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Abstract
This study examines the relationship among COVID-19-induced social, economic, and educational inequalities on mental 
health (i.e., anxiety and depression). This study also examines if levels of self-rated health (SRH) moderate the relationship 
(i.e., COVID-induced inequalities [CII] and mental health), as well as examines the racial/ethnic group differences among 
567 young adults in the mid-Atlantic region. Using a moderation model, results indicate that CII were significantly related 
to depression (b = .221, t(554) = 4.59, p = .000) and anxiety (b = .140, t(555) = 3.23, p = .001). SRH and race/ethnicity also 
moderated both relationships. At above-average SRH (i.e., moderator), higher CII were also significantly related to lower 
anxiety (Asian young adults only) and lower depression (Asian and White young adults only). Overall, SRH and race/ethnic-
ity are important factors in the mental health impact of COVID-19 on young adults.
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The COVID-19 pandemic has disproportionately impacted 
many lives in the United States (US). Recent reports con-
tinue to highlight how COVID-19 has generally exacerbated 
overall inequalities that already exist [1]. These inequalities 
also increase the already prevalent rates of mental health 
challenges among many young adults [2, 3]. However, the 
impact of distinct COVID-19-induced inequalities and pro-
tective factors (i.e., positive self-rated health, SRH) on men-
tal health is understudied. Additionally, reports continue to 
suggest that not all young adults have been equally impacted 

by the COVID-19 pandemic, especially when examining 
those from race/ethnic minoritized communities [2]. This 
study, therefore, examines the relationship among COVID-
induced inequalities (CII), levels of SRH, mental health, and 
race/ethnicity.

COVID‑Induced Inequalities

Social determinants of health suggest that overall health 
is unevenly distributed throughout the general population, 
highlighting significant health disparities throughout the 
US [4]. These overall health disparities are more prominent 
among individuals of less-advantaged groups that experi-
ence a burden of inequalities in the areas of socio-economic 
factors and overall academic experiences [5, 6]. During the 
pandemic, social determinants of health have also impacted 
the disproportionate rates of COVID-19 diagnoses and 
mortality, as well as increased symptomatology of other 
comorbid health factors like mental health [2, 7, 8]. These 
overall inequalities also continue to impact access to social 
and health services, uncertain finances, household security, 
and social relationships [9, 10]. More attention, however, is 
needed on economic and educational inequalities, as well 
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as the social relationships as it continues to relate to the 
COVID-19 pandemic.

Economic Inequalities

It has been consistently documented that economic inequali-
ties have played a key role in overall health disparities as 
they contribute to segregation, decreased social mobility, 
and increased worry around food, as well as decreased 
access to medical care [3, 11]. Since the COVID-19 pan-
demic emerged, these economic inequalities became more 
prevalent due to employment lay-offs and the overall national 
recession [12–15]. Many of these factors, especially the 
financial hardships, were positively associated with depres-
sion [16]. Additionally, for many young adults who have 
been impacted by financial inequalities, their type of occupa-
tion has also led to further exposure and risks to COVID-19, 
as they are more likely to be employed as essential work-
ers in high exposure risk settings. This further complicates 
the inequalities as these individuals may also lack access to 
healthcare insurance due to their low-income status. There-
fore, economic inequalities are a key indicator of the overall 
COVID-19-induced inequalities with which some US young 
adults may be confronted with [16]. This is worthy of further 
investigation as it is related to the mental health of young 
adults who have experienced these inequalities.

Educational Inequalities

Another key COVID-19-induced inequality that many young 
adults continue to experience is in the educational domain. 
During the COVID-19 pandemic, most educational systems 
transitioned to remote learning [17–19]. Individuals who 
were not equipped to transition to remote learning may have 
been at a disadvantage due to their limited resources avail-
able to support their educational activities [20]. As a result, 
many individuals who transitioned to remote learning may 
not have had the infrastructure for virtual and remote learn-
ing [20]. For example, several financial factors (e.g., limited 
access to the internet, limited technological resources) may 
have limited young adults to transition to a remote space 
that nurtures an equitable academic environment during a 
high-stress global affair [21–23]. Therefore, educational ine-
qualities are a key indicator of the understanding of overall 
COVID-19-induced inequalities that some young adults may 
be confronted with. This is worthy of further investigation 
as the overall consequences could have a lasting impact on 
young adults who have experienced these inequalities.

