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Abstract

Background:  Prior research demonstrates that Black Americans receive fewer health benefits at high levels of socioeconomic status (SES) 
relative to Whites. Yet, few studies have considered the role of lifetime SES (ie, changes in SES from childhood to adulthood) in shaping these 
patterns among older adults. This study investigates the extent to which racial disparities in allostatic load (AL), an indicator of accelerated 
physiological aging, vary across levels of lifetime SES among Black and White adults aged 50 and older.
Methods:  With data from the Nashville Stress and Health Study, modified Poisson regression models were used to assess racial differences in 
the odds of high AL (4+ high-risk biomarkers) among Black and White older adults (N = 518) within each level of lifetime SES (ie, stable low 
SES, upward mobility, downward mobility, and stable high SES).
Results:  Stable high SES was associated with greater odds of high AL; there was not a significant association between other lifetime SES 
trajectories and AL. However, the magnitude of racial disparities varied across levels of lifetime SES, with a significant Black–White difference 
in AL observed only among upwardly mobile (odds ratio [OR] = 1.76, 95% confidence interval [CI] = 1.24–2.51) and high SES groups 
(OR = 2.22, 95% CI = 1.37–3.58).
Conclusions:  Our study demonstrates that racial disparities in AL among older adults depend on individuals’ lifetime SES trajectories and that 
older Black Americans receive fewer health benefits for achieving higher SES. These findings underscore the need to evaluate socioeconomic 
resources across the life course to clarify the extent of racial disparities among aging populations.

Keywords:   Allostatic load, Black Americans, Lifetime SES, Social mobility

A vast literature documents large and persistent racial disparities in 
health among older adults in the United States. Relative to White 
adults, Black adults have higher rates of the leading causes of death (eg, 
heart disease, stroke, cancer, diabetes, and hypertension) (1–3) and ex-
perience accelerated physiological aging (4–7). The fundamental causes 
of disease theory (FCT), a prominent framework in the social sciences 
used to explain these disparities, posits that fundamental causes em-
body resources that can be used to avoid or alleviate health risks (8). 
Researchers have long recognized socioeconomic status (SES) as a 
fundamental cause of health, given the multilevel pathways through 
which SES shapes health, including influencing knowledge of and 
access to healthy behaviors, exposure to stressors, residence in (dis)
advantaged neighborhoods, and the activation of biological systems 
(9–11). A plethora of research also indicates that racial differences in 

SES explain a large, but not total, portion of racial disparities in phys-
ical health among older adults (12–15).

While SES is an important determinant of health and health dis-
parities, findings from prior work highlight inconsistencies in the 
expected relationship between SES and health. For example, studies 
have shown that Black Americans tend to have worse health than 
their White counterparts across all levels of SES (16,17) and, at 
times, Black–White disparities are greater among high SES individ-
uals compared to those of low SES (18–21). Such findings do not 
support predictions made by the FCT and add to a growing body of 
evidence underscoring racial differences in the health benefits of SES 
across the life course (16,22–24). As such, research that clarifies the 
impact of SES on the health of older Blacks and Whites is needed to 
reduce disparities among this aging population.
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Life course perspectives are critical for understanding the dif-
ferential impact of SES on health for Black and White older adults. 
In particular, life course perspectives highlight the role of early-
life conditions in shaping health later in life (25–27). Cumulative 
inequality theory, for example, posits that accumulating risks and 
resources influence health across the life course (28). Those who 
are advantaged in early life are able to acquire more resources 
(eg, income, wealth, access to quality health care) over time, pro-
viding benefits for health and aging. In contrast, those who are 
disadvantaged in early life tend to experience accumulating risks 
that may be harmful to health (eg, greater exposure to stressors, 
job insecurity, lack of health insurance) (28–30). Given that Black 
Americans are more likely to experience early-life adversity com-
pared to Whites (16,31), it is likely that they also encounter more 
subsequent challenges to healthy living and accumulate disadvan-
tages across the life course that negatively influence health, re-
gardless of subsequent achievement of resources.

