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Abstract

While disparities in depressive symptoms by race/ethnicity and gender have been documented, left 

unclear is how such status characteristics intersect to influence mental well-being, particularly 

across early life and among a diverse set of population subgroups. This study investigates how 

intra- and inter-individual trends in depressive symptoms unfold across a 30-year span (ages 

12-42) and are structured by the intersection of race/ethnicity and gender among White, Black, 

Hispanic, and Asian American young adults (N=18,566). Analyses use data from the National 

Longitudinal Study of Adolescent to Adult Health, a nationally-representative study of adolescents 

who have been followed through their fourth decade of life. We draw on Waves I-IV and a 

representative subsample of the brand-new Wave V data. Growth curve models indicate depressive 

symptoms decreased across adolescence and young adulthood before increasing in the late 

twenties/early thirties. Racial/ethnic minorities reported more depressive symptoms than Whites. 

Women reported more depressive symptoms than men and experienced especially steep increases 

in their late 30s. Racial/ethnic-gender disparities remained stable with age, except for Hispanic-

White disparities among women and Asian-White disparities among men, which narrowed with 

age. Overall, findings demonstrate dynamic inequalities across a longer period of the life span than 

was previously known, as well as heterogeneity in trajectories of poor mental health within and 

between racial/ethnic-gender groups. Results also suggest that Black and Asian American women 

experience the highest mental health risks and that interventions for reducing disparities in 

depressive symptoms should focus on adults in their late 20s/early 30s, particularly women of 

color.
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INTRODUCTION

The documented increases in levels of depressive symptoms among adolescents and young 

adults in recent years (e.g., [1–2]) constitute major economic, social, and health concerns. 

Indeed, recent estimates indicate that spending on Major Depression Disorder-related costs 

totaled $210.5 billion in 2010 [3]. Depressive symptoms are also linked to significant social 

and personal burdens, including poor health conditions such as cardiovascular disease, 

stroke, and anxiety [4–5]; limited achievement of socioeconomic resources such as 

educational attainment and labor market productivity and earnings [6,7]; and strained social 

and familial relationships [8]. Understanding trends and the nature of social inequalities in 

depressive symptoms is therefore critical to reducing disparities in mental and physical 

health and promoting the well-being of US society.

Existing scholarship documents the unequal distribution of depressive symptoms in the US, 

placing groups at varying levels of risk for social, physical health, and personal burdens. 

Women consistently report more depressive symptoms than men, while adolescents, young 

adults, and older adults tend to experience more depressive symptoms than their middle-

aged adult counterparts [9–10]. Racial/ethnic differences in depressive symptoms are less 

clear, as prior research has produced inconsistent findings (e.g., [11]). However, more recent 

and accumulating evidence suggests that Blacks, Hispanics, and Asians experience more 

depressive symptoms than their white counterparts [12–14]. Furthermore, gender and racial/

ethnic disparities in depressive symptoms across the life course are dynamic, as prior work 

suggests that such disparities tend to emerge in early adolescence and increase with age until 

early adulthood, after which disparities begin to narrow [12–13,15].

While some research has documented disparities in depressive symptoms by race/ethnicity 

and other studies have documented disparities by gender, less clear is whether and how race/

ethnicity and gender may intersect to shape depressive symptoms, particularly across a 

substantial portion of the life course (i.e., from adolescence to the beginning of midlife). 

That is, prior research rarely considers how racial/ethnic inequality may be gendered or how 

gender inequality may be racialized. Instead, studies tend to treat social categories as 

independent of one another and assume they combine in an additive manner—meaning that 

health is considered a result of the (dis)advantages of one’s racial/ethnic group plus the 

(dis)advantages of one’s gender (e.g., [12]). Women of color, for example, would be posited 

to have the worst health due to the sum of disadvantages stemming from being a racial/

ethnic minority and from being a woman. While these approaches lead to valuable 

information, they overlook the unique and simultaneous positions of power and disadvantage 

within which individuals may be situated. For example, African American men may hold a 

dominant position in the gender hierarchy, yet a subordinate position in the racial hierarchy. 