Social Relations

COVID-19 has not only augmented the economic and edu-
cational inequalities of young adults, but has also affected 

their social relations. As a result of the prolonged pandemic, 
emerging studies continue to highlight that social isolation 
has been on the rise due to social distance policies, and 
social location closures, and other pandemic-related factors 
[24, 25]. Son and colleagues note that since the start of the 
pandemic, 87% (n = 195) of the sampled reported interact-
ing less with others due to social distancing [2]. One-third 
of the participants also expressed being worried about the 
lack of in-person interactions in which they were engaging 
[2]. Similarly, these changes in social relations have invoked 
concerns around the overall physical and psychological well-
being [26]. Most importantly, loneliness has significantly 
impacted mental health among individuals with pre-existing 
mental health challenges [26–28]. Overall, the social rela-
tions that young adults may experience also serve as sup-
port [29]. Without these social relations, these supports may 
also reduce, making young adults more susceptible to mental 
health challenges.

COVID‑19 Pandemic and Mental Health

The mental health of young adults has shown to be a general 
area of concern [30, 31]. With COVID-19 adding additional 
stressors to the everyday lives of young adults, emerging 
research suggests increased symptomatology around various 
mental health outcomes [2, 7, 32]. For example, Kecojevic 
and colleagues, in a study of 162 young adults, found that 
academic stress during this global pandemic was associ-
ated with higher levels of depression, anxiety, somatiza-
tion, and overall stress [16]. Additionally, among non-US 
young adults, COVID-19-related financial stress was also 
negatively associated with depression and anxiety [13]. 
Additionally, worrying and fearing for their health and the 
health of their loved ones, difficulty concentrating due to 
COVID, disrupted sleep, decrease in interactions with oth-
ers, and a growing concern with their academic performance 
impacted overall anxiety levels [2]. For example, Son and 
colleagues, using a sample of 195 young adults in the south, 
noted that 138 young adults (71%) indicated increased stress 
and anxiety due to the COVID-19 outbreak [2]. Many fac-
tors contributed to increased stress, anxiety, and depressive 
symptomatology. These factors contributed to additional 
worry about their health, concentrating difficulties, inability 
to sleep, and overall academic concerns. Hill and colleagues 
also noted that substance use increased among young adults 
as the COVID-19 pandemic progressed [33]. They specifi-
cally found that young adults who reported higher levels of 
substance use were more likely to report higher levels of 
alcohol consumption. Overall, young adults are experiencing 
elevated stressors due to the COVID-19 pandemic, which is 
negatively impacting their mental health.
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Positive Self‑rated Health: a Potential Moderator

Although these COVID-19-induced inequalities may be 
highly prevalent across young adults, it is important to 
also note other factors that may interact with these ine-
qualities and mental health outcomes. SRH, a subjective 
response to one’s perception of health, has been exten-
sively studied among older and the general adult samples 
[34–36].  Although subjective in nature, this one item 
response is reliable and valid, and has significant associa-
tions with other comorbid health outcomes [37–39]. How-
ever, little is known about SRH among young adults during 
and after the global pandemic. As noted above, many young 
adults are confronted with COVID-19-induced inequalities 
on top of the general stressors associated with academic and 
daily stressors [22]. Therefore, subjective SRH may further 
shed light on these associations.

Given that overall positive SRH has been consistently 
associated with positive health-related outcomes among 
young adults [40, 41], positive SRH may serve as a protec-
tive factor for mental health among young adults. Several 
psychological theories may explain these self-rated health 
outcomes. For example, higher self-efficacy and an internal 
locus of control have been linked with more positive per-
ceptions of self-rated health [40, 42, 43] and adherence to 
overall health promotion and services [43]. However, studies 
across the general and older adult populations suggest racial, 
ethnic, and cultural differences [37, 44, 45]. Studies examin-
ing racial differences with SRH are needed to better capture 
individuals’ lived experiences. Therefore, more attention is 
needed on race/ethnicity, SRH, and objective mental health 
outcomes among young adults during and after the global 
pandemic.

