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Abstract

Objectives: This study aimed to describe the distribution of healthy lifestyle behaviors and examine associations between 
the Healthy Lifestyle Index (HLI) and selected sociodemographic, social, food-related, and health-related factors among 
underserved older African American adults in South Los Angeles. Specifically, we assessed whether HLI was associated with 
financial strain, food-related resources, food insecurity, and chronic disease burden. Methods: Data were collected from 100 
African American adults aged ≥55 years using structured surveys and interviews. Information was obtained on sociodemographic 
characteristics, social determinants of health, food-related resources, food insecurity, self-rated health, chronic conditions, and 
living arrangements. Dietary intake was assessed using the Diet History Questionnaire III (DHQ III), and diet quality was 
evaluated using the Healthy Eating Index-2015 (HEI-2015). A composite HLI was constructed based on established lifestyle 
components, including smoking status, physical activity, diet quality, alcohol use, and body mass index. Descriptive statistics 
were used to summarize participant characteristics. Associations between HLI and selected variables were examined using 
Pearson correlation coefficients, independent samples t-tests, and one-way analysis of variance, as appropriate. Results: 
Participants were evenly distributed across HLI tertiles. Diet quality was positively associated with HLI group, with mean 
HEI-2015 scores increasing from 61.70 in the low HLI group to 74.57 in the high HLI group. Only half of the participants 
met the healthy-diet criterion, suggesting substantial room for improvement in nutrition-related behaviors. Socioeconomic and 
food-related factors showed mixed patterns across HLI. Financial strain was more common in the low HLI group, and higher 
HLI scores were significantly associated with lower financial strain (p = .006). Difficulty affording food was also lower among 
participants with higher HLI scores (p = .008). Food insecurity showed the expected pattern, with the highest prevalence in 
the low HLI group and the lowest in the high HLI group; however, this association was marginally significant (p = .062). 
Categorical food access showed a favorable descriptive pattern across HLI tertiles but was not statistically significant. As 
expected, HLI was also significantly associated with its component behaviors, including physical activity (p = .008) and diet 
quality (p < .001). No significant associations were observed between HLI and age, BMI, number of chronic conditions, 
or individual chronic conditions. Discussion/Conclusion: Among underserved older African American adults in South Los 
Angeles, healthier lifestyle profiles were more closely linked to diet quality, lower financial strain, and food-related economic 
resources than to chronic disease burden. These findings suggest that lifestyle interventions should not rely only on education 
or counseling but should also address the practical ability to obtain and afford healthy foods. Community and clinic-based 
programs that combine culturally responsive nutrition counseling and education on physical activity and tobacco and alcohol 
consumption with food vouchers, produce and physical activity prescriptions, benefits navigation, smoking cessation products, 
and other support strategies may be especially relevant for improving healthy lifestyle behaviors in this population.
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Introduction

Older African American adults experience a disproportionate 
burden of chronic conditions, including hypertension, diabetes, 
obesity, and cardiovascular disease, all of which are strongly 
influenced by modifiable health behaviors such as diet, physical 
activity, smoking, and alcohol use [1-3]. Yet older adults often face 
barriers to maintaining healthy behaviors, including financial strain, 
limited food resources, physical limitations, and competing health 
demands [4, 5]. These challenges may be especially pronounced 
among older African American adults living in underserved urban 
communities, where structural inequities shape access to resources 
that support health [6-8].

A Healthy Lifestyle Index (HLI) offers a useful way to examine the 
clustering of multiple health behaviors within a single measure. 
Rather than considering diet, physical activity, smoking, or body 
weight in isolation, composite indices can provide a broader 
picture of lifestyle patterns and their relationships to health and 
social context [9, 10]. This approach may be especially relevant 
in populations where behaviors are not independent of one 
another, but instead reflect the cumulative influence of individual, 
household, and neighborhood conditions [11]. Prior research in 
older adults has shown that healthier lifestyles are associated with 
higher socioeconomic conditions, self-perceived health, and other 
contextual factors, suggesting that lifestyle patterns are shaped by 
more than individual choice alone [12-14]. 