These positions may differentiate their lived experiences from black women and white men, 

and lead to distinct risk profiles for emotional well-being.
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This possibility has led scholars to increasingly apply an intersectionality perspective to the 

study of health disparities. Intersectionality argues that systems of inequality such as racism 

and sexism intersect in multiplicative ways to mutually construct one another and produce 

unique social contexts in which privilege and oppression may be experienced simultaneously 

[16]. Such contexts may lead to differences in life chances and opportunities for healthy 

living for those within and across social groups [17–18]. Indeed, recent scholarship provides 

evidence suggesting that race/ethnicity and gender combine in multiplicative ways to 

influence health both directly—such that racial/ethnic inequalities tend to be larger among 

women compared to men [19–22]—and indirectly, such that the intersections of race and 

gender differentially shape the influence of social factors on health [23–25]. For example, a 

study using two datasets that collectively span adolescence, young adulthood, and midlife 

found evidence suggesting that racial differences in depression existed only among women 

[21].

Few studies, however, explicitly utilize an intersectional approach. A recent systematic 

review of the literature on intersectionality and depression identified only four studies that 

explicitly used an intersectionality perspective that was operationalized in the theoretical 

framing, study design, and analyses [22]. This review also found a handful of other studies 

that utilized approaches suggestive of intersectionality—yet, an implicit assumption of 

additivity remained in the studies’ framing and design. Assuming additivity among social 

categories may lead to over- or under-estimates of social disparities in health because such 

assumptions do not take into account the potential interdependence of social inequalities 

[16,18]. They also do not allow for considerations of heterogeneity that may exist within 

racial/ethnic and gender groups. Examining inter- and intra-group disparities is needed to 

discern the most vulnerable groups that may otherwise be overlooked in studies that rely 

solely on additive approaches. Such examinations may also help clarify inconsistent or 

contradictory findings of prior work on racial/ethnic disparities in mental health—including 

the documented advantages among Blacks compared to whites in terms of psychiatric 

disorders but disadvantages in terms of psychological distress (e.g., [26])—by providing 

insight into distinct patterns that exist among those positioned at varying locations in the 

social hierarchy.

Also missing from the literature is an investigation of the extent to which the intersecting 

consequences of social statuses on depressive symptoms vary with age, particularly among a 

diverse set of population subgroups. Prior evidence suggests that levels of depressive 

symptoms are dynamic across the life course, generally following a U-shaped curve. That is, 

depressive symptoms tend to be high in adolescence, decrease with age throughout the 

transition to adulthood and early adulthood, reach their lowest levels during midlife, and 

increase again in late life [27]. This patterning of depressive symptoms by age tends to be 

attributed to the roles and transitions individuals experience at different stages of the life 

course. For example, adolescence is a period filled with rapid changes across physical, 

emotional, developmental, and social domains—all of which may influence exposure to 

stressors and other mental health risks [28,29]. Early adulthood, however, is typically 

characterized by gains in status and forms of support that benefit mental health, such as 

completion of education, entry into the labor market, marriage and family formation, and 

increases in income [30,31]. The following stage of the life course, midlife, is generally 
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accompanied by stabilization of statuses—that is, when careers are solidified and perhaps 

advancing, families are formed, and assets accumulate [30]. Lastly, individuals in late stages 

of life are likely to experience declining physical health and independence, loss of social 

networks, and exits from roles that perhaps once defined their identities. Such transitions 

embody mental health risks and have been linked to increases in depressive symptoms 

[30,32].

While a host of prior work has provided evidence supporting these age-related trends in 

depressive symptoms across adulthood (e.g., [12,15]), little work has explicitly examined 

how such trajectories may depend on unique positions in the social structure—namely at the 

intersection of racial/ethnic and gender hierarchies. Understanding how disparities in 

depressive symptoms at the intersection of race/ethnicity and gender change with age is 

crucial for several reasons. Importantly, life course theory posits that social factors and 

experiences accumulate throughout one’s life span and interact with one another to influence 

health and well-being [33]. The consequences of such factors and experiences vary by 

individuals’ roles, transitions, and contexts at a given time [34–35]. When paired with past 

scholarship documenting stark differences in the lived experiences of racial/ethnic-gender 

groups, it is likely that the age-patterning of depressive symptoms will vary across and 

within social categories.