Race/Ethnicity: a Potential Moderator

Literature highlights that racial and ethnic minoritized 
groups are being affected by COVID-19 at different rates 
[46–48]. There are many health disparities that may put 
certain individuals, such as racial minoritized groups, at 
risk of contracting COVID-19 [49, 50]. For example, dis-
crimination exists in systems that are supposed to improve 
health and/or well-being of members in society [51–53]. 
Discrimination can also have a number of negative health 
outcomes and shape economic and social factors [54, 55] 
that may increase the likelihood of individuals from racially 
minoritized backgrounds in getting COVID-19. Addition-
ally, some individuals of some racial/ethnic minoritized 
backgrounds live in housing conditions that make it chal-
lenging to COVID-19 prevention guidelines [56, 57]. Due 
to the growing unemployment rate caused by COVID-19 
[58–60], some individuals may be forced to share housing 
[56, 57, 61]. Due to COVID-19 disproportionately impacting 

many young adults, particularly those that identify from an 
ethnic-racial minoritized group [46–48], it is important to 
take race/ethnicity into consideration.

Purpose of the Study

The current study aimed to examine the relationship between 
mental health, CII, SRH, and race. Research questions and 
hypothesis driven by the gaps in the literature are as follows:

Hypothesis 1: The relationship between CII and depres-
sion will be moderated by SRH and race. It is expected 
that Black, Latine, and Asian Americans who rate their 
SRH as below average and report more inequalities in 
economic, education, and social relationships (i.e., CII) 
will report higher levels of depression.
Hypothesis 2: The relationship between CII and anxiety 
will be moderated by SRH and race. It is expected that 
Black, Latine, and Asian Americans who rate their SRH 
as below average and report more inequalities will report 
higher levels of anxiety.

Method

The current study used a multiple moderation model to 
examine the relationship between race, SRH, CII, and men-
tal health. Below is a description of the participants and 
procedures, the measures, and the data analysis plan.

Participants and Procedure

The participants in this study are from a larger study 
(n = 897). Participants in the current sample ranged in age 
from 18 to 21, with 86% of the sample reporting their age as 
18. Given the focus of the current study on Asian American, 
Black, Latine, and Whites, the analytic sample for the cur-
rent study is 567, which includes participants who identified 
with one of these four backgrounds. In terms of race, 25.2% 
(n = 204) identified as Asian, 20.2% (n = 164) as Black, 
10.6% (n = 86) as Hispanic, and 44% as White (n = 357). 
Participants provided their self-reported gender identity, 
and 79.7% (n = 529) identified as cisgender women, 16.3% 
(n = 108) as cisgender men, and less than 3% as genderqueer, 
questioning, transgender male, or did not disclose. Finally, 
32% (n = 287) self-reported as a first-generation college stu-
dent. For the current models, the sample is n = 567.

The larger study is an ongoing, university-wide longitu-
dinal study at an urban, predominantly White public uni-
versity in the mid-Atlantic region, that focuses on genetic, 
environmental, and developmental influences on substance 
use and emotional health outcomes. The larger study was 
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approved by the Institutional Review Board at the university. 
The supplemental COVID-19 survey was sent to partici-
pants in May of 2020 and data were collected for just over 
2 months. Participants were informed about the study and 
provided informed consent. The survey took approximately 
15–30 min to complete, and once completed, participants 
received $10 compensation. The developers utilized RED-
Cap (Research Electronic Data Capture), which is a web-
based application designed to assist data capture for research 
studies, to collect and manage survey data [62].

Measures

COVID‑Induced Inequalities

This eight-item dichotomous scale asks participants about 
inequalities they are facing due to COVID-19 in three dis-
tinct domains: (1) Economic questions include the following: 
(a) has changes related to the coronavirus/COVID-19 crisis 
created financial problems for you or your family?; (b) to 
what degree are you concerned about the stability of your 
living situation?; and (c) do you worry about whether your 
food will run out because of a lack of money? Descriptive 
statistics for the economic subscale are as follows: n = 858, 
min = 0 and max = 3, M = 1.46 (SD = 0.94); (2) Education 
questions include the following: (a) do you have a lab, art, 
or other classes that were severely disrupted, i.e., did not 
transfer well into an online format?; (b) have your profes-
sors been easy to communicate with? (reverse coded); and 
(c) do you have easy access to the internet or a computer 
(reverse coded)? Descriptive statistics for the education sub-
scale are as follows: n = 875, min = 0 and max = 3, M = 0.81 
(SD = 0.69); (3) Social Relationships questions include the 
following: (a) has the quality of the relationships between 
you and members of your family changed? and (b) has the 
quality of relationships with friends changed? Descriptive 
statistics for the social relationships subscale are as follows: 
n = 882, min = 0 and max = 2, M = 0.40 (SD = 0.58). A total 
CII sum variable was created by summing the yes responses 

for all of the questions. Descriptive statistics for the total 
scale are as follows: n = 840, min = 0 and max = 7, M = 2.66 
(SD = 1.44). A higher score is interpreted as more CII. Also, 
the CII mean is stratified by race in Table 1.

