
Future Directions in Research on Institutional and
Interpersonal Discrimination and Children’s Health

Research evidence indi-

cates that 2 forms of racial

discrimination—perceived

interpersonal discrimina-

tion and racial/ethnic resi-

dential segregation (a form

of institutional discrimina-

tion)—may influence chil-

dren’s health anddisparities.

Although research on

these 2 forms of discrimina-

tion and health has primarily

focused on adults, smaller

bodies of work have docu-

mented that perceived in-

terpersonal discrimination

and segregation have a neg-

ative effect on infants’ health,

and that perceived interper-

sonal discrimination may

negatively affect children’s

mental health.

Three directions for re-

search are (1) incorporating

a life-course perspective

into studies of discrimina-

tion and children’s health,

(2) linking residential seg-

regation with geography-

of-opportunity conceptual

frameworks and measures,

and (3) considering resi-

dential segregation along

with segregation in other

contexts that influence chil-

dren’s health (e.g., schools).
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RACIAL/ETHNIC DISPARITIES

in the health and development
of US children are large and per-
sistent over time.1,2 Because of
demographic trends, such dispar-
ities affect a growing number of
children. In 2011, 47% of children
were racial/ethnic minorities, up
from 26% in 1980 (authors’ cal-
culations, US Census Bureau esti-
mates3,4). These trends suggest that
the health of minority children
will have an increasing impact on
population health over time.

The changing racial/ethnic
composition of the US children’s
population is occurring in the
context of high levels of resi-
dential and school segregation,
affecting a large proportion of
Black and Latino children. In
2010, 81.6% of Black children
residing in large metropolitan
areas lived in areas with high
Black---White residential segre-
gation, and 77.8% lived in areas
with high levels of school segrega-
tion; the respective percentages
for Latino children were 32.6%
and 54.2% (Table 1). In addition,
national surveys indicate that large
proportions of minority children
report being discriminated against;
90% of Black adolescents have
reported discrimination.7

This backdrop and the fact
that racial disparities in children’s
health persist after accounting for
socioeconomic status has led re-
searchers to investigate the role
that other factors, such as racial
discrimination, may contribute to
health disparities. Racial discrimi-
nation is defined by the National
Research Council as (1) differential

treatment on the basis of race that
disadvantages a racial group, and
(2) differential effect or treatment
on the basis of factors other than
race that disadvantages a racial
group.8 The health literature has
offered several definitions of dis-
crimination, which underscore
that discrimination occurs at mul-
tiple levels: interpersonal (mani-
fested in interpersonal encounters)
and institutional (manifested in
institutional practices or policies
that reproduce racial stratifica-
tion).9---11 Definitions of interper-
sonal discrimination in the health
literature often focus on the per-
ception of discrimination. By
contrast, definitions used in other
fields do not require awareness
(or perception) on the part of the
victim, nor discriminatory intent
on the part of the perpetrator.8,12

Indeed, discrimination may occur
in the absence of prejudice (im-
plicit bias), and, even if not per-
ceived by the victim, it may have
detrimental effects.8,13

Discrimination can be concep-
tualized as a risk factor that has
the potential to negatively affect
a child’s developmental or health
trajectory.14 As shown in Figure 1,
discrimination may have negative
effects on 4 different dimensions
of a child’s health: stress (physi-
ological responses), cognitive
and socioemotional development,
health behaviors, and ethnic iden-
tity development. The Institute
of Medicine’s definition of child
health emphasizes a life-course
perspective—that is, the ability
of children to develop their
(health, developmental, academic)

potential at, and through, each
life stage.15---18 Ethnic identity
may also be conceptualized as
a health domain because it un-
dergoes a developmental pro-
cess during childhood, is in itself
a developmental outcome, and
may mediate or modify the ef-
fects of discrimination on mental
health.19

The pathways through which
discrimination affects the child
may vary depending on whether
discrimination is perceived by the
child (or caregivers), and on the
level at which discrimination
occurs (interpersonal or institu-
tional). Discrimination may affect
the child directly; for instance,
perceived discrimination during
an interpersonal interaction may
generate a physiological stress
response in the child. But dis-
crimination may also have detri-
mental effects even if the child
does not perceive it. For example,
discrimination perceived by the
parent or caregiver may lead to
parental depression, which may
negatively affect parent---child in-
teractions and subsequently the
child’s mental health. Discrimi-
nation may also lead to adaptive
responses. For example, parents
may socialize their children to
recognize and resist racial dis-
crimination; this socialization
may have a protective effect
on children.20,21

