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ABSTRACT OF THE DISSERTATION

Neighborhood Conditions and Gender Differences in Depressive Symptoms

by

Eliva Atieno Clinton
Doctor of Philosophy in Public Health
University of California, Los Angeles, 2012

Professor Carol S. Aneshensel, Chair

Depression is a major public health challenge affecting millions of peapldwide,
particularly women. Intra-individual explanations of gender differences in deprasslude
biology (e.g., neurotransmitters, genes, hormones) and psychological {aajgrself-concept
and esteem, mastery). Social explanations focusing on exposure to stregsdosv(e.
socioeconomic status) and social role occupancy (e.g., marital and employahes)taso have
been considered. The recognition that environmental factors may influence neatitalhas
given rise to studies examining the relationship between neighborhood conditiorskdad
depression and psychological distress, but gender differences in neighborhasdeffegyet to
receive the needed research attention.

This dissertation sought an understanding of: (a) gender differences in neagbor
effects on depressive symptoms, and (b) neighborhood influences on variation in depressive

symptoms among women. The research is guided by the neighborhood stressfraomasork



focusing on stressors and psychosocial resources as mediators and moddtsors of
relationships among neighborhood conditions and depressive symptoms. Individual-lessel cros
sectional data come from the Health and Retirement Survey (HRS: baseline, 2006/2008
interviews and psychosocial questionnaire supplement). The HRS is a U.S. nationalifyrobabi
sample of adults over the age of 50. Analyses are performed within a multitewelrfork and
urban neighborhood data come from the 2000 U.S. Census.

Among eight indicators of neighborhood disadvantage, including neighborhood
socioeconomic disadvantage (NSD), and five measures of neighborhood advantagedefcamine
gender differences in their effects on depressive symptoms, two wesacsthyi significant but
not in the expected direction. Neighborhood proportion non-family households was adsociate
with fewer depressive symptoms among women and it had no effect among men. Neighborhood
proportion married-couple households was not significantly related to depressptesyan
among women, but among men, living in a neighborhood with more married-couple households
with children was associated with fewer symptoms. Overall, the impact cesder symptoms
of neighborhood characteristics do not differ for men and women.

Gender differences in neighborhood effects on three individual-level stressorsesnd thr
individual-level psychosocial resources also were examined. Nine interasBomstatistically
significant. Consistent with expectations, people who reside in neighborhoods withiaoane
housing units perceived more disorder and less social cohesion in their neighborhoods, and the
effects were larger for women than men. Relative to men, women’s perceptiaighiforhood
social cohesion and social support are more sensitive to neighborhood economic conditions
general, with a few notable exceptions, neighborhood effects on stressors duspsiat

resources do not vary by gender.



In analyses that only included women, NSD was positive and significantlyiassioc
with depressive symptoms and neighborhood proportion adults aged 65 and older was negative
and significantly associated with symptoms. Perceived neighborhood social coblgion f
mediated the effect of NSD- and partially mediated the effect of neighborhoaron older
adults- on depressive symptoms. The effect on depressive symptoms of neighborhood
disadvantage did not vary significantly by levels of stressors and psychassoiarces except
for three significant cross-level interactions. Living in a neighborhood wotte wacant housing
units was associated with more depressive symptoms, and the effect viaisagresg women
who perceived high levels of disorder in the neighborhood than those who perceived less
disorder. Also as hypothesized, NSD had the largest positive effect on deprasgteass
among women with less social support than women with more support. However, mastery did
not function as a stress-buffer.

The effect on depressive symptoms of neighborhood advantage varied siggibgantl
psychosocial factors. Living in a neighborhood with higher proportions of older adslts wa
associated with fewer depressive symptoms more so for women who report |@ofevel
perceived neighborhood physical disorder than women who report average levelsdefrdisor
Also consistent with expectations, higher neighborhood proportion of affluent households and
owner-occupied housing units were associated with fewer depressive symgmantise effects
were larger for women with high levels of mastery than women with low ngadtfawever,
these neighborhood characteristics were less beneficial to the mentaldi@amen with high
than low levels of social support.

The findings from this dissertation largely indicate that relationshigsmgreomponents

of the neighborhood stress process model do not differ by gender or by levels of samdsors



psychosocial resources. However, the significant results that emeafecarmaluable
contribution to the research literature by identifying urban neighborhood condifietrese
consequential to the mental health of middle-aged and older adults and that shouldrgetthe ta

of interventions.
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CHAPTER ONE:

NEIGHBORHOODS, GENDER, AND DEPRESSIVE SYMPTOMS



11 INTRODUCTION

Depression is a major global health challenge (World Health Organizatio®@[WH
2011). In the year 2000, the economic burden of depression in U.S. adults was estimated at
$83.1 billion, of which workplace costs, direct medical costs, and suicide-relateditynodsts
respectively accounted for 62%, 31%, and 7% of the total cost respectivelplj&igekessler,
Birnbaum, Leong et al., 2003). Women are disproportionately affected by depreskion a
psychological distress (Accortt, Freeman, & Allen, 2008; Boughton & Street,.28@8ults
from the National Comorbidity Survey Replication (2001-2003), a U.S. psychiatric
epidemiology survey, showed significantly higher prevalence estimai&srmbnth (women:

8.6%, men: 4.9%) and lifetime prevalence of major depression among women compared to men
(women: 20.2%, men: 13.2%) (Harvard School of Medicine, 2005).

Over the past several years, research has increasingly focused on theiabntex
determinants of depression and other health outcomes. The neighborhoods in which people
reside constitute one such context, and many studies have looked at the impact of neighborhood
disadvantage on health (Diez Roux & Mair, 2010). Neighborhood disadvantage represents
unfavorable, inadequate, or negative physical conditions (e.g., lack of sidewalkslkand par
presence of trash or abandoned homes), social attributes (e.g., low levels of social
cohesion/connectedness among residents, crime), or sociodemographic asigcadeg., a
large proportion of unemployed individuals, female-headed households) of a neighborhood (Diez
Roux & Mair, 2010). Neighborhood advantage can be seen as representing a related byt possibl
distinct aspect of neighborhoods. In research, residential stability andhe#fl(e2g., high
proportion of families with an annual income greater than or equal to $50,000 or $75,000) have

been studied as indicators of neighborhood advantage (Hybels, Blazer, Piepertt Buethe



2006; Aneshensel, Wight, Miller-Martinez, Botticello, Karlamangla, & Saea007; Hybels et
al., 2006).

Neighborhood disadvantage has been associated with increased risk for aovaoety
health outcomes and behaviors including teen pregnancy (Harding, 2003), highefr obt=styp
(Black & Macinko, 2008), sedentary lifestyle (Cubbin, Hadden, & Winkleby, 2001), drug use
(Boardman, Finch, Ellison, Williams et al., 2001), coronary heart diseaseRDiezet al.,

2001), and death (Wight, Cummings, Karlamangla, & Aneshensel, 2010). Neighborhood
disadvantage also is associated with increased risk for psychologicesslistepressive

symptoms, and major depression (Mair, Diez Roux, Galea, 2008; Kim, 2008); but fewer studies
have investigated the effects of neighborhood advantage on health, specificasubepr

(Hybels et al., 2006; Aneshensel et al., 2007). Neighborhood effects are modest, but they exis
above and beyond the influence of individual-level sociodemographic charactékistgsnder,
marital status, income, and education (Diez Roux & Mair, 2010).

A few studies have assessed gender differences in neighborhood effects on homicide
(Bird & Rieker, 2008), life expectancy (Raleigh & Kiri, 1997), and violent er@mmerman &
Messner, 2010). To my knowledge, only one study (Matheson, Moineddin, Dunn, Creatore,
Gozdyra, & Glazier, 2006), which | describe further in the background section bekw, ha
examined gender differences in neighborhood effects on depression. Considering that we know
little about how and why neighborhood conditions might have a different impact on depression
among women compared to men, this dissertation begins to fill this void, thereby corgribut
the evidence base for interventions aimed at reducing disparities in depression.

This dissertation, which is based on secondary analysis of data from the &iehlt

Retirement Study (HRS), utilizes the stress process theoretica\iiark (Pearlin, Menaghan,



Lieberman, & Mullan, 1981) that has guided research on health disparities for owdedades.
The model is particularly concerned with how social and economic status positianisuterno
unequal exposure to stressors (e.g., financial strain, role strain) ansl tacpsgchosocial
resources (e.g., social support, mastery). A large body of researgbphad the stress process
model to document the deleterious effects of stressors on health (Wheaton, 1999&Turner
Schieman, 2008), as well as the impact of stress-buffering psychosociatess@wrner &
Turner, 1999; Ross & Sastry, 1999; Pearlin, Nguyen, Schieman, & Milkie, 2007). The model
has been used in studies investigating individual- and contextual- level deterroinants
psychological distress and depressive symptoms (Galvin, Schieman, & Reid, 201ghdena
2010; Wheaton, 2010; Aneshensel, 2010a). A foundation thus exists for applying this theoretical
framework to this dissertation, which seeks an understanding of the neighborhoodnaetisrm

of gender differences in depressive symptoms.

In this chapter, | first present the study’s specific aims followeal dgscription of
depression as a major global health challenge. Next, | briefly review tia¢ureeon intra-
individual and social status explanations of gender differences in depression. Subgdquent
review the literature on neighborhood effects on depression and other health outcdowsginc
gender differences therein. In the last section of this chapter | de$wdrees of stress,

neighborhood, and depression; and the conceptual model guiding this research.

1.2  SPECIFIC AIMS

1.2.1 AIM 1: To examine gender differences in the association between ndighhood
characteristics and depressive symptoms.

Neighborhoods should be more consequential to women'’s than men’s mental health

because neighborhood disadvantage can lead to neighborhood disorder (e.g., violence,



harassment), which threatens women'’s safety and that of their families. Soicedalso can
restrict women’s movement in the neighborhood, limiting their interactions vigiand the
social support they might otherwise derive from these networks (Bird & Ri28@8; Foster &
Giles-Corti, 2008). The ensuing stress or worry can increase women'’s vulibetabil
depression and psychological distress. Additionally, women tend to be more sotegjigted
in their communities. They interact with their neighbors more frequently thanndehey
know more of their neighbors by name (Kessler & McLeod, 1984; Campbell & Lee, 1991).
Neighborhood advantage in the form of residential stability can facilitateormation and
maintenance of social networks that may be especially beneficial to veomental health. The
first aim of the dissertation examines gender differences in the effextsghborhood
conditions on depressive symptoms.
1.2.2 AIM 2: To examine the extent to which relationships among components biet
neighborhood stress process model differ by gender.
Existing research shows that neighborhood socioeconomic disadvantage (NSD: e.g.,
poverty) is associated with components of the stress process model such as ¢xEhRI®
(e.q., perceived neighborhood physical disorder, financial strain) and accesshimspsial
resources (e.g., social support); and their mental health outcomes. Howeveeriese
neighborhood effects differ by gender has not been studied. Therefore, the second aim in thi
dissertation examines the relationships among these components of the neighbort®od stres
process model so as to identify the factors that influence gender differertsggessive

symptoms.



1.2.3 AIM 3: To examine the extent to which the neighborhood stress processael
explains variation in depressive symptoms among women.

A few studies have looked at neighborhood effects on women’s health, and find that NSD
is positively related to weight gain and obesity, coronary heart diseasenakidg (Coogan et
al., 2010; Diez-Roux et al., 1997). However, few studies have investigated the reiptions
between neighborhood factors and depressive symptoms among women. The third aim of this
study is to examine the effect of neighborhood advantage and disadvantage on @epressiv
symptoms among women over the age of 50 given that women are disproportionately burdened

with depressive symptoms.

1.3 BACKGROUND
1.3.1 Depression: A Major Health Challenge

In one of the most recent U.S. nationally representative psychiatric epidgyniol
surveys, the National Comorbidity Survey Replication (NCS-R: 2001-2003), the 12 month and
lifetime prevalence estimates of major depression in the U.S. was 6.7% and é§petively
(Kessler, Chiu, Demler, & Walters, 2005; Kessler, Berglund, Demler, JinkdMayas, &
Walters, 2005). Depression is a serious and disabling mental illness thataifgcsimately
121 million people around the world (WHO, 2011). In the year 2000, it was the fourth leading
cause of disease burden worldwide; and it is projected to be the second leadiraf deagsese
burden for both men and women across age groups by the year 2020 (WHO, 2011).

The average duration of a major depressive episode in the general populationaiedstim
to be six months, with an average of four episodes occurring in a person’s lifetong those
who are ever diagnosed with it (Ustun & Kessler, 2002; Limosin, Mekaoui & Hautetanaver

2007). Inthe U.S., NCS-R respondents who experienced a major depressive disorder within 12-



months of the survey reported an average of 35 days when their condition completely grevente
them from working or engaging in normal activities in the preceding Yesss(er et al., 2005).

The consequences of depression also are felt in other countries. For exaredlenca2001

report (Ustun et al., 2001), the costs associated with mental illness in tbed Kimgdom were
approximately 80 million lost days of work or around 6 billion U.S. dollars. The burden of
depression also has risen in Sweden with an estimated growth in costs from 1.7 brhemE

1997 to 3.5 billion Euros in 2005 (Sobocki, Lekander, Borgstrom, Strom, & Runeson, 2007). In
addition to economic costs, depression also carries the risk of suicide (Bldjr&&esor,

Mellsop, & Eyeson-Annan, 1999).

Research has consistently shown that women are more likely to be diagnosedjasith m
depression compared to men and have higher levels of depressive symptoms andgisgicholo
distress (Accortt et al., 2008; Boughton & Street, 2007; Nolen-Hoeksema, 2001). G3$hR,N
women had significantly higher 12-month (women 8.6%, men 4.9%) and lifetime (women
20.2%, men 13.2%) prevalence of major depression (Harvard School of Medicine, 2005). The
higher female preponderance of depression also has been reported in other pavtsrid ted
among different ethnic groups (Seedat et al., 2009; Weissman et al., 1996; Kuehner, 2@03). Thi
study’s concern with neighborhood influences will therefore enhance our amiengt of
contextual determinants of gender differences in depression. Next, | providera\neef of
research examining the biological, psychological, and social explanationsgeftier gap in

depression and psychological distress.

1.3.2 Intra-Individual Explanations of Gender Differences in Depresion
Intra-individual factors (e.g., biology, sense of mastery) have been studied ibteposs

contributors to gender differences in depression. Among biological influereces a



neurotransmitters that regulate mood, hormonal changes during puberty and othen ploents

life course, and genes that may interact with environmental stressorsstsmcisk for

depression. Psychosocial factors also have been considered, especially tlavsectiramon
among women and that shape vulnerability to depression, such as poor self-concept, sense of
mastery, and social support.

Biology.-NeurotransmittersSerotonin (5-HT) is a brain neurotransmitter actively
involved in regulating mood (Aslund, Leppert, Comasco, Nordquist, Oreland, & Nilsson, 2009).
A study looking at serotonin functioning in humans reported lower binding of the serotonin
transporter, 5-HTT, in women compared to men (Mann et al., 2000). Another study found that
lower availability of 5-HTT among depressed patients compared to controlce@snted for
by females (Staley et al., 2006). Reduced serotonin functioning may act asgachlalisk
factor contributing to the higher prevalence of depression in women (Bruntrakit2908), but
the evidence is not conclusive given the use of small clinical or convenient volunteegssampl

It has been hypothesized that increases in serotonin functioning is one of the smshani
through which exercises improves mood (Post & Goodwin, 1973; Young, 2007). Low serotonin
functioning may increase risk for depression among middle-age and older adults given the
lower levels of exercise relative to younger persons (Centers faadei€gontrol and Prevention
[CDC], 2007; Shaw, Liang, Krause, Gallant, & McGeever, 2010). Insufficient exenacs
possible low serotonin functioning also may contribute to gender differences insil@pres
among middle-age and older adults considering that women are generallyykasalfyhactive
than men across age-groups (see Trost, Owen, Bauman, Sallis, & Brown, 200%i@wva re

Unsafe neighborhood conditions also are likely to contribute to lower levels ot glhgstivity



among women considering that they experience greater fear of victimizatiott,(2001;
Hatch & Dohrenwend, 2007).
Genes Genetic factors may interact with environmental conditions like stridgef
events (e.g., serious illness, job loss, divorce) to influence the occurrenceassttapr One
study reported a significant association between two short 5-HTTLPR gesatypeepression
among adolescent girls, but not boys, exposed to high levels of stressful life @legtet al.,
2004). Aslund and colleagues (2009) found that when they stratified their community edmple
adolescents by sex, maltreated girls with two short 5-HTTLPR silhad a significantly higher
risk of depression than girls who were not maltreated. Similar resultsvatei®und for boys.
Gene-environment interaction effects on depression have been reported among older
adults (Kim et al., 2007; Lenze et al., 2005). However, studies are needed that irevedstigat
joint influence of gender, genes, and environmental stressors on depression adubagge
and older adults considering that they are at a period in the life course cleeddigrstressors
such as the emergence and persistence of chronic health problems (Paez, Avang&2a009;
U.S. National Center for Health Statistics [NCHS], 2001), new caregiles as parents age and
face functional limitations or illness (Crespo & Mira, 2010; Johnson & Lo Sasso, 2000),
widowhood, and the death of other network members among the elderly. Some of these events,
such as the higher prevalence of widowhood among women relative to men (Kreider, 2§06), ma
interact with genes to increase women'’s risk for depression.
Hormones:Gender differences in depression emerge during puberty, and hormones have
been examined as possible influences (Hyde, Mezulis, & Abramson, 2008). One study found
that testosterone and estrogen were associated with a higher risk ofidapreasommunity

sample of girls (Angold, Costello, Erkanli, & Worthman, 1999). Hormonal changes in the



premenstrual period and during childbirth, specifically reduced levels of esfralgo have been
associated with postpartum depression and premenstrual dysphoric disordert (&yd2068).

Studies also find that menopause is linked to depression in women (Bromberger et al., 2010;
Freeman, Sammel, Liu, Gracia, Nelson, & Hollander, 2004). Hormonal imbalGunteg

multiple points in women'’s lives can alter the functioning of biological presassolved in

regulating mood, thereby possibly increasing women'’s vulnerability to skpne(Steiner,

Dunn, & Born, 2003; Altemus, 2006). However, it has not been conclusively established that the
effect of hormones on depression is significantly greater among women than me

Cortisol is a hormone produced by the hypothalamic-pituary-adrenal (HPAgrakis
involved in stress response. High sustained levels of cortisol have been linked tdatepress
(Deuschle et al., 1998; Steckler, Holsboer, & Reul, 1999). Research suggestpéugiasge,
the HPA axis may undergo changes that can interfere with proper regulatomnisidic Some
studies found that age was associated with high sustained levels of cortisalgMdP88;
Sapolsky, 1992) and higher than expected baseline cortisol levels (Nicolson,, Honus, &
Sulon, 1997). However, others found no relationship between variations in baseline cortisol
levels and age (Lupien et al., 1996). Although the evidence is mixed, aging may be
characterized by cortisol dysregulation that may in turn increase rigkefoession among
middle-age and older adults relative to the young.

Stressor-specific gender differences in the manner in which the HBAesypionds to
stress has been reported. Kiecolt-Glaser and colleagues found that euéilsolvere higher
among women than men who recently experienced marital conflict (KieadeGIiGlaser,
Cacioppo, & Malarkey, 1998). In another study, men had significantly higher cortistd le

than women after being experimentally exposed to challenging acadsksavaereas higher
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cortisol levels were observed among women who participated in activities invetvira)
rejection (Stroud, Salovey, & Epel, 2002). Studies examining gender differercaetisol
dysregulation among middle-age and older adults will contribute to an undergtahtte
influence of hormones such as cortisol in the higher prevalence of depression amuag w

Psychological/Social Factor$sychological vulnerability provides another perspective

for understanding gender differences in depression. Psychological vulteddskribes
internal or psychological characteristics in individuals, some of which aendent on the
social environmental, which can increase a person’s vulnerability to depresdiothar poor
health outcomes (Boughton & Street, 2007). Relative to boys, girls are moredikséiydgle
with poor self-concept and low self-esteem, all of which are related tosdepréSiegel,
Yancey, Aneshensel & Schuler, 1999; Beck, 1987; Boughton & Street, 2007). Siegel (2002)
found that the effect of changes in body image from positive at baseline to moreenagas-
month follow-up was related to increased risk of psychological distress foseelolairls
compared to boys. Additionally, African American girls were the most affeetative to girls
of other racial/ethnic backgrounds.

Research indicates that women'’s tendency to be dissatisfied with their bodistspe
even among the elderly (Cash & Henry, 1995; Grogan, 1999; Tiggemann, 1992; Tiggemann &
Lynch, 2001). In a study employing a community sample of women ages 30 to 74 Vlaars, A
and colleagues found that for both the full sample and adults ages 65 and older, over half of the
respondents were dissatisfied with their weight and the majority of those vibedwta lose
weight were at normal weight (Allaz, Bernstein, Rouget, Archinard, & blard 998).

Additionally, in the full sample and the group of adults aged 65 and older, 42% and 31% of
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women respectively had dieted in the past five years even though the majority gbtee 60%
in both groups) were at normal weight.

Poor body image also can undermine mental health among adults, especially women.
a community sample of respondents aged 18 years and older, higher body mass injl&aBMI
associated with greater risk for depression among women but not men; whevagsan, low
BMI was detrimental to mental health (Carpenter, Hasin, Allison, &F2@00). Findings from
another study indicated that compared to men, obese women were significantliketpte be
depressed (Onyike, Crum, Lee, Lyketsos, & Eaton, 2003). Obesity also hamkeend
depression among older adults (Roberts, Kaplan, Shema, & Strawbridge, 2000; I8asdwsE
et al., 2007); but gender differences were not found (Sachs-Ericsson et al., 2007)tutflese s
are needed that assess the extent to which middle-age and older adultatséatissith their
weight, and whether the attendant mental health consequences are greaterdor w

Mastery, social support, and self-esteem are important psychosocial regbatdeave
been shown to protect against depression (e.g., Berkman, Glass, Brissette at,S¥4)0;
Jang, Haley, Small, & Mortimer, 2002; Kling, Hyde, Showers, & Buswell, 1999; Orth, Robins,
Trzesniewski, Maes, & Schmitt, 2009). Sense of mastery or control can be definethas
belief that you can and do master, control, and shape your own life” (Ross & 3888yp.
369). Social support describes the giving and/or receipt of emotional care/con¢armeansal
or tangible help, and information especially the type that is important for anglaasessing
ones’ self or circumstances (House, 1981). Self-esteem represents peogfssfbelings, and
overall evaluations of their self-worth and competence (Bandura, 1986; Hewitt, 2009). Self
esteem is generally high through adulthood but declines in old age among both men and women

(Kling et al., 1999; Robins, Trzesniewski, Tracy, Gosling, & Potter, 2002). Begiiming
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adolescence, boys have more self-esteem than girls and this gendemtgagesdhrough
adulthood but shrinks in old age (Kling et al., 1999; Robins et al., 2002).

Mastery also is reported to be lower among older adults compared to younger persons,
with declines observed during middle age and into old age (Ross & Mirowsky, 2002; Schieman
& Campbell, 2001; Wolinsky, Wyrwich, Babu, Kroenke, & Tierney, 2003). Education is
positively associated with mastery (Ross & Sastry, 1999; Schieman, 2001,08la§s
Sorensen, 2008), and the inverse relationship between age and mastery may refleetfeotsor
whereby older cohorts of aging adults with low levels of education also haveriew cle
mastery (Mirowsky, 1995; Wolinsky & Stump, 1996; Slagsvold & Sorensen, 2008). Aging-
related functional limitations also may threaten mastery (Aldwin, 198dinR1986). Studies
assessing gender differences in mastery indicate that women have lowy riestenen
(Rosenfield, 1999; Ross & Mirowsky, 2002; Slagsvold & Sorensen, 2008). Ross and Mirowsky
(2002) also found that the gender gap in mastery widens with age, possibly due to cettsrt eff
whereby women of older age-cohorts attained lower levels of education rédetne:n and were
exposed to traditional gender roles that may have undermined their sense of Bt (

Ross, 1993; Elder & Liker, 1982; Ross & Mirowsky, 1992).

As people age, their social networks contract (Van Tilburg, 1998) and their coritact wi
network members also decline (Shaw, Krause, Liang, & Bennett, 2007). dorseck that older
adults have between five and seven people in their networks, most of whom are fanmédgswhe
younger adults have larger networks of about 20 or more individuals (Bowling, 1994ngowli
Farquhar, & Browne, 1991; Wenger, 1984). In a three-year longitudinal study, 486 of t
elderly ages 85 and above indicated that the size of their network changetiewitajority

reporting that it became smaller (Bowling, Grundy, Farquar, 1997). Wagner &afjoels
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(1999) also found that the elderly (age 85+) were less likely to have at ledsenden their
personal networks compared to those aged 70-84 years old (Wagner, Schitze,dl#sg &B
Mayer, 1999). In another study, the probability that individuals age 55 or 84 yeasektd
would have friends in their social networks at four-year follow-up was 55% and 29%
respectively; and women were more likely than men to have friends in their ket{@tevens &
Van Tilburg, 2011).

Social networks provide opportunities for social engagement, the formation of msgial t
and the giving and receipt of social support — all of which have been shown to proiesit aga
depression (Glass, Mendes De Leon, Bassuk, & Berkman, 2006; Gadalla, 2009; Paykel, 1994)
Social networks may contract with age as members die or face healtimgbsliteat interfere
with the maintenance of friendships and other social relations (Hadley & Webb, 1974,
Hovaguimian, Grab, & Stuckelberger, 1988; Knipscheer & Dykstra, 1995; Wenger, 1986).
Additionally, as adults age they exercise greater care in how and with whosp#reytheir
time; focusing their energies on their closest relationships (Carstel88?; Steven & Van
Tilburg, 2011). Other changes such as retirement and the associated weakeniiad) of soc
connections with work colleagues (Stevens

& Van Tilburg, 2011) also can threaten social networks.

Compared to men, women may be especially adversely affected by disruptiosis in t
social networks considering that they are more socially involved with theiorietand they
receive more social support than men from network members (Lepore, 1992; Schissler, Ke
& Aseltine, 1990; Turner & Marino, 1994). On the other hand widowhood, which is more
prevalent in old age, may have a greater impact on men’s than women’s mentabéealise

men are less likely to have a confidant other than their spouse (Fisher & Ph823. They

14



also are more reliant on their wives to cultivate social relationships afithtagocial
participation (Umberson, Wortman, & Kessler, 1992; Wortman, Silver, & Kessler, 1993).
However, a larger proportion of widowed men remarry relative to widowed women, thereby
regaining spousal support (Clarke, 1995; Kreider & Fields, 2002). Social supportymester
self-esteem are important psychosocial resources that buffer strgé$lseananner in which they
are distributed among middle-age and older men and women may contribute to gender
differences in depression.

SummaryResearch on the influence of psychological, and in particular biological,
factors on depression is ongoing. Psychological characteristics inclughngedf-concept and
low levels of mastery appears to influence women'’s increased risk foisdeprén middle-age
and older adulthood. The evidence on the effects of neurotransmitters, genes, and hormones on
women’s higher prevalence of depression is suggestive and/or inconclusive, but provides
opportunity for future research that would be strengthen by the use of communitgsampl

especially in the case of neurotransmitters.

1.3.3 Social Status Explanations of Gender Differences in Depression

Predominant social causation models identify the origins of social disparities
depression within people’s social and economic statuses in society. These pasations
characterized by unequal distribution of stressors and resources, therebggspos groups
of people to disproportionate amounts of stress that can undermine mental hedith (R88).
Socioeconomic status (SES: i.e., education, income, occupation), race/ethmiployraent and
marital status are major positions that influence the distribution of strettsis section, |
provide a brief review of how these statuses contribute to gender differencesessampr

paying attention to middle-age and older adults.
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Socioeconomic Statu§he life course perspective is a theoretical framework that guides

the study of human lives as unfolding within long stretches of time and embedded withi
physical, social, and economic contexts (Elder, Johnson, & Crosnoe, 2003). | use tipederms
retirement, young-old, and elderly adults to refer to individuals ages 50-64, 65-74, yaat¥5
and above respectively. Pre-retirement adults can be distinguished fromojd@auiydts and

the elderly by their generally higher levels of employment. The labor éoqueriences of many
women and minority men are fragmented due to structural and social constrdiras saimily
responsibilities that keep women in and out of the labor force (Bianchi, 2011), disapitpinat
practices in hiring and firing employees (Moen, 2003; Perrucci, Perrud@asg;, 1997), job
restructuring that threaten the employment prospects of individuals witlevel lof human
capital (Smith, 2010), and occupational segregation that relegates women antymanrio

less stable jobs (Dickens & Lang, 1985; Meyer & Mukerjee, 2007; Sakamoto & Chen, 1991)
with stressful job conditions (Tausig, 1999). As a result, women and minority men derive
limited rewards such as income, pension benefits, and occupational prestige anfilggower
their time in the labor force (Moen, 2003). These benefits can protect against ecbaaiship
and increases sense of mastery and esteem, all of which are consequerraht health
(Berkman et al., 2000; Kling et al., 1999; Yu & Williams, 1999).

Older adults who are not in the labor force are another group who may be vulnerable to
economic difficulties, especially the elderly whose declining health ofteessitates that they
incur medical expenses (Hwang, Weller, Ireys, & Anderson, 2001; Paez et al., 20Q0D9,
median personal income for pre-retirement and older adults was lower amonggxaye
older age groups (United States Census Bureau [USCB], 2012a). The median inconmeifior me

the age groups 55-64 and 65 and above was $41,296 and $25,877 respectively. A similar pattern
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of declining median income was observed for women across age groups. Additwoaign’s
income was lower than men’s in both age-groups by a magnitude of at least $10,000 (USCB,
2012a). Women, especially unmarried women, may have greater exposure to fsteaioidhat
can increase risk for depression (Angel, Jimenez, & Angel, 2007; Arandac&lhj 2011;
Holden, & Smock, 1991; Smock, Manning, & Gupta, 1999).

Research generally shows that individuals of low SES are at greater diggre$sion
than their higher SES counterparts (Brand, Warren, Carayon & Hoonakker, 2007; Ralitio et
2012; Yu & Williams, 1999). Some studies have examined gender differences in thefeffec
SES on depression. Lee and Brown (2007) found that compared to older men, older women
experiencing financial strain including lower retirement wealth regaigmificantly more
depressive symptoms (Lee & Brown, 2007). In another study, older women weredetxpose
more financial strain than older men, but the gender gap was partly attributechémis lower
likelihood of being married (Keith, 1993). Women'’s greater exposure to financial stictine
to men in turn weakened their sense of mastery, thereby increasingsthér psychological
distress relative to men. Social and structural circumstances thatwliffdly affect the
economic status of middle-aged and older adult men and women appears to contribute to the
higher prevalence of depression among women.

Race/EthnicityExposure to stressors and psychosocial resources consequential to mental

health also varies by race/ethnicity. In the U.S., racial/ethnic mirsoateemore likely to be
socioeconomically disadvantaged compared to whites due to longstanding systezqs aifty

in education, employment, and income (Williams, 1996a; Yu & Williams, 1999); and low SES
has been linked to depression and psychological distress (see Lorant, DeliegeRBbert,

Philippot, & Ansseau, 2003 for a review). Prevalence estimates of major depresk®iJif t
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non-institutionalized population shows that American Indians have the highestdifet
prevalence of depression relative to Asians, blacks, Hispanics, and whites. BAmapagics,
Puerto Ricans and Cubans have the highest lifetime prevalence of major depBxssior) (
Donato, Laske, & Duncan, in press). Most studies examining the focal relationsteeive
race/ethnicity and depression net of demographic factors generally foeustes, blacks, and
Hispanics as an aggregate. American Indians, Asians, and other smallerageoggserally
combined together due to lack of sufficient numbers. As a result, variation in depressssn ac
these populations is often hidden (Brown et al., in press).

The research evidence on the relationship between race/ethnicity ancidepises
mixed. Using data for pre-retirement adults in the HRS, Dunlop and colleagues found that
Hispanics were similar to whites in their likelihood of experiencing a niggpressive disorder
whereas African Americans were less likely than whites to be depré&seldg, Song, Lyons,
Manheim, & Chang, 2003). In another study based on a community sample of individuals aged
15 to 40 years, major depression was more prevalent among whites comparedato Afric
Americans or Mexicans (Riolo, Nguyen, Greden, & King, 2005). Reese and colléagues
that African Americans were less likely to be depressed than whitebeatcial difference was
attenuated by frequent religious participation among blacks (Reese, Thorp8oBed, &
LaVeist, 2012). However, others have found that non-whites (Simon, 2002) and blacks
(Skarupski, 2005) are more depressed than whites.

Although the evidence on the relationship between race/ethnicity and depression is
inconsistent, findings generally point to lower levels of depression among tieiecompared
to whites net of demographic controls. Possible explanations for this observationan(@jde

minorities’ higher exposure to stress buffering resources such asusligarticipation that also
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confers benefits in the form of social support and bolstered self-esteens¢K202; Krause
2003 a & b; Tabak & Mickelson, 2009; Reese et al., 2012); (b) possible underestimation of
mental illness among racial/ethnic minorities, especially blacks, whavarerepresented in the
prison and homeless populations (Brennan, & Spohn, 2008; Harris, Steffensmeier&Jimer,
Painter-Davis, 2009; Western, & Wildeman, 2009) who have much higher prevalenceaf ment
illness compared to community dwellers (Diamond, Wang, Holzer, Thomas, & C206ér,
Fichter & Quadflieg, 2001); (c) foreign-born minorities, especiallymecamigrants (Perez,
2002), generally represent a healthier group due to health selection in onigkannedy,
McDonald, Biddle, Social, & Population, 2006; Lee, 1966); and they also may be equipped with
cultural/psychological resources (i.e., hardiness, solid cultural identitffar the
detrimental effects of stress on mental health (Ali, 2002; Escobar, Nervi, & £3300; Kuo
&Tsai, 1986); (d) higher prevalence of depression among low SES whitiagerédeow SES
minorities may contribute to the disparities because, as hypothesized iayn&/éind
colleagues, being white and of low SES in a society where whites are threadband generally
privileged group may be especially distressing (Williams, 1996b; WHljafu, Jackson, &
Anderson, 1997).