The important role of early-life conditions, in addition to later-life 
socioeconomic achievement, highlights the need to examine the rela-
tionship between lifetime SES (ie, changes in SES from childhood to 
adulthood) and health among older adults. Prior research has linked 
social mobility processes to later-life health (26,32,33). Specifically, up-
ward or downward mobility—that is, achieving higher or lower levels 
of SES, respectively, in adulthood relative to one’s SES of origin—may 
be differentially associated with health at older ages compared to re-
maining in high or low SES groups throughout one’s life (34). While 
upward social mobility is typically associated with gains in health-
protective resources such as access to safer housing, quality health care, 
and healthy foods (26,32,33), upwardly mobile individuals spend only 
a portion of their lives in advantaged positions. As such, it is possible 
that their health is poorer than those who spend their entire lives in 
high SES positions and who, consequently, experience prolonged ac-
cumulation of material advantages relevant for health (35). Similarly, 
while those who experience downward mobility would likely have 
worse health than their stable high SES and upwardly mobile coun-
terparts, they may have better health than those who maintain low 
SES across the life course. This would stem from their early-life ex-
posure to health-protective resources and the greater period of time 
they have these resources compared to those who experience low SES 
throughout their lives. Thus, studies that only measure SES in adult-
hood may obscure notable differences in the health of those who are 
upwardly mobile and those of high SES across the life course, as well 
as those who are downwardly mobile and those who remain in low 
SES groups. Prior work, however, has given less attention to the rela-
tionship between lifetime SES and health, particularly among older 
adults, leaving unclear whether and to what extent movement across 
SES levels is relevant for health at older ages.

In addition to combining the health experiences of those who are 
socioeconomically mobile and those who remain in the same SES 
groups across the life course, prior work examining the role of SES 
in explaining Black–White disparities in health tends to assume that 
the pathways to high or low SES are equivalent across racial groups. 
That is, many expect that the health consequences of achieving high 
SES are similar for Blacks and Whites. However, a growing body of 
research suggests that the experience of social mobility, including its 
causes and consequences, differs significantly across racial groups 
(18). Specifically, studies examining the “diminishing returns hy-
pothesis” have documented the health costs of upward mobility 
among Black adults (36–38), largely stemming from historical and 
contemporary forms of systemic racism in the United States. Indeed, 
such forms of racism have resulted in Black Americans experiencing 

disproportionate rates of social and economic adversity in childhood 
and have led to enduring barriers to education, employment, and 
wealth across the life course among this population (39–43). Being 
upwardly mobile in such contexts requires sustained effort and en-
ergy, which can lead to the overactivation of bodily stress response 
systems and subsequently induce accelerated physiological aging and 
poor health (44–48). Moreover, Black adults across the SES spec-
trum are also more likely to live in under-resourced communities 
relative to their White counterparts, which contribute to limited edu-
cational and occupational opportunities, as well as greater exposure 
to environmental hazards and stressors (11,49,50).

Exposure to social stressors, including racial discrimination, 
throughout socioeconomic attainment processes and at higher 
socioeconomic contexts is another pathway through which Black 
adults experience diminished health returns to higher SES (21,46,51). 
Such exposures can take a cumulative toll on physical health via their 
impacts on biological systems, health behaviors, and mental health 
(4,38,44,45,49,52). Less understood, however, is whether the conse-
quences of these diminishing returns have lasting effects on health and 
health disparities among older adults. That is, prior work leaves un-
clear the extent to which the processes underlying upward mobility, 
downward mobility, or stability in SES levels across the life course re-
sult in smaller or wider Black–White disparities in health at older ages. 
Documenting differences in the magnitude of racial disparities within 
levels of lifetime SES can provide insight into the potential pathways 
and factors contributing to the persistence of Black–White disparities 
across the life course, even after accounting for current SES.