The effects of discrimination
may play out across the life course
and the effects may be amplified
if experienced during critical de-
velopmental periods—that is, dis-
crimination during childhood may
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have contemporary or delayed
effects, including effects that re-
verberate across the life course.22

The research evidence in the
literature has largely focused on 2
types of discrimination: perceived
interpersonal discrimination and
racial/ethnic residential segrega-
tion, a form of institutional dis-
crimination. We note gaps in the
literature in relation to the frame-
work discussed previously. We
suggest 3 directions for future
research aligned with our frame-
work: (1) developing further
a life-course perspective in stud-
ies of discrimination and chil-
dren’s health, (2) linking residential
segregation with geography-of-
opportunity conceptual frame-
works and measures to improve
our understanding of how segre-
gation influences a child’s exposure
to contextual risk or protective
factors, and (3) considering resi-
dential segregation along with
segregation in other contexts (e.g.,
schools) to improve our under-
standing of how cumulative or
multiple levels of disadvantage
may influence children’s health.

LITERATURE REVIEW

We searched for relevant arti-
cles by using MEDLINE and the
following parameters: English-
language articles focusing on chil-
dren (aged 0---18 years) or older
adolescents and young adults
(aged 19---24 years), published
after January 1, 2000. We used
the following search items (in the
title or abstract): “racial discrimi-
nation,” “racism,” and “residential
segregation.” We focused on arti-
cles that treated discrimination as
an exposure and examined effects
on children’s health outcomes, ex-
cluding nonhealth developmental
outcomes (e.g., cognitive devel-
opment). The objective of the
literature review was to guide
this analytic essay by identifying
definitions of discrimination, hy-
pothesized pathways between
discrimination and children’s
health, and recent findings in the
literature. Table 2 summarizes
the findings of our segregation
literature review. For perceived
discrimination, we reviewed vari-
ous empirical studies, but relied

primarily on 4 recent reviews of the
literature.31---34

The majority of research on
perceived interpersonal discrimi-
nation and health focuses on
adults.34 A smaller body of litera-
ture on children and youth sug-
gests that perceived interpersonal
racial discrimination may ad-
versely affect birth outcomes
via maternal exposure (20% of
studies), and adolescents’ mental
health or behavioral outcomes,
including depression, anxiety,
self-esteem, and problem be-
haviors (65% of studies).31,34,35

The studies on the effects of
institutional discrimination on
children’s health have primarily
examined the effects of racial
residential segregation—which
refers to the spatial separation
between different racial/ethnic
groups in where they live36—on
birth outcomes. Segregation is
considered a form of institutional
discrimination because it arises
not only from individual residential
preferences, but also from dis-
criminatory and exclusionary
practices and policies in housing

markets.37---40 Demographers
measure residential segregation
at the level of the metropolitan
area, defined as a core area with
a large population nucleus (cen-
tral city), in combination with
adjacent communities that have
a high degree of economic and
social integration with that core
(suburban areas).41 Metropolitan
areas are larger than cities, and
are a conceptually relevant geo-
graphic unit because they approxi-
mate racially segmented housing
and labor markets.37,38,42---45

In the majority of both perceived
discrimination and segregation
studies, the focus has largely been
on the Black population in met-
ropolitan and urban areas. Some
studies have also examined Latinos
and Asians. Native Americans
and rural populations remain
understudied.

Birth Outcomes

Black---White disparities in
birth outcomes are high, persis-
tent, and not entirely accounted
for by differences in maternal
education, prenatal health care,
and behaviors.28 Two bodies of
work have examined the role
of racial discrimination in birth
outcome disparities. One has fo-
cused on maternal perceptions
of discrimination, and the other
on the role of residential segre-
gation. Importantly, both empha-
size prenatal experiences, which
is an increasingly accepted way
of understanding children’s health
in a life-course perspective.46

Perceived discrimination. Evi-
dence of whether perceived in-
terpersonal discrimination ex-
perienced by women during
pregnancy is associated with
birth outcomes is mixed (i.e.,
nonstatistically significant find-
ings47---49 and statistically signifi-
cant adverse associations49---52).
Studies have focused primarily

TABLE 1—Share of Racial/Ethnic Minority Children and Public Primary School Students in

Metropolitan Areas With Segregation (Dissimilarity Indices) in Specified Ranges: 100 Largest US