Gender differences in the association between race/ethnicity and depréssicava
been found, but studies have primarily focused on blacks and whites. Compared to white men,
white women are more likely to be depressed (Brown, Sellers, Brown, & Jackson, 1999;
Rosenfield, Phillips, & White, 2006) whereas the gender gap among blacks is sBraltan £t
al., 1999; Rosenfield et al., 2006; Williams & Harris-Reid, 1999; Williams, Take&chdair,
1992). In a study of depression and dysthymia, which is a milder form of major d@press

Riolo and colleagues stratified analyses by race/ethnicity, gendezdandtion (Riolo et al.,
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2005). Although they did not test for significant gender differences in the effesctegéthnicity
on dysthymia, they found that black, white, and Latino women with at least a high school
education had higher prevalence of dysthymia than black, white, and Latino meiaf sim
levels of education. Another study of African American middle-aged and oldés &mlutd that
in the face of increasing negative life events or decreasing contadbawiily and friends,
women reported more depressive symptoms than men (Husaini et al., 1991). Geneecdsdfer
in the relationship between race and depression should be expected because men and women of
different racial and ethnic groups may be exposed to varying levels and typessdrs; and
have access to different types and levels of psychosocial resources timdituesmce mental
health outcomes.

Employment:Work is a central activity for most adults. It enables them to earn a living
while also shaping their identity (Tausig, 1999), sense of mastery and sellhgSiahoda, 1997;
Link, Lennon, & Dohrenwend, 1993), and encouraging social integration (James, 2000; Rawlins,
1992; Siggins, 1992); all of which have been shown to protect against the damagisgoéffect
stress on mental health (Glass et al., 2006; Kling et al., 1999; Schieman & ldec?04). .
At the same time, the employee role can be characterized by stregstoas figh job demands,
low control, job insecurity, poor pay, limited social support, and few opportunities for
advancement that can have a negative impact on mental health (Bartley, 1994; Bargyhi&,
2008; Karasek, 1979; Paul & Moser, 2009; Simon, 2002; Tausig, 1999).

The relationship between employment and depression has been shown to vary by gender,
but not always in a straightforward manner. High job demands and highly routine jobs were
significantly associated with more psychological distress among wdraemten; but the

gender gap was accounted for by marital status, possibly indicatingahenis sensitivity to
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job demands reflects the conditions of their marital statuses (Roxburgh, 1996). Anatier s
found that low control at home was associated with significantly higher degreysiptoms

among women than men; but low decision latitude at work was more detrimental to men’s
mental health (Griffin, Fuhrer, Stansfeld, & Marmot, 2002). It appears tligidreal gender

role orientations still influences men and women’s understanding of their pnioies as

centered in the workplace and in the home respectively (Bianchi, Robinson & Milkie, 2006). It
then follows that lack of control in these spheres, while generally negative fomleotand
women’s mental health, does not affect them equally.

The life course principle dife-span developmemécognizes that humans develop and
age within long spans of time, and these processes are influenced by the cotiditions
surrounds one’s life (Elder et al., 2003). It thus follows that the extent to whichlmetit
being is affected by the characteristics of the employee and other stesgbartly depend on
one’s tenure in the given role. Job-related rewards such as promotions, job autonomy, and
higher pay are often based on merit, but they also are accorded to emplolgdesgjibb tenure
(Abraham & Farber, 1987; Luong & Hebert, 2009). Individuals with stable and meaensrk
experience also are more likely to report higher levels selfragted-worth and mastery
relative to unemployed and those outside the labor force (Bird & Ross, 1993; Link et al., 1993;
Murphy & Athanasou, 1999).

On the other hand, long term incumbents of low paying, demanding, and inflexible jobs
with few benefits and less autonomy are likely to experience more joberetatss that
undermines mental health (Butterworth, Leach, Strazdins, Olesen, Rodgers, & Broom, 2011;
Karasek, 1979). Research shows that women, whose labor force experiences are more

fragmented and less economically rewarding, have low self-esteem atedymelative to men
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(Kling et al., 1999; Ross & Mirowsky, 2002; Slagsvold & Sorensen, 2008) and are more likely
than men to experience financial strain (Hammer, & Pedersen, 2008; Wiepking&: RH5).
Deficits of these important resources can place women at greater rigpfession
(Butterworth, Rodgers, & Windsor, 2009; Flammer, 1995; Gadalla, 2009; Levecque, Van
Rossem, De Boyser, Van de Velde, & Bracke, 2011; Orth, Robins, & Roberts, 2008).

Exposure to the benefits and challenges associated with work also are largely
concentrated among pre-retirement adults given their greater participathe labor force. In
2005, over half of the U.S. civilian population aged 55-64 years versus 14.5% of adults ages 65
and above were employed (U.S. Bureau of Labor Statistics [USBLS], 2011). Althalegh ol
workers are seen as possessing positive job-related qualities includingédbiainig,
experienced, and having good team work skills (Bennington, 2004; Henkens, 2005; McGregor &
Gray, 2002; Munnell, Sass, & Soto, 2006); they also are negatively perceived as myye cost
less creative and inflexible, and less adaptable to new technology (Henkens, 2G08gM &
Gray, 2002). Working older adults or those seeking re-employment may face gbsyllen
especially prejudice and discrimination (Bendick, Brown, & Wall, 1999; Unite@<SEqual
Employment Opportunity Commission, 2010); and age discrimination was found to incskase r
for psychological distress (Yuan, 2007).

Retirement Retirement is a major transition for many adults, but it does not take place at
the same time for all. Individuals who hold high status/professional jobs areiketyd¢d work
past the traditional retirement age 65 (Hayward & Grady, 1990; Komp, van Tilburgy & va
Groenou, 2010) whereas early retirement is more common among workers witiddemabs
or those in poor health (Elovainio, Forma, Kivimaki, Sinervo, Sutinen, & Laine, 2005; Mutchler,

Massagli, & Pienta, 1999; Van den Berg, Elders, & Burdorf, 2010). The life coursiplarioic
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agencyiews individuals as actively involved in shaping their lives through their decisions and
actions (Elder et al., 2003); thereby demonstrating that they are not powretlessace of

social and structural forces that press on their lives, but instead operate wihkigdhstraints

to achieve desired outcomes. Many retirement-age adults exageiseyin their retirement
decisions, which they base on their assessment of the associated costs arsd benefit
Schellenberg, Turcotte, and Ram (2005) found that 38% of retirees in their samplelrturne
work for financial reasons and nearly one-fifth (19%) sought re-employimeother personal
rewards.

When people retire, their social connections with working colleagues mayegker
(Stevens & Van Tilburg, 2011). Even so, retirees often exesigisecyby staying socially
engaged through leisure and other voluntary activities (Chiriboga & Pierce,H&88&rd
School of Public Health, 2004; Nimrod, 2007). However, health challenges can interfere wit
social participation (Harwood, Pound, & Ebrahim, 2000; Wilkie, Peat, Thomas, & Croft, 2007).
Chronic conditions, which begin to appear in middle-age (Paez et al., 2009; PekkarnaanNiss
Vartiainen, Salonen, Punsar, & Karvonen, 1994; Tate, Manfreda, & Cuddy, 1998; NCHS, 2001),
become especially prevalent in old age. Paez and colleagues (2009) found that 45.3%-of youn
old adults (i.e., ages 65-74 years) versus 54.3% of the elderly (i.e., age 75 andeymie] r
multiple chronic illnesses. Risk factors for cardiovascular diseasel{gpgrtention, diabetes
mellitus) were the most prevalent (Paez et al., 2009; CDC, 2007). Mobility and otherdir
functional limitations (Sainio et al., 2006; Wilkie et al., 2007) and cognitive declee(&n,
Miller-Martinez, Stein-Merkin, Lachman, Tun, & Karlamangla, 2010; Singinbux et al.,

2012) also become more prevalent with advancing age. Deteriorating health, whpcialey

common among the elderly, can in turn limit social participation and the formationialf tses
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that are beneficial to mental health (Harwood et al., 2000; Musick & Wilson, 2003gWilkil.,
2007).

Empirical findings on the relationship between retirement and depressiored. nidave
and colleagues (2006) found that retirement and the associated loss of workpkdce soci
interactions increased risk for depression (Dave, Rashad, & Spasojevic, 20063 aBihéiave
reported that retirement increases risk for depression (Richardson &308¢; Szinovacz &
Davey, 2004). On the other hand, Jokela and colleagues (2010) found that retirement was
associated with good mental health for voluntary retirees and those exitiapdhédrce at the
statutory retirement age (Jokela et al., 2010). Results from another study alateththat
relative to employed persons, retirement was associated with improved geeeta health
especially among individuals who held higher status jobs (Mein, Martikainen, g\ayn
Stansfeld, & Marmot, 2003). However, a few studies did not find significant assosiat
between retirement and depression (Herzog, House, & Morgan, 1991; Lee & Smith, 2@09; Ros
& Drentea, 1998).

Variations in people’s circumstances contribute to non-uniform effectsi@mnent on
retirees’ mental health. Consistent with the life course princigieedpan developmenthe
influence of retirement on psychological well-being also depends on the duratedimevhent.
In a study that followed men from pre-retirement through six to sevenipgargtirement,
well-being - encompassing key dimensions such as financial well-b&iygjcpl and
psychological health, satisfaction with interpersonal relationships, andcfeswarol -
increased within the first year of retirement (Gall, Evans, & Howard, 1997gre@fter, well-
being declined in all areas except personal control, which had increased throudlothe

period; and financial well-being, which was stable throughout. However, declined-ipemg

24



did not exceed pre-retirement levels. This study demonstrated that, overalhefits o
retirement accrue in the short term; and at a minimum, retirement is cdrep@aramployment
in its effects on well-being. As noted by Gall and colleagues (1997) and eahgigh

Atchley’s (1976) conceptualization of adjustment to retirement, retiregsbeing by the sixth
to seventh year of retirement may represent a more stable statusjwetarafter a substantial
period of adjusting to both expected and unexpected positive and less positive aspects of
retirement.

Gender differences in the effects of retirement on mental health also havepesed.
Szinovacz and Davey (2004) found that the presence of a spouse with more functional
limitations increased risk for depression among women, but not men, who retired uedbypect
and who perceived the transition as forced or premature. Quick and Moen (1998) found that
men were more satisfied in retirement than women, although the differensenaths Results
from another study by Kim and Moen (2002) showed that being retired for more than &0 yea
was associated with more depressive symptoms among men but not women; and sense of
mastery was beneficial to both men’s and women’s mental health.

Exiting the labor force and the loss of occupational status and identity (Parsons, 1942)
may be more detrimental to men’s than women’s mental health consideringethhawe less
fragmented employment experiences and are in turn more attached to therad@Richardson
& Kitty, 1991; Barnes & Parry, 2004). At the same time, retirement and the logsoafe,
social integration in the work force, and the employee role may be more consedaentia
women’s mental health, particularly unmarried or widowed women who lack the companionship
of a spouse and whose finances may be more precarious (Barnes & Parry, 2062glB&rn

Shwiff, 2001; Fernandez-Ballesteros, Zamarron, & Ruiz, 2001; Slevin & Wingrove, 1995). The
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research evidence indicates that retirement experiences are not umtbmay be influence by

a variety of factors including whether or not retirement is voluntary (&dsines, 2000; Swan,
Dame, & Carmelli, 1991), the social and economic circumstances that surroundsjease

(Mein et al., 2003; Reitzes, Mutran, Fernandez, 1996), psychosocial resources suchas sense
mastery (Kim & Moen, 2002; Wells & Kendig, 1999), and health status (Kim & Moen, 2002;
Gall et al., 1997).

HomemakersFulltime homemakers are adults who engage in unpaid work caring for
their families. There were approximately 26.5 million female compared to 541,080 mal
homemakers in 1990 (USBLS, 1990). More women than men also temporarily exit the work
force or switch to part-time employment to raise children or care fogagirents and other
family members (Bianchi, 2011; Gordon & Rouse, 2011; Manning & Petrongolo, 2008).
Homemakers generally have higher risk for depression than employedexd petisons
(Umberson & Williams, 1999; Silver, 2010), risk that is partly attributed to timeiteld
opportunities for social interaction, routine and less gratifying work, and feards and
recognition for performing family/household duties (Bird & Ross, 1993; Silver, 2010). The
higher prevalence of depression among women compared to men may be influeimeed by t
presence of more female than male homemakers. This social role may depmviedants of
important competencies and resources that the employee role encourages sencke af
mastery, self-worth and esteem, and social ties (Anderson, Halter, & k313004 ; Bird &

Ross, 1993; London, Scott, Edin, & Hunter, 2004; Link et al., 1993; Cheng, Kawachi, Coakley,
Schwartz, & Colditz, 2000). Homemakers may therefore have fewer psychaessoiaices that
that promote mental health (Burwell & Shirk, 2006; Orth et al., 2008; Pudrovska, Schieman,

Pearlin, & Nguyen, 2005; Thoits, 2011).
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Marriage: Having a partner through marriage or other types of relationships gives
couples the opportunity to have a friend, confidant, and source of support; which reduce the
negative impact of stress on mental health (Ross, 1995; Umberson & Williams, 1999agMarri
also can integrate couples into larger social networks of extended familyeartt f thereby
reducing social isolation that is a risk factor for depression (Umbersoili@mg, 1999; Thoits,
1983). Marital status has been linked to depression and psychological distress eaitthres
generally showing that compared to single, separated, or divorced persons, those who a
married are less likely to be depressed (Ross, Mirowsky, & Goldsteen, 198&md/ 2003;
Simon, 2002). At the same time, marital quality plays a key role in determimarextent to
which marriage promotes psychological well-being (Proulx, Helms, & Bue0ér7;

Umberson, 1995). Studies have found that unsatisfactory marriages, including those
characterized by marital conflict or strain, are associated with tiigkefor depression (Beach,
Katz, Kim, & Brody, 2003; Choi & Marks, 2008; Gove, Hughes & Styles, 1983; Whisman &
Uebelacker, 2009).

Earlier research found that the psychological benefits of marriagegneater for men
than women partly due to women'’s higher exposure to strains associated with sacialis
roles (Bird, 1999; Gove & Tudor, 1973). Strazdins and Broom (2004) extended the
conceptualization of role strain to include ‘emotional work,” which they describeaek that
“...targets the feelings of family members and describes behaviors intendettit positive
emotions and closeness or repair and regulate negative feelings and iotedpayeflict” (p.

357). Their results showed that women do a disproportionate amount of emotional work, and the
strains emanating from the imbalance undermined marital quality, whicnwa® associated

with women'’s higher risk for depression.
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However, more recent studies have not found significant gender differences in the effect
of being married on depression (Williams, 2003; Sachs-Ericsson & Ciarlo, 2000). irRlicgd
in more contemporary research may reflect changes in men and women'’s sesiaMeh'’s
greater involvement in the home, albeit substantially lower than women'’s, cae strhins
emanating from excess household demands borne by women. Additionally, womesddcre
participation in the workforce has expanded their roles beyond the confines of the honoé and r
theory posits that holding multiple roles promotes mental health by encouragialg soci
integration and increasing one’s influence or power, sense of satisfactionssafusoeial
support and recognition, and material resources like income (Barnett & Hyde, 2001). The
presence of these beneficial qualities in one role also can reduce the niegadicsteon mental
health of stress in other roles (Barnett & Hyde, 2001; Plaisier, Beekmam,Riei{sraaf et al.,
2008). Research focusing on the quality of the multiple roles held by men and women and how
the conditions in one role affects a person’s experience in other roles will enhance our
understanding of the relationship between marriage and women’s higher risk fosuepres
Widowhood The life course principle dinked livesdraws attention to the impact of
interpersonal relationships on health and other outcomes. As previously noted, marnriage ca
have a positive effect on mental health by giving couples the opportunity to have fietake
companion, and confidant in the form of a spouse (Cutrona & Suhr, 1994; Dehle, Larsen, &
Landers, 2001). However, when marriage is characterized by conflict aims sitrcan
undermine mental well-being (Proulx et al., 2007; Umberson, 1995). Widowhood is major
negative life event (Bennett, Smith, & Hughes, 2005; Carr & Utz, 2001) that pernyanentl
disrupts marriage and deprives the surviving spouse of an important companion. Widowhood is

related to negative outcomes including loneliness or social isolation (Antonat.ciz802;
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Golden et al., 2009) and depression (Lee & DeMaris, 2007; Maciejewski, Zhank, &loc
Prigerson, 2007). However, when widowhood occurs in the context of care-giving stress
associated with prolonged nursing of an ill partner, widowhood in some instances dan resul
improved mental well-being (Keene, & Prokos, 2008; Wells & Kendig, 1997).

In 2004, widowhood was least common among pre-retirement men (2.4%) and women
(9.9%) and most prevalent among older adults aged 65 and above (men: 36%, women: 77.7%)
(Kreider, 2006). Among young-old adults, 7.5% of men and 27.2% of women were widowed.
These figures indicate that that widowhood is more common among older adults, ligspecia
women. The stark gender differences are partly due to men’s shorter lif¢amqyece., 75.4
years versus 80.4 years for women at birth in 2007) (NCHS, 2011), women'’s greater proclivit
to marry older men (Lopata, 1996; Bozon, 1991), and higher levels of remarriage adeng ol
men relative to older women (Clarke, 1995; Kreider & Fields, 2002; Peters Braef 1997).

Most longitudinal studies have not found gender differences in the effectd@i/ood
on depression and other indicators of psychological well-being (Carr, 2004; Carr, House
Kessler, Nesse, Sonnega, & Wortman, 2000; Liechtenstein, Gatz, Pederse&, Be@jearn,

1996; Marks & Lambert 1998; Murrell & Himmelfarb, 1989; Simon, 2002; Wheaton, 1990).
However, Chou and Chi (2000) reported that widowhood was slightly more detrimental to
women’s than men’s mental health whereas Mendes de Leon and colleagues (1994) found tha
widowhood increased risk for depression among recently widowed men (i.e., widowed within a
year) and elderly men aged 75 and above relative to women (Mendes de Leon, Ragdp, & Kas
1994). Williams (2003) reported that widowhood was more depressing for men compared to

women but it undermined sense of life satisfaction more so for women than men.
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Longitudinal studies that find gender differences in the effects of widowhand (e.
Mendes de Leon et al., 1994; Williams, 2003) appear to support cross-sectional studies that
generally show that widowhood is more detrimental to men’s than women’s meiial(hea,
DeMaris, Bavin, & Sullivan, 2001; Sonnenberg, Beekman, Deeg, & Tilburg, 2000; Umberson et
al., 1992). As summarized by Lee and DeMaris (2007), possible factors contributiitptved
men’s higher risk for depression include: the difficulty men face adjustintahaging the
household; men’s smaller social networks and their greater reliance onitresras their chief
source of social support; widowhood’s greater detrimental effect on men’s thamiwome
physical health. The negative effects of widowhood decrease over timewiH&dldberg, &
Comstock 1991; Lee & DeMaris, 2007; Lichtenstein et al., 1996; Mastekaasa, 199 &Peter
Liefbroer, 1997); and with a few exceptions (Lichtenstein et al., 1996; Umberson et al., 1992),
men’s recovery tends to be more protracted compared to women’s (Lee,s\8lIS&ccombe,
1998; Van Grootheest, Beekman, Broese van Groenou, & Deeg, 1999). Widowhood may
therefore attenuate gender differences in depression to the extenirttia@ases the prevalence
of depression among men.

SummaryThis section provided a brief review of the literature on social status (e.g.,
SES, marital status) explanations of gender differences in depressionor8i3ites to
women’s higher preponderance of depression through women'’s greater expdsuaecial
strain. The influence of employment and marital status on depression alscyagender.

More recent studies show that marriage is equally beneficial to menigandn’s mental
health, although variations emerge when marital quality is examined. Wopeteace a
higher risk of depression than men in the context of demanding and routine jobs, and homemaker

responsibilities that confer limited psychosocial benefits. The impaeticdment on gender
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differences in depression is mixed; and depends on the social and matemastarwces that
characterize men’s and women'’s lives during this period. Overall, the statesgsed by men
and women appear to be less favorable towards women with regard to the distribution of

stressors and psychosocial resources consequential to mental health.

1.3.4 The Neighborhood Context of Depression

This dissertation is concerned with contextual determinants of depression cafigcifi
neighborhood conditions. Neighborhoods can be considered advantaged or disadvantaged
depending on the features of the neighborhood. Advantaged neighborhoods are characterized by
social and physical order, including a clean and quiet neighborhood environmenguoartd
respectful interactions between residents, little or no loitering, andweatitained buildings
(Ross & Jang, 2000). These neighborhoods generally have low proportions of poor residents, are
safe, have good municipal services (e.g., police and fire response), grezs) apdmther
amenities such as good access to grocery stores and facilities fmaphys other leisure
activities (Ainsworth, 2002; Booth, Pinkston, & Poston, 2005; Ellaway & Macintyre, 1998;

Massey, 1996; Powell, Slater, Chaloupka, & Harper, 2006; Powell, Slater, Mirt&seva%
Chaloupka, 2007).

Disadvantaged neighborhoods lack or have low-levels of many of the positive features
present in advantaged neighborhoods (Altschuler, Somkin, & Adler, 2004; Anderson, 1992;
Browning & Cagney, 2002; Jencks, 1992; Kirby & Kaneda, 2005; Macintyre, 2007; Ross, 2000;
Wallace & Wallace, 1990). They are often comprised of high proportions of low incosmnger
(Massey, 1996). Crime, vandalism, graffiti, drug and alcohol use, litter, noise, Gard va
dilapidated buildings are more common in disadvantaged neighborhoods (Aneshensel & Sucoff,

1996; Lewis & Salem, 1986; Ross & Jang, 2000). Residents of these neighborhoods may be
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particularly concerned about their safety and that of their families hansbfety of their
belongings and property (Lewis & Salem, 1986; LaGrange, Ferraro, & Supancic, D38%& R
Jang, 2000; Taylor & Shumaker, 1990; Wyant, 2008). Disadvantaged neighborhoods are
therefore more likely than advantaged neighborhoods to expose residents to stratsars
increase risk for depression and other health problems.

Several studies have synthesized findings on neighborhood influences on a variety of
health outcomes including chronic diseases, health behavior, mental health, andyr(iDréali
Roux & Mair, 2010; Pickett & Pearl, 2001; Riva, Gauvin, & Barnett, 2007). One study found
that the positive relationship between NSD and drug use was particulanh saatieng low-
income individuals and was partly mediated by social stressors and psychaliresis
(Boardman et al., 2002). Other investigators have examined neighborhood effectsaditymor
reporting that living in low SES neighborhoods is associated with higher all weuwtaity
(Karpati, Bassett, & McCord, 2006; Wight et al., 2010). Brown, Ang, and Pebley (2007) found
that having a chronic health condition was significantly associated with dboatee health for
adults living in more socioeconomically disadvantaged neighborhoods but not for people living
in less advantaged neighborhoods. Neighborhood poverty also was implicated in a study of
teenagers’ schooling and pregnancy outcomes, showing that teenagers livirdyin hig
impoverished neighborhoods face a greater risk of not completing high school andnigecomi
pregnant compared to their counterparts in low-poverty neighborhoods (Harding, 2003).

Neighborhoods Disadvantage and Depressiesearch on the impact of neighborhood

conditions on depression is growing. Neighborhood socioeconomic disadvantage (N€D) is t
most commonly examined contextual feature in neighborhood effects reseancht(da 2008;

Julien, Richard, Gauvin, & Kestens, 2012). Itis frequently measured as a compesiteeair
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all of neighborhood proportion: unemployed or individuals without a high school diploma,
people living in poverty, and households receiving public assistance income (Aneshdnsel et a
2007; Cutrona, Russell, Brown, Clark, Hessling, & Gardner, 2005; Matheson et al., 2006;
Wainwright & Surtees, 2004). Mathesson and colleagues (2006) found that NSD inastased
for depression. In another study using HRS data from late middle-aged U.S. adDlisablS
associated with more depressive symptoms; and symptoms were partigtdadynced among

the least wealthy residents living in the most deprived neighborhoods (Wight, Ko, & Aesekhe
2011).

Experimental studies also have been conducted that examine the relationship betwee
neighborhood disadvantage and mental health. The Moving to Opportunity for Fair Housing
Demonstration (MTO) and the Gautreaux program are two interventions in whichdome
families living in public housing in high poverty areas were relocated to more adednt
neighborhoods (Leventhal & Brooks-Gunn, 2003; Rosenbaum & DelLuca, 2008). The Gautreaux
program was the result of a 1976 supreme court decision (Rosenbaum, 1995) and the MTO was
initiated in 1994 by the U.S. Department of Housing and Urban Development (HUD) as an
experimental study in five sites in the U.S.: Baltimore, Boston, Chicago, Lgslés) and New
York City. MTO participants were randomly assigned to one of three groups. pjérneantal
group received section 8 housing vouchers and they could only move to low-poverty
neighborhoods, that is census tracts with less than 10% poverty rate per the 1990 U.S. census.
The comparison group received section 8 housing vouchers that they could use without
geographic restrictions. The control group did not receive section 8 housing voleiversligal

& Brooks-Gunn, 2003).
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It was expected that moving to a low-poverty neighborhood would provide the
experimental group with better education and employment opportunities. Leverttzicmks-
Gunn (2003) also hypothesized that the experimental group would have better merital healt
outcomes considering that NSD has been associated with increased riskdssid@pand other
poor health outcomes in non-experimental studies (Kim, 2008; Mair et al., 2008). Toitest the
hypothesis, Leventhal and Brooks-Gunn (2003) conducted a study based on the New York City
MTO program two years after the experiment was implemented. Rebolved that both
parents and children in the experimental group (i.e., those who moved to low-poverty
neighborhoods) reported significantly fewer symptoms of psychologicalssistoenpared to
their counterparts who stayed in their original neighborhoods (i.e., the control group).

In addition to NSD, high neighborhood proportion of vacant housing units also is
considered an indicator of neighborhood disadvantage. Vacant housing units can create an
unsafe and disordered neighborhood environment by attracting illicit actistteh as drug
dealing and prostitution; or by serving as gathering places wherenaliaativities are planned
(Hannon & Cuddy, 2006; Spelman, 1993; Vigil, 1987). Brantingham and Brantingham (1981)
found that people who commit crimes do so within the areas where they live, work, azsocial
Residents of neighborhoods with high proportions of vacant housing units that can encourage
criminal and other illegal activities may face a higher risk of victitora Additionally,
residents concerned about their own and their families’ exposure to negative edluesg
decide to spend more time indoors, which can lead to social isolation, weakenedesy@alctki
reduced levels of trust among residents (Fullilove, Heon, Jimenez, Parsons, Girediipge,

1998; Krause, 1993; Ross & Jang, 2000; Sampson, 1990). Deficits in these psychosocial
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resources that buffer stress (Glass et al., 2006; Kawachi & Berkman, 2001) earotaa\for
larger negative effects of neighborhood disadvantage on mental health.

The presence of many female-headed households with children is another neigtiborh
characteristic that can generate disorder in the neighborhood. Singlefmarseholds are
commonly headed by women (Evenson & Simon, 2005; Haskey, 1993), and such households are
often exposed to stress including financial strain (Hill, 2010; McLanahan, 1983) aisttagte
associated with single-parenthood (Devine, Farrell, Blake, Jastran, Wethingtesgghi32009;
Lockwood-Rayermann, 2000; Cairney, Boyle, Offord, & Racine, 2003). Due to these chronic
stressors, single parents may lack the time and energy needed to supenvideldren and
keep them away from negative influences and problem behaviors (Derzon, 2010; Dornbusch et
al., 1985) that create disorder and insecurity that undermines mental hedlghAHgel, 2005;
Latkin & Curry, 2003; Ross, 2000).

High neighborhood proportions of non-family households (i.e., people living alone or
with non-relatives: Simmons & O’Neill, 2001) also is conceptualized as aratodiof
neighborhood disadvantage. Such neighborhoods may have many unmarried young adults
whose earnings may not generate substantial tax revenue needed to maintainigpmm
facilities and services (Mosisa & Hipple, 2006). Young people also may introduceedisor
the neighborhood considering that they are more likely to offend. The presence @pygophe
between ages 15-25 has been linked to higher crime rates (South & Messner, 1987,
Steffensmeier & Allan 1996; Steffensmeier, Zhong, Ackerman, Schwaaghf, 2006), which
is a risk factor for depression (Curry, Latkin, & Davey-Rothwell, 2008; ClarknRgawachi,
Canner, Berkman, & Wright, 2008). Non-family households are likely to be comprised of

tenants temporarily residing in the neighborhood. Large proportions of such households in the
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neighborhood can lead to high residential turnover that increases risk for depressioes(vi

et al., 2006) by undermining the formation and maintenance of social ties and suppoksetwor
that buffer stress (Echeverria, Diez-Roux, Shea, Borrell, & Jackson, 2008; Sampson, 1991;
Warner & Rountree, 1997).

Neighborhood Disadvantage, Stressors, and ResouNmaghborhood disadvantage can
influence risk for depression by proliferating stress in other dimensions of jsdogs or
eroding psychosocial resources that protect against the negative effees®bstmental health
(Pearlin, 1999). Physical characteristics of a neighborhood, such as the poésgatfdi,
litter, and vacant or dilapidated housing serve as indicators of neighborhood physickdrdis
(Lutkin & Curry, 2003; Ross & Jang, 2000; Ross & Mirowsky, 1999; Sampson & Raudenbush,
1999). Perceived neighborhood physical disorder can act as a mechanism through which
neighborhood disadvantage exerts its detrimental effect on mental healtlarcRest®ws that
disadvantaged neighborhoods characterized by poor or low-income residents @rehiegded
households are positively associated with perceived neighborhood disorder (Frangjhy,Ca
Spears, & Esquer, 2005; Ross, 2000). Additionally, perceived neighborhood disorder mediated
the positive relationship between neighborhood disadvantage and depressive sympssms (R
2000) and self-rated health (Franzini et al., 2005).

Neighborhood disadvantage also can stigmatize residents in a manner thainsathstra
opportunities available to them. A study by Kirschenman and Neckerman (1991) found that
people identified to be from disadvantaged neighborhoods as indicated by their addeesses w
less likely to be hired by employers in the Chicago metropolitan area. In amexet study,
Betrand and Mullainathan (2003) similarly found that job applicants from disadvantaged

neighborhoods (i.e., low income, less-educated, and more minority residents) wékelgso
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be invited for job interviews. In situations such as these, neighborhood disadvantage can
generate secondary stress in the form of discrimination in the labor miikéted employment
opportunities in turn can create financial strain, which is positively assdaiath depression
(Kahn & Pearlin, 2006; Lee & Brown, 2007; Pudrovska et al., 2005).

Perceived neighborhood social cohesion represents residents’ feelirggaadhat they
are socially integrated in their community; and that they live in a neigbbdnivhere people are
helpful and there is mutual trust and respect (Berger-Schmitt, 2002; Sampson, Raudenbush, &
Earls, 1997). Perceived neighborhood social cohesion (Fone, Dunstan, Lloyd, Williams,
Watkins, & Palmer, 2007; Rios, Aiken, & Zautra, 2012), sense of mastery (Jang et al., 2002;
Pudrovska et al., 2005), and social support (Gadalla, 2009; Paykel, 1994; Thoits, 2011) are
psychosocial resources that protect against the detrimental effetrtssefa mental health.
Neighborhood disadvantage can erode these resources. Studies show that neighborhood
disadvantage (i.e., crime, poverty) is negatively associated with socesionland collective
efficacy (Furstenberg, 1993; Ross, Mirowsky, & Pribesh, 2001). Geis and Ross (1998) found
that residents of poor neighborhoods perceived higher levels of disorder in their rieogicisor
which in turn compromised sense of mastery. In a study by Boardman and Robert (2000),
neighborhood disadvantage measured as the neighborhood proportion of unemployed individuals
or those receiving public assistance income was associated with low legels@i/ed self-
efficacy. Other studies also have found that neighborhood poverty undermines social support
(Keene, Bader, & Ailshire, 2010; Turney & Harknett, 2010), which is an importachgsgcial
resource that buffers the deleterious effect of stress on mental healt [Rass, 2009;

Mullings & Wali, 1999).
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Neighborhood Advantage and DepressiStudies of neighborhood effects on mental

health generally focus on unfavorable neighborhood conditions, predominantly NSD. However,
on the opposite end of the continuum are positive aspects of neighborhoods that can maintain or
enhance mental well-being. Neighborhood affluence has been examined for itsddenefic
influence on health. It is often measured as the proportion of households with an annual income
above a certain level (e.g., $50,000). Studies show that neighborhood affluence is associated
with better self-rated health (Browning & Cagney, 2003; Wen, Browning, & Gageé3) and
fewer chronic conditions (Robert, 1998). However, significant associations betffleenca
and depression have not been reported (Aneshensel et al., 2007; Hybels et al., 2006k¥ubzans
Subramanian, Kawachi, Fay, Soobader, & Berkman, 2005). The positive effects of
neighborhood affluence on mental health may be transmitted through neighborhood amenities
and social resources such as reciprocal exchange and collectiveyeHioaess to voluntary
organizations, health services, and well maintained parks; and good emergency response
(Altschuler et al., 2004; Browning & Cagney, 2003; Powell et al., 2006; Sampson et al., 1997;
Sampson, Morenoff, & Earls, 1999; Wilson, 1996).

Residential stability also is conceptualized as an indicator of neighborhood @dvanta
Bures (2003) found that residential stability in childhood was related to goaatselfmental
health in midlife for a community sample of U.S. adults. In another studgiereisil stability
was associated with fewer depressive symptoms in socioeconomically addantage
neighborhoods but not in poor neighborhoods (Ross, Reynolds, & Geis, 2000). In poor
neighborhoods, residential stability may represent disadvantage wheselante feel isolated

and powerless living in an environment with high exposure to various forms of disorder and
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hazards (Anderson, 1992; Jargowsky, 1997; South & Crowder, 1997; Ross et al., 2000; Unger,
Wandersman, & Hallman, 1992; Warner & Pierce, 1993; Wilson, 1996).