For example, Blacks and Hispanics—particularly men—are more likely to be incarcerated 

[36]; be victims of police brutality [37]; live in poverty, be unemployed, have lower incomes 

for a given level of education [38]; and have markedly lower levels of wealth compared to 

their white and Asian American counterparts [39]. Women—particularly Black and Hispanic 

women—hold fewer positions of power and receive less pay than men who hold similar 

occupations [40]; are more likely to experience sexual assault and harassment [41]; and are 

more likely to be victims of intimate partner violence [42]. These distinct social realities of 

individuals at varying intersections of racial/ethnic and gender hierarchies have important 

implications for the development of mental health risks and, ultimately, the development of 

disparities in depressive symptom trajectories with age across and within social groups. In 

turn, disparities in mental health likely undergird the maintenance of broader patterns of 

social inequality, as the experience of depressive symptoms influences opportunities and 

abilities to attain social, economic, and political resources [6–8]. To our knowledge, no study 

has evaluated the extent to which race/ethnicity and gender intersect to differentially shape 

trajectories of depressive symptoms across early adulthood to the cusp of mid-life (e.g., ages 

12-42), periods critical for shaping risks for poor health and well-being in later life.

The present study addresses these limitations of prior work by integrating intersectionality 

and life course perspectives to investigate changes in depressive symptoms with age among 

Americans across a 30-year period spanning adolescence to the cusp of mid-life. 

Longitudinal data have not been used to study disparities in age trends of depressive 

symptoms during this life stage, nor has research tested whether social statuses intersect to 

shape disparities in depressive symptoms. We use five waves of data from the National 

Longitudinal Study of Adolescent to Adult Health (Add Heath) to address two research 

questions critical to understanding disparities in depressive symptoms across a substantial 

portion of the life course: 1) to what extent do racial/ethnic inequalities in depressive 
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symptoms vary by gender? 2) Do the intersections of race/ethnicity and gender result in 

widening, narrowing, or stable disparities in mental health from adolescence to the 

beginning of midlife (ages 12-42)? Examining how intra- and inter-individual trends in 

depressive symptoms unfold across the life course and are structured by the intersections of 

race/ethnicity and gender will shed light on the processes through which social factors 

differentially influence health and well-being throughout life.

METHODS

Data

Add Health is a nationally-representative, longitudinal study of US adolescents who have 

been followed through their fourth decade of life. Respondents were in grades 7-12 at 

baseline in 1994-1995 (Wave I), and follow-up data were collected in 1996 (Wave II), 

2001-2002 (Wave III), and 2008-2009 (Wave IV). Response rates ranged from 

approximately 77%-88%. The study used a multistage, stratified, school-based, cluster 

sampling design. A stratified sample of 80 high schools was selected along with a feeder 

school in which an in-school questionnaire would be administered. Every student who 

attended each selected school on one day during the period of September 1994 to April 1995 

was given the questionnaire. Using school rosters as the sampling frame, a gender- and 

grade-stratified random sample was selected, along with several oversamples (e.g., sibling 

pairs, race and ethnic groups including Cuban, Chinese, Puerto Rican, and African 

American adolescents who came from high socioeconomic backgrounds) for 90-minute in-

home interviews, producing a sample size of 20,745 adolescents in Wave I when 

respondents were aged 12-20 [43–44].

We used data from Waves I-IV and a nationally representative subsample (n=3,872) of the 

newly-released Wave V data, which were collected in 2016-2017. While the Wave V follow-

up interview in Add Health was fielded across three years (2016-2018), the first nationally 

representative sub-sample, Sample 1, was completed and its data released in fall 2017. Data 

for the entire Wave V cohort will be released in late 2019. Our analytic sample included 

respondents who participated in at least one wave of Add Health and who self-identified as 

non-Hispanic White, non-Hispanic Black, Hispanic, or non-Hispanic Asian American 

(N=18,566).