Among older adults, food insecurity and related economic hardship 
are increasingly recognized as important social determinants 
of health [8]. Food insecurity has been associated with multiple 
chronic conditions, poorer self-rated health, lower diet quality, 
and obesity risk in nationally representative samples of older 
U.S. adults [15, 16]. In African American communities, broader 
community-based research has also highlighted the importance 
of social and structural influences on healthy eating and weight-
related behaviors, while emphasizing the need for more rigorous 
studies that examine multiple levels of influence simultaneously 
[17]. In our prior analyses of older African Americans, overall 
diet quality was suboptimal, and food insecurity was associated 
with poorer diet quality, whereas perceived neighborhood food 
environment was not [18]. These findings suggest that economic 
and food-related constraints may shape lifestyle behaviors in ways 
that are not fully captured by disease status alone.

Despite growing recognition of the role of social determinants 
in shaping health behaviors, less is known about how an overall 
healthy lifestyle pattern relates to financial strain, food-related 
resources, and chronic disease burden among older African 
American adults. Most prior work in this population has examined 
individual behaviors or single domains such as diet quality rather 

than a composite lifestyle profile. To address this gap, the present 
study examined the distribution of the Healthy Lifestyle Index and 
its association with sociodemographic, social, and health-related 
factors among older African American adults in an underserved 
urban community. We hypothesized that healthier lifestyle 
patterns would be associated with favorable social and economic 
conditions, particularly lower financial strain and better food-
related resources, and with lower burden of chronic disease.

Methods

Design and Participants

This was a secondary analysis of data from the C-FED study, 
the design of which has been described previously [2]. Briefly, 
participants were enrolled from a cohort of African Americans 
recruited through two churches in South Los Angeles [19]. 
Participants were eligible if they identified as African American 
and were 65 years or older, or at least 55 years with a chronic 
condition. 108 participants completed surveys between October 
2021 and July 2022 via an online link, telephone interview, or in-
person interview. Those with calories outside realistic range were 
excluded from the dataset, resulting in an analysis dataset of 100 
participants. The study protocol was approved by the Institutional 
Review Board of Charles R. Drew University of Medicine and 
Science and all participants gave informed consent to participate.

Data Collection and Measures

A range of demographic, socioeconomic, health, lifestyle, and 
dietary variables was collected to characterize the study population 
and examine associations with healthy lifestyle behaviors.

Demographic Factors

Participants reported their age, sex, living arrangement, and 
educational attainment. Age was treated as a continuous variable 
(mean ± SD). Sex was categorized as male or female. Living 
arrangement was assessed as a binary variable indicating whether 
participants lived alone (yes/no). Educational attainment was 
grouped into five categories: (1) no high school diploma, (2) high 
school diploma, (3) some college, (4) bachelor’s degree, and (5) 
master’s or doctoral degree.

Socioeconomic Factors

Socioeconomic status was assessed using indicators of financial 
and food-related resources. Financial strain was measured using a 
composite scale reflecting difficulty in meeting basic needs, with 
higher scores indicating greater financial strain. Food access was 
assessed using a categorical variable reflecting access to adequate 
food resources (low, moderate, high). Food insecurity was assessed 
as a binary variable (food secure vs. food insecure). Adequacy of 
money for food was assessed using a continuous measure reflecting 
participants’ perceived ability to afford sufficient food, with higher 
scores indicating greater financial difficulty. Annual household 
income was collected but excluded from the primary analyses due 
to conceptual overlap with financial strain.
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Health Status and Comorbidities

Participants self-reported their general physical health, categorized 
as Excellent/Very Good, Good, or Fair/Poor. Information on 
physician-diagnosed chronic conditions was collected, including 
hypertension, diabetes, asthma, cancer, chronic obstructive 
pulmonary disease (COPD), kidney disease, HIV, and tuberculosis. 
A summary variable representing the number of chronic conditions 
was created. Body mass index (BMI) was calculated from self-
reported height and weight and treated as a continuous variable.