Another indicator of neighborhood advantage that may be associated with reduced risk of
depression is high proportions of married couple households with children. Raising dataldren
motivate parents to actively participate in community organizations andiastaimed at
promoting neighborhood safety and maintaining amenities such as parks and schools. Duncan
and colleagues found that compared to single parent/guardian families, ent/gnaardian
families were associated with higher perceptions of collectiveaeffi(Duncan, Duncan, Okut,
Strycker, & Hix-Small, 2003). When parents and other residents come together amdeotg
achieve common goals, they can encourage psychosocial resources impornemtébhealth,
such as social connectedness, collective efficacy, and neighborhood sociarc(ffasest &

Kearns, 1999; Greenberg, Rohe, Williams, & Justice, 1985; Kang, 2011; Rios et al., 2012).

Neighborhood proportion owner-occupied housing is another neighborhood characteristic
that can benefit mental health. Homeowners occupy their homes for a longdrtpan renters
(Hansen, Formby, & Smith, 1998; Rohe & Stewart, 1996). They are more likely than tenters
see their homes and neighborhoods as their permanent place of residence. Aslzenesudly
be more committed to promoting the physical and social health of their neighborhoodhthroug
activities such as taking care of their property (Saunders, 1990) and commgaitizimgy to
increase safety in the neighborhood and maintain amenities. Researchheli@espared to
people who do not own their homes, homeowners have higher levels of life satisfaction and they
are more likely to be involved in community organizations (Rohe & Basolo, 1997; Rossi &
Weber, 1996). However, challenges related to home ownership, such as finaaioiangtrthe

inability to relocate from undesirable neighborhoods can reduce the benefdsgsbwith
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homeownership (Bentley, Baker, Mason, Subramanian, & Kavanagh, 2011; Strohschein, 2012).
Even so, homeownership may protect mental health by reducing disorder and ingeasegf
satisfaction, self-esteem, and neighborhood social cohesion (Rossi & Weber, 1996).

Neighborhood concentration of older adults is conceptualized as an indicator of
neighborhood advantage. Although some studies have not reported significant results
(Aneshensel et al., 2007; Hybels et al., 2006), Kubzansky and colleagues found that higher
neighborhood proportions of older adults age 64 and above was associated with fewsivdepres
symptoms (Kubzansky et al., 2005). In another study, older adults living in neighborhdods wit
higher proportions of adults aged 65 and older perceived their neighborhoods to be natlye soci
cohesive and reported more social ties (Almeida, Kawachi, Molnar, & SubeamaniDg).
Moore and colleagues also found that older adults living in neighborhoods with larger
proportions of adults aged 65 and older were more likely to use their local parks (Mdagre et a
2010), an environment that can promote mental health by encouraging physical actvit
social interaction (Glass et al., 2006; Orsega-Smith, Mowen, Payne, & Godbey, 204y, Ti
Tinsley, & Croskeys, 2002).

Neighborhood Advantage, Stressors, and ResouFaagirable neighborhood conditions
can positively influence mental health by promoting psychosocial resoundt@sducing
exposure to stressors. Although residential stability is not always ageantga(Ross et al.,
2000), Keene and colleagues found that it protected against the negative impact of 8idlon s
support (Keene et al., 2010). Other studies also report that residentiaysigbsisociated with
higher levels of social support/ties and integration (Kasarda & Janowitz, 19C4llbikch, 2003;
Swaroop & Morenoff, 2006). Neighborhood concentration of older adults also is assocthted wi

more social ties (Almeida et al., 2009), active neighborhood watch programs, andwitore ci
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engagement among residents (Putnam, 2000). Wacquant and Wilson (1989) also reported that
people living in socioeconomically disadvantaged neighborhoods have fewer secial tie
compared to residents of affluent neighborhoods.

A study by Sampson, Morenoff, and Earls (1999) found that, relative to the influence of
neighborhood poverty, residential stability and neighborhood affluence were nooig\str
associated with reciprocal exchange and social control, which are markecsabtehesion.

Higher proportions of older adults (i.e., age 65+) in the neighborhood also is positively
associated with perceived neighborhood social cohesion (Almeida, 2009); and indiweéual-le
studies find that home ownership (Sampson et al., 1997) and two-parent/guardias familie
(Duncan et al., 2003) are associated with higher levels of collective gffiCansistent with
these individual-level studies, this dissertation posits that neighborhood advanhadjegnithe
proportion of owner-occupied housing units and married-couple families is positselgiated
with perceived neighborhood social cohesion within a multilevel framework.

Mastery is another psychosocial resource that buffers stress and that emnabeed by
favorable neighborhood conditions. Boardman and Robert (2000) found that at lower levels of
NSD, respondents reported more self-efficacy. Affluent neighborhoods are gesafe)
allowing residents to feel unconstrained in their movement within the neighborhood. The
freedom to safely engage in desired activities (e.g., exercise) in gidadiood can increase
sense of mastery. Neighborhood advantage also promotes mental health by reghosingedo
damaging stressors. Neighborhood affluence (Loeber & Wikstrom, 1993; St8imaohs, &
Conger, 2002) and residential stability (Schulz, Zenk, Israel, Mentz, Stokedeé&, G808;

Smith & Janjoura, 1988) were associated with less neighborhood disorder in the formeof crim

violence, and delinquency.
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Neighborhood advantage can have a positive effect on mental health by reducing
exposure to stressors. For example, neighborhood affluence and married-coupieltisusay
reduce financial strain by exposing residents to network members who mayebeteipped to
provide financial and other forms of instrumental support (Casciano & Massey, 2@b8y,Ha
Mulder, & Fitzherbert, 2007). Additionally, in affluent neighborhoods where residentsell
entrenched in the labor force, individuals in need of employment may have accesst& net
members who can provide information about job opportunities (Granovetter, 1995; Montgomery,
1991; Pellizzari, 2010). The role of individual-level stressors (e.g., finan@al,str
discrimination) and psychosocial resources (e.g., mastery) as mediatnsraaderators of the
relationship between neighborhood characteristics and depression has netireaet

research attention. This dissertation begins to fill this gap.

1.3.5 Neighborhoods Conditions and Gender Differences in Depression

This dissertation is particularly concerned with gender differencesghlm@ihood
effects on depression. To my knowledge, one study by Matheson and colleagues (2006)
examined this relationship. They used data from the 2001 Census of Canada and data from t
waves (2000-2001 and 2003-2004) of the cross-sectional nationally representativarCanadi
Community Health Survey (CCHS). The large sample (N=56,428) was comprised sfaaphst
18-74 years distributed across 3,619 urban census tracts (i.e., neighborhoods). Two composite
measures of neighborhood conditions were considered. Residential instabilégsgased as
the neighborhood proportion of people: living alone, living in apartment buildings, not married,
moving within the last five years among others. Material deprivation &r W& measured as
the neighborhood proportion of individuals: 20 years and older without a high school degree, 15

years and older who are unemployed, living below the low income cut off point; and the
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proportion of single parent families, families receiving government incosigtasce, and
homes needing major repair (Matheson et al., 2006).

The study also controlled for: (dependencyassessed as neighborhood proportion of
young (0-14 years old), old (above age 65), and working residents; agttirft) diversity
measured as neighborhood proportion of: recent immigrants and racial/ethni¢iesndviajor
depression occurring within a year of the study was diagnosed using the Cerbyjagitostic
Interview Schedule Short Form for major depression (Kessler, Andrew, Mroczek, &s
Wittchen, 1998). The gender composition of the sample was largely balanced. Slightglbver
of the respondents were married, 84% completed high school, 22% were raciahetionites,
and adults age 50 years and older comprised 31% of the sample (Matheson et al., 2006).

Results indicated significant variation in depression at the neighborhood levetiaMate
deprivation and residential instability were significantly and independesgbcated with
increased risk for depression net of controls (Matheson et al., 2006). Although woraen wer
more likely to be depressed than men, gender differences were not observed atitmesingd
between material deprivation or residential instability and depression.r lcowe rates in
Canada (Gannon, 2001) likely result in less-threatening neighborhoods for men and women.
The findings by Matheson and colleagues (2006) also may reflect the mantechrN&D is
measured. It could be that the composite measure of NSD is less suitabledtingegender
differences in neighborhood effects on depression. Therefore, in this disseltaiSorgxamine
gender differences in the impact of specific indicators of neighborhood disadvéntage
neighborhood proportion of: unemployed persons, households receiving public assistance

income) on depressive symptoms.
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Fear of victimization can be a major concern for both male and female residents of
disadvantaged neighborhoods perceived to be unsafe (Chavis & Wandersman, 1990; Ross &
Jang, 2000). Research shows that men are more likely than women to witness or to be the
victims of physical violence whereas women face a greater risk of sexueladsailt or
domestic violence (Elliott, 2001; Hatch & Dohrenwend, 2007; Rosenfield & Mouzon, in.press)
The neighborhood is one context where men and women can be exposed to violence, and
although both men and women are at risk, women express more fear/concern fofettygin sa
the neighborhood than do men (Elliott, 2001; Hatch & Dohrenwend, 2007; Rosenfield &
Mouzon, forthcoming). The elderly, the majority of whom are women, also are raoid fef
being the victims of assault and other criminal acts (Smith & Torstensson, 1997 19&y).

The greater fear of victimization that unfavorable neighborhood conditions engender in wome
relative to men can place women at increased risk of depression.

Women are socialized to care about others and they are more emotionallytexbtmec
others (Gilligan, 1982). Women can be emotionally affected by negative evpatgeaged by
members of their social network considering that they are more attentivesponsive to the
needs of others (Miller, 1976). Compared to men, women are especially coraimvnethe
welfare of their spouses, parents, and children (Brody, 1981; Campbell, Converse,&&skRodg
1976; Menaghan, 1978; Strazdins & Broom, 2004). Kessler and McLeod (1984) also found that
women were more likely than men to report that negative events occurred to mehtbens
social networks. Additionally, women reported more psychological distressadedowith
negative life events occurring to members of their networks (e.g., fdnelyds, neighbors)

(Dohrenwend, 1977; Kessler & McLeod, 1984). Neighborhood disadvantage can generate
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disorder that undermines safety in the neighborhood, thereby placing womenetigkdbr
depression when the safety and well-fare of their family and friends isatheela

Residential turnover and social isolation propelled by perceptions of inse@urity ¢
interfere with social support networks and undermine social cohesion (McCulloch, 2608eKr
1991). McCulloch (2003) found that among women but not men, high residential turnover was
associated with low social capital in the form of social ties and connectedtiessi@is
neighbors. When neighborhood disadvantage threaten these psychosocial resouncgedhat p
against depression (Echeverria et al., 2008; Glass et al., 2006) and are esuegjatiafter by
women, women can be left more vulnerable to depression.

Neighborhoods are the primary physical and social space for the elderly and
homemakers, the majority of whom are women (NCHS, 2011; USBLS, 1990). Although
women'’s labor force participation has increased substantially over the padésletheir
experience in the workforce is less stable compared to men’s due to fespibnsibilities that
are largely performed in the neighborhood (Bianchi, 2011; Gordon & Rouse, 2011; Manning &
Petrongolo, 2008). The elderly also experience substantial exposure to the neighborhood
because most of them have exited the labor force (USBLS, 2011). Additionally, cdrigpare
pre-retirement and young-old adults, the elderly experience more healdngeaslthat limit
their activities and increasingly confines their movement within the neighborhaed épal.,

2009; Ward, La Gory, & Sherman, 1988; Wenger, 1989). La Gory and Fitzpatrick (1992) found
that dissatisfaction with one’s home and neighborhood environment (e.g., noise levels,
convenience for shopping and visiting) was associated with depressive symptoms among

community dwelling older adults. Neighborhood disorder, insecurity, and other disapgsnta
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associated with poor mental health can have a greater impact among wonmse lleegp are
more exposed to the neighborhood compared to men.

In Lawton’s (1982) ecological model of aging, health outcomes depend on both the
characteristics of people and the features of the environment. Neighborhabhddiage, for
example, acts as a stressor that puts pressure on people’s resourceshaiichegiseé of mastery
and social support networks. The elderly, the majority of whom are women, haver socikl
networks (Bowling et al., 1997; Stevens & Tilburg, 2011) and fewer opportunities for social
engagement outside the neighborhood due to health challenges that limit their mqRaaent
et al., 2009; Ward et al., 1988). People with low levels of mastery (e.g., women, old&r adult
and social support/ties (e.g., the elderly), in particular, experience egenresource deficits
that can increase their vulnerability to depression in the face of threatengidporhood
conditions.

Women earn less than men overall (USCB, 2012b) and have less stable experiences in
the labor force (Bianchi, 2011). Women'’s shorter time in the workforce relative to maok or
of labor force experience in the case of permanent homemakers, also mahahdagythave
lower or no exposure to job-related activities that nurture skills, enhance senastefy and
self-esteem/worth, and develop social ties (Bird & Ross, 1993; Link et al., 1993; Ja99da
Murphy & Athanasou, 1999). Neighborhood disadvantage can be expected to have a greater
negative impact on women'’s than men’s mental health because women are more bkelypty
positions that confer fewer benefits (e.g., financial, psychosocial resptine¢ reduce strain and
buffer stress.

This dissertation also is concerned with gender differences in the efféat®tble

neighborhood conditions on depressive symptoms. Neighborhoods are the main activity spaces
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for the elderly, the majority of whom are women (NCHS, 2011; Ward et al., 1988). Adv@dntage
neighborhoods are more likely to have good service environments including conveniently
located shopping and health facilities, access to transportation and well neirpgarks, and the
availability of appropriately designed and equipped homes (Altschuler 20@#; Balfour &
Kaplan, 2002; Knipscheer, Broese Van Groenou, Leene, Beekman, & Deeg, 2000). These
resources can enable the elderly to live independently and perform theiratigitiea with
ease, thereby increasing their sense of satisfaction and mental wgll-be

Compared to men, women express greater fear and concern about their safety in the
neighborhood (Elliott, 2001; Rosenfield & Mouzon, in press). Therefore, favorable
neighborhood conditions (e.g., affluence, residential stability, and owner-occupied hduwaing) t
increase social control, reduce disorder, and promote safety (Browning &;2§93; Schulz
et al., 2000; Stewart et al., 2002) may be expected to have a greater posititeompamen’s
compared to men’s mental health. Relative to men, women particularly seek ouliesdave
larger social networks, and are more involved in their networks including providing and
receiving social support (Lepore, 1992; Schuster et al., 1990; Turner & Marino, 1994).
Therefore, neighborhood conditions (e.g., affluence, residential stabilibgripgoportions of
older adults/two-parent families) that enhance social connectedness/eontiotrease
reciprocal exchange (Almeida et al., 2009; Browning & Cagney, 2003; Duncan et al., 2003,
Keene et al., 2010; McCulloch, 2003) may have a greater beneficial effect om\wome
compared to men’s mental health (Almeida et al., 2009; Duncan et al., 2003; McCulloch, 2003).

Investigating the processes by which neighborhood conditions influence gender

differences in depressive symptoms is an important aim of this dissert&towever, if most or
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all the neighborhood factors | examine are equally consequential to men’s and svoreatdl

health, the null findings would constitute a valuable contribution to the researatuliéer

1.3.6 Neighborhoods and Depression Among Women

Considering that women are disproportionately burdened by depression (Boughton &
Street, 2007), it is important to understand the contribution of neighborhood disadvantage to
variation in depressive symptoms among women. Several studies have examingathefim
neighborhood conditions (e.g., high crime, low SES, high unemployment) on women’s health,
including coronary heart disease (Mobley, Root, Finkelstein, Khavjou, Farris)I&2006),
incident obesity (Coogan et al., 2010), smoking (Diez-Roux et al., 1997), and partnerafepetr
violence (O’Campo, Gielen, Faden, Xue, Kass, & Wang, 1995). Results showed that
unfavorable neighborhood characteristics were related to increased riskegbdloesiealth
outcomes.

Two studies, to my knowledge, have looked at the impact of neighborhood disadvantage
on depression among women. A study of African American female priraeggicers of
children found a significant association between neighborhood disadvantage anddniskase
of major depression in cross-sectional analyses (Cutrona et al., 2005). In |lowadjitundilyses,
women who at baseline experienced more negative life events and lived in mdvauwtaged
neighborhoods had a higher risk of depression at two-year follow-up (Cutrona et al., 2005).
Another study using data from the same survey of African American women diddhat
significant association between NSD and psychological distress, but percegtdsbnieood
disorder aggregated at the neighborhood level was significantly assocititgrsyaghological
distress (Cutrona, Russell, Hessling, Brown, & Murry, 2000). This dissertatiaesajys

neighborhood stress process model to identify the determinants of depressive syamptorg a
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U.S. nationally representative sample of women over the age of 50, thereby conttibthimg

research literature on neighborhoods and depression among this population.

1.4  THEORIES OF STRESS, NEIGHBORHOOD, AND DEPRESSION
1.4.1 The Stress Process Model

Stress can be defined as “...[an internal] state of arousal resultingfedtimethe
presence of socio-environmental demands that tax the ordinary adaptive capihety of
individual or from the absence of the means to attain sought-after ends” (Anésh@d2ep.
16). Social stressors can be grouped into two general categories: life @vgntjob loss,
divorce, or the death of a family member) and chronic stressors in the form ehgiadl
circumstances in a person’s environment, relationships, or social roles (Wheaton, 1899). T
term ‘the stress process’ was first used in 1981 to describe a conceptuabdnk for
understanding the social determinants of health outcomes like depressioim @eds] 1981).
The model operates on the assumption that the factors associated with depregsieneiated
and include people’s social and economic positions in society, the daily and ocoasental
and circumstances that negatively bear on people’s mental well-beingrgsspss), and the
internal and external resources (e.g., social support, sense of mastery, and dapirgg)ehat
individuals draw on to deal with stressors (Pearlin, 1999).

A second assumption of the stress process model recognizes that the social antteconom
structures in society, while functional for many people, create unfavorableicosaditat
impinge on the health of other groups of people (Aneshensel & Phelan, 1999). The social and
economic positions occupied by individuals are important for understanding depressisebeca
these positions are often characterized by “...unequal possession of poweggravie

prestige” — from which flows unequal distribution of stress, a known risk factor forssequme
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(Pearlin, 1999, p. 398). Figure 1.1 depicts some key concepts in the stress process model and
how they relate to each other, as formulated by Pearlin (1999).

Social Status Characteristics and Inequality:Figure 1.1 social and economic statuses
encircle all the other concepts, indicating their far-reaching influend¢be other dimensions in
the model. Some important status positions include SES (e.g., being of low versunsdmgé)|
gender, race or ethnicity, age, and social roles like being a spouse, parent, orogeempl
(Aneshensel & Phelan, 1999). These positions are consequential to health becaugm#eey ex
some of their occupants to limited opportunities (e.g., fewer women and minority men in
positions of power: Jackson, 2001; Yap & Konrad, 2009) and more stressors (e.g., financial
strain among women who are divorced, widowed, or single parents: Angel et al., 2003h,H
& Smock, 1991) that can lead to distress that jeopardizes mental health. Peofeansioc
economic positions thus act as a constant force influencing the quality and nateoplefs
experience (Pearlin, 1999) and their risk for depression.

Neighborhood StressarStatus positions like SES also can determine the neighborhoods
people live in. Low SES individuals are more likely to live in disadvantaged neighborhoods
characterized by disorder in the form of insecurity or crime and poor amexnitiesas well-
maintained parks (Altschuler et al., 2004; Ross & Jang, 2000). These unfavorable neighborhood
conditions have been linked to increased risk for depression (Diez Roux & Mair, 2010).
Residents of poor neighborhoods also are more likely to have networks of familyesuaid fri
who are equally disadvantaged and ill-equipped to provide support (e.g., financial imndsin t
of need (Pearlin, 1999). SES thus determines, at least in part, the neighborhoods and
neighborhood-related stressors that people are exposed to, as well as the amountyaodl quali

health protective resources available to individuals.
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Figure 1.1 The Stress Process Model

Social and Economic Statuses

Neighborhood Ambient
Stressors

Primary Stressors

!

Secondary Stressors

7y

v

Moderating Resources

» Mental Health Outcomes

/Examples of Constructs in the Study \

Social and economic statuses
e.g., Race/ethnicity, gender, social roles (e.g., employee)
Neighborhood ambient stressors
Neighborhood socioeconomic disadvantage
Primary stressors
e.g., neighborhood proportion unemployed
Secondary stressors
e.g., financial strain
Moderating resources
e.g., social support, mastery

Mental health outcomes

\ e.g., depressive symptoms /

Adapted from Pearlin, Menaghan, Lieberman, and Mullan (1981)
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Primary and Secondary StressoBimary and secondary stressors call attention to
circumstances where one stressor leads to stress proliferation in the forothadr stressor (see
arrow from primary to secondary stress in Figure 1.1). Divorce, actag@asary stressor for
example, can be accompanied by the secondary stress of financial straio,(2a00; Pearlin et
al., 1981). Divorce (arrow from primary stressors to mental health outcomes) audtioenic
hardship (arrow from secondary stressors to mental health outcomes) it engandeesnc
increase risk for depression.

Psychosocial ResourceSocial support and sense of mastery are two types of
psychosocial resources that have been shown to reduce the negative impacar$ sires
depression (Echeverria, Diez-Roux, Shea, Borrell, & Jackson, 2008; Schieman dirdeer
2004). Women generally report higher levels of social support and lower levels efynast
compared to men (Rosenfield, 1999; Schuster et al., 1990; Slagsvold & Sorensen, 2008).
Mastery functions as a moderator of the association between finargilalestd depression, for
example, when the impact of financial strain on depression is lower for pedpleigher levels
of mastery than those with lower levels of mastery. The relationship betweeratmager
resources and stressors is depicted in Figure 1.1 by the dotted arrows goingpfferating
resources to the arrow between primary and secondary stressors; and tHfeoarrsecondary
stressors to mental health outcomes.

Social support and mastery also are conceptualization as mediators, whichladgesw
their potential to change over time in a manner that positions them as pathwagh thinhich
the negative effects of stressors on depression are channeled (Pearlin, 1988)sdesl
resources are depicted as stress mediators in Figure 1.1 by the solidfeomowsmary and

secondary stressors to mediating resources, followed by arrows fromingediaburces to
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mental health outcomes. The stress process model continues to serve asian fedi@ework
for examining the way in which social and economic status characterishiemice depression
and other health outcomes by shaping exposure to stressors detrimental tonkdeadtteas to

stress-buffering psychosocial resources.

1.4.2 Ecological Models
Ecological models provide a framework for understanding the determinants of health. A
central feature of these models is the recognition that individuals exist withrger social and
physical environment, and as such their health is influenced by their own individeial-le
characteristics (e.g., sense of mastery) and environmental factpyshi@.quality of their
neighborhoods). Bronfenbrenner (1974) first introduced the concept of an ecologicalrmodel i
the 1970s to the study of human development. He observed that the ecological environment is
comprised of several subsystems. Within the microsystem, activitiés, bes, and
interpersonal interactions occur in the home, neighborhood, workplace, and other sattings;
also between family members and colleagues to name a few (Bronfenbrenner, 1994).
Mesosystems describe connections between multiple microsystemsarigpleone’s home and
workplace; whereas macrosystems refer to material resources (&tigres healthcare
system), culture or belief systems, and opportunity structures (e.g., eneployate) among
other attributes of the larger environment within which microsystems and yatsus operate.
Ecological models also recognize that individual-level and environmental factors
influence each other, and also can have an independent or joint impact on health and other
outcomes. This dissertation examines neighborhoods as a microsystem or cioletedttector
that affects the occurrence of depressive symptoms. Neighborhoods are wotipatings

because they include both physical (e.g., poor quality housing and limited acpadsst health
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services) and social elements (e.g., inadequate social support; low socabcptieat are
consequential to health (Pickett & Pearl, 2001; Diez Roux & Mair, 2010; Riva et al., 2007).
Census tracts or blocks are often used to demarcate neighborhoods in the U.S. (Pie&dit & P
2001); and neighborhood-level measures are generally derived by aggregating iktbvielua
data for each neighborhood (Diez Roux & Mair, 2010).

In multilevel analyses investigating the effects of neighborhood conditions dh,heal
individuals are nested within neighborhoods and the impact of neighborhood conditions on
health are assessed net of relevant sociodemographic charactéestenter, age, race,
marital status, education, income, and employment status (Pickett & X$Hr), The most
commonly examined neighborhood-level characteristic is NSD (Diez Roux & RHi0; Kim,
2008; Pickett & Pearl, 2001), but neighborhood advantage in the form of affluence and
residential stability also have been examined (Hybels et al., 2006; Aneshealse2@7;

Larson, Story, & Nelson, 2009). This dissertation is guided by the neighborhood stress proce
model in an effort to understand how stressors and psychosocial resourcesenthee

relationship between neighborhood conditions and depressive symptoms.

1.4.3 The Neighborhood Stress Process Conceptual Model
Figure 1.2 depicts the neighborhood stress process model. Individuals are négted wit
neighborhoods, with ‘i’ and ‘j’ respectively representing individual- and neighborhood- leve
characteristics. The dotted arrow from status characteristics taboempod conditions indicate
compositional or selection effects. Compositional effects describe amitudnere residents of
socioeconomically disadvantaged neighborhoods have poor health outcomes because they are
poor; and they live in poor neighborhoods because they are poor (Aneshensel, 2010b). In the

case of selection effects, for example, people in poor health are not suffipientlctive
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economically to afford to live in socioeconomically advantaged neighborhoods, setbety

into or they are unable to leave disadvantaged neighborhoods (Aneshensel, 2010b). Several
individual-level status characteristics (e.g., age, race/ethnioityrria) are controlled in an effort
to reduce confounding of results by compositional and selection effects.

In addition to determining the neighborhoods in which people live, status charaderisti
also are linked to depressive symptoms (e.g., Simon, 2002; Yu & Williams, 1999) and they can
influence the stressors (e.g., financial strain, discrimination) to which papéxposed and the
stress-buffering resources such as mastery available to them (&/guysjeGray, Qu, & Stanton,
2007; McCann & Giles, 2002; Schieman & Campbell, 2001; Slagsvold & Sorensen, 2008) as
depicted by the solid arrows from status characteristics to these canstruct

The stress process model has been applied extensively to examine the directeatd indi
(e.q., via stressor and resources) relationship between status chatresi@nid depression at the
individual level (Aneshensel & Phelan, 1999; Turner & Turner, 1999; Turner & Avison, 2003;
Pearlin, Schieman, Fazio, & Meersman, 2005). Analyses in this dissertation faead mr1$
gender differences in the effects of neighborhood conditions on stressors, resmdces
depressive symptoms as indicated by the boxes in bold, the dotted and round-headed line in bold,

and the solid arrows in bold.
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Figure 1.2 Neighborhood Stress Process Modéleighborhoods, Gender, and Depressive Symptoms

Status

Neighborhood Conditions
Neighborhood socioeconomic disadvantage
Female-headed households
Residential stability
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Psychosocial resources
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e Mastery
e Social support

—— Causal influences
- - — — Effect modification
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i = individual-level characteristics
j = neighborhood-level characteristics
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Neighborhood disadvantage can be expected to have a greater negative impact on
women’s than men’s mental health because unfavorable neighborhood conditions cae gove ri
disorder (e.g., crime, harassment, violence) that threatens safety inghleankood (Ross &

Jang, 2000); and women'’s greater fear of victimization (Elliott, 2001; Hatch & Babrel,

2007) and concern for their family, friends, and neighbors (Bird & Rieker, 2008tel&s

McLeod, 1984, Strazdins & Broom, 2004) can create stress that undermines mental health
(Stafford, Chandola, & Marmot, 2007). Neighborhoods also are characterized bypkavora
conditions that may have greater positive effects on women’s than men’s meaittabkeeause
neighborhood advantage (e.g., affluence, residential stability) can encourage soci
connectedness and the formation and maintenance of support networks (Browning & Cagney,
2003; McCulloch, 2003) that women are more actively involved in (Lepore, 1992; Schuster et
al., 1990; Turner & Marino, 1994) and that promote mental health (Glass et al., 2006; Haines,
Beggs, & Hurlbert, 2011; Thoits, 2011). These conditional relationships are shown in Figure 1.2
by the bold round-headed dotted line from gender to the bold solid lines from neighborhood
conditions to depressive symptoms.

| also hypothesize gender differences in the effects of stressorsymhdgscial
resources on depressive symptoms, depicted by the round-headed dotted lines frono geade
solid lines going from stressors and resources to depressive symptoms. Résmeschat
stressors like perceived neighborhood physical disorder and financial s¢raios#ively
associated with depression (Gary, Stark, & Laveist, 2007; Ross, 2000; Kahn & Pearlin, 2006);
and the magnitude of the association between financial strain and depressignifieargly
higher among women than men in a study by Lee and Brown (2007). Mastery, social, support

and social cohesion also have been shown to protect against depressive symptomal(Jang et
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2002; Mechakra-Tahiri, 2010; Echeverria et al., 2008); with studies indicating thdtane
more mastery (Ross & Wright, 1998) whereas women perceive more sociabndBesry &
Welsh, 2010) and have larger social support networks (McLaughlin, Vagenas, Padtama, B
& Dobson, 2010). This study examines the role of stressors and resources as mediaors of
effect of neighborhood conditions on depressive symptoms (see solid arrows from neighborhood
conditions to stressors/resources, and the solid arrows from stressoreggsoulepressive
symptoms); and also assess gender differences in these relationshipsatsdrmi the dotted
arrows flowing from gender.

The neighborhood stress process theoretical framework builds upon the individual-level
stress process model, which has been successfully applied in research donitbrtiee social
determinants of health. It serves as the basis for this study’s conceptuabmebdeivell suited

to guide the achievement of the study’s specific aims.

Summary|In this chapter, | introduced the subject of this dissertation, which investigate
gender differences in neighborhood effects on depressive symptoms. Nesé¢nt@dethe
specific aims of the study, described depression as a major health ahadledgrovided a brief
review of the literature on intra-individual and social status explanations ofrgéiffdeences in
depression. | also briefly reviewed the literature on neighborhood effects @sslepr
including the relationship between neighborhood conditions and stressors/psychesouciaeas
consequential to mental health. Thereatfter, | discussed why neighborhood conddiddse
expected to have a greater impact on depression among women compared to men. In the last
section of this chapter, | presented the neighborhood stress process conaapawabfk that

guides this dissertation.
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CHAPTER 2:

METHODS
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2.1  Introduction

This chapter presents the research methods used in this dissertation, whichdacuse
gender differences among components of the neighborhood stress process model. The study i
based on secondary analysis of data from the Health and Retirement StudyglBR8hual
longitudinal survey of a national probability sample of U.S. adults over the age of 50exbofpi
five birth cohorts who entered the study at different times, as described below RBhs H
designed to study people as they make the transition from employment througherstiie
advanced old age. This study uses a combination of cross-sectional baselirad#ia fr
multiple HRS cohorts, the main 2006/2008 HRS interviews, and a 2006 and 2008 HRS
supplemental psychosocial questionnaire (analytic n = 8,248). HRS data are linked to
neighborhood data from the 2000 U.S. Census. Analyses are performed within a multilevel
framework where level-2 is neighborhood, defined as census tract, and letieé Individual.
The study is restricted to urban neighborhoods.

In the first section, | briefly describe the HRS including the dataatmieprocedures.

| then describe how | operationalized the individual and neighborhood measures employe
this analysis. Next, | provide an account of the derivation of the analytic saredleowschieve
the specific aims of this dissertation. Subsequently, | revisit the stymbcdis aims and
present the associated research hypotheses. The final section of thispioapdes the data
analysis plan, including a detailed delineation of the specific analy$ssped for each study

aim and hypothesis.

2.2  The Health and Retirement Study (HRS)
The following overview of the methods used to conduct this study draws heavily on a

description by Aneshensel (2010b) and information provided on the HRS website (lio$titute
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Social Research-University of Michigan [ISR-UM], 2011a) unless otherwiselnotThe HRS
is comprised of five birth cohorts who entered the study at different times. In 1892sth
HRS study (HRS1) sampled the cohort of adults born between 1931 and 1941 with the intention
of following them forward in time as they completed their working years amedeehtetirement.
A second study, Assets and Health Dynamics of the Oldest Old (AHEAD), watethin 1993
and included the cohort of individuals age 70 years and older who were born before 1924. This
study focused on the post-retirement period through the end of life. In 1998, HRS1 and AHEAD
were combined into one study and two new cohorts were added: Children of the Dafessi
(CODA), born between 1924 and 1930, and War Babies (WB), born between 1942 and 1947. A
fifth cohort, Early Baby Boomers (EBB), born between 1948 and 1953, was introduced in 2004.
HRS survey data is gathered biannually except for the AHEAD cohort for whom aaita w
gathered in 1993 when they entered the study and again in 1995, after which biannual data
collection commenced in 1998 (St. Clair et al., 2010).

HRS respondents were selected via a four stage area probability sampigmldesed
on the University of Michigan’s Survey Research Center’s 84 strataridaample frame
(Institute for Social Research, University of Michigan, [ISR-UM], 2008). Afpttvary
sampling stage, U.S. Metropolitan Statistical Areas (MSA) and non-MSA estitie sampling
units) were selected based on probability proportionate to size criteria tvbgmobability of
selecting an MSA or county is proportionate to the size of its population (McGinn, 2004 |
second stage, area segments (i.e., secondary sampling units or SSUs) wiee sam MSAS
and counties; and in the third stage, housing units (HU) were systematicatieddrom a list
of all HUs located in the sampled SSUs. In the last stage, at least onedesgpeas selected

from each sampled HU if he/she met one of the following criteria: (1) snoglefarried and
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age-eligible (i.e., based on the birth cohort years); (2) married and adpeelig) spouse, age-
eligible or not, of an age-eligible sampled person; (4) age-eligibleadarouple. Given the
presence of two or more unrelated age-eligible people in a HU, one person was yars@h

to participate in the study. AHEAD and CODA samples were supplemented by respondent
drawn from a list of age-eligible people enrolled in Medicare. In order tcasethe sample

size of select subgroups of the U.S. population, the HRS oversampled blacks, Hispanics, and
people living in Florida given a higher concentration of older people in the staier @us

Suzman, 1995). This analysis takes into account the complex design of the HRS sample.