School and individual Wave I weights were used to adjust for school- and individual-level 

sampling probabilities, respectively. The combination of these weights ensured population 

estimates such that the sample was representative of the US school population in grades 7-12 

in 1994-95 (Wave I) as they are followed into adulthood. Informed consent was obtained for 

all Add Health respondents who participated at each wave. Survey procedures were 

approved by the institutional review board at the University of North Carolina at Chapel 

Hill.

Measures

Dependent variable.—Depressive symptoms were measured at each wave and assessed 

with four items derived from the 20-item Center for Epidemiologic Studies-Depression 
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Scale (CES-D): “you could not shake off the blues, even with help from your family and 

your friends”; “you were depressed”; “you were sad”; and “you felt happy” (α 
= .77, .77, .80, .81, and .82 across Wave I-V, respectively). Importantly, these items are 

invariant across race, ethnicity, and immigrant generation [45], making them ideal measures 

to contrast racial/ethnic groups. Respondents were asked how frequently they experienced 

each symptom in the past seven days, ranging from “never/rarely” (0) to “most of the time” 

(3). Responses were reverse coded when necessary and summed across the four items 

(range=0-12). The last item, “you felt happy”, was not asked in Wave III. We imputed values 

for this item as an average of Wave II and Wave IV responses. Respondents were excluded if 

they were missing on all four CES-D items (N=42 across all waves).

Independent variables.—Four binary variables indexed self-reported race/ethnicity: non-

Hispanic White (yes=1); non-Hispanic Black (yes=1); Hispanic (yes=1); and non-Hispanic 

Asian American (1=yes). Non-Hispanic whites served as the reference group. Gender was 

measured by a dummy variable (0=men; 1=women) and age was measured in years (ages 

12-42) and centered at 12.

All models controlled for whether the respondent was born outside the US (1=yes) and 

missing waves, defined as the number of waves in which a respondent was not interviewed, 

to account for differential rates of attrition or non-response across the longitudinal waves.

Analytic Strategy

To determine the extent to which racial/ethnic inequalities in depressive symptoms varied by 

gender, we estimated multilevel models within a mixed model framework. These models 

described disparities in the mean level of depressive symptoms according to the joint 

statuses of race/ethnicity and gender between ages 12 and 42. They adjusted for correlations 

and non-independence of observations due to repeated measures of the same individuals 

across multiple waves and clusters within the sample [46]. Model fit indices indicated a 

cubic age pattern best fit the data (Supplement Table 1). Linear, quadratic, and cubic age 

terms were included in each model. All models were stratified by gender and Chow tests—

statistical tests of equality that compare parameters of different groups [47]—were used to 

determine whether the coefficients for race/ethnicity were statistically different for men and 

women. Chow tests provide information similar to an interaction term and are used in lieu of 

a three-way interaction so that results may be presented in a comprehensible manner 

[19,20,48].

Random coefficient growth curve models assessed whether and how disparities in depressive 

symptoms by the joint statuses of race/ethnicity and gender changed across ages 12-42. 

Growth curve models estimated person-specific intercepts (initial value) and slopes (rate of 

change) that described intra-individual variations in the relationship between age and 

depressive symptoms. Model fit indices suggested that fixed cubic, and random linear and 

quadratic slopes best fit the data (Supplement Table 1). Model fit did not improve when 

regressing covariates on quadratic or cubic slopes. Final models were stratified by gender, 

and all covariates were regressed on the intercepts and linear age slopes only.
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RESULTS

Table 1 summarizes means and proportions of study variables at baseline by race/ethnicity 

and gender. Results indicated that women of all racial/ethnic groups reported more 

depressive symptoms than their same race, male counterparts. These differences were 

statistically significant at the .05 alpha level. Furthermore, results show a statistically 

significant difference in depressive symptoms by race/ethnicity within each gender group. 