Depression and Anxiety

A subset of anxiety and depression scale items from the 
Symptoms Checklist-90 (SCL-90) [63] provided informa-
tion about participant mental health. The SCL-90 is a self-
report symptom inventory consisting of 90 items, and has 
well-established convergent and discriminant validity and 
reliability [64]. The items assess symptoms within the last 
30 days of anxiety (e.g., “spells of terror or panic”) and 
depression (e.g., “feeling hopelessness about the future”). 
Responses are indicated on a 5-point scale, from 1 (not at 
all) to 5 (extremely); previous research has shown sufficient 
reliability for the anxiety scale (α = 0.85) and the depres-
sion scale (α = 0.89) [65]. The range of scores was 0–16 for 
both the anxiety and depression items. The mean for anxiety 
symptoms was 3.16 (SD = 4.03) and the mean for depression 
symptoms was 6.06 (SD = 4.72).

Self‑rated Health

Participants provided information on their health through 
one self-report item, the Behavioral Risk Factor Surveillance 
System (BRFSS) Section 1 (CDC, 2014). The item read, 
“How would you describe your overall physical health?” 
Participants responded on a 5 point Likert scale, with the 
values as “1- Excellent” (n = 67, 10.6%), “2- Very good” 
(n = 247, 39.2%), “3- Good” (n = 248, 39.4%), “4- Fair” 
(n = 62, 9.8%), and “5- Poor” (n = 6, 1%). The mean was 
2.51 (SD = 0.85). The item was reverse coded for the cur-
rent study, so that 1 indicated poor self-rated health and 5 
indicated excellent self-rated health. The BRFSS is a highly 
regarded predictor of global health and has been deemed 
effective in predicting adverse physical and mental health 
outcomes [66, 67].

Table 1   Correlation coefficients 
between variables of interest

*p < .05, **p < .01. UMI, underlying medical conditions; SRH, self-rated health; CII, COVID-induced ine-
qualities

Variable 1 2 3 4 5 6 7 8

1. Age -
2. Race  − .025 -
3. Gender .018 .067 -
4. UMI .025 .085* .029 -
5. SRH  − .043  − .085*  − .152**  − .141** -
6. CII  − .071*  − .091*  − .035 .096**  − .201** -
7. Anxiety .004 .122** .182** .117**  − .210** .260** -
8. Depression .014 .130** .142** .117**  − .232** .332** .715** -
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Covariates  Students’ self-reported age in years, gender 
identity, and underlying medical conditions were included 
as covariates. To assess underlying medical conditions, the 
survey asked participants about their chronic health condi-
tions, such as asthma and diabetes. The underlying medi-
cal condition variable was created by summing the yes or 
no responses to medical health conditions that the Centers 
for Disease Prevention and Control (CDC) determined to 
place an individual at increased risk for severe illness from 
COVID-19 [68]. There were a total of 14 dichotomous ques-
tions. A dichotomous variable was created, in which no = 0 
(n = 653, 72.7%) and is interpreted to mean that a person 
has no underlying medical condition, and yes = 1 (n = 245, 
27.3%) which is interpreted to mean that a person has at least 
one underlying medical condition.

Analytic Plan

A moderated moderation model was conducted in PRO-
CESS macro for SPSS [69] to examine the moderating effect 
of race/ethnicity (i.e., Asian, Black, Latine, and White) and 
SRH on the relationship between COVID-induced social 
inequalities and mental health (i.e., anxiety and depression). 
Covariates (i.e., age, gender, underlying medical condition) 
were chosen based on their potential impact on the predic-
tor and outcome variables. All variables were centered or 
dummy coded to reduce unnecessary collinearity.