This study integrates research on the diminishing returns hy-
pothesis and life course perspectives to investigate the relationship 
between lifetime SES and allostatic load (AL) among older adults. 
Using data from the Nashville Stress and Health Study (NSAHS), we 
ask: (a) To what extent is lifetime SES associated with AL among 
Black and White older adults? and (b) Do Black–White disparities 
in AL vary within levels of lifetime SES? We focus on AL because it 
constitutes a global measure of physical health and represents the 
physiological toll of cumulative, adverse stress experiences and so-
cial inequalities on multiple bodily systems (33,53,54). As such, AL is 
ideal for capturing the cumulative health consequences of disparate 
life experiences among Black and White older adults and for under-
standing later-life disparities in health. Based on past literature de-
scribed above, we hypothesize that AL will be lowest among older 
adults who experienced high SES across the life course, followed by 
those who were upwardly mobile and those who were downwardly 
mobile. Those who experienced low SES across the life course will 
have the highest AL. In addition, we expect that while Black older 
adults will have higher levels of AL than Whites across all levels of 
lifetime SES, the magnitude of the disparity will be largest among 
those who were upwardly mobile, followed by those who were 
consistently in higher SES groups across childhood and adulthood. 
These relationships would stem from the accumulation of stressors 
and strains across the life course among Blacks, particularly in their 
achievement of greater socioeconomic resources and in navigating 
higher SES contexts.

This study advances the literature on health disparities in aging by 
documenting whether and how well-known determinants of health 
differentially influence disparities in physiological aging among older 
adults. Understanding whether social mobility is linked to better 
health among older adults and the extent to which Black–White dis-
parities in AL is conditional upon lifetime SES is needed to reduce 
racial health inequalities, as clarifying pathways to poor health will 
inform more effective public health interventions for older adults.
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Method

Sample
We used data from the NSAHS, a community epidemiological 
survey of Black and White adults in Nashville, TN. A  random 
sample was obtained using a multistage, stratified sampling ap-
proach. Although Black American households were oversampled, 
sampling weights allowed for generalizability to the county popu-
lation. Between 2011 and 2014, 1252 respondents provided in-
formation about their personal and family backgrounds, stress 
and coping experiences, and health histories during 3-hour 
computer-assisted interviews with interviewers of the same race. 
The following day, clinicians made in-home visits, arriving be-
fore breakfast to retrieve 12-hour urine samples and collect 
blood samples. They also measured blood pressure, recorded 
waist, hip, height, and weight measurements, and documented 
prescription medication usage. Less than 1% of the sample was 
missing sociodemographic or biological data due to difficulty 
in drawing sufficient blood, specimen contamination, or clin-
ician visit refusal. Upon completion of the interviewing period, 
American Association for Public Opinion Research rates were 
used to evaluate success across screening and interviewing phases 
(Response Rate 1 = 30.2, Cooperation Rate 1 = 74.2, Refusal Rate 
1 = 30.2, Contact Rate 1 = 40.7). The NSAHS and all study pro-
cedures were approved by the Vanderbilt University Institutional 
Review Board and described in detail elsewhere (55). The ana-
lytic sample for this study included Black and White adults aged 
50 and older with complete demographic, biomarker, and health 
factor data (N = 518).

Measures
AL was assessed using 10 biomarkers, including primary mediators 
and secondary mediators. Primary mediators refer to the substances 
released by the body in response to stress such as norepinephrine, epi-
nephrine, cortisol, and dehydroepiandrosterone sulfate. Secondary 
mediators are the effects resulting from the actions of primary me-
diators, including systolic and diastolic blood pressure, total chol-
esterol, high-density lipids, glycated hemoglobin, and waist-to-hip 
ratio (6). Based on guidelines established by the MacArthur studies, 
each biomarker was designated as low risk (0) or high risk (1) based 
on established clinical risk levels (31,54,56); individuals taking 
blood pressure or cholesterol medication were also counted as “high 
risk” for those biomarkers. Total AL scores were based on a count 
of these high-risk biomarkers and ranged from 0 to 10, with higher 
scores indicating greater physiological dysregulation across bodily 
systems. Consistent with prior research (6), we used a cut-point of 
4 to distinguish between individuals with low AL (0 = <4 high-risk 
biomarkers) and high AL (1 = 4+ high-risk biomarkers).

Race. Respondents self-identified as non-Hispanic White (refer-
ence category) or non-Hispanic Black (coded 1).