2.3  HRS Data Collection Procedures

The HRS is jointly managed by the National Institute on Aging (NIA) andhtgute
for Social Research (ISR) at the University of Michigan (Hodes & Suzman, 2011)SRhe
team designs, administers, and conducts HRS interviews (Hodes & Suzman, 2011). Most
baseline interviews were conducted face-to-face by trained inteasgevirollow-up interviews
were generally administered by telephone except when a household lacked a pharear wh
health challenge necessitated a face-to-face interview. Responéeatsiigrviewed in English
or Spanish. Data was gathered on several topics including but not limited to: demmgra
characteristics, health status including psychosocial measures and bisiaekéh care
utilization and costs; employment, income, assets, retirement planning,meudagions about
the future; family structure, co-residence, and intergenerational traieéfigme and money
(Hodes & Suzman, 2011).

In 2006/2008, an enhanced face-to-face interview was administered to a random half of
the sample at each time, which included a self-administered leave-behthdsssial

guestionnaire (PQ). Respondents were instructed to mail the PQ back to the Ichaiffi¢e
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Those who did not return the PQ received two reminder notices and a telephone follow-up

interview.

2.4  Study Measures

The primary outcome of interest in this dissertation is depressive symptoms.
Neighborhood conditions are the primary independent variables whose effects onepress
symptoms, and gender differences therein, are the focus of the study. Sociagéncogr
characteristics are included in the analyses as independent variableg lbeeguspresent social
and economic status positions that have been linked to depressive symptoms and determine at
least in part exposure to stressors and access to psychosocial resoursesrsatnel
psychosocial resources are included in the study because they mayfaisctine pathways
through which the effects of neighborhood conditions on depressive symptoms are channeled;
and psychosocial resources can protect against the deleterious effects of neighborhood
disadvantage on depressive symptoms. Residential tenure is included to control forestgpos
the neighborhood environment.

Current and past employment and marital statuses are considered in thiatiinse
because they are associated with exposure to stressors and access to@alobssurces
consequential to mental health. Occupancy of these statuses is in flux duritagésears the
life course encompassed by this sample. In addition, these characterastibe important to
the influence of neighborhood conditions on mental health. Therefore, the effects on depressi

symptoms of both current and past marital and employment status are examinedratidd:ont
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2.4.1 Individual Level Variables

In this section | describe the individual-level study measures used ingbéstdiion.
Where needed, scale items were reverse scored to ensure that all resporee cmtessstent
with each other for items that are “reverse worded” in terms of what arlowgh value means,
for example, all indicators of neighborhood physical disorder are scored sdhtpatsgore on
each item means a greater amount of disorder. Unless otherwise notesc@esavere created
by averaging across the items to maintain the scoring metric of fensescodes. Internal
consistency reliability was calculated using the 2006 data. Some studyreseasre log-
transformed to address skew, as described below. Missing values were impltie wiean
for continuous measures if no more than half of the items were missing. The madeuiasl

for categorical variables. Otherwise, the measure was scored aggmiss

(a) Primary Outcome Measure

Depressive symptomthe primary outcome measure, is assessed using an 8-item version
of the Center for Epidemiologic Studies-Depression Scale (CES-D) (Rada@ff). To
facilitate easy telephone administration in the HRS, the original CES&¢Dnbasures symptom
duration on a four-point scale was modified to assess the presence (yes) or atmgesfce (
depressive symptoms (Soldo, Hurd, Rodgers, & Wallace, 1997). Methodological studies show
that the psychometric properties of the depressive symptoms count used in thesISR8lar
to those of the original CES-D (Turvey, Wallace, & Herzog, 1999; Kohout, Berkman, Evans, &
Cornoni-Huntley, 1993; Soldo et al., 1997); and report good internal consistency reliability
(0=0.78; Turvey et al., 1999) and construct validity (Wallace & Herzog, 1995; Soldo et al

1997).
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HRS respondents were asked if they experienced (yes/no) the following ergitbsys
“much of the time during the past week”: (1) felt depressed, (2) felt thattengryou did was
an effort, (3) your sleep was restless, (4) you were happy, (5) you fdit,I@)you enjoyed
life, (7) you felt sad, (8) you could not get going (ISR-UM, 2011b). Depressivetsym
scores were generated by first reverse-scoring the positively avibeties and then taking the
average score across the eight items for persons reporting at leastriptorag. The average
symptoms score was multiplied by eight to convert back to the 0-8 count metric. r@oges
from O to 8 (mean=1.44, SD=1.75) with higher scores representing more symptomsg dhe lo

CES-D scores are used in analyses due to the skewed distribution of this measure.

(b) Sociodemographic Characteristics

Sociodemographic characteristics include continuously measureye{2) education
in years, (3household incomethe log of respondent and spouse income in thousands of
dollars, and (4yvealth,the log of wealth (assets — debts) in thousands of dollars. Prior to taking
the log of household income and wealth all values were increased by one to elreinatalues
because the log of zero is not defined. Categorical measures inclugende)y:male/female;
(6) race/ethnicityfour categories of non-Hispanic white, black/African American, Hispanic
other (i.e., American Indians/Alaskan natives, Asians/Pacific Islanaietdsother). The

distribution of these measures are described below in section 2.4.2.

(c) Current and Past Employment and Marital Status
This dissertation is based on a national sample of U.S. adults ages 50 years and older. |
refer to these adults as retirement age (ages 50-64), the young-ol83ag®s and the old to

oldest old (ages75 years). Past and current marital and employment statuses are televant
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this study’s sample of adults who are at various stages in the life course dikdlgp to have
experienced changes in these statuses. The life-course principle of lgseddils attention to
the influence of marital status on mental well-being. Relative to peoplerement age, the
young-old and especially the old to oldest old face a higher risk of widowhood, a nétsative
event associated with poor mental health (Bennett et al., 2005; Lee & DeMaris, 2007;
Maciejewski et al., 2007). However, the deleterious effects of widowhood on meitial hea
subside with time (Harlow et al., 1991; Lee & DeMaris, 2007; Lichtenstein 4986).

The life course principle of life-span development (Elder et al., 2003) alsaizesg
that, for example, the degree to which job-related stressors (e.g., high job demands) and
resources (e.g., higher pay/income) influence mental health depends on one’s pkBed
Ross, 1993; Link et al., 1993; Luong & Hebert, 2009; Murphy & Athanasou, 1999). Compared
to retirement age persons, older persons are less likely to be exposed to thieamibrestics
because most of them are not in the labor force (USBLS, 2011).

As discussed in chapter one, exposure to unfavorable neighborhood conditions can
increase risk of victimization, thereby creating fear and concern thatnckermine mental
health (Ross & Jang, 2000; Elliott, 2001). Favorable neighborhood conditions (e.g., affluence,
residential stability) can promote mental health by encouraging anyoater safe neighborhood
environment and the formation of social ties and support networks that buffer(Attesisuler
et al., 2004; Ross & Jang, 2000; McCulloch, 2003). Certain marital and employment statuses
also are associated with greater exposure to the neighborhood. Compared to people who are
employed, people who are not employed such as homemakers or retireesyate $gehd more
time in the neighborhood; so are long term retirees and homemakers relatiogetovho have

occupied these statuses for shorter durations of time. | therefore conshdedisgertation how
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short term/current and long term (i.e., past six years) exposure to emptamdemarital
statuses influence risk for depressive symptoms in this sample of middle-agdematalts.

In creating the measures below for current and past employment and statits, the
2006 and 2008 HRS subsamples were followed back for six years, that is: 2006-2000 and 2008-
2002 respectively. Creating these variables was complicated by the tanathaparticipants
missed one or more interviews during this period, generating substantial naigs&ngn
addition, participants from the EBB cohort were not assessed until 2004 and there¢ore ha
incomplete data for the prior six years. For this reason, the primarytiartatgegories are
derived based on information about those with complete follow back data.

Current and past marital statuMarital status categories at each HRS wave were:
married, separated/divorced, never married, widowed. This was used to idenypiky wbo
were currently married, currently separated/divorced, and never marriedo Dsafficient Ns
these categories could not be subdivided by duration in the role. The currently widewed a
differentiated, however, as: consistently widowed in the recent past; natteotigiwidowed in
the recent past; and missing at one or more interviews in the recent past. rithgidisiof
these measures are described below in section 2.4.2. For example, the recendy divor
(n=165), a conceptually meaningful group, were included in the currently divorced category
because they were too small to analyze. Differentiating the widowed intahineseategories
permits a comparison of the recently widowed and those who have been widowed feirsat lea
years as clear categories for this measure.

Current and past employment stat@@mbining current employment status with that of
the recent past permits the simultaneous assessment of past and presenteamptayns; and

also is desirable because these statuses intersect during this timejrgeoeealap and empty
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cells. The categories for employment status at each HRS wave weteyed) unemployed,

retired, homemaker, other (i.e., temporarily laid off, on sick or other leave, disalbled, othis
information was used to identify people who, for the past six years, wereteatigita)

employed, (b) unemployed,(c) retired, (d) homemakers, or (e) in the ‘othegocg. These

variables were then cross-classified by current employment stgpusduce the combined

typology shown in Table 2.1 and described further in section 2.4.2 below. In doing so, it became
apparent that the employed and the retired could be subdivided into those who held these

positions for at least six years, and those who became employed or retireditatrimge.

Table 2.1 Weighted Current and Past Marital and E  mployment Status

Men Women Total
N=3,294 N=4,954 N=8,248
Characteristic % % %
Current & Past Marital Status
Married currently 75.6*** 53.0 62.7
Separated/divorced currently 11.8 17.5 15.1
Never married 5.3 4.0 4.6
Widowed consistently? 3.4 15.1 10.0
Widowed recently 2.9 7.8 5.7
Widowed duration unknown” 1.0 2.7 1.9
Current & Past Employment Status
Employed consistently® 17.3%** 15.0 16.0
Employed recently 27.8 21.1 24.0
Retired consistently 23.6 16.6 19.6
Retired recently 16.8 19.8 18.5
Retired duration unknown” 4.4 3.1 3.7
Homemaker consistently 0.0 6.2 3.5
Homemaker duration unknown 0.2 8.5 4.9
Other recently/consistently 10.0 9.7 9.9

* Men and women are significantly different from each other: *p < .05. **p < .01. ***p < .001.
& Consistently=for the past 6 years
Duration unknown=missing at one or more prior interviews
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As can be seen in the Table, the sample is quite heterogeneous in this regard. Among
those who are currently employed, somewhat more were not working sometiraeécent past
than worked continuously during this period. Among those who are currently retiredrabout t
same proportion were continuously retired or worked sometime during the pgsaEx The
other homogeneous category is current homemakers who have been in that role fosiat least
years. Some categories with small Ns (e.g., currently retired buhmestsone or more
interviews in the recent past: N=326) are retained not for analysis, but to makenbarisons

between other categories unambiguous.

(d) Residential Tenure and Moving

Residential tenureThis measure was created using the same procedure described above
for creating the measures for current and past marital and employnteséstaThe measure
identifies people who did not move in the past six years (52.8%) given that they kadhthe
census tract ID at each data collection wave. The other category cewiipsne who is not
known to have been in the same tract over this interval (i.e., moved, non-respondent or missing
census tract ID at one or more prior interviews). Although this is a hetermge category, it
permits clear identification of those who are known to have been in the neighborhood feir at lea
Six years.

Downward residential mobilityThe psychosocial questionnaire also assessed downward
residential mobility. Respondents were asked to indicate whether or not (yasinbad
moved to a worse residence or neighborhood in the past five years. Those with waikssgn
this measure (N=196) were considered to not have moved to a worse residence or neighborhood,

which was the most common response. A very small proportion (2.4%) of individuals had
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moved to a worse neighborhood. Given the poor distribution of this measure, it is presented only

for descriptive purposes and is not used in analyses.

(e) Perceived Neighborhood Stressors and Resources

Perceived neighborhood physical disorder is a stressor associated va#is@utrisk for
depression (Latkin & Curry, 2003; Hill & Angel, 2005; Ross, 2000) and perceived neighborhood
social cohesion is a psychosocial resource that buffers stress detrimenéaital health (Fone
et al., 2007; Rios et al., 2012). These psychosocial factors are examined in thistidisser
because they may act as the channels through which the effects of neighborhooohsoowliti
mental health are transmitted (e.g., Ross, 2000). Neighborhood disadvantage (ety, pover
female-headed households) has been associated with higher levels of deregiborhood
physical disorder (Franzini et al., 2005; Geis & Ross, 1998; Ross, 2000) and lower levels of
social cohesion (Ross et al., 2001), or characteristics that encouragesioesan such as
collective efficacy, reciprocal exchange, and social ties (Fursignb@93; Ross et al., 2001,
Sampson et al., 1999; Wacquant & Wilson, 1989).

Neighborhood conditions conceptualized as indicators of advantage in this study (e.g.,
affluence, higher proportions of older adults) also have been shown to be positigelgtads
with perceived neighborhood social cohesion (Almeida, 2009) or indicators of cohesion such as
reciprocal exchange and collective efficacy (Browning & Cagney, 2003;dbuwetcal., 2003;
Sampson et al., 1999). Perceived neighborhood social cohesion and physical disorder are
important components of this dissertation that will help elucidate the agsodiatween
neighborhood conditions and depressive symptoms. The following is a description of these

measures, which also are presented in Table 2.2.
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Perceived neighborhood physical disorder 4-item scale adapted from the English
Longitudinal Study of Aging (ELSA) (Marmot, Banks, Blundell, Lessof, &i@, 2003).
Respondents were asked to consider their neighborhood and indicate the extent to which the
agreed that: (a) vandalism and graffiti are a big problem in this areadplepvould be afraid
to walk alone in this area after dark, (c) this area is always full of rubbishttenddnd (d) there
are many vacant or deserted houses or storefronts in this area. Itenwsrerested on a 7-
point scale ranging from 1 for less neighborhood disorder (e.g., vandalism/grfatproblem)
to 7 for more disorder (e.g., vandalism/graffiti a big problem); Cronbach’s alpisa.645,
which is questionable based on an evaluation by George and Mallery’ (20885, reliability is
not ideal but the richness of this construct justifies its use here. As shown in Talile 2.2, t
modal response category for neighborhood disorder is one and it was reported by 16.5% of the
sample. The average score of 2.52 (standard deviation [SD]=1.24) representslalowvera
level of disorder, but some respondents score the maximum possible, indicatohgdiadr is a

major problem in their neighborhood.

Table 2.2 Weighted Summary Statistics: Stud y Scales (N=8,248)

Scale Mean SD' Range’ Mode (% of sample)
Depressive symptoms® 1.44 1.75 0-8 0(46.9)
Neighborhood physical disorder 2.52 1.24 1-7 1(16.5)
Financial strain 2.35 0.86 1-5 1.5(19.0)
Everyday discrimination 1.68 0.68 1-6 1(34.3)
Neighborhood social cohesion 5.42 1.20 1-7 7(15.1)
Social support 3.12 0.47 1-4 3(6.8)
Sense of mastery 4.77 0.97 1-6 6(14.9)

'Standard deviation
2Higher scores represent more of the given construct e.g., more financial strain
3Depressive symptoms count (yes/no)

! As provided by George and Mallery (2008 0.5 = unacceptable,> 0.5 and < 0.6 = poot,> 0.6 and < 0.7 =
guestionableg > 0.7 and < 0.8 = acceptabbez 0.8 and < 0.9 = good, amd> 0.9 = excellent
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Perceived neighborhood social cohesism 4-item scale adapted from ELSA (Marmot
et al., 2003)p=0.816; good (George & Mallery, 2003). Respondents considered their feelings
about their neighborhood and indicated the extent to which they agreed with threestat€a) |
really feel part of this area, (b) if you were in trouble, there are lots of@aotilis area who
would help you; most people in this area: (c) can be trusted, (d) are friendhes Sere rated
on a 7-point scale ranging from 1 for less neighborhood social cohesion (e.g., do not fiel par
the area) to 7 for more cohesion (e.qg., feel part of the area). The modal respeyEy oh 7
was reported by 15.1% of the sample. The average score of 5.42 (SD=1.20) represents
moderately high social cohesion overall, but some respondents score the lowest, possible

indicating that they do not feel well connected to their neighborhoods and the residents.

(f) Other stressors

Individual-level studies indicate that everyday discrimination and financsh stre
stressors that impinge on mental health (Bradshaw & Ellison, 2010; Kahn &P2af6;for a
review sed’ascoe & Smart Richman, 2009). Some studies also find that neighborhood
disadvantage can limit employment opportunities (Betrand & Mullainathan, 2008h&msan
& Neckerman, 1991), thereby increasing risk for financial strain. Studiesedead that
examine the role of these stressors as possible mechanisms linking neighborhoahsait
depressive symptoms. This dissertation begins to fill this research gapolldwng is a
description of these stressors, which also are presented in Table 2.2 above.

Everyday discriminatiots a 5-item scale (Williams, Yu, Jackson, & Anderson, 1997)
assessing discriminatory encounters in daily tife().789, acceptable (George & Mallery, 2003).
Respondents were asked if they have experienced the following: (a) yoesded tvith less

courtesy or respect than other people, (b) you receive poorer service than otheatpeople
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restaurants or stores, (c) people act as if they think you are not smaei|ith act as if they are
afraid of you, (e) you are threatened or harassed. The frequency of thegerees was rated
on a 6-point scale from 1=never to 6=almost every day. Responses were averaggedems.
As shown in Table 2.2, the modal response category of one was reported by 34.3% of the
sample. The average score of 1.68 (SD=.68) represents an overall low level of etqgosure
discrimination, but discrimination is an everyday occurrence for some responthenssore the
maximum possible.

Financial strainis a 2-item scale (Clarke, Fisher, House, Smith, & Weir, 2008; Williams
et al., 1997) that measures respondents’ financial status through the stateapénts:qatisfied
are you with you/your family’s present financial situation (rated on a 5-poilet deacompletely
satisfied, 2=very satisfied to 5=not at all satisfied); and (b) how diffictilfas you/your family
to meet monthly payments on your/your family’s bills (rated on a 5-point scatet at all
difficult, 2=not very difficult to 5=completely difficult}y=0.794, acceptable (George & Mallery,
2003). The modal response category of 1.5 was reported by 19% of the sample. The average
score of 2.35 (SD=.86) represents moderate strain overall, but some respondeti score

maximum possible, indicating that they are particularly burdened hycfalastrain.

(g) Other Psychosocial Resources

The stress process model has been applied at the individual-level to study social suppor
and mastery as psychosocial resources that buffer stress detrimergatabhmealth (Pearlin,
1999; Turner, 2010). In this dissertation, | assess the extent to which neighborhood disadvantag
erodes these resources, thereby creating pathways through whichretiratireg from
unfavorable neighborhood conditions increase risk for depression. | also examine ttteserote

effects of social support and mastery by positing that, for example, the idele&ffects of
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neighborhood socioeconomic disadvantage (NSD) on depressive symptoms are smaller a
women with higher levels of social support and mastery compared to those with iz ol
these resources. This dissertation makes a contribution to the reseaatirditey focusing on
these well-established psychosocial resources within an ecologighbioenood stress process
framework (Aneshensel, 2010a; Bronfenbrenner, 1974). The following is a descapthese
psychosocial resources, which also are presented in Table 2.2 above.

Positive social suppors measured using four 3-item scalestange=0.806-0.856; good
(George & Mallery, 2003). Items were administered to respondents four tinssess social
support from (1) spouse/partner, (2) children, (3) other immediate family, amee (st
thereby generating the four scales. As pertains to each of the souscgport (e.g., spouse,
children), respondents were asked: (a) how much do they really understand the wesl you f
about things, (b) how much can you rely on them if you have a serious problem, (c) how much
can you open up to them if you need to talk about your worries. Answers were ratégoima
scale: 1=not at all to 4=a lot. Respondents (N=112) with missing values on all faxgssotur
support were declared missing and excluded from analyses. An average posiéiveupport
scale was created by adding respondents’ scores across all four sources bvbswupiben
dividing by the number of sources of support. As seen in Table 2.2, the modal respormsg categ
of 3 was reported by 6.8% of the sample. The average score of 3.12 (SD=.47) reprgisents hi
levels of social support overall, but some respondents score the lowest possiblgngtiaa
they are not receiving social support from family and friends.

Sense of mastery assessed by a 5-item scale (Pearlin & Schooler, 187892; good
(George & Mallery, 2003). Respondents indicated the extent to which they agtie¢ldewi

statements: (a) | can do just about anything | really set my mind to, @m Wikally want to do
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something, | usually find a way to succeed at it, (c) whether or not | am ablewbagd want is

in my own hands (d) what happens to me in the future mostly depends on me, (e) | can do the
things that | want to do. Responses were rated on a 6-point scale: 1=stroaglgalis

6=strongly agree. The modal response category of 6 was reported by 14.9% ofollee Jdra
average score of 4.77 (SD=.97) represents moderately high levels of mastellylmyesame
respondents score the lowest possible, indicating that they lack a sense=of (hastthey feel

powerless).

2.4.2 Neighborhood Level (Census Tract) Measures

Neighborhoods are operationalized by the U.S. census, which demarcates areas whe
residents are generally similar with regard to economic status anddmmtitions (USCB,

2000). Additionally, census tracts, which are designed to include between 1,500 and 8,000
people, serve as reasonable proxies for densely populated urban neighborhoods (USCB, 2000).
On the other hand, census tracts poorly capture respondents’ sense/definition of neighborhood
considering that they are official boundaries created for statistical mstpbkwever, census

tracts remain a viable option for representing neighborhoods given the paucity pédatent

to other conceptualizations of neighborhood. This study’s census tract operadtarabht
neighborhood also facilitates the comparison of study results to existingcreestralso use

census tracts as proxies for neighborhoods.

There are 3,316 census tracts/neighborhoods in this study and between 1 and 78 people
per tract. There are an average of 6 people per tract, and about 1,552 tracts (46.8%) with only
one person (i.e., singleton tracts). The uneven and sparse distribution of responarsissin ¢
tracts is a limitation of this study. Singleton tracts lack within-cetraigs variation in the

outcome of interest (e.g., depressive symptoms). However, it has been showndibrat ra
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intercept multilevel models such as the ones | am estimating in this digsedo not require

each neighborhood (i.e., cluster) or even the majority of neighborhoods to have moresthan on
individual provided that: (a) the goal is to assess neighborhood effects on individial-le
outcomes; and (b) there is adequate variation in the neighborhood characteristic under
investigation across the neighborhoods in the sample (e.g., Bell, Ferron, &a¢r&008).

The measures of neighborhood characteristics used in this dissertation conteefrom t
Geolytics Annual Estimates database (Geolytics, 2007). GeolLyticeom@aay that provides
academic, government, non-profit, and business clients with census, geographic, and
demographic data (Geolytics, 2011). GeoLytics uses 2000 Census Bureau Short Form block
level data as the benchmark for making Census block and Census tract level prapéctions
demographic variables (Geolytics, 2011). This study uses neighborhood data from the2000 U
Census.

This dissertation is restricted to urban neighborhoods, which are delineateUyst
census and include densely populated areas (USCB, 2011). Urban is operationaleddgs re
in a census tract in which at least 75% of the population lives in an urbanized area.offhe cut
point of 75% was arbitrarily chosen in order to include predominantly urban censustthets
study and is consistent with previously published work using HRS data (e.g., Anéshahse
2007, 2011; Wight et al.2006, 2008, 2009, 2010, 2011). Focusing on urban neighborhoods is
appropriate for this study because the unfavorable neighborhood conditions (e.g., high
neighborhood proportion of households below the federal poverty line, unemployed adults)
hypothesized to undermine mental health are more likely to characterize urijamonieoods.
Additionally, high population density and close proximity between residentialionitban

neighborhoods creates a social context that is markedly different from that fosuiglirban or
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rural neighborhoods (Aneshensel, 2010b). For example, urban dwellers are more klegly t

and possibly interact with, their neighbors more frequently than rural residemstshensel,

2010b), and social engagement has been linked to mental well-being (Glass et al., 2006). Such
differences in social processes that characterize urban and rural neighbpdmbthat are
consequential to mental health, provide reason for studying urban neighborhoodely=panat

rural areas.

Neighborhood Disadvantag&his dissertation examines the effects of unfavorable

neighborhood conditions on depressive symptoms and gender differences therein. As described
in chapter one, neighborhood conditions such as NSD, female-headed households, vacant
housing units, and non-family households are conceptualized as indicators of neighborhood
disadvantage because they can generate disorder, insecurity, and satiahigothe

neighborhood (Derzon, 2010; Hannon & Cuddy, 2006; Ross & Jang, 2000; Sampson, 1990). In
turn, these neighborhood conditions can increase risk for depression by engendeniggydée
concern and worry among residents; they also threaten the formation and maentdrsnuzal

ties and support networks that buffer stress (Echeverria et al., 2008; Glas&8@16; Kawachi

& Berkman, 2001).

Measures of neighborhood disadvantagkis study employs both single indicators and
composite measures of neighborhood disadvantage. The composite indicator of neighborhood
socioeconomic disadvantage (NSD) is operationalized as a principal component of the
neighborhood (i.e., census tract) proportion of: (a) individuals age 25 years or dloert\ai
high school diploma, (b) unemployed persons age 16 years or older, (c) householdsyreceivi
public assistance income, (d) individuals living below the federal poverty leveligdi

component analysis is a data reduction mathematical procedure in which gatiatdés that
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are correlated are transformed into a smaller number of uncorrelatdoleskaown as

principal components (Cushon, Vu, Janzen, & Muhajarine, 2011; Pearson, 1901). The first
principal component accounts for the most variability in the data. The following contpone
successively account for smaller amounts of variability in the data (Cushbn2€11; Pearson,
1901).

The principal component employed in this study is a measure of NSD and it accounted
for 82% of the total variation across the four original indicators of neighborhood disaglvant
(eigenvalue=3.277). This principal component, and not the other three that were geneatated, ha
an eigenvalue greater than one, indicating that it explained a substamtiedtarhvariability
across the original measures.

Single indicators of neighborhood disadvantage used in this study include neighborhood
proportion of: (e) housing units that are vacant, (f) female-headed households withilovwenc
under 18 years of age, and (g) non-family households, defined as “a person living alone or a
householder who shares the home with nonrelatives only; for example, with roommates or an
unmarried partner” (Simmons & O’Neill, 2001, p. 2).

Neighborhood Advantagéndicators of neighborhood advantage examined in this

dissertation include neighborhood proportion of: (a) households with an income of $50,000 or

more (i.e., affluence), (b) people ages five years or older who have lived imtédnsase for

the past five years (i.e., residential stability), (c) owner-occupiedrgpusits, (d) married-

couple households with own children under 18 years of age, (e) persons ages 65 and older.
These neighborhood characteristics are expected to be associated wittejgnessive

symptoms because: they represent the availability of neighborhood amengiepdrks, access

to municipal services) that increase sense of satisfaction (Altsatder 2004), they are
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associated with a more orderly and safe neighborhood environment (Saunders, 1990; Ross &
Jang, 2000), and they encourage social cohesion/collective efficacy (Brow@agr&y, 2003;
Duncan et al., 2003; Putnam, 2000) and the formation of social ties and support networks
(McCulloch, 2003; Moore et al., 2010; Sampson et al., 1999) beneficial to mental health
(Geronimus, 2000; Musick & Wilson, 2003; Rios et al., 2012).

By examining gender differences, this study will enhance our understasfdimg extent
to which neighborhoods are more consequential to women’s than men’s mental health
considering that neighborhood advantage can promote resources (e.g., scaiglies/
networks) that are particularly sought after by women (Lepore, 1992; Schusited 690;
Turner & Marino, 1994) and may therefore confer greater benefits to women’s ¢més m
mental health. On the other hand, unfavorable neighborhood conditions can create insecurity in
the neighborhood, and women'’s greater fear of victimization and concern about the afelfar
their network members (Bird & Rieker, 2008; Kessler & McLeod, 1984; Strazdins & Broom,

2004) can increase their vulnerability to depressive symptoms relative to men.

2.4.3 Descriptive Characteristics of Neighborhoods

The neighborhoods (census tracts) studied in this dissertation differ from eachitither w
regard to their sociodemographic characteristics, which are givemia Z8. Neighborhood
disadvantage is absent in some neighborhoods (e.g., minimum=0%) but is a key feathuze of
neighborhoods, for example, percentage of: persons age 25 and above without a high school
degree (maximum=79%), unemployed persons ages 16 and above (maximum=46%), persons
living below the federal poverty level (maximum=70%), female-headed housetitids
children 18 years old and younger (62%). Similarly, some neighborhoods lack favorable

characteristics (e.g., maximum=0%) whereas others are entirelyisechpf owner occupied
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households (maximum=100%) or are largely affluent (maximum=95%, incomes at or above

$50,000).

Table 2.3 Descriptive Statistics of Neighborhood (Census Trac t) Variables * (N=3,316)"
Mean SD°  Minimum Maximum

Socioeconomic disadvantage® -0.13 0.87 -1.35 6.11
Persons age 25+ no high school degree® 0.18 0.12 0.00 0.79
Unemployed persons age 16° 0.06 0.04 0.00 0.46
Households receiving public assistance income® 0.08 0.06 0.00 0.62
Persons living below the federal poverty level® 0.11 0.09 0.00 0.70
Vacant housing units® 0.07 0.06 0.00 0.81
Female-headed households w/ own children < 18 yrs old® 0.10  0.06  0.00 0.62
Non-family households® 0.31 0.11 0.00 0.88
Affluent® 052 0.18 0.00 0.95
Residentially stable® 054 0.10 0.01 0.85
Owner-occupied housing units® 0.68 0.17 0.00 1.00
Married couple households w/ own children <18 yrsold® 0.33 0.09  0.00 0.70
Persons 65+ years old® 0.14 0.08 0.00 1.00

#2000 U.S. Census

® Number of census tracts
¢ Standard deviation

4 Factor score

¢ Proportion

On average, the neighborhoods examined here have sizeable proportions of people ages
25 years or older without a high school degree (18%), individuals living below the federal
poverty level (11%), and female-headed households with children 18 years old or younger
(10%). The neighborhoods also have high proportions of affluent (52%) and residentiédly sta
(54%) households, on average; as well as owner occupied housing units (68%). Owvexall, the
are low proportions of adults ages 65 and above (14%), but some neighborhoods are entirely
comprised of older persons (100%).

Correlations among neighborhood characteristics are presented in Table 2.4. As can be
seen, single indicators that comprise the composite measure of neighborhood digachearda
positive and high correlations with each other, confirming the results of thgppfinomponent

analysis. Neighborhood proportion female-headed households with own children under 18 years

80



of age, which is conceptualized in this study as an indicator of neighborhood disadyalstag

is moderately to highly correlated with all measures of neighborhood disadvantage for
neighborhood proportion of vacant housing units. Female-headed households with children have
been studied as part of composite measures of NSD. It is examined sepataislgtudy

because it represents social conditions whereas NSD is primarily anenditatonomic
characteristics.

Neighborhood proportion owner occupied housing units has moderate positive
correlations with affluence and residential stability; and married coupkeeholds with children
under 18 years of age also is positive and moderately correlated with affluererall, Ghe
composite and single measures of neighborhood disadvantage have moderate to high negati
correlations with affluence, owner occupied housing units, and married couple housetiolds wi
own children under 18 years of age. The latter also has a moderate negative corrighation w
neighborhood proportion persons ages 65 and above. Other correlations among neighborhood
conditions are low.

Overall, these results indicate that neighborhood characteristics areragiphpp
conceptualized as indicators of advantage/disadvantage. Positive and at leasetyduighat
correlations among most indicators of neighborhood advantage/disadvantage shbasthat
measures, to some extent, paint a similar picture about the neighborhood. For example, hig
neighborhood proportions of owner-occupied housing units and married-couple households may
serve as indicators of a stable family-oriented neighborhood. Even so, it is worthwhile to
examine the effects of single measures of neighborhood characterifticts, tnat may be

hidden if the measures are combined into a single composite variable.
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Table 2.4 Correlationsof Neighborhood (Census Tract) Variable3(N=3,316)

Tract-Level Variable A B C D E F G H | J K L M

A. Socioeconomic 1
Disadvantade
B. Persons age 25+ d 1
no high school degree
C. Unemployed persons d B7F 1
age 16%
D. Households receiving d 42 Skl & (il |
public assistance incofme
E. Persons living below d 42 Sl £ ° Lol 1€ St |
the federal poverty level

F. Vacant housing units .33rr* 26%*  30xx 26%* 36rr ]
G. Female-headed households.70*** BOxx o @3xrx FQxx 7% Dxx ]
with children < 18 yrs ofd

H. Non-family households Q5%+ -07** 06%*F* .01 18%+ 21 V19 1

|. Affluent households -.80*** B 4% BTN OV Sl 1 Rl Y < Sl S 12 Il ¢ 7 Sl Skl B

J. Residentially stabfe -.02 .05%  -01 047k L3R Q4R L 4xek L 33 QO 1

K. Owner-occupied -. 58 AR AQERR U BARRE L G3RE LB -6 4Rk L GBFR Brek I Rl 1
housing unifs

L. Married couple households -.42*** S 29%FF L 4QF S Q1R S A3k QLR 4 7R _BOR B4R Q7 37k ]
with children < 18 yrs ofd
M. Persons 65+ years 6ld -, 12%** -.08** - 10%* - 12% Q4R 30F -2 R 3%k _ Q% ] 5R A7 51 1

42000 U.S. Census

®Factor score: Neighborhood %: persons ages 25-putitia high school degree, unemployed personslfeshouseholds receiving public assistance incpmesons
living below the federal poverty level.

“Proportion of residents or households.

dCorrelation of factor score with component.

*p <.05. *p <.01. ***p <.001.
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2.5  The Analytic Sample

This study is based on all five HRS cohorts and includes data from the main 2006/2008
HRS interviews, fixed demographic data (e.g., gender) collected at tlat'sttaseline, and
data from a 2006 and 2008 HRS supplemental psychosocial questionnaire (PQ)dalé@scribe
section 2.2 above. The 2006 HRS random half samples who were administered the PQ in 2006
or 2008 have been combined to create a larger hybrid sample to increaseas {amiatee.
Figure 2.1 shows how the hybrid analytic sample was derived.