Metropolitan Areas, 2010

Share of Children at Each Level of

Residential Segregation

Share of Primary School Students at Each

Level of School Segregation

Segregation Level Black Latino Asian Black Latino Asian

Higha 81.6 32.6 0.0 77.8 54.2 0.1

Mediumb 18.3 67.2 99.0 21.8 45.8 96.4

Lowc 0.0 0.2 1.0 0.5 0.1 3.5

Average leveld 67.6 54.7 49.4 67.1 60.0 47.5

Note. Dissimilarity indices reflect the share of specified minority children or students who would have to move to another census tract or school
for each census tract or school to have the same share of specified minority and White children or students as the metropolitan area as
a whole. A value of 0 would indicate complete desegregation, and a value of 100 would indicate complete segregation. Percentages may not
sum to 100 because of rounding. Asians include Pacific Islanders; Latinos may be of any race. School data reflect 2009–2010 school year.
aHigh segregation refers to levels ‡ 60.
bMedium segregation refers to levels of 30–59.
cLow segregation refers to levels < 30.
dAverage segregation level is weighted by the number of children or students of the specified race/ethnicity in each metropolitan area.
Source. diversitydata.org calculations from 2010 Census Redistricting File5 for residential segregation and from National Center for Education
Statistics, Common Core of Data 2009–20106 for school segregation.
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on Black women. For example,
Mustillo et al.51 found that adjusting
for perceptions of discrimination
substantially reduced Black---White
disparities in preterm birth or low
birth weight. Importantly, all
studies on discrimination and
birth outcomes modeled per-
ceived discrimination as a ma-
ternal psychosocial stressor.
Segregation. Evidence shows

that high levels of racial resi-
dential segregation are associ-
ated with worse birth outcomes
among Black infants. Higher
residential segregation is associ-
ated with higher rates of preterm
birth among Blacks,23 and with
higher Black---White disparity
in preterm birth rates.28 The

segregation---preterm birth associa-
tion is moderated by maternal
age, which suggests that Black
mothers may experience a weath-
ering effect in highly segregated
areas, that is a cumulatively stron-
ger negative effect on Black women
over the life course.28

The evidence is not entirely
consistent, however. For instance,
Hearst and Oakes26 found no
statistically significant effect of
segregation on Black infant mor-
tality. However, this study may
be limited by its focus on cities
(instead of metropolitan areas)
as the larger geographic unit of
interest.53 Moreover, the authors
controlled for causes of infant
mortality that operate before the

birth of the child, instead of con-
sidering these prenatal factors as
part of the causal pathway by
which segregation influences in-
fant mortality (e.g., via preterm birth
or fetal growth retardation53,54).

Although the majority of stud-
ies of segregation and birth out-
comes have focused on African
Americans, some recent work
has focused on Latinos24,55 and
Asians.25 Studies of multiple ra-
cial/ethnic groups may inform
the mechanisms by which segre-
gation influences health. Segre-
gation may be either detrimental
or beneficial depending on the
factors that lead to segregation,
which vary by racial/ethnic group.56

For example, among groups with

large proportions of immigrants
(Latinos and Asians), segregation in
ethnic enclaves may be the result
of preferences for residing with
coethnics who can offer material
and social support.57 On the other
hand, segregation among US-born
minorities may not reflect pri-
marily residential preferences
but blocked social and spatial
mobility, including housing
discrimination.58---60

The evidence indicates that
segregation may not have a uni-
formly adverse effect. Although
there is an association between
higher levels of Black segregation
and higher rates of low birth
weight among Black infants, the
level of segregation may not

Child developmental contexts 

Stress
(physiological responses)

Individual childEven if not perceived,
discrimination can affect child

via effect of differential
treatment/access

across developmental contexts

Even if not perceived,
discrimination can affect child

via effect of differential
treatment/access
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development
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Differential treatment 
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FIGURE 1—Influences of interpersonal and institutional discrimination on children’s health.
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influence Latino birth weight,24,25

and may have a beneficial effect
on Asian birth weight.25 Some
studies have further disaggregated
whether the effect of segregation on
birth outcomes varies by nativity.
Osypuk et al.24 found that whereas
neighborhood isolation had no ef-
fect on the birth weight of infants
of Mexican-immigrant women, it
had a detrimental effect on infants
of US-born, Mexican-origin women.