Lifetime SES was based on 2 measures: childhood SES (CSES) 
and adult SES (ASES). NSAHS respondents were asked to provide 
information about “the adult who provided major financial support 
for their family” during their childhood. Parent’s educational attain-
ment and family’s financial situation (eg, often struggled to pay for 
food, clothing, and shelter) were assessed categorically. Parent’s oc-
cupation was a continuous variable based on the Nam-Powers-Boyd 
occupational status scale. Scores ranged from 0 to 100, and higher 
scores indicated more socially prestigious occupations (31). Parent’s 
education, family financial situation, and parent’s occupational pres-
tige were standardized and summed to create a continuous CSES 

score with the mean score set to zero; values greater than zero corres-
ponded with “above-average” CSES and values below zero indicated 
“below-average” CSES levels. ASES scores were based on 3 dimen-
sions: (a) years of education completed, (b) gross annual household 
income, and (c) occupational prestige level. Each ASES dimension 
was then standardized, summed, and the total was divided by the 
number of available dimensions to avoid data loss (57). In this study, 
ASES was measured continuously, such that scores above zero cor-
responded with above-average ASES. Our measure of lifetime SES 
considered individuals’ socioeconomic trajectories and whether their 
SES levels were generally stable or changed from childhood to adult-
hood. Consistent with prior studies (32,33), we used a 2-step process 
to identify these trajectories. First, we dichotomized CSES and ASES 
scores into low and high based on the sample median. Then, we used 
these categories to create 4 social mobility trajectories: (0) stable low 
SES (low CSES and low ASES), (1) upward mobility (low CSES and 
high ASES), (2) downward mobility (high CSES and low ASES), and 
(3) stable high SES (high CSES and high ASES).

Sociodemographic characteristics. We also included the following 
characteristics as covariates. Age was measured continuously in 
years. Gender was self-reported: (0) women, (1) men. Marital status 
was assessed categorically (0 = married, 1 = never married, 2 = other 
[separated, widowed, and divorced]).

Health factors. Based on prior research (6), we also controlled 
for several health factors associated with AL. Smoking status was 
measured with a single item that asked, “Are you a current smoker, 
ex-smoker, or have you never been a smoker?” Non- and former 
smokers were categorized together, and response options were di-
chotomized (0 = nonsmoker, 1 = smoker). Respondents’ average al-
cohol consumption was measured using a single item that asked, 
“On the days you drank in the past 12 months, about how many 
drinks did you usually have per day?” Responses were categorized 
as (0) nondrinker (no drinks) and (1) drinker (1+ drinks). Physical 
activity was based on federal guidelines from the US Department of 
Health and Human Services (58), designating those who engaged in 
fewer than 75 minutes of vigorous activity in a week as “physically 
inactive” (coded 0) and those who engaged in at least 150 minutes 
of moderate activity or 75 minutes of vigorous activity per week as 
“physically active” (coded 1).

Statistical Analyses
Sample characteristics (means and percentages) were assessed for 
the full sample and by race in Table 1. Significant Black–White dif-
ferences in sample characteristics were determined using t-tests (for 
continuous variables) and chi-square tests of significance (for categor-
ical variables). Second, we examined the relationship between lifetime 
SES and AL using modified Poisson regression models with robust 
standard errors (59,60), as the prevalence of our outcome variable 
(high AL) was greater than 10%. Estimated odds ratios (ORs) and 
corresponding 95% confidence intervals (95% CIs) are presented in 
Table 2. Model 1 assessed the association between race and lifetime 
SES among the full sample. To evaluate the extent to which racial dif-
ferences in AL varied within levels of lifetime SES, Models 2–5 exam-
ined Black–White disparities in high AL within each of the 4 lifetime 
SES groups. Figure 1 illustrates the predicted probabilities of high AL 
for each racial group across levels of lifetime SES. Sociodemographic 
characteristics (age, gender, and marital status) and health factors 
(smoking status, alcohol consumption, and physical activity) were in-
cluded as covariates in all models. All analyses were performed using 
STATA 15.1 (StataCorp LP, College Station, TX).
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Results

The distribution of sample characteristics for the full sample and by 
race is displayed in Table 1. Nearly half (49.9%) of the sample had 
high AL. Among the sample, 29.1% remained in low SES groups 
across childhood and adulthood (stable low SES) and 32.0% re-
mained in high SES groups (stable high SES); 26.10% were char-
acterized as upwardly mobile while 12.8% were characterized as 
downwardly mobile. The average age was 57.1 years (SD = 5.05), 
and most respondents were married (63.0%) at the time of the 
survey; women comprised more than half of the sample (54.7%), 
and most were nonsmokers, (75.4%), did not consume alcohol 
(53.0%), and were physically active (53.7%).