Black and Hispanic women reported more symptoms than White women, and Black and 

Hispanic men reported more symptoms than White men. Both Asian American women and 

Asian American men reported comparable levels of depressive symptoms as their same 

gender, white counterparts at baseline. Taken together, Hispanic women reported the most 

depressive symptoms at baseline, followed by Black women, White and Asian American 

women, Black men, Hispanic men, and White and Asian American men.

Estimates from multilevel models are presented in Table 2. Results from Model 1 indicated 

that within gender, all racial/ethnic minority groups reported more depressive symptoms 

than their White counterparts across ages 12-42. The statistically significant Chow test for 

the intercept suggested that White women reported more depressive symptoms than White 

men. When considered in tandem with the significant coefficients for race/ethnicity among 

men and women, all women regardless of race/ethnicity experienced higher average levels of 

depressive symptoms compared to their male counterparts. The non-significant Chow tests 

for the Black, Hispanic, and Asian American coefficients suggested the magnitude of racial/

ethnic disparities was similar among men and women. These results are illustrated in Figure 

1, which shows that Black, Hispanic, and Asian American women reported the highest 

average levels of depressive symptoms across ages 12-42.

Model 2 displays results from growth curve models. The significant positive coefficients for 

race/ethnicity on the intercepts among both men and women indicated that racial/ethnic 

minorities reported more depressive symptoms at age 12 than their White counterparts. The 

significant Chow test for the intercept indicated that White men reported fewer depressive 

symptoms than White women. The non-significant Chow tests for the coefficients for race/

ethnicity suggested that the magnitude of racial/ethnic inequalities in depressive symptoms 

at age 12 were similar by gender.

The significant positive coefficients for the linear slopes, coupled with the significant 

negative coefficients for the quadratic slopes and positive coefficients for the cubic slopes, 

indicated that depressive symptoms slightly increased in early adolescence until the late 

teens. Symptoms then decreased throughout the twenties and early thirties before increasing 

again at an exponential rate. The coefficients for Black and Hispanic on the linear age slopes 

among men and for Black and Asian American on the linear age slopes among women were 

not significant. Therefore, racial/ethnic disparities in depressive symptoms within gender 

remained stable among these groups across ages 12-42. Age-trajectories of depressive 

symptoms for each racial/ethnic-gender group are shown in Figure 2.

There were two groups for whom the stable inequality patterns described above did not 

apply: Hispanic women and Asian American men. The significant negative coefficients for 
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Hispanic on the linear age slope among women and for Asian American on the linear age 

slope among men suggested that depressive symptoms among these groups increased less 

steeply in adolescence and declined more rapidly across early adulthood relative to their 

White counterparts. Disparities in depressive symptoms between Hispanic and White 

women and Asian American and White men therefore narrowed between ages 12 and 42. By 

the late twenties/early thirties, Black and Asian American women consistently experienced 

the most depressive symptoms out of all race/ethnic-gender groups.

DISCUSSION

High levels of depressive symptoms are a significant public health concern, as they are 

linked to disability, disease burden, and quality of life [4, 49] as well as significant economic 

costs in the US [3]. Given these associations, it is imperative to identify groups who are at 

increased risk of depressive symptoms and to understand how such disparities change across 

adolescence and the beginning of midlife. While disparities in depressive symptoms along 

the individual statuses of race/ethnicity and gender have been documented, few studies have 

investigated how the intersections of race/ethnicity and gender structure inequalities in 

depressive symptoms, particularly across a substantial portion of the life course. Such 

examinations are needed to identify the most vulnerable populations. The present study 

addressed this gap by investigating the joint consequences of race/ethnicity and gender on 

age trajectories of depressive symptoms across a 30-year span from adolescence through the 

fourth decade of life in a nationally representative sample. Adolescence and young 

adulthood are critical life stages for the development of depression that set the trajectory for 

health and well-being for the rest of adulthood [29, 50].

Our first objective was to evaluate the extent to which race/ethnicity and gender intersected 

to shape depressive symptoms across ages 12-42. We found that women, regardless of race/

ethnicity, reported more depressive symptoms than men. Black, Hispanic, and Asian 

American women experienced more depressive symptoms, on average, than any other 

population subgroup across ages 12-42. These findings are consistent with growing evidence 

that women of color bear disproportionate burdens of poor health and well-being compared 

to their white and male counterparts [12, 20, 21, 51]. While depressive symptoms increased 

among White women during their mid- to late-30s, depressive symptoms among Black and 

Asian American women increased at similar rates and at higher levels as they approached 

midlife (Figure 2).

