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Objective:To examine racial and ethnic self-identification among adolescents and

explore psychosocial outcomes and peer treatment for multiracial adolescents in

the United States.

Methods: Data are from the 2014 Child Development Supplement, a subsample

of the Panel Study of Income Dynamics. Data were weighted to be nationally

representative. Descriptive statistics were used to describe the population and

to explore family and parent demographics. Multivariable regressions tested for

di�erences in psychosocial outcomes and peer treatment and group behaviors

for multiracial youth in comparison to their single race peers.

Results: Black multiracial youth had significantly lower scores on the children’s

depression index compared to single race Black youth, andWhitemultiracial youth

reported significantly higher rates of peer mistreatment in comparison to White

single race youth. Black multiracial and White multiracial adolescents reported

similar positive and negative peer group behaviors.

Conclusions: Complex patterns emerge when examining the psychosocial and

peer treatment variables presented in this analysis for multiracial adolescents

and their single-race peers. The findings regarding depressive symptoms and

peer bullying point to signs of di�erent relationships between multiracial groups.

White multiracial adolescents report worse outcomes than their White single-race

peers, but Blackmultiracial adolescents reporting better outcomes than their Black

single-race peers.
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Introduction

The multiracial population

The percentage of individuals in the United States who identify as multiracial has

been steadily increasing. Between 2010 and 2020 the increase on the US census of those

who identify as more than one race was 276%, from 9 million to 33.8 million (1). As the

proportion of the population that identifies as multiracial continues to grow, assumptions

are being made about the process of claiming a multiracial identity and outcomes for this

population. It is critical to have a demographic understanding of the multiracial segment

of the population, and to understand the many influences on this identification for young

people. Adolescents do not exist in a vacuum as they are intertwined as families and peer

networks, both of which impact how and why they choose certain identifications and

how that identification may or may not impact or be associated with certain behaviors

and/or outcomes.
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It is critical to operationalize the multiple terms used when

discussing race and ethnicity. Racial or ethnic identity or identity

formation refers to the self-understanding of race/ethnicity, racial

identification relies on others identification of an individual’s race,

and finally categorization refers to how an individual chooses or

selects a racial/ethnic group given a closed set of categories (2). In

this study adolescents were asked to self-identify and therefore we

are exploring the influences on and effect of racial or ethnic identity.

We are unable to explore racial identification and how adolescents

are perceived by their peers because that data is not included.

Psychosocial wellbeing

Previous research has examined mental health outcomes for

multiracial youth. The public health research that exists on this

topic is risk-based and focuses on mental health variables such

as increased levels of anxiety, stress, and depressive symptoms as

mediators between identification as multiracial and poor health

and behavioral outcomes (3, 4). A study by Fisher and colleagues

aimed to explore the relationship between ethnic identity and

mental health outcomes for multiracial adolescents. They found

that multiracial youth experienced higher levels of anxiety and

depressive symptoms in comparison to their single-race peers

and more symptoms of anxiety than their White peers (5). It is

critical to note that the data used in the Fisher study by were

collected in 2006 in a Midwestern state and were not nationally

representative. Therefore, it is critical that additional research

is done examining multiracial populations and mental health

outcomes in more representative geographic locations. A study by

Weller and colleagues examined the influence of adverse childhood

events on multiracial adolescent mental health and found that

household dysfunction may be one of the underlying factors that

influences mental health conditions among multiracial adolescents

(6). Household dysfunction may particularly impact multiracial

adolescents because it may cause separation from one parent, and

therefore may result in less ability of the adolescent to maintain the

racial and ethnic experiences from that parent that are necessary in

developing their identity (6).

Peer influences

In addition to familial influences, peer groups also play

important roles in racial and ethnic identification for multiracial

adolescents and young adults (7, 8). Most of the previous research

has focused on the impact of peers’ race and ethnicity onmultiracial

adolescents’ identification. Some research has explored to what

extent and at what ages there is more racial fluidity among

multiracial populations, and the impact of peer influences on that

classification (7). Not only are peers important to examine in

terms of their influence on racial and ethnic identification, but

also in terms of risk behavior and involvement. A study done

by Choi et al. found that multiracial youth were more likely

than their single-race peers to be impacted by peer pressure (4).