There were also racial differences in the study characteristics. 
Compared to Whites, a higher percentage of Black older adults 
had high AL (p < .001). Moreover, additional chi-squared tests (not 
shown) indicated significant racial differences in lifetime SES, such 
that there were only significant Black–White differences in stable 
low SES (p < .001) and stable high SES (p < .001). Black and White 
older adults experienced upward and downward mobility at similar 
rates. However, White older adults were significantly older (p < .05), 
more likely to be married (p < .001), and more physically active  
(p < .001), while more Black adults were current smokers (p < .01). 
Levels of alcohol consumption were similar across racial groups.

The association between lifetime SES and AL among older adults 
is shown in Table 2, Model 1. Compared to those of stable low SES, 
older adults of stable high SES had significantly lower odds of high 
AL (OR = 0.66, 95% CI = 0.46–0.97). All other lifetime SES groups 
had similar odds of high AL as adults of stable low SES. Moreover, 
results from Model 1 indicate that on average, Black older adults had 
higher AL than Whites. Specifically, Blacks had 37% greater odds of 
high AL (OR = 1.37, 95% CI = 1.10–1.70) relative to Whites.

The next set of models (Table 2, Models 2–5) display Black–
White disparities in AL among older adults within each category of 
lifetime SES. Results from Model 2 suggest no significant racial dif-
ference in AL among older adults who remained in low SES groups 
during childhood and adulthood. The same pattern was found for 
Black and White adults who were downwardly mobile (see Model 
4). In contrast, there was a significant racial difference in AL (p < 
.01) among older adults who experienced upward mobility (ie, low 
CSES and high ASES). Upwardly mobile Black adults had 76% 
greater odds of high AL (OR = 1.76, 95% CI = 1.24–2.51) com-
pared to upwardly mobile White adults (see Model 3). Additionally, 
among those who remained in high SES groups, Black adults had 
more than twice the odds (OR = 2.22, 95% CI = 1.37–3.58) of high 

AL relative to Whites (see Model 5). Collectively, these findings sup-
port our hypotheses.

Results from Models 2–5 are illustrated in Figure 1. While odds 
of high AL were generally lowest among the stable high SES group 
and highest among the stable low SES group among White older 
adults—consistent with expectations of the FCT—stable high SES 
did not confer the same benefits for Black older adults. For example, 
Black older adults with stable high SES or who had experienced 
upward mobility had greater odds of high AL than Whites who 
remained in low SES groups across the life course. Differences in 
the odds of high AL between lifetime SES groups were also smaller 
among Black older adults than among Whites. Taken together, re-
sults suggest fewer health returns to higher lifetime SES among Black 
older adults relative to White older adults.

Discussion

Black–White disparities in health persist across the life course, with 
Black adults experiencing shorter, sicker lives relative to Whites 
(1,3). While SES plays an important role in generating these inequal-
ities, Black–White disparities in health often persist after taking SES 
into account (16,61). One possible explanation is that prior work 
tends to focus on SES at one point in time, leaving unclear whether 
and how changes in SES between childhood and adulthood may 
differentiate the extent of racial disparities in health at older ages. 
Examining whether the existence and magnitude of racial health dis-
parities in older adulthood are contingent on lifetime SES provides 
critical insight into the underpinnings of persistent racial disparities 
in health and aging. Moreover, identifying the life course circum-
stances that result in larger Black–White disparities in health high-
lights priority areas to target for intervention. This study contributes 
to such knowledge by combining research on the diminishing returns 
hypothesis and life course perspectives to examine Black–White dis-
parities in AL within categories of lifetime SES among older adults.