In sum, the empirical evidence
suggests that both maternal per-
ceptions of discrimination and
residential segregation have a det-
rimental effect on the birth out-
comes of Black infants. Although
less is known about how discrim-
ination affects birth outcomes of
other groups, there is indication
of differential effects of segrega-
tion by race/ethnicity and nativity,
possibly related to the salutary
influence of residential enclaves
on immigrants.

Children’s Mental Health

Recent reviews have found
consistent detrimental effects of
interpersonal discrimination on
children’s mental health. The lit-
erature has focused primarily on
African American adolescents’
subjective experiences of dis-
crimination and mental health or
problem behaviors. Despite the
focus on adolescents, there are
several developmental stages
that lie between birth and adoles-
cence, with the role of discrimina-
tion mattering differently at each
stage.7,8 We did not find any
studies of the effects of segregation
on children’s mental health.

The predominance of research
on adolescents suggests that mea-
suring the experience of interper-
sonal discrimination among youn-
ger children may be difficult.
However, younger children may
be affected by discrimination—for
example, if the child receives

differential treatment by influen-
tial adults, or if caregiver stress
because of anticipation or experi-
ence of discrimination affects the
child. Therefore, a suggested direc-
tion for strengthening this line of
inquiry is to develop measures
of perceived discrimination that
take into account a child’s develop-
mental stages and contexts.21,31,34

There is limited research on the
combined effects of interpersonal
and institutional discrimination
(segregation) on children’s mental
health. Only a handful of studies
have directly examined contextual
variation in perceived interper-
sonal discrimination,61 yet this
evidence suggests that neighbor-
hood context (e.g., racial/ethnic
composition) may influence chil-
dren’s exposure to discrimination.
Black adults report higher (per-
ceived) interpersonal discrimina-
tion if they live in predominantly
White (vs predominantly Black)
neighborhoods. Therefore, pre-
dominantly minority neighbor-
hoods might shield minorities
from the negative health effects
of perceived interpersonal dis-
crimination, which might par-
tially counteract the adverse
effects of residential segregation
on health.62

Children’s Physical Health

A life-course perspective
suggests that, by affecting birth
outcomes through maternal ex-
posure, interpersonal discrimi-
nation and segregation may in-
fluence health trajectories over
childhood and beyond.46 Birth
outcomes are predictive of later-life
health.17,63 That said, perceived
discrimination and segregation
do not only affect a child’s health
via birth outcomes, but they can also
exert influence during later stages of
a child’s development.

Recent reviews of the litera-
ture on the role of perceived

discrimination during later de-
velopmental stages have found
that most studies focused on
children’s mental, not physical,
health. We did not identify any
studies of segregation and chil-
dren’s physical health.

THREE LINES OF INQUIRY
FOR FUTURE RESEARCH

Our results from the literature
reviews suggest 3 promising di-
rections for future work on dis-
crimination and children’s health:
further developing a life-course
perspective, a geography-of-
opportunity focus, and consider-
ing school segregation in addition
to that of residential areas.

Discrimination in

a Life-Course Perspective

A life-course perspective to
understand discrimination and
health would highlight issues such
as developmental trajectories and
transitions, critical periods (effect
modification), and accumulation
of disadvantage.22,64

The child development literature
suggests that both perceived dis-
crimination and its effects may vary
by developmental stage.7,21,65

For example, adolescent devel-
opmental processes such as cog-
nitive development of formal
reasoning and development of
racial/ethnic identity could influ-
ence perceived discrimination.7,65

Discrimination may have stron-
ger negative effects if experienced
during critical or sensitive de-
velopmental periods in which
stimuli (actions or experiences,
or the lack thereof) are more
influential for altering the develop-
mental trajectory compared with
other periods of exposure.22,66,67

For example, perceptions of in-
terpersonal discrimination in late
childhood (ages 8---11 years),
a critical developmental period

for establishing healthy behav-
iors, may lead to substance use
in early adolescence (ages 13---16
years). In turn, early substance
use may lead to subsequent abuse,
other behavioral problems, and
effects on other domains of life such
as educational attainment.68 Insti-
tutional discrimination may nega-
tively affect the child by limiting
access to supportive developmental
contexts. For example, residential
segregation may constrain neigh-
borhood choices leading minority
families to live in neighborhoods
with more adverse developmental
contexts, for instance, neighbor-
hoods with high crime rates, which,
in turn, may negatively affect chil-
dren’s health trajectories.69