However, this study did not examine in-depth reasons why that

influence was greater, or what behaviors their peers engaged in

that were considered risky. This current paper aims to examine

the perception of adolescents who identify as multiracial about

treatment from their peers as well as their report of peer network

behaviors. These analyses are included in this paper in order to test

the hypothesis that adolescents who identify as multiracial are more

likely to be influenced by negative or risky peer groups due to a need

to “fit in” (4).

This study utilizes nationally representative data from both

adolescents and their parents to: (1) describe the multiracial

population of adolescents in a nationally representative survey in

the United States; (2) explore psychosocial wellbeing and peer

influences including markers for mental health and negative and

positive peer influences of these adolescents.

Methods

Data from this analysis are from the Panel Study of Income

Dynamics (PSID), a large, longitudinal panel study in the

United States that focuses on issues of family, income, education,

health behaviors, and many additional topics. Specifically, this

study uses data from the Child Development Supplement (CDS)

2014 data. The CDS is designed to be nationally representative in

terms of the US population of children and families. To be eligible

to participate: the family must have participated in the core PSID

survey in 2013; the child must have been born between 1997 and

2013; the child belonged to the PSID sample, the child was not the

household head and was not in the previous CDS study. The total

sample of children that were eligible to be included in the CDS 2014

was 5,816 (9).

Families with eligible children were contacted and completed

a “cover screen” which asked questions about household

composition and the primary caregiver. The final number of

children that data were collected from was 4,333 (77%)—the

remaining were left out for a multitude of reasons including

refusal, the family not being located, a language barrier, office error,

or their primary care giver did not respond to multiple contact

attempts. Children in the final sample ranged from ages 0–17,

and the sample was roughly even between males and females.

The CDS includes multiple data sources, including a primary

caregiver household interview, a primary caregiver child interview,

a child interview, child assessments (for those families selected),

a time diary (for those families selected), a demographic file and

a file mapping the data back to the larger PSID sample. For the

sake of this analysis, data came from the child interview and the

demographic file and was limited to adolescents who were 12 years

and older (9).

Measures and variables

The first set of variables defined are those that are child

report. These questions were asked of children aged 12–17 years.

Previous research has documented the reliability of self-reported

demographic data for adolescents (10, 11).
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Race/ethnicity

Race and ethnicity were asked in two questions. The first asked

to identify their Hispanic ethnicity, asking participants to identify

as: Spanish, Hispanic or Latino and then allowing them to select

a subgroup (Mexican, Mexican American, Chicano, Puerto Rican,

Cuban, or other Spanish?). Due to small sample sizes, we re-coded

this variable into a dichotomous variable (Hispanic: yes/no).

Racial status was then asked, and participants were allowed up

to three racial groups. The categories were: White, Black, American

Indian, Alaskan Native, Asian, Native Hawaiian or Pacific Islander.

The final race/ethnicity variable used in this analysis combined

the responses from the ethnicity and race questions. We re-coded

their answers to their racial category (all three mentions) and the

question about ethnicity to form the racial and ethnic groups used

in this analysis. Due to small sample sizes, we aggregated to larger

multi-racial groups based on many theories of multiracial identity

and identification that demonstrate that in the United States, being

multiracial and Black is a different experience than identifying

as multiracial and presenting as White. In this conceptualization,

Hispanic is treated as a racial group and therefore anyone who

identifies as Hispanic and one or more racial group is considered

multiracial. Black multiracial is any individual who identifies as

more than one racial and/or ethnic group that includes Black (e.g.,

Black–Hispanic, Black–White, Black–Asian). White multiracial is

classified as any individual who identifies as more than one race

and/or ethnic group that includes White (except for Black-white

which is categorized as Blackmultiracial). The final categories were:

White-only (not Hispanic), Black-only (not Hispanic), Asian only

(not Hispanic), White multiracial (including Hispanic) and Black

multiracial (including Hispanic).