Starting with a total 2006 HRS sample of 18,469 respondents, 4,456 respondents were
ineligible for the analytic sample because they: (a) were not part of thekdR&hility
sampling frame (i.e., they had a zero or missing sample weight becauserdligiality), (b)
were not in one of the five HRS cohorts based on birth year (i.e., not born before 1954), or (c)
were not eligible for the PQ (i.e., missing or not selected to receive PQ in 2006/208¢
remaining eligible respondents, 7,562 and 6,451 respectively comprised the 2006 and 2008 half
samples; from which 2,750 respondents were removed from the 2006 half sample and 2,466
from the 2008 half sample in the following sequence for these reasons: not complefiQg the
completing the PQ by proxy considering that information provided by proxy nmiay fildm
information provided by the respondent, missing a census tract id or having an invalid one,
residing in a non-urban census tract, and missing a PQ sampling weight. An adgi*toaad
224 respondents from the 2006 and 2008 half samples respectively were excluded for having
missing data on key study measures. The sequential drops resulted in a 2006 and 2008 analyti
sample of 4,487 and 3,761 respondents respectively; who were combined to form the final

analytic sample of 8,248 respondents.
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Figure 2.1 Analytic Sample Derivation by Year (2006 & 2008)
(Level One Individuals)

Total 2006 Sample

N=18,469

Ineligible

984 Zero HRS sample weight
924 Not in a HRS cohort (based on birth year)
1000 Missing HRS sample weight
1,548 Not eligible for psychosocial questionnaire (PQ)

Eligible

N=14,013

N=7,562

2006 Half Sample

2008
N=6,451

Half Sample

685
18

11
1,990
46

Sequential Drops

PQ non-respondent

HRS proxy

Missing/invalid tract census tract id
Non-urban census tract id

Zero PQ respondent weight

2,750

Total

Sequential Drops

685 PQ non-respondent
14 HRS proxy
8 Missing/invalid census tract id
1,713 Non-urban census tract id
46 Zero PQ respondent weight

2,466 Total

2006 Analytic Sample
N=4,812

2008 Analytic Sample

N=3,985

Drop
325 Missing data on study measures

Drop
224 Missing data on study measures

2008 Analytic Sample
N=4,487

2008 Analytic Sample

N=3,761

Final Hybrid Analytic Sample
N=8,248
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2.5.1 Sample Weights

HRS sample weights adjust for differences in the probabilities that individteals
selected to participate in the study. The weights also adjust for individuals whoalyre®to
participate at their cohort's baseline (i.e., initial non-response); andritboand mortality
during subsequent data collection waves. Additionally, as described by Anestrehsel
colleagues (in preparation), “post-stratification adjustments to théntgsdigere] made based on
the corresponding Current Population Survey on the basis of the birth cohort, gender, and
race/ethnicity” (Aneshensel, Kelley, Acholonu, & Clinton, in preparation, p. 14). $ampl
weights were also generated for the PQ data, and they adjust for individualdwiod ispond
to the questionnaire.

Respondents are assigned the PQ weight that corresponds to the year thegl dedside
(i.e., 2006/2008). When the PQ sample weights are applied, each PQ half sample repessents t
total U.S. population meeting criteria for inclusion in the analytic sample. nidass that when
the two PQ half samples are combined, they double the full population. The PQ weights are
therefore divided by two in order for the combined PQ half samples to expand to the full
population, and not double the population. The PQ weights are applied for two periods (i.e.,
2006 and 2008) and therefore reflect the population in 2007, the midway point between 2006 and
2008 (Aneshensel et al., in preparation). Applying these weights when analyziadgtineattes
it possible for the analytic sample to be nationally representative of indisidoal before 1954
who met criteria for inclusion in the analytic sample. Considering that thaes@éswestricted to
respondents living in the community and excludes proxy respondents, the analyte isampl

somewhat biased towards people who are healthy.
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2.5.2 Participation: Response Rates and Missing Data

Table 2.5 looks at how the rate of response to the supplemental psychosocial
guestionnaire among individuals who were eligible for the questionnaire varied by
sociodemographic characteristics. As seen in the first column, women pasticpat
significantly higher rate (63.9%) than men (61.1%), although the difference isget [Bhe
rate of response to the PQ also varied significantly by categoridstod ather characteristics.
For example, it appears that adults ages 80 and older had a response rate higheothtteithat
younger counterparts; and so did Hispanics compared to non-Hispanics. Additipeaiie
who have never been married have relatively high rates of response to the P&xland s
unemployed and retired people, and those with more education and high household income or
debt.

The second column in Table 2.5 assesses the way in which the rate of complete (i.e., non-
missing) PQ data varied by sociodemographic characteristics ampogdests to the PQ.
Women had a significantly lower rate of complete data (93.3%) than men (94.6%), but the
difference is quite small. Also it appears that the rate of completion isrtagiong younger
versus older respondents, whites relative to other racial/ethnic groups,rtfesiras opposed to
individuals of other marital statuses, people with more education than the lesgedaicdt
individuals with the most income and wealth versus those with less. Individual$evitiost
education and/or income consistently had a higher rate of response to the PQ andrathighe
complete data. Although women, Hispanics, adults in the oldest age group (i.e., aga80+)
never married individuals had a high rate of response to the PQ, they had lower cateplefe
data. Response to the questionnaire (i.e., agreeing to participate) did not afleayactual

participation (i.e., providing data).
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Table 2.5 Percent Response to the Psychosocial Questionnaire and Percent Complete
Psychosocial Questionnaire Data by Socio  demographic Characteristics

Characteristics % Response® % Complete Data”
(N=14,013) (N=8,797)
Gender
Male 61.1%** 94.6*
Female 63.9 93.2
Age (years)
50-59 61.1%** 96.4***
60-69 60.9 95.3
70-79 63.9 93.4
80+ 66.3 89.0
Race/Ethnicity
Non-Hispanic White 60.7*** 95.2%**
African American 68.0 90.2
Hispanic 72.3 88.9
Other 63.5 934
Marital Status
Married 60.9*** 95.4***
Separated/divorced 66.1 93.7
Widowed 65.0 89.8
Never married 73.3 91.4
Education (years)
0-8 55, 2%+ 85.8***
9-12 60.2 92.9
13+ 67.4 96.2
Employment Status
Employed 62.4%** 96.9%**
Unemployed 67.4 96.8
Retired 64.9 93.0
Homemaker 58.6 91.1
Other 55.7 90.8
Household income (thousands $)
25 and below 62.0* 89.1%**
26-50 62.4 95.0
51-100 62.6 96.5
>100 65.6 97.7
Household wealth (thousands$)
Debt 68.7*** 91.8***
0-20 62.3 88.5
21-300 60.4 93.5
301-1,000 64.9 95.5
>1,000 64.6 96.7

4Among those eligible for the psychosocial questionnaire

bAmong respondents to the psychosocial questionnaire

Significant group differences by sociodemographic characteristics (e.g., the differences
between men and women) in the rate of response to the psychosocial questionnaire or in the
rate of complete data: *p < .05. **p < .01. ***p < .001.
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Rate of response to the PQ and rate of complete PQ data also varied by depressive
symptoms. People with four or more symptoms were designated as having a higinscore
depressive symptoms and those with less than four symptoms were considered toWwave a |
score as guided by benchmark studies and other evaluations of the HRS 8-itesiwepres
symptoms count (Steffick, 2000). People with high depressive symptoms scores had a
significantly lower rate of response (59.3%) compared to those with femgtays (63.4%).

A similar pattern was observed in the rate of complete data, where individtratsgi
symptom scores had a significantly lower rate of complete data (90%) hipahose with
fewer symptoms (94.4%). The rate of willingness to participate and acttiaigadion in the
psychosocial questionnaire thus appears to have varied by depressive symptoms.

Some differences in the rate of response to the PQ and rate of complete P€r€eata w
large, for example, differences in the rate of response between adultsosgtiedacation (i.e.,
13+ years) and those with less education (8 years or less) was 12.2%; ardaiffdretween
these two groups of adults in the rate of complete PQ data was 10.4%. However, some
differences were small. Of particular importance, the differencedestwmen and women in the
rate of response to the PQ and the rate of complete PQ data was 2.8% and 1.33% rgspectivel
Large disparities in the rate of response to the PQ and in the rate of compt&aRY some
sociodemographic characteristics (e.g., education) may render stully less generalizeable to
individuals with certain sociodemographic profiles, for example, the less educaieevet,
the PQ weights (discussed below) adjust for non-response to the questionnaire, thereby
enhancing the generalizeability of this study’s results so that they apiblg hationally
representative sample of U.S. adults born before 1954 who met criteria fordnghughe

analytic sample.
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2.5.3 Sample Characteristics

Table 2.6 summarizes the demographic characteristics of the anahyfiteg&=8,248);
and the 2006 (N=4,487) and 2008 (N=3,761) subsamples that comprise the analytic sample. The
subsamples are largely similar as indicated by lack of significantetiifes between the groups
on several characteristics except that 2008 respondents are significaatlgrohverage by 1.4
years due to the lag in data collection, and the 2006 sample is wealthier. The sesrgibes a
different from each other in current marital and employment status. Fopexahere are more
people who married or employed in the 2006 sample whereas in the 2008 group there are more
formerly married and retired persons. These two differences may be algiagaluring the
two-year lag between data collection. Similarities between the 2006 and 2008 [debsaake
it reasonable to combine them, but | examine the effect of data collectioornystudy results by
including an indicator variable for year of data collection (i.e., 2006 or 2008) in thesesnaly
When the term is significant, I include it in the analyses to control for teeteff the year of
data collection on study outcomes.

The analytic sample shown in the third column of Table 2.6 predominantly includes non-
Hispanic whites and currently married individuals. There are almost asauasntly
employed as there are currently retired persons; and the proportion of womethsethee of
men. The sample is aged 66 years on average, with an age-range of 52 to 104. The sample
received 13 years of education on average, but some received no formal educatias thieere
most educated reported 17 years. Average household income is high but varies widedn bet

zero and over five million dollars (not shown).
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Table 2.6 Weighted Sample Characteristics

2006 2008 2006/2008
N=4,487 N=3,761 N=8,248
% or Mean % or Mean % or Mean
Characteristic (SDY) (SD) (SD)
Female 56.5 57.0 56.7
Age (years) 65.84 67.28*** 66.53
(9.23) (8.51) (8.91)
Race/Ethnicity
Non-Hispanic White 79.7 78.4 79.1
African American 10.1 10.6 10.4
Hispanic 7.9 8.5 8.2
Other 2.3 25 2.4
Marital Status
Married 65.2%** 60.1 62.7
Separated/divorced 14.1 16.1 15.1
Widowed 16.1 19.2 17.6
Never married 4.6 4.6 4.6
Education (years) 13.11 13.07 13.09
(2.65) (2.63) (2.64)
Employment Status
Employed 42.0** 37.7 40.0
Unemployed 1.3 1.6 15
Retired 39.6 44.3 41.8
Homemaker 9.3 7.4 8.4
Other 7.8 9.0 8.4
Household income (thousands $)° 72.56 73.49 73.01
(122.30) (97.49) (110.66)
Household wealth (thousands $)° 621.42*** 564.47 594.14
(2631.46) (1207.79) (2046.84)

2006 and 2008 samples are significantly different from each other: *p < .05. **p < .01. ***p < .001.

'Standard deviation

2Significant group differences assessed on the log transformed value
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The measures for current and past marital status were described in 3&cfiand
shown in Table 2.1 on page 69. | present this table again and describe the distribution of

respondents across these statuses.

Table 2.1 Weighted Current and Past Marital and E mployment Status

Men Women Total
N=3,294 N=4,954 N=8,248
Characteristic % % %
Current & Past Marital Status
Married currently 75.6%** 53.0 62.7
Separated/divorced currently 11.8 17.5 15.1
Never married 5.3 4.0 4.6
Widowed consistently® 3.4 15.1 10.0
Widowed recently 2.9 7.8 5.7
Widowed duration unknown” 1.0 2.7 1.9
Current & Past Employment Status
Employed consistently® 17.3*** 15.0 16.0
Employed recently 27.8 21.1 24.0
Retired consistently 23.6 16.6 19.6
Retired recently 16.8 19.8 18.5
Retired duration unknown® 4.4 3.1 3.7
Homemaker consistently 0.0 6.2 3.5
Homemaker duration unknown 0.2 8.5 4.9
Other recently/consistently 10.0 9.7 9.9

* Men and women are significantly different from each other: *p < .05. **p < .01. ***p < .001.
& Consistently=for the past 6 years
® Duration unknown=missing at one or more prior interviews

As seen in the first and second columns of the table, there are significasndiée by
gender. There are more women than men who were recently widowed or who have been
consistently widowed for the past six years and substantially more men thamwdro are
currently married. Homemakers are almost entirely women. As a restétatieefewer women
than men in the other categories of employment status except the redaetyg®up.

The third column of Table 2.1 provides the distribution of current and past marital and

employment status characteristics for the full sample irrespegftiyender. The majority of the
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sample is currently married and there is a sizeable proportion (15.1%) whorarglgur
separated/divorced. A smaller proportion of the sample (5.7%) was recently widomeared

to those who have been consistently widowed for the past six years (10%). UndehB% o
sample have never been married. There are slightly more people (19.6%) whodmave be
consistently retired for the past six years relative to those who wenetiyeretired (18.5%). On
the other hand, the proportion of people who were recently employed (24%) or homemakers
(4.9%) exceed the proportion who have occupied these statuses consistently for tle past si
years. A somewhat sizeable proportion (9.9%) of the sample are in the “othen/erapt

status (i.e., unemployed, temporarily laid off, on sick or other leave, disabled, other).

2.6 Research Hypotheses
In this section, | present the aims, sub-aims, and hypotheses of this tisserta

2.6.1 AIM 1: To examine gender differences in the association between neighborhood-level
characteristics and depressive symptoms.

(a) To assess the extent to which cross-level positive associations betuléple
dimensions of neighborhood-level disadvantage (e.g., the proportion of unemployed
persons, individuals living below the poverty line) and depressive symptoms aier gre
among women than men and therefore place women at significantly higher risk of
depressive symptoms.
(b) To assess the extent to which cross-level inverse associationsrbatigtgborhood-
level advantage (e.g., affluence, residential stability) and depressiptosysare greater
among women than men and therefore confer significantly higher protection against
depressive symptoms for women.
| address the first aim by testing the following research hypothesegptHor the first
hypotheses, all entail controls for individual-level characteristicsatigaissociated with
depressive symptoms, namely: age, race/ethnicity, marital- and emplewtadus, education,

and household income and wealth.

Hla. Women have higher levels of depressive symptoms than men.
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2.6.2

H1lb: Women have higher levels of depressive symptoms than men net of individual-
level characteristics.

Hlc. Multiple dimensions ofieighborhood disadvantagee positively associated with
depressive symptonasd these associations are greater among women than men.

Hld: Multiple dimensions ofieighborhood advantagae negatively associated with
depressive symptomasd these associations are greater among women than men.

AIM 2: To examine the extent to which relationships among components of the multilevel
neighborhood stress process model differ by gender.

(a) To ascertain gender differences in any cross-level associatioresehet
neighborhood-level socioeconomic disadvantage (NSD) and individual-level stressors
(i.e., perceived neighborhood physical disorder, financial strain, everydaiyniinstion)

or psychosocial resources (i.e., perceived neighborhood social cohesion, social support,
mastery).

(b) To assess gender differences in any cross-level associations betigaborheod-
level advantage and individual-level stressors or psychosocial resources.

(c) To examine gender differences in the effect of individual-levedsire and
psychosocial resources on depressive symptoms.

It is reasonable to expect men and women residing in the same neighborhood to be equally

exposed to neighborhood advantage and disadvantage, but women may differ from men in their

perceptions of these neighborhood conditions and the associated mental health outcomes. The

second aim is achieved by testing the following research hypothesasywhich control for

individual-level characteristics that are associated with depressngams.

H2a: NSDis positively associated witterceivedheighborhood physical disorder and
other stressorsand the magnitude of these associations is significantly greater
among women than men.

H2b: NSDis negatively associated wigierceived neighborhood social cohesion and
other psychosocial resourcesnd the magnitude of these associations is
significantly greater among women than men.

H2c: NAIis negatively associated witleighborhood physical disorder and other

stressorsand the magnitude of these associations is significantly greater among
women than men.
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H2d: NAis positively associated witleighborhood physical disorder and other
psychosocial resourceand the magnitude of these associations is significantly
greater among women than men.

H2e: Perceived neighborhood physical disorder and other streasengositively
associated witlklepressive symptomend the magnitude of these associations is
significantly greater among women than men.

H2f: Perceived neighborhood social cohesion and other psychosocial resaueces
negatively associated wittepressive symptomand the magnitude of these
associations is significantly greater among women than men.

H2g: Perceived neighborhood physical disorder and other stressergositively
associated with depressive symptoms, and the magnitude of these associations is
significantlysmaller among individuals with higher levels of psychosocial
resourceghan those with lower levels of psychosocial resources.

2.6.3 AIM 3: To examine the extent to which the neighborhood stress process model
explains variation in depressive symptoms among women.

(a) To estimate the cross-level association between neighborhood conditions and
depressive symptoms among women.

(b) To assess the extent to which exposure to stressors and access to psychosocia
resources mediate the relationship between neighborhood conditions and depressive
symptoms.

(c) To determine the extent to which ND and NA are more strongly associgted w
depressive symptoms among women with high rather than low exposure to stressors.

(d) To ascertain the extent to which ND and NA are more strongly associgted w
depressive symptoms among women with greater rather than lesser access to
psychosocial resources.
| address the third aim by testing the following hypotheses, all of whichotémtindividual-
level characteristics associated with depressive symptoms:
H3a: NDis positively associated wittrepressive symptonrswomen.
H3b: NAis negatively associated wittepressive symptonmswomen.
H3c: NDis positively associated witherceived neighborhood disorder and other

stressorswhich are positively associated widbpressive symptopsuch that
ND has an indirect positive effect depressive symptorasnong women.
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H3d:

H3e:

H3f:

H3g:

H3h:

H3i:

H3j:

ND is negatively associated witieighborhood social cohesion and other
psychosocial resourcewhich are negatively associated waldpressive
symptomssuch thalND has an indirect positive effect depressive symptoms

NAis negatively associated wifierceived neighborhood disorder and other
stressorswhich are positively associated witbpressive symptopsuch that
NA has an indirect negative effect dapressive symptorasnong women.

NA s positively associated witleighborhood social cohesion and other
psychosocial resourcewhich are negatively associated waldpressive
symptomssuch thalNA has an indirect negative effect dapressive symptoms

The magnitude of the positive association betwéeranddepressive symptoms
is significantlygreater among women with high exposure to stredbars
women with low exposure to stressors.

The magnitude of the positive association betwéranddepressive symptoms
is significantlysmaller among women with higher levels of psychosocial
resourceghan women with lower levels of psychosocial resources.

The magnitude of the negative association betWkeanddepressive symptoms
is significantlysmaller among women with high exposure to stresbars
women with low exposure to stressors.

The magnitude of the negative association betWkeanddepressive symptoms
is significantlygreater among women with higher levels of psychosocial
resourceghan women with lower level of psychosocial resources.

2.7 Data Analysis Plan

In this section | present my plan for the secondary analysis of HR$dathieve the

specific aims of this dissertation. The models for testing the hypothesegempretations of

the terms in the models were informed by Bryk and Raudenbush (1992), Seltzer (2010),

Erausquin (2007), and Cummings (2007). The primary outcome of interest is depressive

symptoms. Stressors (i.e., perceived neighborhood physical disorder, finaatiaksd

everyday discrimination) and psychosocial resources (i.e., perceived neighborhabd soci

cohesion, mastery, and social support) are secondary outcomes. All dependens\agable
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continuous. Descriptive statistics were generated using Stata 11.2A8#(8p, 2011), and so
are the analyses for some study hypotheses. Hierarchichal or multieaglregression models
are estimated using HLM 6.02 (Raudenbush, Bryk, Cheong, & Congdon Jr., 2004). In the
multilevel analyses, | examine the focal relationships between neighborhooticcenai
level-2 and outcome measures at level-1, and also associations betweerssirgesahosocial
resources and depressive symptoms all at level-1.

First, | discuss multilevel analysis, after which | address how the siodyare achieved.
In multilevel analysis, the variance in the outcome measure is examinedtiptarhierarchichal
levels. In this study, individuals (level-1) are nested within neighborhoods/ceasisylevel-
2). The variance in depressive symptoms, for example, is comprised of within griationan
symptoms (i.e., variation in symptoms among individuals in the same neighborhood) and
between group variation in symptoms (i.e., variation in symptoms among the neighborhoods in
the study) (Raudenbush & Bryk, 2002). Such partitioning of the variance in depressive

symptoms involves an assumption about the distribution of depressive symptoms across

neighborhoods: that neighborhood random effaagy @re normally distributed with a mean of

0 and a variance equaltgg. For the population of neighborhoods in the sturdy,is the

variance among the neighborhood mean depressive symptoms (Raudenbush & Bryk, 2002). The
multilevel model has the advantage of providing the distribution of the outcome atross al
neighborhoods (i.e., the level-2 units). The model also facilitates assessment optraqr of
between group (i.e., between neighborhood) variance in depressive symptoms timairigedc
for when contextual-level measures (e.g., neighborhood conditions) are added to the mode

In multilevel analysis, the levels are represented by different subsnibdeispecify the

relationships between the variables at that level; and also indicate how \&aiadihe level
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influence the relationships at another level. In the models below, the first subsibédevel-1
or “within-individual” model; and the second submodel is the level-2 or “between-

neighborhood” model.

Level-1:

Yijj(depressive symptonms o+ S1;(FEMALE;)+55(EDUC;)+€j; (EQ1)
Level 2:

Boj = Yoo+ Yoi(UNEMPLOYED)+Vy, (EQ2)

The subscripts andj represent individuals and neighborhoods respectively. In the level-1 model

of EQl,Yij (depressive symptom&) the depressive symptoms score for individual

neighborhoog. ﬁoj is the random intercept or the average depressive symptoms score for
neighborhood when all other covariates are equal to zero. FEMAtdpresents the gender of
individuali in neighborhood, coded 1 for female and O for male. EQUS the years of

education attained by individuain neighborhoodl. ,b’lj is the effect of being female on
depressive symptoms in neighborhgpcontrolling for educationf; is the effect of education
on depressive symptoms in neighborhpoet of gendergj; is an error term representing the

unique contribution to variation in depressive symptoms of individuaheighborhoog. In the
level-1 model, a separate individual-level regression is specified for eagtborhood
indicating that the effect varies by neighborhood (e.qg., the effect of benajef@n depressive

symptoms).
In the level-2 model of EQZIOJ- is the neighborhood specific intercept or the average
depressive symptoms score for neighborhjooghg is the common intercept across the

neighborhoods (i.e., the average depressive symptoms score across neighborhoods Wwken all ot
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covariates are equal to zero)o; is the partial effect of neighborhood proportion unemployed

individuals on the average depressive symptoms score for neighbgri@odhe expected
increase in the average depressive symptoms score for neighbpwioed neighborhoojis
value for the proportion of unemployed individuals increases by one unit, controllinghfterge
and education). Although the value for UNEMPLOYKL®e., neighborhood proportion

unemployed individuals) may vary between neighborhoods as indicated by the sylmsodo

UNEMPLOYED, the regression coefficieyg, is the same across neighborhoous; is the

unique contribution to the intercept that is associated with neighboyhdodhe level-2 model,

the intercepﬁoj and regression coefficients are functions of the neighborhood-level variables

like the proportion of unemployed individuals in neighborhp@dNEMPLOYED). That is, the
relationship between being female and depressive symptoms, as represenéeiteycept
and/or slope, is influenced by neighborhood-level measures.

EQ1 and EQ?2 jointly comprise a 2-level hierarchical linear regressooielm As
summarized by Erausquin (2007), EQ1 indicates that the depressive symptoms score for
individuali in neighborhoodl is the result of: (a) the average depressive symptoms score of the
neighborhood in which the person lives, (b) the person’s individual characteristiesidcjat
variation in depressive symptoms (i.e., variation that is not accounted for by ‘@’ an&Q2
shows that the average depressive symptoms score of the neighborhood in which the individual
resides is determined by: (i) the average depressive symptoms sosieakneighborhoods in
the study, (ii) the characteristics of the person’s neighborhood of residlcgi) residual
variation (i.e., variation in the average depressive symptoms score of thearbmpd in which

the individual lives that is not explained by ‘I and ‘ii’).
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In performing multilevel analyses, | begin by estimating a null modetamae whether
depressive symptoms and other dependent variables vary significantly acgbb®rmods
before introducing other measures into the model. The intraclass correladifficient is a
descriptive statistic designed for nested data. It describes the degragaoity or correlation

between observations in the same cluster (Bryk & Raudenbush, 1992; Koch, 1982). Using
estimates from the null model, | calculate the intraclass correlat)dar(a 2-level hierarchichal

linear regression model to assess the proportion of total variance in depresgi@sythat is
present at the neighborhood level. The formula for calculating the insadeaglation is given

as (Bryk & Raudenbush, 1992, p. 18):

— 2
p = Too! (Too+ %) (EQ3)
The proportion of total variance in depressive symptoms attributable to differencds/iduals

(i.e., individual heterogeneity) equalsl- After estimating the null model, | adjust for

individual-level sociodemographic covariates to see if significant betweghboehood

variation in depressive symptoms remain. If so, | proceed to test specifihypatheses by
introducing neighborhood factors into the model to see if they account for neighborhood-level
variation in outcomes.

Centering Study Measureto aid the interpretation of estimated parameters in multilevel
analyses, level-1 covariates can be centered at the grand/overall saapjeomat the group or
cluster mean (e.g., average age of respondents living in the same neighboHratets and
Tofighi (2007) empirically demonstrated the circumstances under which grguarat mean
centering is appropriate in multilevel analyses. In this dissertatiolow their
recommendations and employ group-mean centering of level-1 covariatesyseanahere | am

primarily concerned with: (a) the relationship between a level-1 focal indepevariable and
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the outcome measure (e.g., depressive symptoms measured at level-1); eosb{leyvel
interactions or interactions involving two level-1 variables (Enders & TofRf)7). | also
perform grand mean centering of level-1 covariates when examining theddféelevel-2
independent variable on the outcome measure. Additionally, and consistent with the
recommendation of Enders and Tofighi (2007), | employ grand mean-centering € level

covariates across the analyses carried out in this dissertation.

2.7.1 Analytic Methods: Study Hypotheses

This study’s specific aims are concerned with examining differertaeships between
measures in the neighborhood stress process model. The analytic models fodiféstamg
hypotheses across the study aims are generally similar in form. Al pothesis Hla control
for individual-level demographic characteristics (e.g., age, race/ethmmrital status). The
models presented in this section are simplified; they do not include all cosariate

To test Hypothesis Hla, | regress depressive symptoms on gender usinglpisdlthe
model (i.e., EQ1) described above. Hypothesis H1b is tested by adding individual-level
characteristics to the model that already contains gender. To teshelggeetlc and H1d, |
first estimate a null random intercept model. It is a null model becausdutegall covariates;
and it is a random intercept model because the intercept for each neighborhood s tallowe
vary. The model assesses variation in depressive symptoms between neighborhgdbs us
following equations, which are a simplified form of EQ1 and EQ2 in that there amvaoates

at either level:

Level-1:

Yijj(depressive symptonmspg+ &jj (EQ4)
Level 2:

Boj = Yoot Vg (EQ5)
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As before in the level-1 modeY,ij is the depressive symptoms score for individual

neighborhood. ﬁoj is the random intercept that represents the average depressive symptoms
score in neighborhogd &jj is an error term representing the unique contribution to variation in
depressive symptoms of individuah neighborhoodl. In the level-2 mode}’;’oj is the

neighborhood specific intercepfyo is the common intercept across the neighborhoods (i.e., the

average depressive symptoms score across neighborhagg.an error term representing the

unique contribution to the intercept that is associated with neighboyhddter establishing
that there is between neighborhood variation in depressive symptoms and eventually other
dependent variables, | run 2-level hierarchical linear regression modéés smthe previously
described EQ1 and EQ2 to assess the effect of different neighborhood conditions aveepres
symptoms net of individual-level demographic characteristics.

Gender differences in neighborhood effects on symptoms (i.e., Hypotheses H1lc and H1d)
are tested by adding to these models a cross-level interaction betwedoriegd conditions
and gender. An example is given for testing whether the effect of neighborhood proportion

unemployed on depressive symptoms varies by gender (i.e., a cross-leaetion@r A model

for the coefficient for gende,b’,lj, is included at level-2; and the coefficient for neighborhood

proportion unemployed is allowed to vary randomly by genderYi¢)., representing the cross-

level interaction.

Level-1:

Yj (depressive symptonmsoj+1j(FEMALE;)+f5(EDUG;)+€jj (EQ6)
Level 2:

Bq:ymﬁﬂhﬂUNEMPLOYEQ)+Uq (EQ7)
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Blj =7Y10t Y12(UNEMPLOYED,) +Vy; (EQ8)

EQ6 and EQ7 are identical to EQ1 and EQ2 respectively. The difference in thissasalys

second level-2 equation, EQ7, which predﬁ:ijs the neighborhood specific effect of gender

(i.e., the effect of being female on depressive symptoms in neighbgdhood is the common

slope associated with the individual-level variable, FEMALE, across neighborafieds

adjusting for education. The coefficient for the cross-level interagtianrepresents the effect

of neighborhood proportion unemployed individuals (UNEMPLOYED) on the neighborhood
specific slopes for gender (FEMALE). More specifically, it is the etquechange in the gender

gap in depressive symptoms score when neighborhood proportion of unemployed individuals for

neighborhood increases by one unit (net of education); is the unique contribution of

neighborhoog to £33, the slope for gender.

Aim 2 Hypotheses H2a-H2d posit a gender difference in the effects of neighborhood
conditions on stressors and psychosocial resources. These hypotheseglansibesteodels
similar to EQ6, EQ7, and EQ8 above. Stressors like neighborhood physical disorder and
resources (e.g., social support) are the outcome measures under ingastiggpotheses H2e
and H2f are tested by expanding the models for H2a-H2b to include interactions among the
appropriate individual-level terms. For example, for H2e the interaction terna Wweul
perceived neighborhood physical disorder x gender. Technical difficultiesiarestimating
hypothesis H2g within a multilevel framework. Therefore, this hypothesesied using
multiple linear regression models of the following form:

Y,(depressive symptoms)o+ 1 (EDUC)+5(PNPO)+B(PNSG)+44(PNPD*PNSG)+e,  (EQ9)
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Pois the expected depressive symptoms score of a person with no education and whose
perceived neighborhood physical disorder (PNPD) and social cohesion (PNS#3)aeozero.

[1is the expected change in depressive symptoms score associated with a oneeasé incr

education net of the conditional effects of PNPD and PN%Cthe coefficient for PNPD, is the
effect of PNPD on depressive symptoms when PNSC is equal to zero, that is, the lavetage
of PNSC when it is mean centerelz, the coefficient for PNSC, is the effect of PNSC on
depressive symptoms when PNPD is equal to zero, which is the average leveDoivR&iPit

is centered at the mea#,, the coefficient for the interaction term, is the amount by which the
effect of PNPD on depressive symptoms changes for a one-unit change in PiNSdiregtion
and significance of the coefficient for the interaction term (Bg.indicate whether the effect of
perceived neighborhood physical disorder (PNSC) on depressive symptoms vaeesdied

neighborhood social cohesion (PNSC) net of the covariates in the n&deRln error term

representing the unique contribution of each individual to depressive symptoms scores.

Aim 3 focuses on women only. Hypotheses H3a-H3c are examined using models similar
to EQL and EQ2. In hypotheses H3b and H3c, stressors and psychosocial resourcesafievel
examined as possible mediators of the relationship between neighborhood disadleve&ge
and depressive symptoms (level-1) as depicted in Figure 2.2. In the fitdtadsess whether
neighborhood disadvantage is significantly associated with the mediator (ergidirsirain)
net of sociodemographic characteristics. The coefficient for neighborhaut/digage
represents effect ‘a’ in Figure 2.2. In the second step, | examine the impaicthdioneood

disadvantage on depressive symptoms net of individual-level sociodemographitertstics
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and the mediator. The coefficient for the mediator and neighborhood disadvantagentepre

effects ‘b’ and €' respectively in Figure 2.2.

Figure 2.2 Mediation Model

Neighborhood disadvantage
e.g., poverty

=I Depressive symptoms

Mediator
e.g., financial strain
4 b
Neighborhood disadvantage e » Depressive symptoms

Total effect (c) = indirect effect {a x b) + direct effect (c’)

To test whether there is a significant indirect effect of neighborhood disageant
depressive symptoms that is transmitted through the mediator, | use the pfB@PCLIN to
calculate a 95% confidence interval for the indirect effect (MacKinnotz, W¥illiams, &
Lockwood, 2007). MacKinnon and colleagues developed the program and describe it as: “a
program that uses the distribution of the product of two normally distributed variables to
compute asymmetric confidence intervals for the mediated effect’KiMacn et al., 2007).

After calculating the confidence interval, | can make the assumption thatshesignificant
indirect effect of neighborhood disadvantage on depressive symptoms that is ethdmmoeigh
the mediator if the interval excludes zero. The last two hypotheses of chyeb@arch aim,

hypotheses H3d and H3e, are tested using models similar to EQ6, EQ7, and EQS8.
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2.8 Data Permission and Human Subjects

HRS data collection instruments and processes were approved by the University of
Michigan’s Institutional Review Board (Heisler, Cole, Weir, Kerr, &yard, 2007).
Respondents completed human subjects protection procedures, including informed consent for
participating in the study. Public use HRS data that excludes personal iggntifgrmation is
available on the HRS website (http://hrsonline.isr.umich.edu), but data contaimirrgatibn
that can be used to identify respondents, such as the neighborhood level identifietdareede
this dissertation, are restricted. Dr. Carol Aneshensel received apmrosal testricted HRS
data. As a graduate student research assistant working for Dr. Anesheosglleted a data
use agreement plan that allows me to use HRS data within the auspices of Drnéelestata

use and data security agreement plan.