Our second objective was to evaluate whether the intersections of race/ethnicity and gender 

resulted in widening, narrowing, or stable disparities in mental health from adolescence to 

the beginning of midlife. Growth curve models indicated that changes in depressive 

symptoms with age were dynamic. Depressive symptoms increased slightly through 

adolescence before declining in early adulthood and increasing again in the late thirties. Age 

trends in depressive symptoms were more dynamic for women than for men, who showed 

flatter patterns of change overall. For example, the decline in depressive symptoms during 

the early 20s was quite dramatic for women, especially Hispanic and White women (Figure 

2). In fact, the rapid decreases in depressive symptoms among Hispanic women between the 

early 20s and late 30s resulted in levels of symptoms falling below those among Black and 
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Asian American women and becoming comparable to those of Hispanic men. The decline of 

depressive symptoms among White women also resulted in levels of symptoms similar to 

those of Black and Hispanic men between the early 20s and late 30s. Furthermore, the 

increase in depressive symptoms in the late 30s was quite steep for women compared to 

men, with depressive symptoms among all women surpassing those of men by age 37 

(Figure 2).

While racial/ethnic minorities experienced an initial disadvantage in depressive symptoms, 

the age-patterning of symptoms was similar across groups, suggesting stable racial/ethnic-

gender disparities across adolescence and throughout young adulthood. Two exceptions were 

Hispanic women and Asian American men, for whom decreases in depressive symptoms in 

early adulthood were steeper relative to their same gender, White counterparts. Gaps 

between these groups therefore narrowed with age. Hispanic women and Asian American 

men reported levels of depressive symptoms comparable to their White counterparts by the 

mid-thirties.

Research using national samples has also found that Hispanics and Asian Americans 

experience a more rapid decline in depressive symptoms across early adulthood and midlife 

[12,15]. This study goes further to show that such declines are concentrated among specific 

race/ethnic-gender combinations. These results indicate that racial/ethnic differences in 

depressive symptoms across ages 12-42 are not equivalent across gender, as would be 

suggested by additive approaches to health inequalities. The more rapid decreases in 

depressive symptoms among Hispanic women and Asian American men are intriguing, as 

past research also suggests foreign-born adolescents experience an initial mental health 

advantage relative to their US-born counterparts [52]. Indeed, approximately 26% of 

Hispanics and 52% of Asian Americans in our analytic sample were born outside of the US. 

Evidence from more recent studies that draw on both quantitative and qualitative data, 

however, suggests a mental health disadvantage among foreign-born adolescents. 

Specifically, the stressors to which children of color are exposed (e.g., discrimination, social 

isolation) [53] may compound with the unique stressors faced by immigrant children (e.g., 

stereotypes of immigrant populations, acculturation processes, identity development in a 

new social context) [54,55] to increase depressive symptoms among Hispanic and Asian 

American young adults. The consequences of such stressors may dissipate with age, perhaps 

due to the development of more effective coping strategies or the attainment of 

socioeconomic resources.

For example, family support, which is argued to be particularly protective for Hispanic 

families [15, 56], may increase during the transition to adulthood as adolescents experience 

new roles such as spouse or parent that lead to the expansion of family networks. It is 

possible that the mental health benefits of extended family networks are concentrated among 

Hispanic women given racialized notions of masculinity. That is, hegemonic masculinity 

requires men to fulfill specific ideals and enact certain behaviors, such as being the financial 

provider of the household, displaying independence and strength, and being fearless [57,58]. 

The pressures that result from hegemonic masculinity, as well as the barriers experienced by 

Hispanic men to fulfill such notions of masculinity given their subordinate position in the 
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social hierarchy, may incur additional stressors or mitigate the benefits of additional support 

networks on health [20, 57–59].