Discrimination may also have
stronger negative effects if experi-
enced cumulatively across time
(e.g., hiring, wage setting, promo-
tion in the labor market), across
generations (e.g., reduced wealth
accumulation resulting from past
discrimination in mortgage lend-
ing), or across contexts (e.g., hous-
ing discrimination can lead to
reduced access to neighborhoods
with high-quality schools).8,12,21,65

An ecological framework of
child development suggests that
a child is influenced by several
developmental contexts at differ-
ent levels.70,71 Research shows
that exposure to adverse contexts
at multiple levels is even more
detrimental to children than ex-
posure to adversity only at 1 level
(e.g., family).72---74 An ecological
framework of child development
informs our understanding of how
discrimination at multiple levels—
from interpersonal to institutional—
may affect the child. In addition,
discrimination can result in
harmful experiences across de-
velopmental contexts.43,75,76 For
example, residential segregation
is associated with racial/ethnic
disparities in children’s
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simultaneous exposure to family
and neighborhood poverty.75

Future research should exam-
ine whether the experience and
effects of discrimination vary by
developmental stage, including
sensitive periods, and by whether
discrimination is experienced
cumulatively across time, and
whether interpersonal and institu-
tional discrimination may interact.

Geography of Opportunity and

Children’s Health

Ecological,18,70 child-resil-
ience,77 and biological-sensitivity-
to-context78 models emphasize
the importance of the multiple
contexts (e.g., family, neighbor-
hood, school) in which children
grow and develop. Yet race is
often missing from these models,
although racial---spatial phenom-
ena, such as residential and school
segregation, have a strong influ-
ence on racial disparities in child
developmental contexts, which
in turn may affect developmental
trajectories.21,79,80

Although a large body of evi-
dence suggests that neighbor-
hood characteristics are signifi-
cantly associated with children’s
health,76,81,82 and that residen-
tial segregation is associated with
large racial/ethnic disparities
in neighborhood context,35,75,83

the literature on the social deter-
minants of children’s health does
not have sufficient geographic or
spatial focus to capture how seg-
regation shapes children’s devel-
opmental contexts along both
spatial and racial/ethnic lines.75,79

A framework such as the ge-
ography of children’s oppor-
tunity highlights the impor-
tance of such racial---spatial
patterns.84 The geography of
children’s opportunity is defined
as the context of neighborhood-
based opportunities that in-
fluence children’s health and

development.62,75,79,85 These op-
portunities include services that
support a child’s development (e.g.,
quality educational institutions) and
services that support families, par-
ents, and parenting and commu-
nity engagement; healthy and
safe physical environments (e.g.,
safe playgrounds); and healthy
and safe social environments (e.g.,
safety, positive peer influences).

Characterizing neighborhoods
by using a geography-of-oppor-
tunity framework points to select-
ing indicators that either impede
opportunity (e.g., high neighbor-
hood poverty) or facilitate oppor-
tunity (e.g., availability of high-
quality early childhood education).
Neighborhood-based opportunity
(or lack thereof ) can be concep-
tualized as neighborhood-based
protective (risk) factors for healthy
children’s development, and one
can examine its effects on children’s
developmental trajectories. Ap-
plying this framework would im-
ply creating an index of neigh-
borhood opportunity for healthy
children’s development by com-
bining multiple indicators of risk
and protective factors, mapping and
ranking neighborhoods within
a region according to this index,
and examining the association
of the index with health or de-
velopmental trajectories.79,86

Although an index of neighbor-
hood-based opportunity is race-
neutral on face (i.e., it does not
include measures of race/ethnicity),
its application can be used to
understand racial/ethnic health
disparities because, in practice,
neighborhood opportunity varies
significantly by race. Within met-
ropolitan areas, minority children
are more likely thanWhite children
to live in neighborhoods of low
opportunity, and distributions of
neighborhood opportunity within
metropolitan areas differ consid-
erably by race/ethnicity, such

that the lower-opportunity neigh-
borhoods for Whites are often bet-
ter than the higher-opportunity
neighborhood for Blacks and La-
tinos.43,62,80,85,87 Across metro-
politan areas, racial disparities
in access to neighborhoods of
opportunity are larger in areas
with higher levels of segrega-
tion.75 The inequitable distribu-
tion of neighborhood contexts
has implications for children’s
health because it signals dispro-
portionate concentration of
neighborhood-level risk factors
(indicating lack of opportunity) in
minority neighborhoods.69,80,88---90

In sum, although a large body
of social science research has
documented pervasive patterns of
neighborhood inequality,38,87,91---95

and some empirical health studies
have examined the geographic
distribution of risk and protective
factors relevant to children,
greater specificity about racial/
ethnic distributions of neighbor-
hood risk and protective factors
relevant to children would en-
hance our understanding of how
and to what extent segregation
may affect children’s health
and health disparities. Therefore,
a geography-of-opportunity frame-
work may be a fruitful approach
for understanding the role of
place-based racial/ethnic inequal-
ity in children’s health disparities.