Summary

In this chapter, | discussed the research methods employed in this d@serdtaegan
with an overview of the U.S. Health and Retirement Study, which is the source obddte
this study. | described the procedures that were used to collect HRS data, hoatidioglezed
the individual- and neighborhood- level measures employed in the analyses, and hgedl deri
the analytic sample. | also presented the sociodemographic chanastefithe analytic sample
and the hypotheses examined within each of the study’s three specific aiine fitralt section,

| discussed the data analysis plan for achieving the aims of this dissertation.
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CHAPTER 3:

GENDER DIFFERENCES IN NEIGHBORHOOD EFFECTS
ON DEPRESSIVE SYMPTOMS
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3.1 Introduction
In this chapter, | present the results of the first study aim, waxamines gender
differences in the association between neighborhood characteristics and depressioensympt
This aim has two main objectives, the first is to assess the extent to whidlossyewel
positive associations between eight dimensions of neighborhood disadvantage andvdepressi
symptoms are greater among women than men and therefore place womeniedrsilgriligher
risk for depressive symptoms. The second objective is to investigate the degheshtarwy
cross-level inverse associations between five measures of neighborhood gelaadta
depressive symptoms are greater among women than men and therefore aufitengiyg
higher protection against depressive symptoms for women. The overall goal isturtdete
whether neighborhood conditions are more consequential to women’s than men’s méhtal hea
The background section in the first chapter of this dissertation showed that neighborhood
disadvantage, particularly neighborhood socioeconomic disadvantage (NSD)ifisasitly
associated with increased risk for depressive symptoms (e.g., Wight 8tlat. Matheson et al.,
2006); whereas favorable characteristics such as residential st@bagy et al., 2000) and
higher concentrations of older adults (Kubzansky et al., 2005) protect mental heaither G
differences in neighborhood effects on depressive symptoms, however, have reckved lit
research attention. As discussed in chapter one, there is reason to expect neightmbd®ods
more consequential to women’s than men’s mental health, including women’s:ggrptesure
to the neighborhood (La Gory & Fitzpatrick, 1992; NCHS, 2011; USBLS, 1990), fear of
victimization (Elliott, 2001; Hatch & Dohrenwend, 2007; Smith, & Torstensson, 1997), and
involvement in developing social ties and support networks that buffer stress (Casnpbe)

1991; Glass et al., 2006; Thoits, 2011; Turner & Marino, 1994) and can be enhanced or
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threatened by conditions (Browning & Cagney, 2003; Keene et al., 2010; McCulloch, 2003;
Ross et al., 2001).

The outcome of interest in this first research aim is depressive symptoms bsdsaaee
performed within a multilevel framework. | begin, in section 3.2, by testingifnificant
neighborhood variation in depressive symptoms. Next, | examine whether the highler fem
preponderance of depressive symptoms consistently reported in the rese@tthidif Accortt et
al., 2008; Boughton & Street, 2007) holds for this sample of U.S. middle-age and older adults.
In section 3.3, | describe the main effects on depressive symptoms of favorablezsadalnié
neighborhood conditions. | present findings for gender differences in neighborhectd eff

depressive symptoms in section 3.4. The chapter closes with a discussion of the.finding

3.2  Gender Differences in Depressive Symptoms
A prerequisite for the ensuing analyses is: whether there is neighborhood vaniation i

depressive symptoms. Therefore, | estimated an intercept-only or null inadshowed
significant variation in depressive symptoms across neighborhoed®69,p <.001). The

intraclass correlation indicated that 14.396=(0.143) of the total variation in symptoms was
present at the neighborhood level. The remaining variation in symptoms (85.7%)thvas
individual level.

H1la states thavomen have higher levels of depressive symptoms thanl nested this
hypothesis by assessing whether ger@ddhe individual-level was associated with depressive
symptoms. Consistent with hypothesis Hla, women reported significantly mgoeosysn
(b=.088, SE=.019) <.001) than men.

H2b posits thatvomen have higher levels of depressive symptoms than men net of individual-

level characteristics related to depressive symptoissshown in Table 3..yomen did not differ
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from men in reports of depressive symptoms net of the control variables. Thesgsfinahin
contrary to the research literature that has consistently shown that wonmeoraréely than

men to be depressed even when differences in sociodemographic charactexistosralied
(Accortt et al., 2008; Boughton & Street, 2007). Even so, examining gender differences in
neighborhood effects on depressive symptoms will inform our understanding of the
neighborhood conditions that are more consequential to women’s than men’s mental health.
Additionally, the possibility that an effect is conditional does not require ais@gmifmain effect
(Aneshensel, forthcoming).

Several individual-level characteristics were significantly aased with depressive
symptom as seen in Table 3.1. The coefficient for age-squared is significaratingdacnon-
linear relationship between age and depressive symptoms. Being older veakteetidclines in
symptoms up to around age 70, after which symptoms increased with age. Howeves, there i
only a slight difference in depressive symptoms at the ages when symptoms$ase gl
lowest. Compared to married people, depressive symptoms also were higherraanathggals
who were formerly married as shown by their positive and significant coetBciédditionally,
relative to people who were consistently employed for the past six yearswthosecupied the
following employment statuses reported more depressive symptoms net of theagtides in
the model: (a) retired recently, (b) a homemaker for an unknown duration, and (c) ‘other’

employment status.
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Table 3.1 Multilevel Linear Regressions of Depres  sive Symptoms on Sociodemographic
Characteristics: U.S. Urban Adults Aged 50 and Olde  r (N=8,248)

Independent variables b SE
Individual-level demographic variables
Female (/male) .027 .021
Age (years) =071 .018
Age squared .0005*** .0001
Race/ethnicity

Black/African American .014 .062

Hispanic .016 .074

Other .033 .077
Marital status

Separated or divorced .156%** .045

Widowed il .037

Never married 024 074
Education (years) -.021%** .005
Current & past employment status

Employed recently .016 .041

Retired consistently .071 .037

Retired recently .094** .036

Retired duration unknown .065 .066

Homemaker duration unknown .159%** .047

Other recently/consistently AB2*** .055
Household income (log) -.047* .019
Household wealth (log) -.116%** .031
Residential tenure® (/moved) -.042 .037
2006 data collection year (/2008) .104%** .031
Intercept .646*** .010
Intercept variance component

Between-group (1) 077>

Within-group (o) .382
Model comparison®

Chi-square 421.819%**

Degrees of freedom 19

NOTE: SE=standard error; Reference groups: race/ethnicity=non-Hispanic white; marital status=married,;

current & past employment status=employed now and recent past

& People who did not move in the past six years versus movers

®Model 1 is compared to the model (not shown) regressing depressive symptoms on gender only (testing
hypothesis H1a)

*p £.05. **p < .01. ***p < .001.

Attaining more years of education, having higher household income, or having more
household wealth was related to fewer depressive symptoms as indicdtechegative and
significant coefficients for these variables in the model. Charaatsmsgit significantly
associated with reports of more symptoms included being residentially Gtabliving in the
same neighborhood for the past six years) versus not; race/ethnicity; haxéndpeen married

relative to being married; and becoming recently employed, being retinsistently over the
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past six years, and being retired for an unknown duration - compared to being caysistent
employed over the past six years.

| also examined the effect of year of data collection on depressive symmnsidering
that the analytic sample is comprised of 2006 and 2008 HRS subsamples. Respondents who
completed the psychosocial questionnaire (PQ) in 2006 as opposed to 2008 reported significantly
more symptoms net of controls. | therefore control for year of datatiolien subsequent
analyses.

The variance of the random intercept in the model in Table 3.1 was signific@77,

p < .001), indicating that there remained significant unexplained variation in diepres

symptoms at the neighborhood level after adjusting for individual-level chastics.

3.3 Main Effects of Neighborhood Conditions and Depressive Symptoms

In previous research, neighborhood socioeconomic disadvantage (NSD) is the most
commonly studied neighborhood condition. This dissertation makes a contribution to the field
by also investigating the main effects on depressive symptoms of individuatordiof
neighborhood disadvantage and several measures of neighborhood advantage. | present the
results in Table 3.2. All of the models adjust for individual-level sociodemographic
characteristics. As seen in Model 1, the coefficient for NSD is positive amélcgigt, which
indicates that middle-aged and older adults who live in more socioeconomically disagvha
urban neighborhoods report more depressive symptoms. All four components of NSD have a
similar effect on depressive symptoms (not shown). The components are neighborhood
proportion: individuals aged 25 and older without a high school diploma(p=.005), unemployed
persons aged 16 and older (p=.006), households receiving public assistance income (p=.001),

and people living below the federal poverty level (p=.004).
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Table 3.2 Multilevel Linear Regressions of Depres  sive Symptoms on Neighborhood Conditions (N=8,248)

Model 1 Model 2 Model 3 Model 4 Model 5
b b b b b
Independent Variables (SE) (SE) (SE) (SE) (SE)
Female (/male) .036* .036* .036* 0.036* .036*
(.018) (.018) (.018) (.018) (.018)
Census tract -level variables
Neighborhood Disadvantage
Neighborhood socioeconomic disadvantage® .038***
(.011)
N% female-headed households with kids <18 years old 0.405**
(.139)
Neighborhood Advantage
N% affluence -.153**
(.049)
N% owner occupied housing units -.140**
(.046)
N% adults ages 65+ -.206*
(.080)
Intercept .636*** B37*** .635%** 0.638*** .634***
(.008) (.008) (.008) (.008) (.008)
Intercept variance component
Between-group (1) .019%** .019*** .020%*** .019*** 0.019***
Within-group (o) 382 382 381 381 382
Model comparison”
Chi-square 17.151%** 11.566*** 13.122%** 12.525%** 6.510**
Degrees of freedom 1 1 1 1 1

NOTE: SE=standard error; N=neighborhood; Percent (%) is used as a short-hand notation for proportion; All models control for: age, race/ethnicity, marital status,
education, current and past employment status, household income and wealth, residential stability, and data collection year.

& Factor score

® Each model is compared to the same model without the neighborhood characteristic.

*p <.05. ¥*p <.01. **p < .001.
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In Model 2, the positive and significant coefficient for neighborhood proportion female-
headed households with own children below 18 years of age also shows that living in a
neighborhood with higher proportions of this characteristics is associated wehsed risk for
depressive symptoms.

Neighborhood proportion vacant housing units was not significantly related to symptoms
(p=.840, not shown) and neighborhood proportion non-family households had a conditional
effect on depressive symptoms and is therefore not presented here.

Model 3 shows a negative and significant coefficient for neighborhood affluence,
whereby residents of more affluent neighborhoods report fewer depressiptosis. Other
favorable neighborhood conditions inversely and significantly associatedywitit@ams include
neighborhood proportion: owner-occupied housing units (Model 4) and individuals aged 65
years and older (Model 5). However, residential stability was not signifjcassociated with

symptoms (p=.928, not shown).

3.4  Gender Differences in Neighborhood Effects on Depressive Syrmpts

Investigating gender differences in the effects of neighborhood conditions on depressive
symptoms is central to this dissertation. H1c statesribliple dimensions of neighborhood
disadvantage are positively associated with depressive symptoms and these assoaations ar
greater among women than mehexamined cross-level interactions involving being female and
eight measures of neighborhood disadvantage: NSD and its components(neighborhood
proportion: individuals aged 25 and older without a high school diploma, unemployed persons
aged 16 and older, households receiving public assistance income, and people living below the
federal poverty level); and neighborhood proportion: vacant housing units, non-family

households, and female-headed households with own children under 18 years old.
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As shown in Table 3.3 Model 1, which controls for individual-level sociodemographic
variables, there was one significant interaction involving neighborhood proportionmiy-fa
households (level-2) and being female (level-1). The interaction tergnifGnt and negative,
which indicates that the effect on depressive symptoms of neighborhood proportion ign-fam
households differs for men and women. The coefficient for gender is not signifitact
means that there is no significant difference between men and women in symptoms, ga avera
when neighborhood proportion non-family households is zero, that is, at the average legel of thi
variable because it is grand-mean centered. The coefficient for neighborhood pnoponti
family households represents the effect of this variable among the omittexhcefeategory,
that is men (Aneshensel, forthcoming). This coefficient is not significanthwiéans that
among men, neighborhood proportion non-family households is not significantly assadihted
depressive symptomb=£.095, SE=.082, p > .05)A simple slope test (Preacher, 2012) indicates
that, among women, neighborhood proportion non-family households is negative and
significantly associated with depressive symptoms (b=-.339, SE=.X5D5).

The cross-level interaction is graphed in Figure 3.1. Values along the ix-&xkgaire 3.1
and all subsequent figures are within tfeafid the 9% percentile for the neighborhood variable.
Women report fewer depressive symptoms in neighborhoods with higher proportions of non-
family households than men. These results do not support hypothesis Hlc. The impact of
neighborhood proportion non-family households varies by gender, but contrary to the
hypothesized relationship, this indicator of neighborhood disadvantage is assottataetter
mental health among women and it has no effect among men.

Cross-level interactions involving seven out of eight measures of neighborhood

disadvantage were not significant.
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Table 3.3 Multilevel Linear Regressions of Depres  sive Symptoms on Neighborhood Conditions

by Gender (N=8,248)

Model 1 Model 2
Independent variables b SE b SE
Female (/male) .017 .021 .020 .021
Census tract -level variables
N% non-family households .095 .082
N% non-family households X Female -.434** .163
N% married-couple households with own children age <18 -.464** 098
N% married-couple households with children age <18 X .385* 181
Female
Intercept B4T7*** .010 .651** 010
Intercept variance component
Between-group (t) Q77%*= .074%*=
Within-group (o) .382 .382
Model comparison®
Chi-square 9.829** 5.922*
Degrees of freedom 1 1
Figure number® Figure 3.1 Figure 3.2

NOTE: SE=standard error; N=neighborhood; Percent (%) is used as a short-hand notation for proportion; All models
control for: age, race/ethnicity, marital status, education, current and past employment status, household income and

wealth, residential stability, and data collection year.

#Each model is compared to similar model without the interaction.
® Graph of the interaction.

*p <.05. **p <.01. ***p < .001.
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Figure 3.1: Depressive Symptoms by Neighborhood % Non-Family
Households and Gender

Women
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Neighborhood % Non-Family Households (mean centered)

This dissertation also is concerned with gender differences in the efféat®ble
neighborhood conditions on depressive symptoms. H1d statesuhiglie dimensions of
neighborhood advantage are negatively associated with depressive symptoms and these
associations are greater among women than mi@&xamined cross-level interaction involving
being female and five indicators of neighborhood advantage, namely, neighborhood proportion:
affluent households, residentially stable individuals, owner-occupied housing unitgdmarri
couple families with own children under 18 years old, and people ages 65 years and older. As
seen in Table 3.3 Model 2, only the interaction involving neighborhood proportion married-
couple households with own children under 18 years of age is significant, indicatirigethat t
effect of this neighborhood characteristic varies by gender.

The coefficient for gender is not significant, which means that there is mécagt
difference between men and women in depressive symptoms, on average, when neighborhood
proportion married-couple households with children is zero, that is, at the average thigel of

variable because it is grand-mean centered. The coefficient for neighborhoodigmoport
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married-couple families with children is negative and significant (b=-.464,098, p<.001),
which shows that it is inversely associated with depressive symptoms amongtadn, n
sociodemographic characteristics. Among women, neighborhood proportion marriegl-coupl
households with children is not significantly related to symptoms (simple skipé+e.079,
SE=.181, p >.05).

Figure 3.2 is a graph of the interaction. Men who live in neighborhoods with more
married-couple households with children report fewer depressive symptoms. dhdtsedo
not support hypothesis H1d. There is no significant association between neighborhood
proportion married-couple households with children and depressive symptoms among women

but among men the relationship is significant and in the expected direction.

Figure 3.2: Depressive Symptoms by Neighborhoood % Married-Couple
Households with Own Children < 18 Years Old and Gender
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3.5  Discussion

The first two hypotheses posited higher levels of depressive symptoms among wome
compared to men. Gender differences in depressive symptoms often reported iattob res
literature (Accortt et al., 2008; Boughton & Street, 2007) were not sustaineddjftsting for
individual-level sociodemographic characteristics. This study is based owpke s middle-
age and older adults who are less likely to have young children at home and more likely t
widowed, the latter being especially common among the elderly. It could bewleatdxposure
to parenting stress particularly among women (Bird, 1997) and men'’s grelafer depressive
symptomatology following widowhood (Lee & DeMaris, 2007; Sonnenberg et al., 2000)
contribute to the lack of gender differences in depressive symptoms in thigsampl

Sociodemographic correlates of depression identified in this first aimglafatidings
from previous research. Other studies also show that the relationship between age and
depression follows a U-shaped pattern (Kessler, Foster, Webster, & House, 1r@9%ky &
Kim, 2007; Schieman, Van Grundy, & Taylor, 2001) where depression generally declimes wi
age during young adulthood and — similar to this study’s finding — during migd|eatier
which symptoms increase with age. The finding that people who were previousgdnhave
poor mental health relative to those who are married is expected (Barrett, 2B@0ré,a2009;
Marks & Lambert, 1996), as are results indicating that higher income anddéeelscation
reduce risk for depressive symptoms (Lorant et al., 2003). The benefic@lcféslucation on
mental health may be channeled through mastery, a psychosocial resource ¢énastres and
is positively associated with education (Ross & Sastry, 1999; Schiemank&i®|2008).

The literature also supports results in this study indicating that homesnakery

retired people, and others outside the labor force report more depressive symptomsytiean pe
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who have been employed for the past six years. Compared to working people, homeavakers h
been shown to have higher risk for depressive symptomatology in some but not all indlies (
& Ross, 1993; Riley & Keith, 2004; Silver, 2010) partly because their role provides fewer
rewards (e.g., earnings, recognition, social engagement) that promotémmeaitta Difficulties
adjusting to retirement and related changes, such as loss of: the empleydentty, income,
and social integration in the workplace (Schellenberg et al., 2005; Stevens &IMang,T2011)
also can create stress detrimental to mental health.

The third hypothesis focused on gender differences in the effect of neighborhood
disadvantage on depressive symptoms. | assessed whether eight indicatigtsofimeod
disadvantage were significantly more harmful to women’s than men’s mentl. heal
Neighborhood proportion non-family households was the only characteristic whoseeffect
symptoms significantly varied by gender. Specifically, this neighborhoodtmndi
conceptualized as an indicator of disadvantage was associated with fewssigemgmptoms
among women, an unexpected result; and it had no effect among men. Due to multiple tests of
statistical significance, it is possible that this finding represetytseal error, a situation where a
null hypothesis that there is no significant gender difference in thet effaeighborhood
proportion non-family households is erroneously rejected.

A Bonferroni correction adjusts for the problem of multiple tests of statiistic
significance (Abdi, 2007; Bonferroni, 1936). For this hypothesis (H1c), eight cross-level
interactions were tested at a significance level of@5. The new significance level based on
the Bonferroni correction (i.e., .05 divided by 8) is @06. The p-value for the cross-level

interaction term for neighborhood proportion non-family households by gender in Table 3.3
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Model 1 is: p=.008. This p-value exceeds the adjusted significance level andtsulgethe
finding represents a type | error and should be viewed with caution.

The test of the last hypothesis examined gender differences in the imfpaet o
indicators of neighborhood advantage on depressive symptoms. Only the influence of
neighborhood proportion married-couple households with children on symptoms varied
significantly by gender. Contrary to expectations, this favorable neigbbdrcharacteristic had
no effect among women. However, men reported fewer depressive symptoms$bortegds
with more married-couple households with children, which is in the expected direchddre@
with two parents/guardians are likely to receive good supervision (Casper,ndagki
O’Connell, 1994; Casper & Smith, 2004), which can reduce problem behaviors (Mott, Crowe,
Richardson, & Flay, 1999; Posner & Vandell, 1999). A general effect of this supamaly be
a lack in neighborhood disorder that otherwise threatens mental health (Anesheunseff& S
1996; LaGrange et al., 1992; Ross, 2000). Compared to single parents, married-colples wit
children also may have more time to engage in activities/community organizied at
increasing social control, promoting safety, and maintaining amenitgesfarks, sidewalks) in
the neighborhood (Duncan et al., 2003). Such organizing can increase social connectedness and
cohesion in the neighborhood, which are beneficial for mental health (Forrest & Kearns, 1999;
Kang, 2011; Rios et al., 2012).

A safer, more socially cohesive neighborhood environment may be beneficial for
women’s mental health considering that they have greater exposure to the neigiiborh
(Alavinia & Burdorf, 2008; La Gory & Fitzpatrick, 1992), are more concerned dheurtsafety
and the welfare of their network members (Bird & Rieker, 2008; Elliott, 2004s|&e&

McLeod, 1984), and they are more involved in activities that encourage social connestethe
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support (Campbell & Lee, 1991; Turner & Marino, 1994). The finding that neighborhood
proportion married-couple households with children protects men’s mental health but has no
effect among women is surprising and difficult to explain.

In this first research aim, | also assessed the main effects of neighbodmalittbas on
depressive symptoms. Results were consistent with other studies that showSDtfzatd its
components (e.g., poverty) are associated with increased risk for depmasgaptomatology
(Cutrona et al., 2005; Ostir, Eschbach, Markides, & Goodwin, 2003; Ross, 2000). The effect on
depressive symptoms of NSD, a composite measure of neighborhood disadvantaigeijavas s
to the effect of its components. This finding indicates that NSD is an acceptbtd
conceptualizing neighborhood socioeconomic disadvantage. The finding that higher
concentrations of older adults in the neighborhood is beneficial for mental healit als
consistent with similar reports by Kubzansky and colleagues (Kubzansky2805).

The influence of neighborhood proportion owner-occupied housing units on depressive
symptoms has not received much research attention; and previous studies examimpgdhe
of neighborhood affluence on depressive symptoms have not found significant associations
(Aneshensel et al., 2007; Hybels et al., 2006; Kubzansky et al., 2005). This study makes a
important contribution by showing that these neighborhood characteristics bemgéit health
above and beyond the influence of individual-level sociodemographic charactenusticas
income and wealth.

Overall, results for this first research aim indicate that neighborhooasjaady
consequential to men’s and women’s mental health considering that only neighborhood

proportion non-family households and married-couple families with children mesk/ed in
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significant cross-level interactions from among eight indicators ghibeirhood disadvantage

and five measures of neighborhood advantage.

Table 3.4 Summary of Results: Aim One

Dependent Variable = Depressive Symptoms
Hypothesis H1C
Indicator of neighborhood disadvantage

NSD (factor score) YES
Vacant housing

Non-family households ¥
Female-headed households YES

Hypothesis H1D
Indicator of neighborhood advantage

Affluence YES
Residential stability

Owner-occupied housing YES
Married couple & children ¥
Adults age 65 and older YES
YES = Main effect of neighborhood advantage/disadvantage is statistically
significant.

T = Interaction by gender is statistically significant — hypothesis not supported

H1C = Multiple dimensions of neighborhood disadvantage are positively associated
with depressive symptoms and these associations are greater among women than
men.

H1D = Multiple dimensions of neighborhood advantage are negatively associated

with depressive symptoms and these associations are greater among women than
men.

122



CHAPTER 4:

THE RELATIONSHIPS AMONG GENDER, NEIGHBORHOOD
CHARACTERISTICS, PSYCHOSOCIAL FACTORS, AND DEPRESSI
SYMTOMS
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4.1 Introduction

This chapter is concerned with the second aim of this dissertation, @taafines the
extent to which relationships among components of the neighborhood stress process model differ
by gender This aim has three main objectives, the first is to ascertain gendeermiisrin any
cross-level associations between multiple indicators of neighborhood-lsadiventage and
individual-level stressors (e.g., perceived neighborhood physical disorder) oduadiigvel
psychosocial resources (e.g., social support). The second objective is $ayassies
differences in any cross-level associations between these multiplatordiof neighborhood
advantage and stressors or resources. The third objective involves exanmaegditerences
in the effect of individual-level stressors and psychosocial resources on depsyssptoms;
and the extent to which any associations between stressors and symptomseaoyines.

As discussed in chapter one, favorable neighborhood conditions can promote
psychosocial resources whereas unfavorable conditions can erode resourcesfaraterol
stress. Stressors and resources may act as the channels through whiehtthefef
neighborhood conditions on mental health are transmitted (e.g., Ross, 2000; Franzini et al.,
2005). Examining gender differences in the effects of neighborhood conditions on stressors and
psychosocial resources, and also in the effects of these factors on demwgsgtoms will
inform our understanding of their role in the relationships among neighborhood conditions,
gender, and depressive symptoms.

The outcomes of interest in this aim are: depressive symptoms; threerstreamely,
perceived neighborhood physical disorder, financial strain, and everydaynitistion; and
three psychosocial resources - perceived neighborhood social cohesion, social support, and

mastery. All analyses except for those that pertain to the last hygatinegerformed within a
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multilevel framework. The last hypothesis is assessed using individuakieltgble linear
regression. | begin, in section 4.2, by testing for significant neighborho@diearn stressors

and psychosocial resources and examining the sociodemographic correlatesfattbeseln

section 4.3, | describe the main effects of neighborhood conditions on stressors and psychosoci
resources. Next, in section 4.4, | present findings for the first four hypotte@sa=rned with

gender differences in neighborhood effects on stressors and psychosocial resthecesfter

in section 4.5, | describe results for the last three hypotheses that fotiescomditional effects

of stressors/psychosocial resources on depressive symptoms. The chagevithiassummary

of the findings.

4.2  Sociodemographic Correlates of Individual-Level Stressors and PsychosalcResources
Prior to examining the main hypotheses of this aim, | tested for significeghtioehood

variation in each of the stressors and psychosocial resources examinedaesutResults
showed significant neighborhood variation across all the stressors and re¢puaoge 0.099

to 0.644, p <.001). Intraclass correlations indicated the following levels of neighborhood
variation in the outcomes: neighborhood physical disorder (31.9%), financial strain (27.6%)
discrimination (13.6%), neighborhood social cohesion (21.2%), social support (9.5%), and
mastery (7.5%). Over 20% of the variation in two stressors: perceived neighborhoodl physica
disorder and financial strain, and one resource, perceived neighborhood social cohasabn, wa
the neighborhood level. Sense of mastery varied the least at the neighborhood level.

Next, | assessed individual-level sociodemographic correlates of strassbr
psychosocial resources. Results are presented in Table 4.1. The dependdes zmiass the
models are: perceived neighborhood physical disorder (Model 1), financial (8t@dlel 2),

everyday discrimination (Model 3), neighborhood social cohesion (Model 4), social support
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(Model 5), and mastery (Model 6). The coefficient for gender is negative andcsighih
Model 3, indicating that compared to men, women reported fewer experiences of gveryda
discrimination net of the other measures in the model. However, women reported higlser le
of perceived neighborhood social cohesion (Model 4) and social support (Model 5) than men as
indicated by the positive and significant coefficient for gender in Models 4 and 5. Woene
not significantly different from men with regard to perceived neighborhood @thyssorder
(Model 1), financial strain (Model 2), or mastery (Model 3).

Being older was related to fewer experiences of everyday discriminatomgher
levels of neighborhood social cohesion net of the other variables in the models. A non-linear
relationship between age and mastery also was present as indicated gyiticarsi term for
age-squared in Model 6. Age was associated with higher levels of mastery aypnic age 70,
after which mastery declined with age. Age was not significantly cetatperceived
neighborhood physical disorder, financial strain, or social support.

Across Models 1-5, there are no race/ethnic or marital status diffeierstesssors and
two resources: neighborhood social cohesion and social support. However, in Model 6, ‘other’
racial/ethnic minorities have significantly lower sense of masteryrba-Hispanic whites. All
the other racial/ethnic groups do not differ from whites in mastery. Addityomabple who
were previously married had significantly higher levels of masteryrieried people and those

who have never been married did not differ from the married in mastery.
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Table 4.1 Multilevel Linear Regressions of Stress  ors and Psychosocial Resources on Sociodemographic
Characteristics: U.S. Urban Adults Aged 50 and Olde  r (N=8,248)

Dependent Variables

Neighborhood Everyday discrimination
physical disorder Financial strain yday del 3
Model 1 Model 2 Model 3

Independent Variables b SE b SE b SE
Individual-Level Demographic
variables
Female (/male) -.006 .039 .023 .023 -.163*** .025
Age (years) -.058 .037 -0.035 .025 -.050* .020
Age squared .0004 .0003 .0001 .0002 .0002 .0001
Race/ethnicity

Black/African American -.047 .120 157 .093 .170 .094

Hispanic -.103 .149 .019 .078 -.061 .077

Other .041 .162 .056 119 .236 131
Marital status

Separated or divorced -.041 077 .019 .062 .039 .052

Widowed -0.059 .071 .002 .050 .046 .042

Never married 71 .148 -.166 .093 .046 .095
Education (years) -0.027** 0.009 -.005 .006 -.003 0.006
Current & past employment status

Employed recently .155 .079 .041 .055 .042 .050

Retired consistently 151 .080 -.188*** .050 -.027 .042

Retired recently 122 .068 -.077 .048 -.023 .043

Retired duration unknown .288* .136 -.24%* .093 .012 .084

Homemaker duration unknown .166 .087 - 172%* .058 -.021 .049

Other recently/consistently .375%** .108 413rx* .067 .148* .066
Household income (log) -.027 .040 -.224%* .033 -.037 .024
Household wealth (log) -.084 .047 -.576%* .159 -.045 .073
Residential tenure®(/moved) 147+ .074 -.063 .055 .032 .041
2006 data collection year (/2008) .103 .072 455 117 121* .059
Intercept 2.543*** .023 2.379%*= .016 1.666%** .012
Intercept variance component

Between-group () .645 327 .087***

Within-group (o) 1.363 598 501
Model comparison®

Chi-square 67.54 1% 921.302%** 243.981***

Degrees of freedom 20 20 20

Notes: SE=standard error; Reference groups: race/ethnicity=non-Hispanic white; marital status=married; current & past employment
status=employed now and recent past; Employment status — consistently=for the past 6 years, duration unknown=missing at one or
more prior interviews.

 People who did not move in the past six years versus movers; ® Each model is compared to the respective null model — not shown;
*p <.05. **p < .01. ***p <.001.
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Table 4.1 Continued: Multilevel Linear Regression
Sociodemographic Characteristics (N=8,248)

s of Stressors and Psychosocial Resources on

Dependent Variables

Neighborhood social

cohesion Social support Mastery
Model 4 Model 5 Model 6

Independent Variables b SE b SE b SE
Individual-Level Demographic
Variables
Female (/male) .139%** .038 157+ .016 .044 .035
Age (years) .074* .038 .011 .014 .108*** .030
Age squared -.0005 .0003 -.00004 .0004 -.0008*** .0002
Race/ethnicity

Black/African American -.102 131 .010 .048 .018 .097

Hispanic .045 126 .029 .050 -.068 126

Other -.217 .182 -.126 .071 -.223* .099
Marital status

Separated or divorced -.067 .088 .042 .035 .158* .066

Widowed -.069 .080 .047 .030 123 .060

Never married -.041 .138 .055 .063 .085 .103
Education (years) .020* .010 .002 .004 .009 .009
Current & past employment status

Employed recently -.124 .078 -.038 .036 .038 .074

Retired consistently .008 .081 .046 .032 .022 .066

Retired recently -.051 .072 .00002 .031 -.040 .068

Retired duration unknown -.216 .128 .0002 .062 .080 .105

Homemaker duration unknown  -.038 .094 -.017 .037 -.080 .074

Other recently/consistently -.352%** .105 -.068 .043 -.380*** .092
Household income (log) .047 .039 .048** .015 .160*** .030
Household wealth (log) .233* .080 .030 .026 .107* .049
Residential tenure®(/moved) -.046 .076 .005 .033 -.056 .068
2006 data collection year (/2008) -.269%** .072 -.005 .033 -.015 .064
Intercept 5.380*** .021 3.122%** .008 4.763*** .015
Intercept variance component

Between-group (1) A406*** .029%** .095***

Within-group (o) 1.459 .249 1.091
Model comparison®

Chi-square 106.602*** 194.700%** 193.773***

Degrees of freedom 20 20 20

Notes: SE=standard error; Reference groups: race/ethnicity=non-Hispanic white; marital status=married; current &
past employment status=employed now and recent past; Employment status — consistently=for the past 6 years,
duration unknown=missing at one or more prior interviews.
& People who did not move in the past six years versus movers

® Each model is compared to the respective null model — not shown.

*p £.05. **p =.01. **p < .001.
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Across the models in Table 4.1, middle-aged and older adults who were employed
consistently (i.e., for the past six years) are the reference groupto those in the other
employment status categories are compared. Employment status dieasaéairly minimal.
The “other” category (i.e., unemployed, temporarily laid off, on sick or other,ldaabled,
other) is relatively high on two stressors, perceived neighborhood physical desoddeveryday
discrimination; and low on resources except for social support. Also for finanaial sftireel
groups are significantly lower than the consistently employed and thdse ‘iother” category
are significantly higher.

Attaining more years of education was related to lower levels of perceigftbaghood
physical disorder and higher levels of perceived neighborhood social cohesion. However
education was not significantly related to financial strain, discrinanagiocial support, or
mastery. Income and wealth differences in stressors are limitesignificant negative
association with financial strain. However, income is significant and pogiagsbciated with
social support and mastery; and wealth is significant and positively associdied w
neighborhood social cohesion and mastery. Relatively high levels of neighborhoodIphysica
disorder are reported by middle-aged and older adults who were residerdaialycstmpared to
movers. Residentially stable adults were not significantly different frorers in other
stressors or any resources.

Completing the PQ in 2006 as opposed to 2008 is associated with significantly more
financial strain and experiences of everyday discrimination; and lowés lefveeighborhood
social cohesion. | therefore control for year of data collection in subsequerstesnaly

The variance of the random intercept across the models in Table 4.1 wasangifi

ranged from 0.029 to 0.64p<.001), indicating that there remained significant unexplained
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neighborhood variation in the stressors and resources after adjusting for indiewdalal-|
characteristics. Intraclass correlations across the models wakas f neighborhood physical
disorder $=0.321), financial strainpE0.354), discriminationy(=0.148), neighborhood social
cohesion 4=0.218), social supporp£0.104), masterypE0.08). The models in Table 4.1 that
include individual-level sociodemographic characteristics are a sigrtifitgprovement to the

null models:® range from 64.082 to 921.302< .0001.