Moreover, Asian American adults, particularly men, have some of the highest education and 

income levels by early adulthood relative to other sociodemographic groups [60,61]. These 

resources may enhance opportunities for emotional well-being and mitigate the negative 

consequences of stressors [62]. Similarly, despite initial hardships associated with 

immigrating to America and acculturating into US schools, foreign-born Asian American 

adults typically achieve intergenerational mobility, attaining higher levels of education and 

income than their parents. This may provide an enhanced sense of well-being and 

accomplishment [63].

Asian American women may not receive the same mental health benefits from 

socioeconomic mobility as their male counterparts given their experiences at the intersection 

of gender and race. That is, prior work suggests that traditional cultural norms among Asian 

Americans translate into women having less decision-making power in the household, 

assuming housekeeping and multi-generational caretaking responsibilities, and being less 

likely to participate in extra-familial roles compared to Asian American men and White 

women [64–67]. Such roles and expectations may lead to increases in unique types of 

stressors that compromise mental health, especially as length of residence in the US 

increases. For example, prior research suggests that the acculturation and assimilation 

processes that first- and second-generation Asian immigrants experience may be 

accompanied by challenges to traditional patriarchal norms of one’s country of origin 

[64,68]. These challenges may result in increases in intergenerational conflict among parents 

and female children in particular regarding gender roles, leading to higher levels of 

depressive symptoms [69,70].

Overall, this study documented unique mental health disadvantages among Black and Asian 

American women throughout adolescence, young adulthood, and the beginning of midlife. 

These patterns would have been overlooked in studies focusing only on racial/ethnic or 

gender disparities. In the context of past scholarship on institutional-level inequality [62], 

our findings provide evidence that the unequal distribution of life course disadvantage by 

race/ethnicity and gender takes a toll on the psychological well-being of Blacks, Hispanics, 

and Asian Americans, particularly women, across adolescence, early adulthood, and into 

middle adulthood. This unequal distribution of disadvantage is likely a result, in large part, 

of the reproduction of socioeconomic inequality across generations and the gendered forms 

of racism that disproportionately affect women of color across the life course [17–18, 20]. It 

is therefore important for future research to more explicitly consider how heterogeneity in 

lived experiences is linked to disparate mental health risks among individuals positioned at 

unique locations in the social structure.

Limitations

This study is not without limitations. Sample size constraints prevented our ability to 

explicitly assess how sources of heterogeneity among Hispanic and Asian American 

populations (e.g., by country of origin, ethnicity, and skin color) play a role in shaping age 

trajectories of depressive symptoms [71,72]. For example, prior research suggests that 
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foreign-born groups exhibit better health in adulthood than their US-born counterparts [73], 

though this advantage tends to diminish with time spent in the US and with each new 

generation [52]. Given global differences in understandings of, and interactions with, 

racialized social structures and systems of inequality, it is likely that the mental health 

consequences of race and gender also vary by nativity and generational status. This 

possibility should be evaluated in future studies.

Additionally, depressive symptoms are one measure of emotional well-being. Other 

indicators of mental health may have different relationships with race/ethnicity and gender. 

Moreover, race/ethnicity and gender, while important social categories, are only two of 

several meaningful status characteristics in the US. Other statuses, such as socioeconomic 

position, sexual orientation, and (dis)ability, may also significantly influence mental health. 

When possible, future research should consider how multiple indicators of mental health are 

differentially distributed across an array of intersecting social statuses.

Despite these limitations, this is the first national study to document unique age trends in 

depressive symptoms within an innovative developmental framework that covers crucial 

stages of the life course over 30 years from adolescence to the beginning of midlife. 

