoms) are associated with children’s cortisol rhythms over the course of the 
day (Birditt et al., 2011).  Cortisol is a hormone secreted as a normal stress response indicating 
hypothalamic-pituitary-adrenal (HPA) axis activity.  We addressed two questions.  First, do 
family relationships and children’s behavioral problems predict children’s cortisol patterns?  Our 
results showed that children who lived in a less positive family environment (e.g., more 
arguments) and who had more negative parents (e.g., ridicule) had cortisol patterns indicating 
greater stress. Children with greater internalizing problems had flatter cortisol patterns. This is 
consistent with previous studies of children and studies of adults which show links between 
depression and flatter cortisol curves.  Second, are links between children’s family relationships 
and cortisol patterns exacerbated by their behavioral problems?  Our results showed that 
children with greater internalizing problems are more sensitive to an environment that included 
more negative marital interactions (abuse, insults) and greater family conflict (high negative, low 
positive family). In particular, these children had the flattest cortisol curves.  This finding 
indicates that the stress response is significantly altered among these children.  Flatter cortisol 
curves may be the result of chronic stress among these children.   
 
Neighborhood poverty and physical disorder are strongly associated with children’s 
emotional and cognitive development.    Children’s physical and mental health and cognitive 
development are strongly interrelated and affected by the environments they grow up in.  In two 
analyses, we examined the consequences of living in disadvantaged and physically 
disorganized neighborhoods for children’s emotional and cognitive development.  In the first, we 
examined the consequences of neighborhood physical disorder (e.g., dilapidated buildings, 
trash on streets and sidewalks, broken sidewalks, and graffiti) on children and their families 
(Jones et al., 2011).  The theory is that neighborhood physical disorder is more common in 
dangerous and stressful neighborhoods and that living in these neighborhoods has negative 
effects on the mental and physical health of parents and children.  Our analysis was based on a 
systematic observation of each L.A.FANS neighborhood by trained observers that was 
conducted as part of L.A.FANS-1.  The results showed that higher levels of neighborhood 
disorder are significantly associated with both more internalizing (depressive) behavior 
problems and more externalizing (acting out) behavior problems for children, even when a wide 
range of other family and neighborhood characteristics are held constant (Jones et al., 2011).   
Lower income and Latino and African American children are more likely to live in neighborhoods 
with higher levels of physical disorder. Our results suggest that part of the reason for higher 
levels of behavior problems for some of these children may be the neighborhood conditions they 
live in. 
 
In a second analysis, we examined family and neighborhood determinants of inequality in 
children’s reading and mathematics achievement using data from the 2000–2001 Los Angeles 
Family and Neighborhood Survey (Sastry and Pebley, 2010).  In L.A.FANS-1, children were 
given standardized tests (Woodcock-Johnson Revised) of reading-related and problem solving 
ability.  The test scores were normed to national standards.  We examined the effects of family 
income, race/ethnicity, immigrant status, mother’s reading score, and neighborhood 
characteristics including neighborhood income on children’s test scores.  The two most 
important predictors of children’s cognitive development, as measured by test scores, were their 
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mothers’ reading scores and neighborhood economic status.  In fact, family income was not 
significantly associated with cognitive development once other factors were held constant.  
However, even when all family and neighborhood level variables were controlled, Latino and 
black children performed significantly worse and Asian children significantly better on these 
tests compared with white children.   

V.  DISCUSSION AND INTERPRETATION OF FINDINGS 
A.  Conclusions to be drawn from findings  
Our results show that the environments that children live in play an important role in their health 
and development.  Family and home environments are particularly important, as other studies 
have shown.  For example, our results show that family characteristics play a far larger role in 
predicting children’s health than neighborhood characteristics (Sastry and Pebley, 2011) and 
that stressful family life alters children’s cortisol levels in ways that may have longer term health 
effects (Birditt et al., 2011).   We also showed that some “conventional wisdom” about the types 
of neighborhood characteristics that affect children’s health is unfounded.  For example, our 
results show that Latino immigrant enclaves are not protective against infant mortality in Los 
Angeles County (De Camp et al., 2011).    

B.  Explanation of study limitations 

Like all studies, this one has limitations.  First, our results apply only to Los Angeles County 
during the period 2000 to 2008.  However, the large Latino and immigrant population in the 
county make it an important place to understand, given the growing Latino population of the 
United States.  Second, the L.A.FANS sample does not include a sufficient number of Asian 
children to examine them separately by ethnic/national origin group.  Third, some of our 
analyses have not yet fully exploited that longitudinal component of the study – i.e., the fact that 
children are followed over time – but we and other investigators are in the process of new 
research which will build on this longitudinal aspect.   Fourth, the analysis of the dried blood 
spot biomarkers has been delayed because of problems with the lab completing the assays 
(i.e., a major lab responsible for L.A.FANS assays and those from several other large studies 
went bankrupt and shut down in the middle of the sample testing).   

C.  Comparison with findings of other studies 

This study considerably extends other research on disparities in children’s health and the effects 
of family and neighborhood environments, by using data designed to study multilevel effects.  
L.A.FANS includes multiple children per household and multiple households per neighborhood 
which allows the estimation of multilevel effects.  L.A.FANS also includes extensive measures of 
children’s health and development as well as a broad range of measures of race/ethnicity and 
socioeconomic status.  As a result, we were able, in many cases, to test hypotheses more 
thoroughly than other studies.  Often, our results were consistent with previous research, but in 
some cases not.  For example, we showed that including extensive controls for family SES 
significantly reduces the importance of neighborhood effects on a range of children’s health 
outcomes.  Collection of biomarker and developmental data also allowed us to test many 
hypotheses for which little evidence was previously available, such as our analysis of physical 
disorder and children’s mental health (Jones et al., 2011), our study of neighborhood poverty 
and children’s cognitive development (Sastry and Pebley, 2010), and our analysis of family 
conflict and children’s cortisol levels (Birditt et al., 2011).  

D.  Possible application of findings to actual MCH health care delivery situations        
Our results reemphasize the importance of clinicians taking a holistic approach to MCH health 
care focused on children’s health.  While it is very difficult for clinicians in the current health care 
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climate, attention to the types of home and neighborhood environments in which pediatric 
patients live is likely to yield deeper understanding of the roots of health problems and, 
potentially, better solutions. 

E.  Policy implications and Future Research 
Residential segregation by race/ethnicity and social class clusters disadvantaged families and 
children in neighborhoods facing greater social problems with fewer resources.  Our findings 
suggest that further investigation of disadvantaged and under-resourced neighborhoods is 
important if we seek to reduce SES and race/ethnic disparities in children’s health.  We agree 
with Acevedo-Garcia et al. (2008) on the importance of policies which provide families and 
children better access to advantaged neighborhoods and the services available within them.  At 
the same time, it is essential to understand neighborhood characteristics are likely to have a 
modest effect on most children’s health outcomes.  Rather than focusing exclusively on 
neighborhoods, reductions in health disparities will require us to take a more holistic view of the 
environments (including macro-social and economic environments) in which children live. 
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