4.3 Main Effects of Neighborhood Conditions on Stressors and Psychosocials@erces
In this section, | describe the main effects of neighborhood characteoistibe
individual-level stressors and psychosocial resources examined as outcomeaim.tivain
effects are not presented when a conditional effect is present becausetipedaides a better
fit to the data. Tables 4.2-4.8 present the main effects of neighborhood conditionssamsstres
and resources. The models adjust for individual-level sociodemographic chatiastémot
shown). They extend the models in Table 4.1 by including neighborhood characteristics and
they are significant improvements to those modglsanges from 5.310 to 415.231< .001).
Neighborhood Conditions and Perceived Neighborhood Physical DiscFdete 4.2 shows the
main effects of neighborhood disadvantage on perceived neighborhood physical disbefsositive
and significant coefficient for NSD in Model 1 indicates that higher NSDsiscested with
higher levels of perceived neighborhood physical disorder among these middileraigalder
adults. Similar significant results (not shown) were found for three componaw&Dof
namely, neighborhood proportion: individuals aged 25 and older without a high school diploma,
unemployed persons aged 16 and older, and persons living below the federal poverty level.
People living in urban neighborhoods with higher proportions of these characteegbdsd

more disorder. Other indicators of neighborhood disadvantage were similadjasesds with
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neighborhood disorder: neighborhood proportion non-family households (Model 2) and female-

headed households with children (Model 3).

Table 4.2 Multilevel Linear Regressions of Percei  ved Neighborhood Physical Disorder on
Neighborhood Disadvantage (N=8,248)

Model 1 Model 2 Model 3
b b b
Independent Variables (SE) (SE) (SE)
Census tract -level variables
Neighborhood socioeconomic disadvantage AT
(.027)
N% non-family households T37F*
(.158)
N% female-headed households with children 4,431+
(.349)
Intercept 2.586*** 2.563*** 2.588***
(.019) (.020) (.019)
Intercept variance component
Between-group (t) 272%** 367 .306***
Within-group (c°) 1.385 1.401 1.390
Model comparison®
Chi-square 415.221%** 26.112%** 271.277***
Degrees of freedom 1 1 1

Notes: SE=standard error; All models control for: age, race/ethnicity, marital status, education, current
and past employment status, household income and wealth, residential stability, and data collection year.
Percent (%) is used as a short-hand notation for proportion.

#Each model is compared to the same model without the neighborhood characteristic.

*p <.05. **p < .01. **p < .001.

Table 4.3 presents results of the main effects of neighborhood advantage on perceived
neighborhood physical disorder. In Model 1, the negative and significant coeffigient fo
neighborhood affluence shows that middle-aged and older adults who live in affluent
neighborhoods perceive less physical disorder in their neighborhoods. Similar reselts w
found for neighborhood proportion: owner occupied housing units (Model 2), married-couple
families with children (Model 3), and adults ages 65 years and older (Model 4). étpwev
residential stability, which also is conceptualized as an indicator of neighborhoodeay/avas

not significantly related to disorder (not shown).
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Table 4.3 Multilevel Linear Regressions of Percei  ved Neighborhood Physical Disorder on
Neighborhood Advantage (N=8,248)

Model 1 Model 2 Model 3 Model 4
b b b b
Independent Variables (SE) (SE) (SE) (SE)
Census tract -level variables
N% affluent households -1.870***
(.117)
N% owner-occupied housing units -1.146%+*
(.103)
N% married-couple households -1.666***
with children (.199)
N% adults age 65+ -.546**
(.186)
Intercept 2.582%** 2.581*** 2.567*** 2.556***
(.019) (.020) (.020) (.020)
Intercept variance component
Between-agroup 2( T) .280*** 343*** .595%** 374%**
Within-group (o%) 1.385 1.389 1.182 1.400
Model comparison®
Chi-square 381.100%*** 160.280*** 87.060*** 8.700**
Degrees of freedom 1 1 1 1

Notes: SE=standard error; All models control for: age, race/ethnicity, marital status, education, current
and past employment status, household income and wealth, residential stability, and data collection year.
Percent (%) is used as a short-hand notation for proportion.

% Each model is compared to the same model without the neighborhood characteristic.

*p < .05. **p < .01. **p < .001.

Neighborhood Conditions and Financial Strain:Table 4.4, three indicators of disadvantage
are positively associated with financial strain: two components of NSDlytameegghborhood
proportion: individuals ages 25 and older without a high school diploma (Model 1) and
households receiving public assistance income (Model 2). An additional indicator of
disadvantage was positive and significantly associated with financial steaghborhood
proportion female-headed households with children (Model 3). However, four measures of
disadvantage were not significantly related to financial strain: the camposasure NSD and
neighborhood proportion: unemployed individuals, people living in poverty, and vacant housing

units (not shown).
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Table 4.4 Multilevel Linear Regressions of Financ  ial Strain on Neighborhood Characteristics (N=8,248 )

Model 1 Model 2 Model 3 Model 4
b b b b
Independent Variables (SE) (SE) (SE) (SE)
Census tract -level variables
Neighborhood Disadvantage .280*
N% individuals without a HS diploma (-129)
N% households receiving public assistance income A22*
(.208)
N% female-headed households with children A78*
(.200)
Neighborhood Advantage -.184*
N% affluent households (.082)
Intercept 2.311%* 2.311%* 2.312%* 2.311%*
(.012) (.012) (.012) (.012)
Intercept variance component
Between-group (1) .110%** .110%** 1107 110
Within-group (o%) .600 .600 .600 .600
Model comparison®
Chi-square 8.215* 5.786* 8.020** 9.204**
Degrees of freedom 1 1 1 1

Notes: SE=standard error; All models control for: age, race/ethnicity, marital status, education, current and past employment status,
household income and wealth, residential stability, and data collection year. Percent (%) is used as a short-hand notation for proportion.
% Each model is compared to the same model without the neighborhood characteristic.

*p < .05. **p < .01. ***p < .001.
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In terms of neighborhood advantage, only neighborhood affluence was significant and
negatively associated with financial strain (Model 4) among middle-aged ancdides. Other
favorable neighborhood conditions were not significantly related to finan@&al:str
neighborhood proportion: residentially stable individuals, owner-occupied housing units,
married-couple households with children, and adults aged 65 and older (not shown).

Neighborhood Conditions and Everyday Discriminatidable 4.5 shows the main
effects of neighborhood conditions on everyday discrimination. NSD was positigelyiaed
with discrimination (Model 1). Similar results were found for all the componerNS DB
neighborhood proportion: individuals without a high school diploma, unemployed people ages
16 and older, households receiving public assistance income, and people living in poverty (not
shown). Other indicators of disadvantage also were positively associated wiimidigtion
among middle-aged and older adults: neighborhood proportion: non-family households (Model
2) and female-headed households with children (Model 3). However, neighborhood proportion
vacant housing units was not significantly related to discrimination (not shown).

Two measures of neighborhood advantage were significant and negativelytadsocia
with everyday discrimination: neighborhood affluence (Model 4) and neighborhood proportion
owner-occupied housing units (Model 5). None of the other indicators of advantage were
significantly related to discrimination: neighborhood proportion: residenti@btes people,

married-couple households with children, and adults aged 65 and older (not shown).
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Table 4.5 Multilevel Linear Regressions of Everyd  ay Discrimination on Nei ghborhood Characteristics (N=8,248)

Model 1 Model 2 Model 3 Model 4 Model 5
b b b b b
Independent Variables (SE) (SE) (SE) (SE) (SE)
Census tract -level variables
Neighborhood Disadvantage .041**
Neighborhood socioeconomic disadvantage (.015)
N% non-family households 241
(.088)
N% female-headed households with children .575**
(.195)
Neighborhood Advantage -.220***
N% affluent households (.064)
N% owner-occupied housing units -.176**
(.059)
Intercept 1.632%** 1.632%+* 1.634** 1.632%* 1.634%**
(.010) (.010) (.010) (1.632) (.010)
Intercept variance component
Between-group (1) .051%** .051*** .051*** .051%** .051***
Within-group (o) 501 501 501 501 501
Model comparison®
Chi-square 13.586*** 10.394** 15.953*** 18.469*** 13.477%*
Degrees of freedom 1 1 1 1 1

NOTE: SE = standard error; All models control for: age, race/ethnicity, marital status, education, current and past employment status, household
income and wealth, residential stability, and year of data collection. Percent (%) is used as a short-hand notation for proportion.

% Each model is compared to the same model without the neighborhood characteristic.

*p <.05. **p <.01. ***p < .001.
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Neighborhood Conditions and Perceived Neighborhood Social Cohd&sbte 4.6
shows indicators of neighborhood disadvantage that are significant and negativebtedsoc
with neighborhood social cohesion in this sample, namely, neighborhood proportion: non-family
households (Model 1) and female-headed households with children (Model 2). In Table 4.7, four
measures of neighborhood advantage were significant and positively assadtiate
neighborhood social cohesion: neighborhood proportion: residentially stable people (Model 1)
owner occupied housing units (Model 2), married-couple households with children (Model 3),

and adults aged 65 years and older (Model 4).
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Table 4.6 Multilevel Linear Regressions of Percei  ved Neighborhood Social Cohesion on
Neighborhood Disadvantage (N=8,248)

Model 1 Model 2

Independent Variables b SE b SE
Census tract -level variables

N% non-family households - 476** .148

N% female-headed households with children -2.866*** .328
Intercept 5.411%** .019 5.396*** .019
Intercept variance component

Between-group (t) .250%** .222%**

Within-group (o) 1.477 1.474
Model comparison®

Chi-square 12.055*** 121.613***

Degrees of freedom 1 1

Notes: SE=standard error; All models control for: age, race/ethnicity, marital status, education, current and past employment
status, household income and wealth, residential stability, and data collection year. Percent (%) is used as a short-hand
notation for proportion.

% Each model is compared to the same model without the neighborhood characteristic.

*p < .05. **p < .01. ***p < .001.
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Table 4.7 Multilevel Linear Regressions of Percei  ved Neighborhood Social Cohesion on Neighborhood Ad vantage (N=8,248)

Model 1 Model 2 Model 3 Model 4
b b b b
Independent Variables (SE) (SE) (SE) (SE)
Census tract -level variables
N% residentially stable individuals 541 %+
(.162)
N% owner-occupied housing units .838***
(.099)
N% married-couple households with children .948%**
(.197)
N% adults age 65+ .543**
(.197)
Intercept 5.408*** 5.397*** 5.409*** 5.415%***
i (019) (019) (019) (019)
Intercept variance component
Between-group (t) 24 TH** 236%** 2497 248+
Within-group (c°) 1.479 1471 1.474 1.479
Model comparison®
Chi-square 14.499%** 93.064*** 30.829*** 9.242**
Degrees of freedom 1 1 1 1

Notes: SE=standard error; All models control for: age, race/ethnicity, marital status, education, current and past employment status, household
income and wealth, residential stability, and data collection year. Percent (%) is used as a short-hand notation for proportion.

& Each model is compared to the same model without the neighborhood characteristic.

*p <.05. **p < .01. ***p < .001.
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Neighborhood Conditions and Social Support/Mastéiye main effects of neighborhood
characteristics on social support and mastery are presented in Table 4.8. N8Dfatsd a
components were not significantly associated with social support. However, orbighd
proportion female-headed households with children was significant and negass@tyased
with social support (Model 1) among middle-aged and older adults. The other two indators
disadvantage were not significantly related to social support: neighborhood propatiant
housing units and non-family households.

Two measures of advantage were significant and positively associdtesbuial
support: neighborhood proportion: owner-occupied housing unit (Model 2) and married-couple
households with children (Model 3). However, neighborhood proportion: residentially stable
individuals and adults aged 65 years and older were not significantly relatedatsspport
(not shown).

Among eight indicators of neighborhood disadvantage and five measures of
neighborhood advantage, only neighborhood proportion non-family households was significant

and negatively associated with mastery (Model 4).
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Table 4.8 Multilevel Linear Regressions of Social

Support and Mastery on Neighborhood Characteristic

s (N=8,248)

Dependent Variables

Social Support | Mastery
Model 1 Model 2 Model 3 Model 4
b b b b
Independent Variables (SE) (SE) (SE) (SE)
Census tract -level variables
Neighborhood Disadvantage
N% female-headed households with children -.278*
(.129)
N% non-family households -.253*
(.122)
Neighborhood Advantage .077*
N% owner-occupied housing units (.039)
N% married-couple households with children .179*
(.073)
Intercept 3.140%** 3.1471%** 3.1471%** 4.745%*
(.007) (.007) (.007) (.014)
Intercept variance component
Between-group () .025%** .025%** .024%** .073%*
Within-group (c°) 247 247 247 1.084
Model comparison®
Chi-square 7.586%** 5.310* 7.554** 5.726*
Degrees of freedom 1 1 1 1

Notes: SE=standard error; All models control for: age, race/ethnicity, marital status, education, current and past employment
status, household income and wealth, and residential stability. Percent (%) is used as a short-hand notation for proportion.
#Each model is compared to the same model without the neighborhood characteristic.

*p £.05. *p < .01. **p < .001.

140



Summaryln this study’s sample of middle-aged and older adults living in urban
neighborhoods, three measures of neighborhood disadvantage were positivelyeabadtia
perceived neighborhood physical disorder and everyday discrimination: NSBhosigod
proportion non-family households and female-headed households with children. Additionally,
three measures of disadvantage were positively associated with firsradial neighborhood
proportion: individuals without a high school diploma, households receiving public assistance
income, and female-headed households with children. Neighborhood proportion non-family
households was inversely associated with perceived neighborhood social cohesion aryl mast
and neighborhood proportion female-headed households with children was similarlytadsocia
with neighborhood social cohesion and social support.

Middle-aged and older adults who lived in affluent neighborhoods perceived less disorder
in their neighborhoods. They also reported less financial strain and expenépeesyday
discrimination. Other favorable neighborhood conditions that were inverselyaisdosith
disorder included: neighborhood proportion: owner-occupied housing units, married-couple
households with children, and adults ages 65 and older.

Four measures of neighborhood advantage were positive and significantly telated
perceived neighborhood social cohesion: residential stability, neighborhood proport@n: ow
occupied housing units, married-couple households with children, and adults ages 65 and older.
Middle-aged and older adults who lived in neighborhoods with more owner-occupied housing

units reported less financial strain and more social support.
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4.4  Gender Differences in Neighborhood Effects on Stressors and Psychasb&esources

This study is concerned with gender differences in neighborhood effects orstepres
symptoms. It is guided by the neighborhood stress process framework (AseisB610a;
Pearlin et al., 1981) focusing on stressors and psychosocial resources assmechaderlying
the relationships among neighborhood conditions, gender, and depressive symptoms. In this
section, | assess the extent to which neighborhood effects on stressors amesatiiar by
gender. The eight measures of neighborhood disadvantage and five indicators of neighborhood
advantage were examined for significant cross-level interactiortefiacstressors and
resources.

Neighborhood Disadvantage and Stressét8a states thateighborhood disadvantage

is positively associated with perceived neighborhood physical disorder and other strasslors
the magnitude of these associations is significantly greater among women thahpresent
the results examining this hypothesis in Table 4.9. All the models adjust for indiledahl
sociodemographic characteristics (not shown) and contain the interaction téen of

neighborhood characteristic by gender.
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Table 4.9 Multilevel Linear Regressions of Neighb  orhood Physical Disorder on Neighborhood Disadvanta ge by Gender (N=8,248)

Model 1 Model 2

Independent Variables b SE b SE
Individual-level variable
Female (/male) -.027 .041 .001 .039
Census tract -level variables

N% households receiving public assistance income 6.706%** .304

N% households receiving public assistance income X Female -1.184* .567

N% vacant housing units 1.888*** 447

N% vacant housing units X Female .955* .453
Intercept 2.593*** 0.021 2.550*** .023
Intercept variance component

Between-group (t) 3747 .622%**

Within-group (o) 1.373 1.364
Model comparison®

Chi-square 6.044* 4.547*

Degrees of freedom 1 1
Figure number® Figure 4.1 Figure 4.2

Notes: SE=standard error; F=female; All models control for: age, race/ethnicity, marital status, education, current and past employment status,
household income and wealth, and residential stability. Percent (%) is used as a short-hand notation for proportion.

4 Each model is compared to the same model without the interaction.

b Graph of the interaction.

*p < .05. **p < .01. **p < .001.
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Model 1 shows results for neighborhood proportion households receiving public
assistance income. The interaction term is significant and negative, whicat@sdihat the
effect on perceived neighborhood physical disorder of neighborhood proportion households
receiving public assistance income varies by gender. The coefficiergighborhood
proportion households receiving public assistance income is positive and signife@a0g,
SE=.304, x.001). It represents the effect of this variable among the omitted refeaegery,
that is men (Aneshensel, forthcoming). This means that among men, living in a neagitbo
with more households that receive public assistance income is associate@athdwels of
perceived neighborhood physical disorder.

A simple slope test (Preacher, 2012) indicates that among women, living in a
neighborhood with more households that receive public assistance income alsoigdeassvith
higher levels of perceived neighborhood physical disorder (b=5.523, SE=5201).

However, the slope for women is smaller than the slope for men indicating tleffieitteon

perceived neighborhood physical disorder of neighborhood proportion households receiving
public assistance income is smaller among middle-age and older adult women tharheen. T
coefficient for gender indicates that there is no significant differencesbatmen and women in
reports of perceived neighborhood physical disorder, on average, when neighborhood proportion
of households receiving public assistance income is zero, that is, at the aeehgéthis

variable because it is grand-mean centered.

The interaction is graphed in Figure 4.1. Values along the x-axis in this and all
subsequent figures are within tHe &nd the 98 percentile. Living in a neighborhood with more
households that receive public assistance income is associated with higleeoig@erceived

neighborhood physical disorder, and the effect is slightly larger among nmewdhzen.
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Figure 4.1: Neighborhood Physical Disorder by Neighborhoood %
Individuals Receiving Public Assistance Income and Gender
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Model 2 shows results for neighborhood proportion vacant housing units. As shown, the
interaction term is significant and positive, indicating that the effect of neigbbdmproportion
vacant housing units on perceived neighborhood physical disorder differs by geed#ically,
the effect is greater for women than men. The coefficient for neighborhood propodzom va
housing units is positive and significant (b=1.888, SE=.447, p <.001) indicating that, among
men, more vacancies are associated with higher levels of perceived neighbonsical ph
disorder. Neighborhood proportion vacant housing units also is positively associated with
disorder among women (simple slope test: b=2.844, SE=.535, p <.001), and as hypothesized, this
neighborhood characteristic has a greater impact on women'’s than men’s pesceptiisorder.
The coefficient for gender shows that there is no significant differenced®etwiddle-aged and
older adult men and women in reports of perceived neighborhood physical disorder, on average,
when neighborhood proportion vacant housing units is zero; that is, at the average vatue of thi

variable.
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The cross-level interaction is graphed in Figure 4.2. People perceive modedisor
neighborhoods with more vacant housing units. Consistent with hypothesis H2a, neighborhood
proportion vacant housing units has a somewhat larger effect on women'’s than meapsiqe
of disorder. Higher proportions of this indicator of neighborhood disadvantage are adsociate

with higher levels of perceived neighborhood physical disorder more so for women than men.

Figure 4.2: Neighborhood Physical Disorder by Neighborhoood % Vacant
Housing Units and Gender
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Gender differences were not observed in the effects on perceived neighborhood physica
disorder of the other indicators of neighborhood disadvantage: NSD and three of its component
(neighborhood proportion: individuals aged 25 years and older without a high school diploma,
unemployed individuals aged 16 and older, people living below the federal poverty level), and
neighborhood proportion non-family households and female-headed households with children.

For financial strain and everyday discrimination, there were no signifiesuter
differences in the effects of any of the measures of neighborhood disadvaraaueeeixin this

dissertation (not shown).
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Neighborhood Disadvantage and Psychosocial Resour@s posits thaheighborhood

disadvantage is negatively associated with perceived neighborhood social cohesion and other
psychosocial resources, and the magnitude of these associations is significantly greater among
women than menAmong 24 interactions tested, only five were significant. They involved one
outcome, perceived neighborhood social cohesion; and gender by: NSD, three of its components
(i.e., neighborhood proportion: unemployed individuals, households receiving public assistance
income, and people living in poverty), and neighborhood proportion vacant housing units.
Results are presented in Table 4.10. All the models control for individual-level
sociodemographic characteristics (not shown) and contain the interaction téem of t
neighborhood characteristic by gender.

Model 1 shows results for NSD. The interaction term is significant and negative
indicating that the impact of NSD on perceived neighborhood social cohesion varewdey.g
The coefficient for NSD (b=-.329, SE=.022, p <.001) shows that, among men, higher levels of
NSD is associated with lower levels of perceived neighborhood social cohesion.|99$P a
inversely associated with neighborhood social cohesion among women (simple dldpe tes
432, SE=.039, p <.001). However, the effect among women is slightly larger than the effect
among men. The coefficient for gender is positive and significant, which meanslaiae to
men, women perceive their neighborhoods to be more socially cohesive, on average, when NSD

is zero (i.e., at average levels of NSD).
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Table 4.10 Multilevel Linear Regressions of Neigh

borhood Social Cohesion on Neighborhood Disadvantag e by Gender

(N=8,248)
Model 1 Model 2

Independent Variables b SE b SE
Individual-level variable
Female (/male) .115%* .041 L132%** .039
Census tract -level variables

Neighborhood socioeconomic disadvantage -.329%** .022

Neighborhood socioeconomic disadvantage X F -.103* .041

N% vacant housing units -1.215%** .339

N% vacant housing units X F -1.177* .547
Intercept 5.346*** .020 5.376*** .021
Intercept variance component

Between-group (t) 0.289*** 397***

Within-group (o) 1.458 1.459
Model comparison®

Chi-square 8.641** 6.472*

Degrees of freedom 1 1
Figure number® Figure 4.3 Figure 4.4

Notes: SE=standard error; F=female; All models control for: age, race/ethnicity, marital status, education, current and past
employment status, household income and wealth, residential stability, and data collection year. Percent (%) is used as a short-

hand notation for proportion.

4 Each model is compared to the same model without the interaction.

b Graph of the interaction.
*p <.05. **p < .01. ***p <.001.
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Figure 4.3 is a graph of the interaction. Middle-aged and older adults perceive thei
neighborhoods to be less socially cohesive when NSD is high than low. As hypotheSi2ed, N
has a slightly larger impact on perceived neighborhood social cohesion among women than men.
These results held for three of the components of NSD: neighborhood proportion: uemploy
individuals aged 16 and older, households receiving public assistance income, and individuals

living in poverty (not shown).

Figure 4.3: Neighborhoood Social Cohesion by Neighborhood
Socioeconomic Disadvantage and Gender

m

Women

=== [\en

Neighborhood Social Cohesion
o - N w £ w ()] ~

-1.2 -0.2 0.8 1.8
Neighborhood Socioeconomic Disadvantage (mean centered)

Model 2 shows results for proportion vacant housing units. The interaction term is
significant and negative, indicating that the impact of neighborhood proportion vacamighousi
units on neighborhood social cohesion is greater among women than men. The coefficient f
neighborhood proportion vacant housing units shows that, among men, living in a neighborhood
with more vacancies is associated with lower levels of perceived neighborhaadsbesion
(b=-1.215, SE=.339, p <.001). A similar effect is observed among women (simple stope-tes

2.392, SE=.534, p <.001). However, women'’s slope is steeper than men’s indicating that
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neighborhood proportion vacant housing units has a larger negative impact on perceived
neighborhood social cohesion among middle-aged and older adult women than men. The
coefficient for gender shows that compared to men, women perceive more neighborhdod socia
cohesion, on average, when neighborhood proportion vacant housing units is zero (i.e., at
average levels).

The interaction is graphed in Figure 4.4. Consistent with hypothesis H2b, neighborhood
proportion vacant housing units has a larger negative impact on women'’s than mempsqrerce
of neighborhood social cohesion. Seen from another angle, in neighborhoods with fewer vacant
housing units, women report more social cohesion than men. The gender gap narrghes at hi
neighborhood proportion vacant housing units, with women perceiving less social cohesion than

men in neighborhoods with the highest concentration of vacant housing units.

Figure 4.4: Neighborhood Social Cohesion by Neighborhoood % Vacant
Housing Units and Gender
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Gender differences were not observed in the effects on perceived neighborhood social
cohesion of other indicators of neighborhood disadvantage: neighborhood proportion:
individuals aged 25 years and older without a high school diploma, non-family households, and
female-headed households with own children under 18 years of age.

Also, there were no significant gender differences in the effects on fahatrain and
everyday discrimination of all eight measures of neighborhood disadvantagaedamihis
dissertation.

Neighborhood Advantage and Stressét&c states thateighborhood advantage is

negatively associated with neighborhood physical disorder and other stressors, and the
magnitude of these associations is significantly greater among women tharNmsnpport
was found for this hypothesis. That is, for all stressors examined as outcomes¢eeege
neighborhood physical disorder, financial strain, everyday discrimination),wasrao
significant cross-level interaction effect involving gender and eadredite indicators of
neighborhood advantage included in this study.

Neighborhood Advantage and Psychosocial ResouH2s posits thateighborhood

advantage is positively associated with neighborhood social cohesion and other psychosocial
resources, and the magnitude of these associations is significantly greater among women than
men. Fifteen interactions were tested and two were statistically significThey involved two
outcomes, perceived neighborhood social cohesion and social support; and neighborhood

affluence by gender. Results are presented in Table 4.11.
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Table 4.11 Multilevel Linear Regressions of Neigh  borhood Social Cohesion and Social Support
on Neighborhood Affluence by Gender (N=8,248)

Dependent Variables

Neighborhood Social Cohesion Social Support
Model 1 Model 2
Independent Variables b SE SE b
Individual-level variable
Female (/male) 122%* .040 151 %** .016
Census tract -level variables
N% affluent households 1.548*** .099 .194%** .037
N% affluent households X F A43** A71 .178* .076
Intercept 5.353*** .021 3.118*** .008
Intercept variance component
Between-group (t) .306*** .029%**
Within-group (o) 1.453 248
Model comparison®
Chi-square 7.972% 7.560%**
Degrees of freedom 1 1
Figure number® Figure 4.5 Figure 4.6

Notes: SE=standard error; F=female; All models control for: age, race/ethnicity, marital status, education,
current and past employment status, household income and wealth, and residential stability. Percent (%)
is used as a short-hand notation for proportion.

4 Each model is compared to the same model without the interaction.

b Graph of the interaction.

*p < .05. **p < .01. **p < .001.

Model 1 shows results for neighborhood social cohesion. The positive and significant
interaction indicates that the effect of neighborhood affluence on neighborhoaldcebesion
is greater among women than men.

The coefficient for neighborhood affluence (b=1.548, SE=.09901) shows that men
who live in more affluent neighborhoods perceive more neighborhood social cohesion than those
in less affluent neighborhoods. A similar effect is observed among women (sioymetest:
b=1.990, SE=.180, p <.001), and the slope for women is slightly larger than men’s indicating that
neighborhood affluence has a larger positive effect on perceptions of neighborhood social
cohesion among women than men. The coefficient for gender shows that, relative to me

women perceive their neighborhoods to be more socially cohesive, on average, when

152



neighborhood affluence is zero, that is, at the average level of this variable besaosatered
at its grand-mean.

The interaction is graphed in Figure 4.5. Consistent with hypothesis H2d, living in a
more affluent urban neighborhood is associated with higher levels of perceiviedarbmpd

social cohesion, and especially so among middle-aged and older adult women than men.

Figure 4.5: Neighborhood Social Cohesion by Neighborhoood %
Affluent Households and Gender
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Model 2 shows results for social support. The positive and significant interaction shows
that the effect of neighborhood affluence on social support is larger among womenethna
The coefficient for neighborhood affluence shows that, among men, living in a rfloeaaf
neighborhood than a less affluent one is significantly associated with moressppatt
(b=.194, SE=.037,9001). Neighborhood affluence also is positively associated with social
support among women (simple slope test: b=.372, SE=.073, p <.001). The slope for women is

larger than the slope for men indicating that neighborhood affluence has artgrgetr on social
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support among women than men. The coefficient for gender shows that, compared to men,
women report more social support, on average, when neighborhood affluence is zero.

This interaction is graphed in Figure 4.6. As hypothesized, neighborhood affluence
exerts a larger positive effect on social support among women than mennded djferences

in the impact of neighborhood affluence on support increase at higher levels ofcEflue

Figure 4.6: Social Support by Neighborhoood % Affluent Households
and Gender
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Gender differences were not present in the effects on perceived neighborhobd socia
cohesion and social support of neighborhood proportion: residentially stable individuals, owner
occupied housing units, married-couple households with children, and adults ages 65 and older.

Additionally, there were no significant gender differences in the eféectsastery of all

the indicators of neighborhood advantage examined in this study.
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Comprehensive Model$able 4.12 provides a summary of the conditional effects of

neighborhood characteristics on stressors and resources that support hypothé¢t2ds. HRzble

4.13 summarizes both the main and conditional effects of neighborhood charactaristics

stressors and resources.

Table 4.12 Multilevel Gender Contingent Effects o
Stressors/Resources: Hypotheses Supported

f Neighborhood Characteristics on

H2A H2B
Neighborhood Disadvantage Neighborhood Disadvantage
x Gender: x Gender:
Hypothesis: STRESSORS RESOURCES
Neighborhood Neighborhood

Indicator of Neighborhood Physical Financial Everyday Social Social
Disadvantage Disorder Strain Discrimination Cohesion Support  Mastery
NSD® YES
Vacant housing YES YES
Non-family households
Female-headed households

H2C H2D

Hypothesis:
Indicator of Neighborhood
Advantage
Affluence
Residential stability
Owner-occupied
Married couple & children
Adults 65 and older

Neighborhood Advantage

Neighborhood Advantage

YES YES

Notes:

H2A=Neighborhood disadvantage is positively associated with neighborhood physical disorder and other stressors,
and the magnitude of these associations is significantly greater among women than men.

H2B=Neighborhood advantage is negatively associated with perceived neighborhood social cohesion and other
psychosocial resources, and the magnitude of these associations is significantly greater among women than men.

H2C=Neighborhood advantage is negatively associated with neighborhood physical disorder and other stressors,
and the magnitude of these associations is significantly greater among women than men.

H2D=Neighborhood advantage is positively associated with neighborhood physical disorder and other
psychosocial resources, and the magnitude of these associations is significantly greater among women than men.

YES = Impact of neighborhood disadvantage/advantage on stressor/resource is greater among women than men.
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Table 4.13 Multilevel Main and Conditional Effect

s of Neighborhood Characteristics on

Stressors/Resources
H2A H2B
Neighborhood Disadvantage: Neighborhood Disadvantage:
Hypothesis: STRESSORS RESOURCES
Neighborhood Neighborhood
Indicator of Neighborhood Physical Financial Everyday Social Social
Disadvantage Disorder Strain Discrimination Cohesion Support  Mastery
NSD? YES YES t
Vacant housing T t
Non-family households YES YES YES YES
Female-headed households YES YES YES YES YES
H2C H2D
Hypothesis: Neighborhood Advantage Neighborhood Advantage
Indicator of Neighborhood
Advantage
Affluence YES YES YES ) t
Residential stability YES
Owner-occupied YES YES YES YES
Married couple & children YES YES YES
Adults 65 and older YES YES
Notes:

H2A=Neighborhood disadvantage is positively associated with neighborhood physical disorder and other stressors,
and the magnitude of these associations is significantly greater among women than men.

H2B=Neighborhood advantage is negatively associated with perceived neighborhood social cohesion and other
psychosocial resources, and the magnitude of these associations is significantly greater among women than men.

H2C=Neighborhood advantage is negatively associated with neighborhood physical disorder and other stressors,
and the magnitude of these associations is significantly greater among women than men.

H2D=Neighborhood advantage is positively associated with neighborhood physical disorder and other
psychosocial resources, and the magnitude of these associations is significantly greater among women than men.

YES = Main effect of neighborhood disadvantage/advantage on stressor/resource is significant.

T = Interaction by gender is statistically significant in the expected direction.

T = Interaction by gender is statistically significant in the opposite direction.

#The effect on perceived neighborhood physical disorder of one indicator of neighborhood socioeconomic

disadvantage (NSD), neighborhood proportion households receiving public assistance income, was greater for
men than women.
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Cross-level interactions testing hypothesis H2a found significant gentigeddes in
the effect on perceived neighborhood physical disorder of neighborhood proportion: households
receiving public assistance income (not shown) and vacant housing units. | etsedss
whether these cross-level interactions remained significant when cauastdgether in the same
model. Results are presented in Table 4.14. The model controls for individual-level
sociodemographic characteristics (not shown). Both cross-level interaateosgnificant,
making this the preferred model. These results are similar to the previousdindiag the

interactions were considered individually.

Table 4.14 Multilevel Linear Regressions of Neigh ~ borhood Physical Disorder on Neighborhood
Disadvantage by Gender (N=8,248)

Independent Variables b SE
Individual-level variable
Female (/male) -.023 .041
Census tract-level variables
N% households receiving public assistance income 6.631*** 311
N% households receiving public assistance income X Female -1.518** 572
N% vacant housing units .344 .310
N% vacant housing units X Female 1.276** 441
Intercept 2.593*** .021
Intercept variance component
Between-group (t) 374%**
Within-group (o) 1.371
Model comparison®
Chi-square 682.269***
Degrees of freedom 4
Figure number® Figure 4.7/4.8

Notes: SE=standard error; F=female; All models control for: age, race/ethnicity, marital status, education,
current and past employment status, household income and wealth, and residential stability. Percent (%)
is used as a short-hand notation for proportion.

4 The model is compared to the same model without the neighborhood characteristics/interactions.

b Graph of the interaction.

