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eChild and adolescent obesity is a national health concern (wang and Beydoun 2007; Must and Strauss
1999). Much of the prevention rhetoric is focused on individual diet and exercise behaviors.
A sociological perspective provides a better understanding, recognizing that social and
structural factors may limit individual choice.

e A right-skewed shift in the bell curve of child and adolescent weight distribution suggests
an increase in cases of both obesity and severe obesity over time (Must and Strauss 1999).

eThe purpose of this study is to examine associations between neighborhood
disorganization and adolescent obesity and identify mechanisms that mediate those
relationships.
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Data & Measures

eDependent Variable (Wave Il): Body Mass Index (BMI) ratio of weight to height

- Individuals with a BMI of 30 or greater are considered obese

- Underweight BMI <18.5 39.0% of total sample
- Normal BMI >18.5 and <25 43.4% of total sample
- Overweight BMI >25 and <30 10.9% of total sample
- Obese BMI >30 6.7% of total sample

e|ndependent Variables (Wave |):

- Active Behaviors: Mean of reported times per week performing housework, playing
sports, or actively playing

- Sedentary Behaviors: Mean of reported hours per week spent watching videos, watching
TV, and playing video games

- Collective Efficacy Scale: Mean of respondent’s reported connectivity to neighbors

- Neighborhood Poverty: Proportion persons with income in 1989 below poverty level

- Turnover: Proportion of population 5 years and older living in the same house as 1985

- Racial Heterogeneity: Neighborhood racial diversity

e Control Variables:
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Multivariate Regression Model for Adolescent Obesity

Parameter Estimate l Standard Error

0.351 ** 0.027
Living with Two Biological Parents 0.089 0.089
Family SES -0.089 ** 0.017
Female -0.117 0.086
Black 0.480 * 0.129
Asian -0.646 * 0.192
Hispanic 0412 * 0.136
Other 0.411 0.328
Activity Scale -0.206 * 0.074
Sedentary Scale 0.032 ** 0.006
Health Education Scale 1.038 ** 0.162
Collective Efficacy Scale 0.088 0.136
Perceptions of Neighborhood Safety 0.070 0.138
Neighborhood Poverty 5 977 *x* 0.400
Neighborhood Residential Turnover 1.526 ** 0.362
Neighborhood Racial Heterogeneity 0.627 * 0.191

* Indicates statistical significance at p<.05
** Indicates statistical significance at p<.0001

eStructural factors: Higher levels of neighborhood poverty, residential turnover, and racial
heterogeneity were found to have statistically significant associations with an increase in
adolescent BMI.
e|ndividual level factors:
- Higher levels of sedentary behaviors were found to have statistically significant
associations with an increase in adolescent BMI.
- Higher levels of family SES and active behaviors were found to have statistically
significant associations with a decrease in adolescent BMI.

Conclusion

eStructural factors influence adolescent BMI above and beyond individual behaviors.

eFuture research will examine adolescent access to healthy food choices and sedentary play
in the the context of neighborhood disorganization.

eFuture policy and prevention efforts should consider both individual behaviors and
structural factors.

Acknowledgments:

This research was supported by the Eunice Kennedy Shriver National Institute Of Child Health & Human Development of the National Institutes of Health
under Award Number R15HD070098. The content is solely the responsibility of the authors and does not necessarily represent the official views of the
National Institutes of Health.

This research was suppported in part by the Center for Famly and Demographic Research, BGSU, which has core funding from the Eunice Kennedy
Shriver National Institute of Child Health and Human Development (R24HD050959), and by NICHD Award R15HD070098.

This research uses data from Add Health, a program project directed by Kathleen Mullan Harris and designed by J. Richard Udry, Peter S. Bearman, and
Kathleen Mullan Harris at the University of North Carolina at Chapel Hill, and funded by grant PO1-HD31921 from the Eunice Kennedy Shriver National
Institute of Child Health and Human Development, with cooperative funding from 23 other federal agencies and foundations. Special acknowledgment
is due Ronald R. Rindfuss and Barbara Entwisle for assistance in the original design. Information on how to obtain the Add Health data files is available
on the Add Health website (http://www.cpc.unc.edu/addhealth). No direct support was received from grant P01-HD31921 for this analysis.

Faculty Advisors: Dr. Raymond Swisher, Dr. Danielle Kuhl, and Dr. Jorge Chavez
Graduate Student Advisors: Jessica Ziegler and Andie Krieg