Religious services attendance
Primary caregivers are asked as part of the CDS to answer if

their child has attended religious services in the last year.

Educational expectations
Primary caregivers are also asked what level of education they

expect their child to reach. Their options ranged from grade 11

or less, graduate from high school, post-high school vocational

training, some college, graduate from 2 year college with associate’s

degree, graduate from 4 year college, master’s degree or teaching

credential program and finally MD, law, PhD or other doctoral

degree. We then re-categorized this variable into four categories as

seen in Table 1.

Psychosocial variables

Self-rated health
Participants are asked to rate their general health, “In general,

would you say your health is excellent, very good, good, fair,

or poor”?

Children’s depression inventory short form
Ten questions are asked as part of the children’s depression

inventory scale (12), asking about their feelings over the last 2

weeks. These individual items were then combined to make a scale

that is used to assess severity of depression-related symptoms. In

order to improve accuracy and protect privacy, adolescents were

told to read these questions themselves and answer with a code that

corresponded to the statement that best described their feelings.

This scale was treated continuously for our analyses, with higher

scores meaning more depressive symptoms.

Rosenberg self-esteem scale
Five questions were asked as part of the Rosenberg self-esteem

scale (13). These individual items were then combined to make a

scale used to assess self-esteem. This scale was treated continuously

for our analyses, with higher scores meaning higher self-esteem.

Peer influences

Participants were asked to answer how many of their

friends engaged in a number of “positive” activities (participating

in community groups, volunteer groups, thinking school is

important, etc.) and “negative” behaviors (skip classes, engagement

in violence).

Peer problems scale
The peer problems scale addresses to what extent adolescents

get along with their peers. Five items are taken from the “strengths

and difficulties questionnaire” (14) to evaluate children’s problems

with peers in the last 6 months. A scale was included in the

PSID dataset for these items that added them together and

created a composite score (with a higher score representing more

peer problems).

Peer victimization and bullying
The peer victimization and bullying scale (15) consisted of

four items that were pulled from Kochender and Ladd. The PSID

dataset included an aggregate scale by adding the responses to these

variables together and creating a composite score (with a higher

score signifying higher rates of peer victimization and bullying).

Analysis

Survey weights

The CDS 2014 provided weights to allow researchers to

generalize results to the national population of children and their

caregivers. Because the focus of this paper is the adolescents, we

used the weight that was developed for research questions that were

looking at adolescents as the subgroup of interest.

Descriptive statistics were used to describe the population

and to explore family and parent variables to gain a better

understanding of multiracial families in the United States using
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TABLE 1 Sociodemographic characteristics across the racial and ethnic groups.

Overall
sample

White
only

White
multiracial

Black
only

Black
multiracial

Asian
only

Hispanic
only

Others P-
value

N
(%)/M(SD)

N
(%)/M(SD)

N (%) or
M(SD)

N (%) or
M(SD)

N (%) or
M(SD)

N (%) or
M(SD)

N (%) or
M(SD)

N (%) or
M(SD)

N (%) 1,094 (100%) 423 (55%) 83 (14.5%) 454 (14%) 58 (3%) 12 (2%) 45 (9%) 19 (2.5%)

Sex∗ 0.005

Male 411 (49%) 181 (52%) 35 (58%) 159 (49%) 17 (27%) 8 (71%) 6 (21%) 5 (38%)

Female 421 (50%) 182 (48%) 26 (42%) 155 (50%) 27 (73%) 3 (29%) 22 (79%) 4 (62%)

Age 0.4400

12–13 414 (33%) 151 (33%) 34 (33%) 163 (34%) 21 (40%) 3 (23%) 18 (32%) 8 (30%)

14–15 383 (34%) 140 (32%) 30 (38%) 162 (33%) 21 (32%) 5 (37%) 15 (37%) 9 (66%)