Lifestyle and Behavioral Factors

Key lifestyle behaviors were assessed, including smoking status 
and physical activity. Smoking status was categorized as a binary 
variable (current/former smoker vs. non-smoker). Physical activity 
was measured as minutes per week of moderate and/or vigorous 
activity.

Dietary Assessment

Dietary intake was assessed using the Diet History Questionnaire 
III (DHQ III), a validated food frequency questionnaire capturing 
usual intake of 135 foods and beverages over the past year. DHQ 
III data were used to estimate daily intake of macronutrients 
(e.g., energy, protein, carbohydrates, total and saturated fat, and 
fiber) and micronutrients (e.g., calcium, iron, sodium, potassium, 
magnesium, and vitamins), as well as other dietary components 
such as alcohol and caffeine.

Healthy Eating Index (HEI-2015) 

Diet quality was evaluated using the Healthy Eating Index-2015 
(HEI-2015), which measures adherence to the Dietary Guidelines 
for Americans across 13 components. Total HEI scores range from 
0 to 100, with higher scores indicating better diet quality.

Healthy Lifestyle Index (HLI) 

A composite Healthy Lifestyle Index (HLI) was constructed based 
on established behavioral components, including smoking status, 
physical activity, diet quality, alcohol use, and body mass index 
(BMI). Each component was scored and combined to generate an 
overall index reflecting adherence to healthy lifestyle behaviors. A 
score of 1 was earned for not smoking, for engaging in physical 
activity for ≥150 minutes/week, for an HEI-2015 score ≥69.72, for 
consuming no alcohol, and for having a BMI <25; a score of 0 was 
earned when the response did not meet the criterion for a 1.

The HLI was treated as a continuous variable (scaled 0–5), with 
higher scores indicating healthier lifestyle patterns. For descriptive 
analyses, HLI was also categorized into tertiles representing low, 
moderate, and high adherence.

Statistical Analysis

Our analysis comprised three phases. First, we conducted 
descriptive analyses to summarize participant characteristics, 
including demographic, socioeconomic, health, lifestyle, and 

dietary variables. Continuous variables were reported as means 
and standard deviations (SD), while categorical variables were 
summarized using frequencies and percentages.

Second, we examined associations between the Healthy Lifestyle 
Index (HLI), treated as a continuous variable (scaled 0–5), and 
selected sociodemographic, social, and health-related factors. 
Pearson correlation coefficients were used to assess relationships 
between HLI and continuous variables (e.g., age, body mass 
index, financial strain, physical activity, and number of chronic 
conditions). For categorical variables, differences in mean HLI 
scores were evaluated using independent samples t-tests for binary 
variables (e.g., sex, living arrangement, food insecurity) and one-
way analysis of variance (ANOVA) for variables with three or 
more categories (e.g., education level, food access categories, and 
self-rated physical health).

Third, we conducted exploratory analyses to evaluate the 
relationship between HLI and individual chronic conditions (e.g., 
diabetes, hypertension, asthma, cancer, COPD, and depression) 
as well as overall chronic disease burden. These analyses were 
primarily descriptive and aimed to identify potential patterns 
rather than test specific hypotheses, given the limited sample size.

All statistical tests were two-sided, and statistical significance was 
defined as p < .05. Analyses were conducted using R statistical 
software.

Results

Table 1 presents the demographic, health, and lifestyle 
characteristics of the study sample stratified by Healthy Lifestyle 
Index (HLI) tertiles. The study included 100 African American 
adults aged 55 years and older, with a mean age of 68.64 years (SD 
= 8.61). Age was similar across HLI groups, with no meaningful 
differences observed.