First, we assessed the relationship between lifetime SES and 
AL. Results indicated that among older adults, stable high SES was 
linked to lower AL relative to all other lifetime SES groups. Prior re-
search has noted consistent SES gradients in AL among the general 
population (62) and suggests that changes in SES over time affect 
AL. For instance, a study by Singer and Ryff (34) compared the AL 
scores of individuals based on their socioeconomic mobility experi-
ences. While they found that upwardly mobile individuals had AL 
scores that were consistent with those in the stable high SES group, 
those who experienced downward mobility had AL levels most like 
those with stable low SES. In contrast, results from this study suggest 
that SES mobility is not significantly associated with high AL among 
older adults. Prior research notes that individuals may receive fewer 
health benefits from SES resources in older adulthood than in early 
and middle adulthood (62). While all individuals are susceptible to 
age-associated increases in AL (62), the health benefits accumulated 
by older adults with high SES may diminish with age. For instance, 
some studies have reported that high SES older adults had AL scores 
similar to those of middle-aged adults with low SES (62), indicating 
that older adults may experience diminishing health despite access to 
socioeconomic resources. Taken together, these findings suggest that 
while lifetime SES importantly shapes AL among the general popula-
tion, changes in socioeconomic resources, particularly at older ages, 
may have only a limited direct impact on the AL of older adults.

The central goal of this study, however, was to evaluate the ex-
tent to which Black–White disparities in AL varied across levels of 

Figure 1.  Racial differences in allostatic load (AL) by levels of lifetime SES 
among older adults. SES = socioeconomic status.
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lifetime SES. While Black older adults were more likely to report 
high AL compared to White older adults, regardless of lifetime SES 
(Table 2, Model 1), stratifying the association between race and 
AL by lifetime SES revealed additional nuances. For instance, there 
were no significant racial disparities observed among those with 
stable low SES. Such findings suggest that Black and White older 
adults who experienced low SES throughout their lives had similar 
levels of AL. Although prior research has noted worse health among 
Blacks relative to Whites at all levels of SES (16,17), our findings 
are more consistent with previous studies demonstrating that Blacks 
and Whites who experience similar levels of social disadvantage face 
comparable health risks (63). Specifically, these studies highlight the 
significance of place for shaping health disparities and suggest that 
social contextual factors may play a more important role in shaping 
SES-related health risks and benefits (63). Similarly, our results also 
suggest that Blacks and Whites who faced downward mobility—
starting off with high SES during childhood and transitioning to 
low SES later in life—had comparable AL levels in older adult-
hood. Recent studies underscore the significance of social stress for 
shaping the links between social mobility and health among racial 
groups, noting that downward mobility confers heightened stress 
exposure among Whites, while Black Americans tend to experience 
high stress regardless of their social mobility status (64). Thus, the 
stress associated with the loss of high SES may trigger elevated AL 
among downwardly mobile Whites, such that their AL scores are 
comparable to those of their Black counterparts.

In contrast, findings from this study indicated there was a sig-
nificant Black–White disparity in AL among those who experienced 
upward mobility and remained in high SES groups across childhood 
and adulthood. These patterns provide support for the diminishing 
returns hypothesis (38,64,65), as greater racial disparities were ob-
served among high SES groups compared to low SES groups. Given 
the documented challenges associated with achieving high SES 
among Black Americans (65,66), it is possible that these disparities 
stem from Blacks’ heightened exposure to environmental and psy-
chosocial stressors across the life course. In particular, the efforts 
required for older Black Americans to achieve or maintain high SES 
may contribute to greater stress and elevated AL relative to their 
White counterparts (38,47,67). While previous studies have docu-
mented the diminishing returns of higher SES for a range of physical 
and mental health outcomes (19,24,46), this study is among the first 
to demonstrate the impact of lifetime SES on AL among older adults. 
Understanding the significance of lifetime SES for physiological out-
comes such as AL is important because it provides insight into the 
ways that social inequalities become embodied to shape health and 
later-life trajectories.

In addition, results from this study suggest that lifetime SES had 
a distinct impact on AL among Black and White older adults (Figure 
1). A subtle SES gradient in AL was observed among Whites. While 
stable high SES was associated with the lowest odds of high AL, up-
ward and downward mobility, as well as stable low SES, all conferred 
similar health risks among this group. Among Blacks, however, a dif-
ferent pattern emerged, as the odds of high AL were notably high 
among Black older adults, regardless of lifetime SES. These find-
ings also lend support to the diminishing returns hypothesis (64), 
indicating that while lifetime SES significantly patterns racial dis-
parities in AL, it does not account for SES differences in AL among 
older Black Americans. Specifically, the lack of a clear SES gradient 
in AL (ie, higher SES being associated with lower AL) suggests that 
higher SES—in childhood/adulthood or achieved through upward 
mobility—is related to few health benefits for Black Americans. As 