Results

Preliminary Analysis

Preliminary analysis includes descriptive statistics and 
bivariate correlations. The sample size for each variable 
means, and standard deviations stratified by racial-ethnic 
group of participants. Bivariate correlations were used to 
examine the relationship between the two dependent vari-
ables (i.e., anxiety and depression), predictor (CII), modera-
tors (SRH and race/ethnicity), and covariates (age, gender, 
and UMI; see Tables 2 and 3). The correlational analysis 
indicated that anxiety and depression were both related to 
all of the predictors, moderators, and covariates with the 
exception of age. Lastly, the data were analyzed to ensure 
regression assumptions of normality, linearity, and homosce-
dasticity were met [70]; and no major violations were found 
during the analysis. Missing data was also determined to be 
minimal (less than 5%).

Primary Analyses

For the primary analyses, two moderated moderation 
analyses were performed, with depression and anxiety as 

dependent variables in two separate models. The relation-
ship between CII and depression and anxiety symptoms was 
examined, with race and SRH as moderators, while control-
ling for age, gender, and underlying medical condition. It 
was hypothesized that the relationship between CII and men-
tal health would be moderated by SRH and race, such that 
Black, Latine, and Asian Americans who rate their overall 
health (i.e., SRH) as below average and report more inequal-
ities in economic, education, and social relationships (i.e., 
CII) will report higher levels of depression (i.e., hypothesis 
one) and anxiety (i.e., hypothesis two).

Depression Symptoms: CII Moderated by Race 
and SRH

To examine whether race and levels of SRH moderated 
the relationship between CII and depression symptoms, a 
moderated moderation analysis was performed using PRO-
CESS. Age, gender, and underlying medical conditions were 
added as covariates to the model. CII were significantly 
and positively related to depression (b = 0.44, SE = 0.07, 
p < 0.001). SRH was not significantly related to depression 
(b =  − 0.17, p = 0.22). Identifying as White was significantly 

Table 2   Moderated moderation analysis assessing depression from 
variables of interest

R2 = .23, p < .001; *p < .05, **p < .01. UMI, underlying medical con-
ditions; SRH, self-rated health; CII, COVID-induced inequalities

B SE t p

CII .44 .07 6.42 .001**

SRH  − .17 .14  − 1.23 .22
Asian identity .06 .14 .47 .64
Black identity  − .42 .19  − 2.24 .03*

Latine identity  − .50 .13  − 4.03 .001**

White identity .44 .12 3.54 .001**

CII × SRH  − .17 .08  − 2.01 .04*

CII × Asian .29 .10 2.98 .003**

CII × Black .35 .15 2.35 .02*

CII × Latine .13 .14 .95 .35
CII × White .21 .08 2.53 .01**

SRH × Asian  − .14 .18  − .76 .45
SRH × Black  − .21 .23  − .91 .37
SRH × Latine  − .12 .16  − .74 .46
SRH × White  − .10 .20  − .45 .65
CII × SRH × Asian .13 .11 1.17 .24
CII × SRH × Black .14 .18 .74 .46
CII × SRH × Latine .10 .10 1.02 .31
CII × SRH × White .03 .17 .19 .84
Gender .18 .07 2.75 .01**

Age  − .08 .23  − .36 .72
UMI .05 .11 .46 .65
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and positively related to depression (b = 0.44, SE = 0.12, 
p < 0.001). However, identifying as Black or Latine was 
significantly and negatively related to depression symp-
toms (b =  − 0.42, p = 0.03; b =  − 0.50, p < 0.001 respec-
tively). Identifying as Asian was not significantly related 
to depression (b = 0.06, p = 0.64). There was a significant 
interaction between CII and SRH (b =  − 0.17, SE = 0.08, 
p = 0.04); when SRH was low, increased CII were related to 
more depression symptoms. When SRH was high, CII were 

not associated with depression. There was also a significant 
interaction between CII and race/ethnicity. The interactions 
are illustrated in Fig. 1, which shows race/ethnicity moder-
ates the relationship between CII and depression symptoms. 
For Black, Asian, and Whites, increases in CII were sig-
nificantly related to depression (b = 0.35, p = 0.02; b = 0.29, 
p = 0.003; b = 0.21, p = . 01 respectively). For Latines, 
CII were not significantly related to depression (b = 0.13, 
p = 0.35). The combined influence of SRH and race on CII 
and depression scores was not significant (ps > 0.25).