Overall, the sample was predominantly female (71.0%), with 
a smaller proportion of males (29.0%). Educational attainment 
varied, with 15.6% of participants reporting no high school 
diploma, 22.9% having a high school diploma, 39.6% having 
some college education, and 21.9% holding a bachelor’s degree 
or higher. Most participants were not currently married (58.3%), 
while 35.4% were married or living with a companion.

Health and lifestyle characteristics differed across HLI tertiles. 
Mean Healthy Eating Index (HEI-2015) scores increased across 
tertiles, from 61.70 (SD = 6.46) in the low HLI group to 74.57 (SD 
= 4.46) in the high HLI group. Similarly, physical activity levels 
were substantially higher in the high HLI group compared to the 
low HLI group (484.07 vs. 11.83 minutes/week). The proportion 
of non-smokers also increased across tertiles (80.0% in low, 95.0% 
in moderate, and 96.7% in high HLI groups). However, physical 
activity was highly skewed, with median values of zero in the 
low and moderate HLI groups, indicating that many participants 
reported no activity.
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Socioeconomic and social factors also varied by HLI. Financial 
strain and food insecurity were more prevalent among participants 
in the low HLI group, whereas those in higher HLI tertiles were 
more likely to report lower financial strain and better food access. 
For example, 43.3% of participants in the low HLI group reported 
low financial strain compared to 72.5% and 66.7% in the moderate 
and high HLI groups, respectively. Similarly, access to food 
resources improved across HLI tertiles.

Living arrangement showed a similar pattern, with a higher 
proportion of participants living alone in the low HLI group 
(40.0%) compared to the moderate (27.5%) and high (26.7%) HLI 
groups.

Self-rated physical health did not differ significantly across HLI 
tertiles. Although a greater proportion of participants in the high 
HLI group reported fair or poor health, this descriptive pattern was 
not statistically significant and should be interpreted with caution. 
Specifically, 53.3% of participants in the low HLI group reported 
excellent or very good health, whereas 41.4% of those in the high 
HLI group reported fair or poor health.

Overall, these findings indicate that higher HLI is associated with 
more favorable lifestyle behaviors and improved socioeconomic 
conditions, particularly in relation to financial strain and food 
access, although patterns for self-rated health were less consistent.

Variable Low HLI (n≈30) Moderate HLI 
(n≈40) High HLI (n≈30) Total

Sociodemographic Characteristics

Age (years), M (SD) 67.80 (6.42) 69.20 (9.47) 68.73 (9.49) 68.64 (8.61)

Sex

Female 16 (53.3%) 29 (72.5%) 26 (86.7%) 71 (71.0%)

Male 14 (46.7%) 11 (27.5%) 4 (13.3%) 29 (29.0%)

Education

No HS diploma 4 (13.8%) 8 (20.0%) 3 (11.1%) 15 (15.6%)

HS diploma 9 (31.0%) 9 (22.5%) 4 (14.8%) 22 (22.9%)

Some college 13 (44.8%) 13 (32.5%) 12 (44.4%) 38 (39.6%)

Bachelor or higher 3 (10.3%) 10 (25.0%) 8 (29.6%) 21 (21.9%)

Living alone

No 18 (60.0%) 29 (72.5%) 22 (73.3%) 69 (69.0%)

Yes 12 (40.0%) 11 (27.5%) 8 (26.7%) 31 (31.0%)

Socioeconomic Factors

Financial strain

Low 13 (43.3%) 29 (72.5%) 20 (66.7%) 62 (62.0%)

Moderate 12 (40.0%) 9 (22.5%) 8 (26.7%) 29 (29.0%)

High 5 (16.7%) 2 (5.0%) 2 (6.7%) 9 (9.0%)

Food insecurity

Not food insecure 17 (58.6%) 28 (70.0%) 21 (77.8%) 66 (68.8%)