16–18 314 (32%) 132 (36%) 19 (28%) 129 (33%) 16 (27%) 4 (40%) 12 (31%) 2 (4.5)

Household
income

88,104

(5,379)

107,758

(9,430)

85,949 (7,408) 54,888

(3,334)

38,967 (5,411) 100,384

(20,027)

50,975

(5,290)

5,2563

(11,496)

<0.000

Urbanicity <0.000

Urban 1074 (67%) 230 (56%) 55 (72%) 351 (77%) 51 (96%) 11 (91%) 36 (82%) 14 (77%)

Suburban 167 (14%) 68 (15%) 14 (14%) 34 (9%) 3 (2%) 1 (9%) 8 (18%) 3 (17%)

Rural 266 (20%) 124 (29%) 14 (14%) 69 (14%) 4 (2%) 0 (0%) 1 (0.6%) 2 (6%)

Attended religious services in last year 0.9779

Yes 336 (33%) 140 (32%) 26 (35%) 124(32%) 18 (26%) 6 (49%) 16 (39%) 5 (22%)

No 758 (67%) 280 (67%) 57 (65%) 323 (68%) 40 (74%) 6 (50%) 24 (61%) 13 (78%)

Parent expectation: child education 0.4919

HS or lower 204 (14%) 53 (12%) 12 (14%) 117 (24%) 10 (11%) 2 (13%) 4 (9%) 2 (7%)

Some college 56 (5%) 18 (4%) 8 (9%) 22 (5%) 2 (6%) 0 (0%) 2 (5%) 0 (0%)

College

graduate

680 (69%) 291 (71%) 53 (66%) 239 (62%) 38 (71%) 9 (78%) 27 (69%) 15 (83%)

Masters or

higher

134 (12%) 56 (13%) 9 (11%) 53 (9%) 8 (12%) 1 (9%) 6 (17%) 1 (10%)

∗Sex has a lower overall n because it was asked in a separate optional section of the survey and 266 respondents did not fill this optional section out.

this national sample—these variables included racial/ethnicity

identification, geographic context, household income and sex. We

explored psychosocial outcomes such as depressive symptoms and

self-esteem by racial and ethnic status and differences in peer

treatment and peer group behaviors by racial and ethnic status.

Results

Table 1 summarizes the sociodemographic characteristics of

the overall sample and separately by race and ethnic group (self-

report by the child) for this nationally representative sample. The

weighted percent of White multiracial adolescents was 14.5% and

Black multiracial adolescents was 3%. Household income and

geographic location differed significantly between the racial and

ethnic identification groups. White single-race adolescents were

from households that report the highest average household income

($107,758) and adolescents who identified as Black single-race

reported an average household income of $54,888. Households

that included White multiracial adolescents fell in-between with

an average household income of $85,949. The lowest reported

average household income was among Black multiracial—$38,967.

Multiracial adolescents were more likely to live in urban areas.

Fifty-six percent of households with White single-race adolescents

reported living in an urban area, whereas for White multiracial

this number is 72% and Black multiracial 96%. There were

no significant differences between racial and ethnic groups for

attending religious services or for parental expectation of child

education.

Table 2A presents weighted averages for the three health and

psychosocial scales. There were similar self-reported health scores

for multiracial adolescents in comparison to their single-race peers.

Black multiracial youth scored lower on the CDI (3.2) than their

single-race Black peers (9.4). Multiracial adolescents scored the

same or higher than their single race peers on the Rosenberg

self-esteem scale.

Table 2B summarizes the survey linear regressions performed

to test for differences between single-race and multiracial
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TABLE 2A Adolescent report of psychosocial variable: averages by race and ethnicity.