SCHOOL SEGREGATION
AND HEALTH

The segregation---child health
literature has focused on residen-
tial or neighborhood segregation.
However, segregation in other
contexts matters for health both
during childhood and along the
life course. Because attendance at
most public elementary schools
is neighborhood-based in the
United States, residential segre-
gation strongly affects school

segregation, which in turn is as-
sociated with poor educational
outcomes and disparities in
achievement.2 At the same time,
the importance of education in
adult health has been widely
documented.96 Because school
segregation occurs in childhood
and creates racial disparities in
achievement, it may be associ-
ated with health disparities later
in life. One longitudinal study
found that school desegregation
plans in the 1960s through 1980s
had favorable effects on child-
hood exposure to school quality,
and, subsequently, on Black adult
educational attainment, earnings,
probability of incarceration, and
health. School desegregation did
not affect those outcomes for
Whites, but because it improved
outcomes for Blacks, it contrib-
uted to reducing Black---White
adult socioeconomic and health
disparities among cohorts ex-
posed to integrated schools dur-
ing childhood.97 Another study
found that school desegregation
plans in the 1970s were associated
with a significant reduction in the
Black adolescent birth rate from
1970 to 1980.98

Figure 2 illustrates the varia-
tion in residential or school seg-
regation across metropolitan
areas, with significant positive cor-
relations between children’s resi-
dential segregation and school
segregation (Blacks: q= 0.96;
P < .001; Latinos: q= 0.91;
P < .001). Because residential
and school segregation go hand
in hand, so do vast racial and
ethnic disparities in both neigh-
borhood and school poverty.91,99

Such simultaneous disadvantage
across multiple contexts may
compromise the health of Black
and Latino children. School seg-
regation is associated with sharp
disparities in exposure to schools
with high poverty levels—in the
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100 largest metropolitan areas,
about 43% of Black and Latino
students attend schools where

more than 80% of the student
population is poor, whereas only
4% of White students attend such

highly disadvantaged schools.99

Differences in school exposure
to poverty are associated with

other school-level exposures—for in-
stance, high-poverty schools aremore
likely to have inadequate buildings
than low-poverty schools100—that
may influence health.

Even though segregation across
neighborhoods and schools is
highly correlated, school segre-
gation may be more relevant than
neighborhood segregation be-
cause of more direct school ef-
fects on younger as well as older
children (as opposed to indirect
effects of neighborhoods on
younger children).101

In sum, although schools are
regarded as a key context for chil-
dren’s development, research on
school segregation and children’s
health is only beginning to emerge.

CONCLUSIONS

Pervasive experiences of in-
terpersonal and institutional dis-
crimination may be key to un-
derstanding the developmental
contexts and health trajectories
of minority children. To inform
the field on the importance of dis-
crimination for children’s health,
future studies should expand be-
yond a focus on only adults, adopt
life-course models, and incorporate
perspectives from the field of
racial inequality such as geography
of opportunity and segregation in
other children’s contexts. j
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Note. Circle size reflects relative size of the specified minority child population. Segregation was defined by using dissimilarity indices,

which reflect the percentage of specified minority children or students who would have to move to another census tract or school for each

census tract or school to have the same share of specified minority and White children or students as the metropolitan area as a whole. School

segregation was measured for public primary schools, defined as schools with lowest grade of prekindergarten–3 and highest grade of

prekindergarten–8. Neighborhood segregation includes children aged < 18 years, with neighborhoods defined by census tracts.

Source. diversitydata.org calculations from 2010 Census Redistricting File5 for residential segregation and from National Center for Education

Statistics, Common Core of Data 2009–20106 for school segregation.

FIGURE 2—School and neighborhood segregation of (a) Black and White children and (b) Latino and

White children: 100 largest US Metropolitan areas, 2010.
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