Food insecure 12 (41.4%) 12 (30.0%) 6 (22.2%) 30 (31.2%)

Food access

Low 11 (84.6%) 17 (73.9%) 11 (64.7%) 39*

Moderate 1 (7.7%) 2 (8.7%) 2 (11.8%) 5*
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High 1 (7.7%) 4 (17.4%) 4 (23.5%) 9*

Difficulty affording food, M (SD) 2.07 (1.39) 1.48 (0.78) 1.50 (0.86) 1.66 (1.05)

Health Factors

Self-rated physical health

Excellent/Very good 16 (53.3%) 11 (27.5%) 8 (27.6%) 35 (35.0%)

Good 8 (26.7%) 20 (50.0%) 9 (31.0%) 37 (37.0%)

Fair/Poor 6 (20.0%) 9 (22.5%) 12 (41.4%) 27 (27.0%)

No. of Chronic Conditions, M (SD) 2.30 (1.70) 1.95 (1.26) 2.00 (1.44) 2.07 (1.45)

Smoking status

Non-smoker 24 (80.0%) 38 (95.0%) 29 (96.7%) 91 (91.0%)

Smoker 6 (20.0%) 2 (5.0%) 1 (3.3%) 9 (9.0%)

Physical activity (min/week), M (SD) 11.83 (29.02) 342.63 (894.52) 484.07 (694.41) 285.82 (701.91)

Physical activity (min/week), Median 
(IQR) 0 (0.0) 0 (217.5) 160 (510.8) 0 (180.0)

Diet quality (HEI-2015), M (SD) 61.70 (6.46) 67.77 (8.97) 74.57 (4.46) 67.99 (8.65)

BMI (kg/m²), M (SD) 31.08 (4.42) 31.13 (7.57) 28.24 (7.02) 30.30 (6.67)

Note. Values are presented as mean (SD) or n (%). Totals may vary due to missing data. *Food access totals are based on a reduced sample due to 
missing responses.

Table 1: Participant Characteristics by Healthy Lifestyle Index (HLI) Tertiles

Healthy Lifestyle Index Distribution

Table 2 presents the distribution of the Healthy Lifestyle Index (HLI) tertiles and component indicators. Participants were approximately 
evenly distributed across HLI tertiles, as expected based on tertile classification, with 30.0% classified as low, 40.0% as moderate, and 
30.0% as high HLI.

Examination of individual HLI components indicated that most participants reported not using alcohol (99.0%) and non-smoker status 
(91.0%). Nearly all participants reported healthy alcohol use, resulting in minimal variability across HLI tertiles. In contrast, a smaller 
proportion of participants met criteria for a healthy diet (50.0%), physical activity (31.0%), and healthy body mass index (24.0%), 
suggesting that these components contributed most to variability in overall HLI.

Characteristic n (%)

HLI tertiles

    Low 30 (30.0%)

    Moderate 40 (40.0%)

    High 30 (30.0%)

HLI components (favorable status)

Healthy diet 50 (50.0%)

Physically active 31 (31.0%)

Healthy alcohol use 99 (99.0%)

Healthy body mass index 23 (24.0%)

Non-smoker 91 (91.0%)

Table 2: Distribution of Healthy Lifestyle Index (HLI) and Component Indicators (N = 100)
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Associations between Participant Characteristics and HLI

Associations between participant characteristics and HLI are presented in (Table 3). Among continuous variables, higher HLI scores 
were significantly associated with lower financial strain (r = –.28, p = .006), lower difficulty affording food (r = –.27, p = .008), higher 
levels of physical activity (r = .26, p = .008), and higher diet quality as measured by the Healthy Eating Index (r = .55, p < .001). No 
significant associations were observed for age, access to food, or number of chronic conditions.