Overall
sample

White
only

White
multiracial

Black only Black
multiracial

Asian only Hispanic
only

Other

Self-rated health 2.1 (0.04)∗ 2.0 (0.04) 2.1 (0.12) 2.1 (0.09) 2.2 (0.21) 2.7 (0.37) 2.5 (0.17) 2.6 (0.20)

Children’s depression

inventory short-form

4.6 (0.58) 4.3 (0.71) 3.2 (1.3) 9.4 (2.7) 3.2 (1.3) 7.5 (4.1) 2.8 (0.69) 2.1 (0.66)

Rosenberg self-esteem

scale

16.7 (0.10) 16.7 (0.13) 16.8 (0.30) 17.4 (0.21) 17.6 (0.50) 15.4 (0.61) 15.5 (0.46) 16.5 (0.59)

∗Mean (SD) reported.

TABLE 2B Adolescent report of psychosocial variables: regression models

comparing multiracial and single-race adolescents∗.

Children’s
depression
inventory

Rosenberg
self-esteem

Coe�cient p-
value

Coe�cient p-
value

Racial and ethnic group

White only Ref Ref Ref Ref

White

multiracial

−1.19 0.412 0.19 0.561

Black only Ref Ref Ref Ref

Black

multiracial

−5.90 0.042 0.16 0.619

∗Controlling for household income.

adolescents while controlling for income. The models were done

separately for White multiracial adolescents and Black multiracial

adolescents with each being compared to their single-race peers.

The only significant difference that was found was for depressive

symptoms: Black multiracial adolescents had significantly lower

scores (b=−5.9, p= 0.04) on the depressive symptoms index (even

when controlling for income) when compared to Black single-race.

Tables 3A, B summarize findings about peer problems and

bullying for multiracial and single-race adolescents. No significant

differences were found between racial groups for the peer problems

scale. White multiracial adolescents reported higher average scores

(more negative treatment from peers) than their White single-

race peers; in contrast, however, lower rates of victimization were

reported for Black multiracial peers relative to their Black single-

race peers. Table 3B presents the regression models for these

outcomes separately for White multiracial adolescents and Black

multiracial adolescents. The only significant finding was thatWhite

multiracial adolescents were at increased risk for peer victimization

and bullying in comparison to their single-race White peers (b =

0.95, p= 0.05), while controlling for income.

Analyses examined peer group behaviors for multiracial

adolescents and young adults in comparison to their single-race

peers. Survey regressions comparing multiracial and single-race

adolescents uncovered few significant differences between groups,

even after adjusting for household income. The only significant

difference was for White multiracial adolescents who had a higher

mean score than their single-raceWhite peers for having peers who

think school is important (b = 0.47, p < 0.001), a finding that

remains even after controlling for income (b= 0.49, p < 0.001).

Figures 1A, B, 2A, B show the percentage of adolescents by

racial/ethnic group who report that all or most of their friends

engage in a series of positive peer group behaviors and negative peer

group behaviors. Inspection of the Figures reveals the similarities

in peer groups for these different racial and ethnic identifications.

Figure 1A demonstrate that when compared to White single-race

peers, White multiracial peers report similar percentages of friends

who engage in positive behaviors. Figure 1B shows that White

multiracial adolescents report similar or lower raw percentages of

friends who report engaging in these negative peer behaviors.

A similar pattern emerges in Figures 2A, B which present the

same positive and negative peer behaviors for Black single-race and

Black multiracial identifying adolescents. In almost all cases Black

multiracial adolescents report higher or about the same percentage

of most/all of their friends engaging in positive behaviors such as

refusing drugs, doing well in school, and planning to go to college.

Also, in all four negative peer group behaviors, Black multiracial

adolescents reported lower percentages of friends engaging in

these behaviors when compared to Black single-race identifying

adolescents, although these may not be significant differences, they

demonstrate the pattern that multiracial adolescents do not have

peers that engage in significantly more risk behaviors, and in fact

might be trending toward having less risky peer groups.