such, these findings are consistent with the notion that SES is not 
equivalent across racial groups (18). That is, due to systemic ra-
cism, Black Americans tend to have lower earnings than Whites at a 
given level of education, less wealth at a given level of income, and 
less purchasing power due to higher prices of goods and services in 
their communities (11,61). Such factors differentiate the ability of 
Black adults to acquire and activate potentially protective resources. 
Consequently, Black Americans may receive limited health benefits 
for their efforts; moreover, the stress associated with these challenges 
may undermine health. This may be particularly important for 
understanding racial inequalities in aging, as these diminishing re-
turns likely contribute to increased disparities in later life. However, 
additional research is needed to identify the pathways undergirding 
these unexpected outcomes among older adults.

The results of this study should be considered within the con-
text of several limitations. First, this study utilized cross-sectional 
data from a regional sample of Black and White older adults in the 
NSAHS. Thus, we are unable to make conclusions about causality. 
In addition, the use of a regional sample from Nashville, TN limits 
our ability to generalize these results to other contexts. As such, fu-
ture studies should evaluate these relationships in nationally rep-
resentative longitudinal data to clarify the relationships between 
race, lifetime SES, and AL among older adults over time. Second, 
our study focused on Black and White adults aged 50–69. Thus, we 
are unable to draw conclusions about the impact of lifetime SES 
among those aged 70  years and older. Nonetheless, we were able 
to assess these patterns among older adults within a racially and 
socioeconomically diverse sample. Future research should extend 
this work by evaluating the role of lifetime SES in shaping racial dis-
parities among older samples. Third, as there were a limited number 
of respondents who reported experiencing downward mobility, find-
ings among this group should be interpreted with caution. Finally, 
our study examines lifetime SES using an index of CSES measures 
(ie, parent’s education, parent’s occupation, and family financial situ-
ation) and ASES measures (ie, education, income, occupational pres-
tige). Although these indicators provide a comprehensive assessment 
of SES throughout the life course, we did not assess measures such 
as wealth or homeownership. Given that prior research documents 
racial differences in the accumulation of wealth across the life course 
(41), future studies should also consider the ways that differences in 
these factors may pattern racial disparities in AL among older adults.

Nevertheless, this study advances our understanding of health 
disparities in aging in several ways. First, these findings con-
tribute to accumulating evidence that socioeconomic resources 
do not translate into equivalent health benefits for Black and 
White adults, challenging the utility of traditional fundamental 
causes to explain racial disparities in health and aging. Future 
work should seek to identify and test unique factors that may 
play a role in shaping health across the life course above and 
beyond individual-level SES indicators (eg, cultural racism, 
intergenerational trauma). Second, we extend prior work on 
the diminishing returns hypothesis by considering the extent to 
which racial disparities in AL persist across levels of lifetime SES 
among older adults. Although a growing body of research has 
documented diminishing returns for higher SES among Black 
Americans (36), few studies have evaluated racial differences in 
the health benefits of SES among older adults. As such, it was 
unclear whether these patterns persist in later life. Indeed, re-
sults from the present study confirm that older Black Americans 
experience limited benefits of higher SES. Moreover, we find 
important nuances in the role of social mobility among this 
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population, demonstrating the need to consider SES at multiple 
points during the life course. Failure to do so may obscure key 
differences in the relationship between SES and health across ra-
cial groups. Relatedly, few studies have evaluated the processes 
linking lifetime SES to older adult health (68,69), and most 
studies assessing diminishing returns among Blacks have not fo-
cused on physiological outcomes. Our study advances research 
on physiological aging by assessing racial and lifetime SES pat-
terns in AL among older adults. AL captures the wear and tear 
on the body due to cumulative exposure to stress and is a sig-
nificant predictor of mortality, co-occurring chronic conditions, 
and preclinical health status across multiple systems (33,55,62). 
It therefore provides important insight into health inequalities 
among older adults. Taken together, our findings suggest that life-
time SES and changes in socioeconomic resources across the life 
course are important for understanding the nature of racial dis-
parities among older adults. This study also highlights the need 
for policy-based interventions that consider the unique health 
risks among this population, particularly among high SES and 
upwardly mobile older Black Americans.
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