Among categorical variables, sex was significantly associated with HLI, with females having higher HLI scores than males (p = .010). 
Smoking status was also significantly associated with HLI (p = .037), with non-smokers demonstrating higher HLI scores than smokers. 
No significant differences were observed across categories of living arrangement, income, education, food access, or self-rated health. A 
marginal association was observed for food insecurity (p = .062), with food-insecure participants exhibiting lower HLI scores.

Variable Category Statistic Test / Effect p

Age (years) – M (SD) r = .05 .653

Sex Female (n = 71): M = 3.10 (0.81)  
Male (n = 29): M = 2.64 (0.77) Group means t(98) = 2.64 .010

Education

No HS diploma (n = 15): M = 2.87 (0.83)  
HS diploma (n = 24): M = 2.81 (0.84)  

Some college (n = 40): M = 2.96 (0.86)  
Bachelor (n = 10): M = 3.20 (0.79)  

Master/Doctorate (n = 11): M = 3.27 (0.65)

Group means F(4,95) = 0.85 .499

Do you live alone? No (n = 69): M = 3.02 (0.81)  
Yes (n = 31): M = 2.85 (0.85) Group means t(98) = 0.92 .361

Difficulty affording food – M (SD) r = –.27** .008

Financial strain – M (SD) r = –.28** .006

Food insecurity Not food insecure (n = 70): M = 3.07 (0.79)  
Food insecure (n = 30): M = 2.73 (0.87) Group means t(98) = 1.89 .062

Food access
Low (n = 39): M = 2.94 (0.85)  

Moderate (n = 5): M = 3.00 (1.22)  
High (n = 9): M = 3.33 (0.71)

Group means F(2,50) = 0.75 .479

Self-rated physical health
Excellent/Very good (n = 35): M = 3.06 (0.82)  

Good (n = 37): M = 2.95 (0.86)  
Fair/Poor (n = 27): M = 2.89 (0.85)

Group means F(2,96) = 0.35 .705

Number of chronic 
conditions M = 2.07 (1.45) Correlation r = –.09 .389

Smoking status Non-smoker (n = 91): M = 3.04 (0.81)  
Smoker (n = 9): M = 2.22 (0.83) Group means t(9.03) = 2.45 .037

Physical activity (min/
week) – M (SD) r = .26** .008

Diet quality (HEI-2015) – M (SD) r = .55*** < .001

BMI (kg/m²) – M (SD) r = –.15 .158

Note. HLI was treated as a continuous variable. Continuous variables were analyzed using Pearson correlation coefficients, and categorical 
variables using independent samples t-tests or one-way ANOVA. p < .05, ** p < .01. Alcohol use was not included in association analyses 

because nearly all participants met the healthy alcohol criterion (99%), resulting in insufficient variability.

Table 3: Associations between Participant Characteristics and Healthy Lifestyle Index (HLI)
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Discussion

In this sample of older African American adults living in an 
underserved urban community, healthier lifestyle patterns appeared 
to be more closely related to social and economic conditions 
than to chronic disease burden. In particular, higher HLI scores 
were associated with lower financial strain and better food-
related resources, while no clear association was observed with 
the overall number of chronic conditions. Taken together, these 
findings suggest that lifestyle behaviors in later life may be shaped 
as much by social context and access to resources as by disease 
status. This is important because many health interventions focus 
primarily on individual behavior change even though financial and 
structural barriers might limit a person’s ability to follow healthy 
recommendations.

This pattern is consistent with a growing body of literature showing 
that healthy behaviors are not simply the result of individual 
knowledge or motivation, but are influenced by the broader 
conditions in which people live. Prior work in older adults has 
shown that healthier lifestyles are associated with socioeconomic 
conditions and self-perceived health [12]. More broadly, food 
insecurity and other material hardships have been linked to poorer 
diet quality, poorer self-rated health, obesity, and a higher burden 
of chronic conditions among older adults in the United States [4, 
5, 15]. Our findings extend this literature by suggesting that, in this 
population, these social and economic constraints may be reflected 
not only in diet quality alone, but in broader lifestyle patterns.