Discussion

Demographic patterns

A complex picture emerges when looking at patterns across

multiracial and single-race adolescents and their families. When

examining demographic characteristics, it appears that there is

some level of socioeconomic disadvantage among multiracial

families. Households with White multiracial adolescents report

household incomes that are lower than households with single-

race White adolescents, and the same relationship appears for

households with Black multiracial adolescents reporting lower

household incomes than households with their single-race Black

peers. When exploring urbanicity in the context of these findings

regarding income disparity, a similar pattern emerges. A higher

percentage of White multiracial adolescents report living in urban

areas in comparison to their White peers and a higher percentage

of Black multiracial adolescents report living in an urban area

compared to their Black peers. These findings around income

and urbanicity should be further studied, as it is important to

understand why these patterns might be emerging. The finding

around urban areas is particularly interesting—is this due to
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TABLE 3A Adolescent report of peer problems and bullying: averages by race and ethnicity.

Overall
sample

White
only

White
multiracial

Black only Black
multiracial

Asian only Hispanic
only

Other

Peer problems scale 3.0 (0.43)∗ 2.0 (0.09) 4.6 (2.0) 2.7 (0.50) 1.9 (0.26) 2.3 (0.56) 7.3 (3.4) 2.1 (0.30)

Peer victimization and

bullying

3.5 (0.14) 3.0 (0.16) 3.9 (0.45) 4.2 (0.32) 3.6 (0.70) 1.8 (0.42) 4.9 (0.63) 6.2 (1.1)

∗Mean (SD) reported.

TABLE 3B Adolescent report of peer problems and bullying: regression

models comparing multiracial and single-race adolescents∗.

Peer problems
scale

Peer victimization and
bullying

Coe�cient p-
value

Coe�cient p-
value

Racial and ethnic group

White only Ref Ref Ref Ref

White

multiracial

2.35 0.238 0.95 0.048

Black only Ref Ref Ref Ref

Black

multiracial

−0.74 0.185 −0.91 0.227

∗Controlled for income.

the concentration of poverty in urban areas, or is it due to

greater acceptance of inter-racial and inter-ethnic families in urban

areas, or most likely, is it reflection of a confluence of these

different factors?

Psychosocial outcomes

Complex patterns emerge when examining the psychosocial

and peer treatment variables presented in this analysis for

multiracial adolescents and young adults and their single-race

peers. The findings regarding depressive symptoms and peer

bullying point to signs of different relationships between Black

multiracial adolescents and their single-race Black peers and

White multiracial adolescents and their single-race White peers.

There is not a perfect continuum where multiracial adolescents

are always between both White and Black single-races, however

the patterns that do emerge point toward White multiracial

adolescents reporting worse outcomes than their White single-race

peers, but Black multiracial adolescents reporting better outcomes

than their Black single-race peers. For example, the findings

around depressive symptoms demonstrated that Black multiracial

adolescents reported significantly lower depressive symptoms when

compared to their single-race Black peers. When exploring peer

bullying and treatment, White multiracial adolescents reported

higher bullying scores than their White-single-race peers.

A particularly notable finding was that Black multiracial and

Black single-race youth reported the highest self-esteem scale

scores. This finding about self-esteem, especially in the context

of the findings regarding depressive symptoms, demonstrates an

impressive amount of resilience that should not be overlooked.

Instead of applying a risk-based approach oft used when

considering adolescents (particularly adolescents of color), the

power in this ability to maintain high levels of self-esteem should

be harnessed and supported by those working with and advocating

for adolescents. The dearth of research and discussion of these

psychosocial strengths in youth of color have been documented

previously, especially in how this framing improperly shapes how

professionals who work with these populations view their mental

health and in particular their strengths (16).

Previous health outcomes literature that examined multiracial

adolescents has often taken a risk-based approach that has assumed

stress and anxiety must be the mechanisms for negative health

outcomes for multiracial adolescents and young adults (3, 4).