Anxiety Symptoms: CII Moderated by Race/Ethnicity 
and SRH

To examine whether race/ethnicity and SRH moderated the 
relationship between CII and anxiety symptoms, a moder-
ated moderation analysis was performed using PROCESS. 
Age, gender, and underlying medical conditions were added 
as covariates to the model. CII were significantly and posi-
tively related to anxiety (b = 0.35, SE = 0.06, p < 0.001). 
Identifying as White was significantly and positively 
related to anxiety (b = 0.28, SE = 0.11, p = 0.01). However, 
identifying as Black or Asian was significantly and nega-
tively related to anxiety symptoms (b =  − 0.32, p = 0.003; 
b =  − 0.28, p = 0.01 respectively). Identifying as Latine 
was not significantly related to anxiety (b = 0.28, p = 0.09). 
SRH was also not significantly related to anxiety symptoms 
(b =  − 0.08, p = 0.49). There was a significant interaction 
between CII and SRH (b =  − 0.18, SE = 0.07, p = 0.01); 
when SRH was low, increased CII experiences were related 
to more anxiety symptoms. When SRH was high, CII were 
not associated with anxiety. There were also significant 
interactions between CII and race/ethnicity. For Black and 
Asian students, increases in CII were significantly and posi-
tively related to anxiety symptoms (b = 0.21, p = 0.02, and 
b = 0.19, p = 0.01 respectively). For Latine and Whites, CII 
were not significantly related to anxiety (b = 0.22, p = 0.09; 
b = 0.03, p = 0.82). As well, the combined influence of SRH 
and race/ethnicity on the relationship between CII and 

Table 3   Moderated moderation analysis assessing anxiety from vari-
ables of interest

R2 = .21, p < .001; *p < .05, **p < .01. UMI, underlying medical con-
ditions; SRH, self-rated health; CII, COVID-induced inequalities

B SE t p

CII .35 .07 5.75 .001**

SRH  − .08 .12  − .69 .49
Asian identity  − .32 .11  − 2.95 .003**

Black identity  − .28 .10  − 2.61 .01**

Latine identity .28 .17 1.69 .09
White identity .28 .11 2.58 .01**

CII × SRH  − .18 .07  − 2.46 .01**

CII × Asian .19 .08 2.56 .01**

CII × Black .21 .09 2.40 .02*

CII × Latine .22 .13 1.69 .09
CII × White .03 .13 .23 .82
SRH × Asian  − .10 .16  − .63 .53
SRH × Black  − .11 .20  − .53 .60
SRH × Latine  − .11 .14  − .79 .43
SRH × White  − .22 .18  − 1.21 .23
CII × SRH × Asian .39 .16 2.35 .02*

CII × SRH × Black .14 .10 1.37 .17
CII × SRH × Latine  − .31 .15  − 1.99 .04*

CII × SRH × White .07 .09 .85 .39
Gender .26 .06 4.56 .001**

Age  − .17 .20  − .83 .40
UMI .14 .09 1.52 .13

Fig. 1   The interaction effect of 
COVID-induced inequalities 
(CII) and racial-ethnic groups

0

0.5

1

1.5

2

2.5

Low High 

Asian

Black

La�ne

WhiteDe
pr

es
sio

n 
Sc

or
es

 

COVID-Induced Inequali�es



Journal of Racial and Ethnic Health Disparities	

1 3

anxiety symptoms was significant among Asians (b = 0.39, 
SE = 0.16, p = 0.02) and Latines (b = 0.31, SE = 0.15, 
p = 0.047). Among Asians who rated their health as below 
average, increases in CII were positively related to anxi-
ety symptoms. Conversely, among Latines who rated their 
health as above average, increases in CII were positively 
related to anxiety symptoms (see Fig. 2).

Discussion

Despite widespread consequences of COVID-19 experi-
enced by most, Americans, African Americans, Latine 
Americans, and Asian Americans in the US have been 

disproportionately adversely affected, with greater death of 
loved ones, social isolation, financial uncertainty, job loss, 
housing instability, and discrimination [71, 72]. Consistent 
with recent work with adults on COVID-19 inequalities 
and mental health, findings from the current study indi-
cated that experiencing more COVID-19 inequalities was 
associated with more anxiety and depression symptoms 
in young adults as well. Furthermore, SRH exacerbated 
these experiences for those who reported more CII. Young 
adults who reported their SRH as lower and experienced 
more CII also reported more anxiety and depression symp-
toms. Our findings are consistent with recent work with 
those experiencing food insecurity during the COVID-19 
pandemic [73].