The findings also align with our earlier work from this cohort. In 
a prior analysis, we found that food insecurity was associated with 
poorer overall diet quality, whereas perceived neighborhood food 
environment was not [18]. Viewed alongside the present findings, 
that earlier work suggests that financial and household-level 
constraints may be more important than perceived neighborhood 
availability alone in shaping healthy behavior. This distinction 
matters. It is possible for healthy foods to be present in a community 
and still remain out of reach because of cost, competing household 
demands, transportation barriers, or other practical limitations. In 
that sense, the healthier lifestyle patterns observed in this study 
may reflect differences in the ability to act on healthy intentions, 
not simply differences in knowledge or preference.

One notable finding was the lack of association between HLI and 
chronic disease burden. It is expected that individuals with more 
chronic conditions would have less healthy lifestyle patterns. 
However, that was not the case in this sample. There are several 
possible explanations. First, chronic conditions are highly 
prevalent in older adults, particularly in underserved populations, 
and may not meaningfully distinguish those with healthier versus 
less healthy behavior patterns. Second, the relationship may be 
more complex, with some individuals adopting healthier behaviors 
after diagnosis while others continue to face barriers that limit 
behavior change. Third, a cross-sectional design cannot capture 
timing. Current lifestyle patterns may reflect recent adaptations, 
whereas chronic conditions often develop over many years. For 

these reasons, the absence of an observed association should not 
be interpreted to mean that lifestyle is unimportant for chronic 
disease, but rather that in this sample, chronic disease burden did 
not explain lifestyle variation as clearly as social and economic 
factors did.

Implications

These findings have practical implications for intervention design. 
Efforts to improve healthy behaviors among older African American 
adults should not focus only on education or individual counseling. 
While those strategies remain important, they may have limited 
impact if they do not also address the material conditions that 
shape day-to-day choices. This may help explain why education 
alone sometimes produces only modest improvements in long-
term lifestyle behaviors within underserved communities [17]. 
Community-based interventions that incorporate food support, 
navigation of local resources, financial and social support, and 
culturally responsive lifestyle counseling may be more effective 
than approaches that focus narrowly on individual behavior change. 
Prior community-based work in African American populations 
supports the value of multilevel strategies that address healthy 
eating and related behaviors in real-world social contexts [17, 
20]. Similarly, work on healthy aging in Black/African American 
older adults has highlighted the importance of addressing food 
insecurity, neighborhood conditions, and other social determinants 
as part of a broader approach to health and well-being [21].

Limitations

This study should also be interpreted in light of its limitations. The 
sample size was modest, and the analyses were cross-sectional, 
which limits causal inference. The study was conducted in a 
specific underserved urban population, and the findings may not 
generalize to all older African American adults. Several measures, 
including chronic conditions and lifestyle behaviors, were based on 
self-report and are therefore subject to recall and social desirability 
bias. In addition, some of the relationships examined here may be 
interrelated in ways that are difficult to disentangle in a relatively 
small sample. At the same time, the study also has important 
strengths. It focuses on an understudied, high-risk population, uses 
a composite lifestyle measure rather than examining individual 
behaviors in isolation, and builds on a well-characterized cohort 
with detailed data on diet, exercise, food access, and health-related 
factors (Kibe et al., 2024).

Conclusion

In conclusion, this study suggests that among older African 
American adults in an underserved urban community, healthier 
lifestyle patterns may be more strongly associated with social 
and economic conditions than with chronic disease burden. These 
findings reinforce the importance of addressing financial and food-
related barriers as part of efforts to support healthy aging. The 
study adds to growing evidence that improving health behaviors 
in underserved populations may require both individual-level 
education and broader support for the social and economic realities 
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that influence daily decision-making. In populations facing 
longstanding structural inequities, healthier lifestyles may depend 
not only on what individuals know or intend to do, but also on the 
resources they have available to make healthy choices possible.
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