Findings demonstrate dynamic inequalities across a longer period of the life span than was 

previously known, as well as heterogeneity in trajectories of poor mental health within and 

between racial/ethnic-gender groups. Results allow us to identify the most appropriate ages 

to target for intervention, as well as the population groups most at risk between ages 12 and 

42. Indeed, the majority of research and policy attention regarding mental health disparities 

has focused on adolescents/young adults and women [12–13, 15]. Our results indicate that 

the focus on women is well justified, as their changes in depressive symptoms are the most 

dynamic. Women experience higher levels of depressive symptoms in adolescence, steep 

downward swings in early adulthood, and very steep upward increases after age 35 as they 

approach midlife. Although less steep, males also experience upward swings in depressive 

symptoms in their late 30s. Thus, primary interventions for reducing disparities in depressive 

symptoms should not only focus on adolescents, but also on adults in their late 20s/early 

30s. These young adult ages precede the second rise in depressive symptoms as young adults 

approach midlife (to levels documented in adolescence) as well as the period in which 

disparities may solidify for the remainder of adulthood.

CONCLUSION

This study paints a troubling picture for the future mental well-being of women of color, 

who experienced the most depressive symptoms across adolescence and young adulthood. 

These stages of the life course are critical for shaping the nature of trajectories of 

socioeconomic achievement and health [29]. Without intervention, women of color may 

expect to continue experiencing poor mental health and, consequently, additional 

socioeconomic and health disadvantages that reinforce existing inequalities. Reducing the 

burden of depressive symptoms, particularly among women of color, will be critical for 

addressing broader disparities in mental and physical health and promoting the well-being of 

US society.
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Figure 1. 
Average Depressive Symptoms by Race/Ethnicity and Gender Across Ages 12-42 

(N=18,566)
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Figure 2. 
Age Trajectories of Depressive Symptoms by Race/Ethnic-Gender Groups Across Ages 

12-42 (N=18,566)
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Table. 1.

Weighted Means/Proportions, by Race/Ethnicity and Gender; Add Health, Wave I (N=18,544)

WM BM HM AM WW BW HW AW Total

Depressive Symptoms 1.95 2.21* 2.25* 2.27 2.48† 2.89*† 2.94*† 2.74† 2.33

Controls

Age 15.55 15.47 15.68 15.54 15.35† 15.30† 15.43† 15.53 15.45

Foreign born .01 .02 .25* .51* .02 .02 .27* .53* .06

Missing Waves 1.52 1.79* 1.69* 1.67 1.32† 1.43*† 1.60* 1.62* 1.49

N 4888 1900 1607 706 5068 2133 1611 631 18,544

Note: WM, WW, BM, BW, HM, HW, AM, AW refer to White men, White women, Black men, Black women, Hispanic men, Hispanic women, 
Asian American men, and Asian American women, respectively.

*
p < 0.05 for comparison of racial/ethnic group with gender

†
p < .05 for comparison of men and women within racial/ethnic groups
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Table. 2.

Multilevel Models of Racial/Ethnic-Gender Disparities in Depressive Symptoms (N=18,566)

Model 1 Model 2

Fixed Effects 
a

 Men Women
b
m≠w  Men Women m≠w

  Constant   1.461***  2.076*** †   1.537***  2.169*** †

  Race/Ethnicity (ref. White)

Black   .281***  .415***   .220**  .370***

Hispanic   .323***  .441***   .433***  .681***

Asian American   .279**  .275*   .440***  .455***

Linear Slope (Age)   .092***  .078***   .071***  .042*

  Race/Ethnicity (ref. White)

    Black   --  --   .007  .007

    Hispanic   --  --   −.014  −.026**

    Asian American   --  --   −.020*  −.019

Quadratic Slope (Age2)   −.009***  −.011***   −.007***  −.008***

Cubic Slope (Age3)   .0002***  .0003***   .0002***  .0002***

Random Effects

Level 1 Residual   1.591***  1.843***   1.420***  1.678***

Level 2 Age   --  --   .178***  .217***

Level 2 Age2   --  --   .005***  .006***

Level 2 Intercept   1.120***  1.373***   1.359***  2.006***

−2 Log Likelihood   20618552  24789356   20481940  24687062

N   9,113  9,453   9,113  9,453

a
All models control for nativity and number of waves missing

b
‘m≠w’ indicates Chow tests for differences between men and women

*
p < 0.05

**
p < 0.01

***
p < 0.001

†
indicates a statistically significant (p< 0.05) difference in coefficients for men and women
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