Fig. 2   The interaction effect of 
COVID-induced inequalities 
(CII), self-rated health (SRH), 
and racial-ethnic groups
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Furthermore, the relationship between COVID-19 ine-
qualities and depression symptoms differed among those of 
different racial and ethnic groups. When Asian Americans 
experienced fewer CII, they report fewer depression and anx-
iety symptoms than those of other racial and ethnic groups. 
However, when Asian Americans experienced more CII, 
they reported more depression and anxiety symptoms than 
other racial and ethnic groups. These results are consistent 
with other recent studies regarding Asian American indi-
viduals’ experiences during the pandemic, many of which 
have attributed these findings to pandemic-related discrimi-
nation [74–76]. Relatedly, when Black Americans experi-
enced fewer CII, there were no differences in their reporting 
of depression or anxiety symptoms than those of other racial 
and ethnic groups. However, when Black Americans expe-
rienced more CII, they reported more depression and anxi-
ety symptoms than of other racial and ethnic groups. This 
pattern was also found for White Americans but only for 
depression symptoms. There were no racial and ethnic group 
differences found among Latine Americans which is not con-
sistent with previous research. Research focusing solely on 
young adults of color has found that increases in CII and 
the visibility of systemic racism during the pandemic have 
been detrimental to their well-being [77] and that COVID-
related stressors are associated with increases in depression 
and anxiety symptoms [78]. Yet, other researches suggest 
that White Americans report more psychological symptoms 
than Black Americans [79]. Given that the majority of recent 
literature has shown that racial and ethnic young adults bear 
the burden of CII and discrimination experiences, the mental 
health burden of COVID-19 should continue to be assessed.

Limitations and Future Research

The current findings provide a more nuanced view of how 
COVID-19 inequalities influence the mental health of young 
adults by specifically examining how SRH and race/ethnicity 
influence this relationship. Although these findings contrib-
ute to the current literature on the impacts of COVID-19 
on the health and well-being of young adults, they should 
be taken with a few limitations in mind. First, our sample 
of young adults resided in the mid-Atlantic region of the 
US. COVID experiences of our sample may have differed 
from a sample in other regions of the US. Future research 
should engage a national sample of young adults from dif-
ferent regions to examine if the relationships between mental 
health, SRH, CII, and race/ethnicity are sustained. Further-
more, our sample had fewer individuals that identified as 
Latine. This may have contributed to the lack of findings 
for this group. The present study should be replicated with 
a more representative sample of COVID-19 inequalities and 
pandemic-related experiences. Second, the cross-sectional 
nature of the study limited our ability to make causal and 

directional claims. That is, we were not able to draw defini-
tive conclusions on how SRH and race/ethnicity lead to 
changes in the relationship between CII and mental health 
among young adults. Future work could investigate these 
specific patterns overtime, which can assist in the devel-
opment of age-specific intervention methods. Lastly, the 
present study provided general insight into young adults’ 
experiences with COVID inequalities but did not provide 
contextual information, such as COVID-related discrimina-
tion, living situation (e.g., living alone), and loss of loved 
ones due to COVID. As young adults continue to cope 
with the daily difficulties of higher education in the time of 
COVID-19, there is a clear need to adjust existing resources 
to meet their psychosocial needs.

Conclusion

The unique effects of general life disruption, disruption of 
education/professional goals, and interpersonal and financial 
strain coupled with increased isolation and fewer social sup-
port resources have left several young adults, and especially 
those from racial/ethnic minority groups, feeling like men-
tal health services are even further out of reach. As well, 
racial discrimination due to COVID-19 and systemic racism 
could have direct negative consequences for Asian American 
and African Americans’ feelings of safety to utilize mental 
health services or peer-led support groups. Leveraging tel-
ehealth and community organizations to help connect young 
adults to culturally informed, safe, and supportive environ-
ments is essential in promoting positive well-being as the 
effects of the COVID-19 pandemic continue.
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