More recent studies, such as the one by Weller and colleagues

demonstrate that it may not be the multiracial identity itself

that is “risky” but that some experiences known to influence

depression in adolescents such as household dysfunction may

bring unique challenges to multiracial adolescents when forming

their racial and ethnic identities (6). The finding that in many

ways Black multiracial adolescents are reporting more positive

outcomes than their single-race Black peers, but White multiracial

adolescents are reporting more negative outcomes than their

White single-race peers fits into the historical context of race

relations in the United States. The racial order in the United States

has always relied upon and exploited a Black-White divide and

has privileged Whiteness. Black multiracial adolescents may be

conferred some of this privilege, buffering them from some of

the treatment that leads to poor psychosocial outcomes often

reported by their Black single-race peers. This pattern also emerges

when looking at White multiracial adolescents who report worse

outcomes than their White single-race peers as their multiracial

identification may be preventing them from receiving the full

privilege bestowed on their only White peers. These findings

around multiracial identification are elucidating the idea that

privilege is still conferred based on Whiteness in the United States.

However, it is critical that research moving forward does not

examine multiracial identity in a vacuum—and that the influences

of intersecting social identities including sex, socioeconomic status,

sexuality and others are considered when examining axes of

privilege and oppression.

Peer influences

The third major aim of the paper was to examine relationships

and influences of peers for multiracial identifying adolescents.
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FIGURE 1

(A) Positive peer influences for white multiracial adolescents. (B) Negative peer influences for white multiracial adolescents.

Some previous research has claimed that due to feeling a need to

try harder to fit in, multiracial adolescents may be more susceptible

to peer pressure (4). In this nationally representative sample of

youth, positive peer behaviors in peer networks are as high or

higher in multiracial adolescents and negative peer behaviors are

often lower for multiracial adolescents when compared to their

single-race peers. This suggests that in many ways Black multiracial

peers hadmore positive and less negative behaviors when compared

to their single-race Black peers. This finding demonstrates a

possible buffer that exists for multiracial youth—that not being

identified as “fully” or “exclusively” in a minority category may

confer some level of privilege to these youth. It may also point

to multiracial adolescents having more diverse racial and ethnic

peer groups than their single-race peers—something that this paper

did not have the data to test but should be explored in future

research. Another potential difference in terms of influences for

multiracial adolescents that should be further explored is that of

their parents and extended families. It is possible that multiracial

families have more diverse networks and therefore peer networks

which may influence behaviors and outcomes for multiracial

youth. It is critical to understand peer groups and influences on

adolescents, as we know that during this period of development,

peer networks are highly influential on preventing adolescent

risk behavior involvement (17). Further research, quantitative and

qualitative, should be done to explore this idea of a continuum of

treatment and perception for multiracial youth and to talk with
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FIGURE 2

(A) Positive peer influences for black multiracial adolescents. (B) Negative peer influences for black multiracial adolescents.

youth who identify as multiracial about their peer group decisions

and influences.

Limitations

The major limitation of this study was the relatively small

sample sizes, a limitation that characterizes much of the existing

research on multiracial data. Due to this small sample size, we

were unable to examine more nuanced groups of multiracial

identification and needed to aggregate to Black multiracial and

White multiracial. Another limitation is that the race/ethnicity data

collected from the parent and adolescent were not collected at the

same time as the adolescent report comes from the data in 2014

and the parent report comes from the birth history file. Therefore,

we don’t know if the parent has also changed how they identify

their child over time. An additional limitation is that many current

studies use the CES-D and not the children’s depression short form

to look at depressive symptoms among children. However, because
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this was a secondary data analysis we were not able to influence

which measures were chosen.

Implications

As more research is conducted that aims to examine

multiracial adolescents and young adults in the United States, it

is important that nationally representative samples are used to

demonstrate what this sample looks like descriptively. These data

also demonstrate that a risk-based approach is not appropriate

when studying multiracial adolescents, and that their resiliency

should be harnessed and supported. Future research should

continue to create and utilize nuanced multiracial groups and

to test mechanisms of mental health and peer networks before

assuming risk. Research should also continue to elucidate the

ways in which privilege is conferred to different racial and ethnic

identifications. Many people theorized that the rise of multiracial

populations would begin to erode the color line—but it might

instead be reifying it. It will be critical for future research to

examine if multiracial populations are given privilege and treated

differently than minority single-race peers, and if that difference

in treatment deepens the historical Black-White divide in the

United States.
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