*p < .05. **p < .01. **p < .001.
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Specifically, the negative and significant coefficient for the interaction ter
neighborhood proportion of households receiving public assistance income by femaleadic
that the effect on neighborhood physical disorder of this unfavorable neighborhoodeststiact
is larger for men than women. This interaction is graphed in Figure 4.7, which shoingrta
in a neighborhood with more households that receive public assistance income iseabaaittia
higher levels of perceived neighborhood physical disorder more so for middlerabeldier

adult men than women.

Figure 4.7: Neighborhood Physical Disorder by Neighborhoood %
Households Receiving Public Assistance Income and Gender
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The coefficient for the interaction term for neighborhood proportion vacant housisduynit

female is negative and significant, which shows that this indicator of neighborhood disgdvanta
has a larger impact on women'’s than men’s perception of disorder. This finding is obnsiste
with hypothesis H2a. The interaction is graphed in Figure 4.8. The slope for wostespisr

than men’s. Among women relative to men, living in a neighborhood with more vacant housing

units is associated with higher levels of perceived neighborhood physical disordeideahs
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from a different angle, women perceive more disorder than men in neighborhoods vethsmor

opposed to fewer vacant housing units.

Figure 4.8: Neighborhood Physical Disorder by Neighborhoood %
Vacant Housing Units and Gender
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As summarized in Tables 4.12 and 4.13, significant gender differences atstowrel
for the effect on perceived neighborhood social cohesion of NSD (hypothesis H2b),
neighborhood proportion vacant housing units (hypothesis H2b), and neighborhood affluence
(hypothesis H2d). | examined these cross-level interactions togethersarne model and also
in pairs within the same model. None were statistically significant in toesprehensive
models (not shown). These results indicate that these interactions capgaméheffect. That
is, the impact of NSD on perceived neighborhood social cohesion that is conditional on gender i
not unique from the effect of neighborhood proportion vacant housing units on social cohesion
that also varies by gender. Additionally, gender differences in the effaeighborhood
affluence on social cohesion is similar, albeit in the opposite direction, to theéiaoaldeffects

of NSD and vacant housing units on social cohesion. That is, if NSD is inversely assodilat
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perceived neighborhood social cohesion more so for women than men, neighborhood affluence
also can be expected to be positively associated with social cohesion more so dortivam
men.

SummaryThe first four hypotheses of this aim investigated gender differences in
neighborhood effects on stressors and psychosocial resources among middiedagedra
adults. Higher neighborhood proportion vacant housing units was associated with higher leve
of perceived neighborhood physical disorder more so for women than men, providing support for
the first hypothesis (H2a). However, and contrary to expectations, living intebneigod with
more households receiving public assistance income was associated with higlsesfle
disorder among men than women. These results were sustained in a comprehensitr&atode
included both of the interactions.

Gender differences were not observed in the effects of unfavorable neighborhood
characteristics on financial strain or discrimination.

NSD had a larger negative impact on perceived neighborhood social cohesion among
women than men, as did neighborhood proportion vacant housing units. These findings
supported the second hypothesis (H2b). However, the impact of neighborhood disadvantage on
social support or mastery did not vary by gender.

The third hypothesis (H2c) states thatghborhood advantage is negatively associated
with stressors, and the magnitude of the association is significantly greater among women than
men Results from the previous section indicated that, for example, neighborhood afflnénce a
neighborhood proportion owner-occupied housing units were associated with lower levels of
neighborhood disorder and fewer experiences of everyday discrimination among agjeld|le-

and older adults. These favorable characteristics also promoted neighborhoodbesiaic
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and social support. Non-significant findings for the third hypothesis indicatthtss
beneficial effects of neighborhood advantage do not vary by gender.

There was some support for the fourth hypothesis (H2d). Living in an affluent
neighborhood was associated with higher levels of perceived neighborhood socialrcahdsi
social support more so among women than among men. No gender differences were observed in
the effects of favorable neighborhood conditions on mastery.

For the outcome of perceived neighborhood social cohesion, the significant findings that
support hypotheses H2b and H2d were not sustained in comprehensive models that examined the
interactions together. This indicates that each of the three interactionsecapgtmilar

conditional effect.

4.5 Main and Conditional Effects of Stressors and Resources on DepressBgmptoms
Perceived neighborhood physical disorder, financial strain, and discriomretve been
identified in the research literature as stressors that increaserragqpiression. Perceived
neighborhood social cohesion, social support, and mastery also have been studied for their
beneficial effects on mental health. In this section, | examine the ffedtseof these
psychosocial factors on depressive symptoms among this study’s sample ofagieitiend
older adults. Additionally, and in line with this study’s aim of assessing gdifterences
among components of the neighborhood stress process model, | examine whethectthefeff
stressors and resources on symptoms differ by gender. | also assess ttie wxtieht
associations between stressors and depressive symptoms vary by levethodpsgl

resources at the individual-level.
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Stressors and Depressive Symptare states thaterceived neighborhood physical

disorder and other stressors are positively associated with depressive symptorhg, and t
magnitude of these associations is significantly greater among women thai atd@ 4.12
presents the main effects on depressive symptoms of everyday discriminatiessars, and
three psychosocial resources: perceived neighborhood social cohesion, socia) andport
mastery net of sociodemographic characteristics (not shown). The modeld Bldadel 1 in
Table 3.1 in chapter three that regressed depressive symptoms on individual-level
sociodemographic characteristics by including these psychosocial fathmse models all are
significant improvements to that modgf tanges from 201.618 to 395.3¢0x .001).

The main effects model for two stressors, perceived neighborhood physical disatder
financial strain, are not presented because subsequent models with inteeactgimvolving
these stressors provide a better fit to the data.

In Model 1 of Table 4.15, the positive and significant coefficient for everyday
discrimination indicates that higher levels of this stressor are assbwidthemore depressive
symptoms. In Model 2, higher levels of perceived neighborhood social cohesion ai@edsoc
with fewer depressive symptoms. The same is observed for the effect onidemgsptoms

of social support (Model 3) and mastery (Model 4).
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Table 4.15 Multilevel Linear Regressions of Depre  ssive Symptoms on Psychosocial Factors (N=8,248)

Model 1 Model 2 Model 3 Model 4
b b b b
Independent Variables (SE) (SE) (SE) (SE)
Everyday discrimination 173
(.013)
Perceived neighborhood social cohesion -.076***
(.007)
Social support -.224%xx
(.017)
Mastery -.128***
(.008)
Intercept .633 .633*** .633*** .632%**
(.008) (.008) (.008) (.008)
Intercept variance component
Between-group (1) .016*** 017%x* 016+ .018***
Within-group (c?) .369 374 372 .364
Model comparison®
Chi-square 344.808*** 201.618*** 281.956*** 395.360***
Degrees of freedom 1 1 1 1

Notes: SE=standard error; All models control for: age, race/ethnicity, marital status, education, current and past employment status, household
income and wealth, residential stability, and year of data collection.

#Each model is compared to a model (not shown) that regresses depressive symptoms on individual-level sociodemographic characteristics.
*p < .05. **p < .01. ***p < .001.
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The significant finding pertaining to hypothesis H2e is presented in Table 4.16. The
model adjusts for individual-level sociodemographic characteristics (not shdwe)interaction
term is significant and negative indicating that the effect of neighborhoodctcahgsorder on
depressive symptoms is greater for men than women. The coefficient fobarigod physical
disorder shows that, among men, living in a neighborhood with higher levels of perceived
neighborhood physical disorder is associated with more depressive symptoms (b=.0023 SE=
p<.001). Among women, living in a more disordered neighborhood also is associated with
more symptoms (simple slope test: b=.040, SE=.0¥404). However, perceived
neighborhood physical disorder has a greater impact on depressive symptoms &hdéaig m
aged and older adult men than women. The coefficient for gender is positive andasignific
indicating that women report more depressive symptoms, on average, when perceived
neighborhood physical disorder is zero, that is, at the average level of this Viaeicdlse it is

group-mean centered.

Table 4.16 Multilevel Regression of Depressive Sy  mptoms on Neighborhood
Physical Disorder by Gender (N=8,248)

Independent Variables b SE
Female (/male) 107 .040
Neighborhood physical disorder .072%** .013
Neighborhood physical disorder X Female -.032* .015
Intercept .646*** .010
Intercept variance component

Between-group () 0.078***

Within-group (o) 0.379
Model comparison®

Chi-square 6.715**

Degrees of freedom 1
Figure number” Figure 4.9

Notes: SE=standard error; All models control for: age, race/ethnicity, marital status, education,
current and past employment status, household income and wealth, residential stability, and data
collection year.

4The model is compared to the same model without the interaction.

b Graph of the interaction.

*p < .05. **p < .01. **p < .001.
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This interaction is graphed in Figure 4.9. Values along the x-axis are withifi #rel5
the 94" percentile. The slope for men is steeper than the slope for women. This shows that
neighborhood physical disorder has a greater negative impact on men’s than svoreetal
health, which is contrary to the hypothesized relationship. Gender difference®ifeth®n
depressive symptoms of perceived neighborhood physical disorder also naryteatevels
of disorder. Gender differences were not observed in the effects on symptomasicief strain

or everyday discrimination.

Figure 4.9: Depressive Symptoms by Neighborhood Physical Disorder
and Gender
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Psychosocial Resources and Depressive Sympté2iposits thaperceived

neighborhood social cohesion and other psychosocial resoareasegatively associated with
depressive symptoms, and the magnitude of these associations is significantly greager am
women than menNo support was found for this hypothesis. That is, there were no significant
gender differences in the effects on depressive symptoms of perceived neighbodmalod s
cohesion, social support, or mastery.

Stressors, Psychosocial Resources, and Depressive Symb@grstates thaterceived

neighborhood physical disorder and other stressors are positively associated with depressive
symptoms, and the magnitude of these associations are significantly smaller among individuals
with higher levels of psychosocial resources than those with lower levels of psyahosoci
resources.Low, average, and high levels of psychosocial resources respectivelent@sases

that are one standard deviation below the mean, at the mean, and one standard deviation above
the mean. This hypothesis was tested using individual-level multiple lineassexgr, and

results are presented in Table 4.17. The models control for individual-level sociodenmgraphi

characteristics (not shown).
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Table 4.17 Individual -Level Regressi ons of Depressive Symptoms on Stressors by Resource s (N=8,248)

Model 1 Model 2

Independent Variables b SE b SE
Neighborhood social cohesion -.073%** .008
Social support -.183%** .016
Neighborhood physical disorder .021* .009
Financial strain .139%** .009
Neighborhood physical disorder X Neighborhood social cohesion .011** .004
Financial strain X social support -.045* .018
Intercept
Model comparison®

F-statistic 43.64*** 69.47***

Degrees of freedom 2,55 2,55

°AR® 012 021
Figure number® Figure 4.10 Figure 4.11

Notes: SE=standard error; All models control for: age, race/ethnicity, marital status, education, current and past employment status,
household income and wealth, residential stability, and data collection year.

4Each model is comgared to the same model without the interaction.

® The difference in R? between Model 1 or 2 and the models they are compared to.

¢ Graph of the interaction.

*p < .05. **p < .01. **p < .001.
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In Model 1, the coefficient for the interaction term is positive and significaaiitating
that the effect of neighborhood physical disorder on depressive symptoms vauifesasitdy by
levels of neighborhood social cohesion. The coefficient for perceived neighborhood physical
disorder represents its effect on depressive symptoms when perceived neighboactadod s
cohesion is zero, that is, at the average level of social cohesion becauseupimgan
centered. The coefficient for neighborhood physical disorder is positive andcsighifi
indicating that when neighborhood social cohesion is zero, higher levels of neighborhood
physical disorder are associated with more depressive symptoms. Thaeudfir perceived
neighborhood social cohesion represents the effect of this psychosocial resourcessiviepr
symptoms when perceived neighborhood physical disorder is zero (i.e., at aveetgeflthe
variable because it is group-mean centered). It is negative and signifatiaating that when
neighborhood physical disorder is equal to zero, higher levels of neighborhood soci@ircohes
are associated with fewer depressive symptoms.

Simple slope tests (UCLA Statistical Consulting Group, n.d.) show that neighborhood
physical disorder is positive and significantly associated with depresgivgtoms among those
who report high (b=.036, SE=.011<p01) or average levels (b=.021, SE=.009,.p5) of
perceived neighborhood social cohesion. Surprisingly, disorder is not significesulyiated
with depressive symptoms among people who perceive low levels of neighborhood social
cohesion (b=.006, SE=.009, p > .05). This interaction is graphed in Figure 4.10. The negative
impact of perceived neighborhood physical disorder on mental health is greater aldieg m
aged and older adults who perceive more social cohesion, as indicated by theskipeer
this group relative to the others. Perceived neighborhood social cohesion is not funetsoaing

stress buffer.
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Figure 4.10: Depressive Symptoms by Neighborhood Physical
Disorder and Neighborhood Social Cohesion
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Considered from another perspective, when perceived neighborhood physical disorder is
high, perceived neighborhood social cohesion confers little protection against depress
symptoms. This is indicated by the lines in the figure that come closer to doagveugh that
depressive symptoms are relatively high among people with different yedsceived
neighborhood social cohesion. However, when disorder is low, perceived neighborhood social
cohesion is beneficial for mental health. Perceiving low levels of neighborhoodadhysi
disorder and high levels of neighborhood social cohesion represents cumulative advantage.
People who report these characteristics have the lowest levels of depsyssptoms.

The difference iR between Model 1 and the model without the interaction term to
which it was compared is smallf’=.012). However, including the interaction term is a
significant improvement to the previous model (not shown).

The impact of neighborhood physical disorder on depressive symptoms did not vary

significantly by levels of social support or mastery.
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Model 2 assesses whether the effect of financial strain on depressive sgmptasa by
social support. The coefficient for the interaction term is significant, imgcthat the effect of
financial strain on depressive symptoms varies by social support. Theiemefior financial
strain indicates that when social support is zero, higher levels of finamaial ate associated
with more depressive symptoms; and the coefficient for social support shows thdtnaheial
strain is zero, having more social support reduces risk for depressive symptoms.

Simple slope tests indicate that people with low (b=.161, SE=.043)@l), average
(b=.138, SE=.009, §.001), and high (b=.114, SE=.013<p001) social support all report more
depressive symptoms at higher levels of financial strain. As expectedstw@asion between
financial strain and symptoms is largest for people with low social supporreHdLl is a
graph of the interaction. Consistent with hypothesis H2g, financial strassisdenaging to
mental health for urban middle-aged and older adults with high levels of social sgtorer

to those with low levels of support. Social support is functioning as a stress buffer.

Figure 4.11: Depressive Symptoms by Financial Strain and
Social Support
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The difference iR between Model 2 and the model without the interaction term to
which it was compared is smallf’=.021), but including the interaction of financial strain and
social support is a significant improvement to the previous model (not shown).

The effect of financial strain on depressive symptoms did not vary significaniévels
of perceived neighborhood social cohesion or mastery. The impact of everydayidestoon
on depressive symptoms also did not vary significantly by levels of neighborhood social
cohesion, social support, or mastery.

Comprehensive ModeThe test of hypothesis H2e found that the effect on depressive

symptoms of perceived neighborhood physical disorder significantly varieenoleg Also for
hypothesis H2g, the effect on symptoms of perceived neighborhood physical disorder and
financial strain significantly varied by perceived neighborhood sociakgcmtand social
support, respectively. These results are described above and summarized in Table 4.18.

| also assessed whether these interactions remained significantavisateced together
in the same model. The interaction involving perceived neighborhood physical disorder and
neighborhood social cohesion was not significant. Table 4.19 presents results ofifivarsig
interactions. It controls for individual-level sociodemographic charattstistressors, and
resources (not shown). This comprehensive model is preferred to the previous models that

examined these interactions individually.
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Table 4.18 Main and Conditional Effects of  Stressors/Resources on Depressive Symptoms

Main Effect Moderators
Neighborhood Social
Gender Cohesion Social Support Mastery

Hypotheses: H2E/H2F H2G H2G H2G
Stressors: ¥ ¥

Neighborhood physical disorder

Financial strain t

Everyday discrimination YES
Resources: YES

Neighborhood social cohesion

Social support YES

Mastery YES

t= Interaction is statistically significant in the expected direction.
1= Interaction is statistically significant in the opposite direction.

H2E=Perceived neighborhood physical disorder and other stressors are positively associated with depressive symptoms, and the
magnitude of these associations is significantly greater among women than men.

H2F =Perceived neighborhood social cohesion and other psychosocial resources are negatively associated with depressive
symptoms, and the magnitude of these associations is significantly greater among women than men.

H2G=Perceived neighborhood physical disorder and other stressors are positively associated with depressive symptoms, and the

magnitude of these associations is significantly smaller among individuals with higher levels of psychosocial resources than those
with lower levels of psychosocial resources.
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Table 4.19 Individual -Level Regressions of Depressive Symptoms on Stresso rs: Conditional
Effects (N=8,248)

Independent Variables b SE
Female (/male) Q71%x* .015
Social support -.113%x .016
Neighborhood physical disorder .025* .009
Financial strain .100*** .009
Neighborhood physical disorder X Female -.024* .011
Financial strain X social support -.044* .019
Intercept 2.290*** A27
Model Statistics

F-statistic 122.55***

Degrees of freedom 28, 29

R 254
Figure number® Figure 4.12/4.13

Notes: SE=standard error; The model controls for: age, race/ethnicity, marital status, education,
current and past employment status, household income and wealth, residential stability, everyday
discrimination, perceived neighborhood social cohesion, mastery, and data collection year.

b Graph of the interaction.

*p < .05. **p < .01. **p < .001.

The negative and significant coefficient for the interaction term faepesd
neighborhood physical disorder and gender indicates that the effect on depressioensyofipt
neighborhood physical disorder is greater for men than women. The coefficient for
neighborhood physical disorder represents its effect among men, the omittencestgmip
(Aneshensel, forthcoming). It shows that, among men, living in a neighborhood with highe
levels of perceived neighborhood physical disorder is associated with morestepsgsptoms
(b=.025, SE=.009, §.05). In analyses (not shown) where women are the omitted reference
group, the coefficient for neighborhood physical disorder (b=.0007, SE=.010, p >.05) is not
statistically significant, indicating that among women, perceived neigbbdrphysical disorder
is not associated with depressive symptoms.

The interaction is graphed in Figure 4.12. Contrary to hypothesis H2e, perceived
neighborhood physical disorder is detrimental to men’s mental health but among wesmet i

significantly associated with depressive symptoms.
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Figure 4.12: Depressive Symptoms by Neighborhood Physical Disorder
and Gender
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The coefficient for the interaction term for financial strain by aoguipport is significant,
indicating that the impact of financial strain on depressive symptoms variesiayssipport.
Similar to previous results and consistent with hypothesis H2g, the associaiveemé&nancial
strain and depressive symptoms is largest for people with low social supmgie(siope test:
b=.121, SE=.013, g .001), followed by those with average (simple slope test: b=.098, SE=.009,
p <.001) and high (simple slope test: b=.075, SE=.0%3,001) levels of social support. The
interaction is graphed in Figure 4.13. Financial strain is least damagirentalrhealth for
people with high levels of social support relative to those with low levels of supporal Soci
support acts as a buffer against the deleterious effects of finandialestnaental health among

middle-aged and older adults.
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Figure 4.13: Depressive Symptoms by Financial Strain and
Social Support
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4.6 Summary
This chapter examined conditional relationships among components of the neighborhood
stress process model. Depressive symptoms and three stressors (i.e,doretghlEorhood
physical disorder, financial strain, everyday discrimination) and thrednpsgcial resources
(i.e., perceived neighborhood social cohesion, social support, mastery) were examined a
outcomes. Relative to men, women reported fewer experiences of everydagidatesn and
higher levels of perceived neighborhood social cohesion and social support. Gender dgferenc
were not observed in perceptions of neighborhood physical disorder, financial straasternym
NSD and neighborhood proportion non-family households were positively associated
with perceived neighborhood physical disorder and everyday discrimination. Mgietleaad
older adults living in urban neighborhoods with more female-headed households witmchildre
reported higher levels of all three stressors and lower levels of perceigidthorhood social

cohesion and social support. Among the stressors and resources examined, masheryeast
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influenced by neighborhood conditions. Only neighborhood proportion non-family households
was significant and inversely associated with mastery. None of the othebodiood
conditions were related to mastery.

Neighborhood affluence was associated with a lower risk for all three@seand
residential stability was only significant and inversely related togpéians of social cohesion in
the neighborhood. Neighborhood proportion owner-occupied housing units and married-couple
households with children were beneficial for perceptions of neighborhood social cohesion and
social support; and they were associated with lower levels of perceived nagbdb@hysical
disorder. Middle-aged and older adults living in neighborhoods with higher concentration of
adults aged 65 and older perceived less disorder and more social cohesion in their
neighborhoods.

The first four hypotheses assessed whether the effect of neighborhood conditions on
stressors and resources varied significantly by gender. Some support was fdwypatioesis
H2a, H2b, and H2d. However, hypothesis H2c was not supported. Even so, only six interactions
were significant from at least 54 that were tested. Specifically, neighxdproportion
households receiving public assistance income had a larger impact on percejfibdnheiod
physical disorder among men than women, thereby not supporting hypothesis H2aetiowe
consistent with H2a, living in a neighborhood with more vacant housing units was a&skociat
with higher levels of perceived neighborhood physical disorder more so for women than me
These significant findings for H2a were sustained in a comprehensive modetthdtthe
interactions together.

Both NSD and neighborhood proportion vacant housing units were more damaging to

women’s than men’s perceptions of neighborhood social cohesion, providing support for
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hypotheses H2b. Hypothesis H2d also was supported by findings indicating thatligingoire
affluent neighborhood was associated with higher levels of perceived neighborhobd socia
cohesion and social support more so among women than men.

The significant conditional effects of neighborhood characteristics on perceived
neighborhood social cohesion that support H2b and H2d were not sustained in comprehensive
models that examined the interactions together. It is likely that edblk ofdividually assessed
interactions capture the same effect.

The fifth hypothesis (H2e) examined gender differences in the effect on depress
symptoms of stressors and psychosocial resources; whereas the lagidthe$ses (H2g and
H2f) investigated whether the effects of stressors on depressive symptaddyaesources.
Among 24 interactions tested, three were statistically significant and oalyas in the
expected direction.

In this sample of middle-age and older adults, those who reported more experiences of
everyday discrimination also reported more depressive symptoms; whereasrsgmgtre
lower among those with higher levels of psychosocial resources. Contrgpothésis H2e,
perceived neighborhood physical disorder had a greater impact on men’s than svo@eta|
health, even in a comprehensive model that assessed the conditional effects aeswsst
The effect on depressive symptoms of financial strain and everyday dis¢ciomidia not vary
by gender.

There were no significant gender differences in the impact on depressigtosys of
any of the psychosocial resources examined, thereby providing no support for bigod@fe

Consistent with hypothesis H2g, financial strain was least damaging talrhealth for

people with high than low levels of support. This finding held in a comprehensive model that
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examined other conditional effects on depressive symptoms. However, contrgpptioelsis
H2g, perceived neighborhood physical disorder had a larger positive effect on depressive
symptoms for people with high than low levels of perceived neighborhood social colaesion;
this effect was not sustained in a comprehensive model.

A few hypothesis of this study aim were supported; however, the majoritynatre
The findings from this chapter show that, with a few exceptions, relationships among
components of the neighborhood stress process model do not vary by gender or by levels of

psychosocial resources.
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CHAPTER 5:

NEIGHBORHOODS AND DEPRESSIVE SYMPTOMS AMONG WOMEN

179



5.1 Introduction

This chapter focuses on the third aim of this dissertation, vehxamines the extent to
which the neighborhood stress process model explains variation in depressive symptoms among
middle-aged and older womeithe first objective of this aim is to estimate the association
between neighborhood conditions and depressive symptoms among women. The second
objective is to assess the extent to which exposure to stressors and accetwsDpsy
resources mediate the relationship between neighborhood conditions and symptomst The la
objective is to ascertain the extent to which the impact of neighborhood disadvantage and
advantage on depressive symptoms varies by levels of stressors and psgchesmaices (i.e.,
cross-level interactions).

A few studies have looked at neighborhood effects on women’s health, and find that NSD
is positively related to weight gain and obesity, coronary heart diseasenakidg (Coogan et
al., 2010; Diez-Roux et al., 1997). However, less attention has been directed towards
investigating the relationship between neighborhood conditions and depressive symptoms
specifically among women. Research has consistently shown that, relatiga,tevomen face a
higher risk for depressive symptoms (Accortt et al., 2008; Boughton & Street, 2007gvétow
findings from the first aim of this dissertation indicated that women weriéasito men in
reports of depressive symptoms net of sociodemographic characteristicssoEegamining the
relationship between neighborhood conditions and depressive symptoms among women — and
the role of stressors and psychosocial resources therein — is wérrsgvidenen may differ from
each other in exposure to neighborhood conditions and stressors like financial straisg amd al
their access to psychosocial resources beneficial to mental health. Suemdé$ecan

influence risk for depressive symptoms in this sample of middle-aged and oldenwom
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All of the analyses in this aim are performed within a multilevel framewidrk
dependent variable is depressive symptoms. | begin, in section 5.2, by testiggificaat
neighborhood variation in depressive symptoms and assessing the sociodemograpaiescorrel
of symptoms among women. In section 5.3, | describe the main and mediated effects of
neighborhood conditions on depressive symptoms. Thereatfter, in sections 5.4 and 5.5, | present
the conditional effects of neighborhood characteristics on symptoms. kioéoskapter with a

summary of the findings.

5.2 Neighborhood Disadvantage and Depressive Symptoms Among Women

| began analyses for this aim by estimating an intercept-only or null mMatediowed

significant variation in depressive symptoms across the neighborhoods inhabiecthby
(t=0.055,p <.001). The intraclass correlation indicated that 10,9%@.109) of the total

variation in depressive symptoms was present at the neighborhood level. The gmainin
variation in symptoms (89.1%) was at the individual level.

Next, | assessed the sociodemographic correlates of depressive sympiongswomen.
Results are presented in Table 5.1. The coefficient for age-squaretifisaig, indicating a
non-linear relationship between age and depressive symptoms net of the otigs/arithe
model. Being older was related to fewer depressive symptoms up to around agsr vidhielft
symptoms increased with age. None of the racial/ethnic groups were sighjftitiatent from
non-Hispanic whites in reports of depressive symptoms. Compared to women who wehg recent
married, those who were recently widowed reported more depressive symptahthaether

variables in the model. This was the only significant marital status difieiarsymptoms.
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Table 5.1 Multilevel Linear Regression of Depress

ive Symptoms on Sociodemographic Characteristics

among U.S. Urban Adult Women Aged 50 and Older (N=4 ,954)

Independent Variables b SE
Age (years) -.059* .026
Age squared .0004* .0002
Race/ethnicity

Black/African American -.039 .079

Hispanic .080 .107

Other -.038 A17
Current & past marital status

Separated/divorced currently .069 .063

Never married .003 .109

Widowed consistently .015 .054

Widowed recently .236%** .061

Widowed duration unknown .205 123
Education (years) -.022** .008
Current & past employment status

Employed recently -.014 .071

Retired consistently -.020 .067

Retired recently .007 .064

Retired duration unknown -.054 122

Homemaker consistently .046 .082

Homemaker duration unknown .093 .077

Other recently/consistently AT2F* .085
Household income (log) -.069** .026
Household wealth (log) -.145%* .042
Residential tenure® (/moved) -.095 .049
2006 data collection year (/2008) .100* .044
Intercept .686*** .013
Intercept variance component

Between-group (t) 071

Within-group (o%) 414
Model comparison®

Chi-square 224.010***

Degrees of freedom 22

Notes: SE=standard error; Reference groups: race/ethnicity=non-Hispanic white; recent & past marital status=married recently;
recent & past employment status=employed consistently; consistently=for the past 6 years, duration unknown=missing at one or

more prior interviews

 People who did not move in the past six years versus movers.
® Model compared to the null model (not shown).

*p £.05. **p <.01. ***p <.001.

Attaining more years of education was associated with fewer sympidioien in the
“other” employment category (i.e., unemployed, temporarily laid off, on sickher teave,
disabled, other) had more depressive symptoms than those who were consistentlgafoploy
the past six years, but women in all of the other employment status cagetjdnet
significantly differ from those who were consistently employed, otheorfatield constant.

Higher household income and wealth were associated with fewer symptoms net of the

other variables in the model. Women who were residentially stable compared ts mex/er
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fewer symptoms, on average=(051). Completing the psychosocial questionnaire in 2006 as
opposed to 2008 was related to reports of more depressive symptoms. Therefore, lozontrol f
this variable in subsequent analyses. The variance of the random intercept wasusignif

(t=0.071,p < .001), indicating that there remained unexplained variation in depressive

symptoms at the neighborhood level after adjusting for individual-level chastics.

5.3 Main and Mediated Effects of Neighborhood Conditions and Depressi&mptoms

In this section, | examine the main effects of neighborhood disadvantage and gelvanta
on depressive symptoms among women. | also assess the extent to which neighborhood
conditions are associated with stressors that are detrimental to mafitakmel psychosocial
resources that promote mental health. In particular, | examine the rolessbstrand resources
as mediators or the channels through which the effects of neighborhood conditions on mental

health are transmitted.

5.3.1 Main Effects of Neighborhood Conditions on Depressive Symptoms

H3a states thateighborhood disadvantage is positively associated with depressive
symptoms in womerH3b posits thabeighborhood advantage is negatively associated with
depressive symptoms in womdResults for the main effect of neighborhood conditions on
depressive symptoms are presented in Table 5.2. The models control for individual-level
sociodemographic characteristics (not shown). They extend the model in TablerlLiyng
neighborhood conditions, thereby significantly improving that model.561 (Model 1) and

%°=9.780 (Model 2)p < .01.
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Table 5.2 Multilevel Linear Regression of Depress  ive Symptoms on Neighborhood
Socioeconomic Disadvantage (N=4,954)

Model 1 Model 2

Census tract-level variable b SE b SE
Neighborhood socioeconomic disadvantage .032* .014
N% adults aged 65+ -.328%** .100
Intercept .689*** .011 .688*** .010
Intercept variance component

Between-group (1) .023%** .022%*=*

Within-group (¢°) 408 409
Model comparison®

Chi-square 7.561** 9.780**

Degrees of freedom 1 1

Notes: SE=standard error; All models control for: age, race/ethnicity, recent & past marital and
employment status, education, household income and wealth, residential stability, and data collection
year. Percent (%) is used as a short-hand notation for proportion.

®Each model is compared to the model in Table 5.1.

*p £.05. **p < .01. **p < .001.

In Model 1, the coefficient for NSD is positive and significant, which indicaggs t
women living in neighborhoods with higher levels of NSD report more depressive symptoms
than women living in neighborhoods with lower levels of NSD. Three of the components of
NSD were similarly associated with symptoms (not shown): neighborhood pooporti
unemployed individuals aged 16 and older (p=.048), households receiving public assistance
income (p=.011), and people living below the federal poverty level (p=.044).

Other measures of neighborhood disadvantage not significantly related testlepres
symptoms include (not shown): neighborhood proportion individuals aged 25 years and older
without a high school diploma (p=.151), vacant housing units (p=.732), non-family households
(p=.701), and female-headed households with children (p=.073).

In Model 2, the coefficient for neighborhood proportion adults aged 65 and older is
negative and significant, which indicates that women living in neighborhoods with higher

concentrations of older adults report fewer depressive symptoms than womeimliving
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neighborhoods with fewer older adults. Measures of neighborhood advantage nosityific
related to depressive symptoms include (not shown) neighborhood affluence (p=.142) and
neighborhood proportion: residentially stable individuals (p=.802), owner-occupied housing

units (p=.123), and married-couple households with children (p=.982).

5.3.2 Mediated Effect of Neighborhood Disadvantage on Depressive Symptoms

H3c posits thaheighborhood disadvantage is positively associated with perceived
neighborhood disorder and other stressors, which are positively associated with depressive
symptoms, such that neighborhood disadvantage has an indirect positive effect on depressive
symptoms among womehi3d states thateighborhood disadvantage is negatively associated
with neighborhood social cohesion and other psychosocial resources, which are negatively
associated with depressive symptoms, such that NSD has an indirect positive effectssivdepre
symptoms In these hypotheses, | examine the extent to which the negative effect of
neighborhood disadvantage is transmitted via stressors and psychosocial resources.

Figure 5.1 shows a basic mediation model. Mediation may occur in the presence of the
following conditions: (1) the focal independent variable is significantly aateativith the
outcome in the absence of the mediator (i.e., paththe figure); (2) the focal independent
variable is significantly associated with the mediator (i.e., path ‘a’h€3nediator is
significantly associated with the outcome in the presence of the focal indapeadable (i.e.,
path 'b"); and (4) the effect of the focal independent variable on the outcome dediirtkgs or
disappears in the presence of the mediator (i.e.,@atlPathC represents the total effect net of
confounders and pattic indicates the direct effect of the focal independent variable on the
outcome. Taken together, paths ‘a’ and ‘b’ represent the indirect effect @f ¥ie)focal

independent variable on the outcome that is transmitted through the mediator. To test whethe
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the indirect effect is statistically significant, the coefficiantl standard error of the focal
independent variable (i.e., path 'a’) and the mediator (i.e., path 'b") are usedlaiecal
confidence interval around the indirect effect using the program PRODCLIN (hzaKet al.,

2007).

Figure 5.1 Mediation Model

Neighborhood disadvantage € _‘ .
»  Depressive symptoms
e.g., poverty
Mediator
e.g., financial strain
d b
Neighborhood disadvantage e »  Depressive symptoms

Total effect (c) = indirect effect (a x b) + direct effect {c¢’)

Neighborhood disadvantage and depressive symptdmegian by re-examining the
relationship between NSD and the separate indicators of neighborhood disadvantage and
depressive symptoms net of sociodemographic characteristics. Taeesrahown in Table
5.3 Model 1, at higher than lower levels of NSD, women report more depressive symptoms
Similar results (not shown) were found for three of the four components of NSD, nbigbtho
proportion: unemployed individuals aged 16 and older, households receiving public assistance

income, people living below the federal poverty level. These four measures of nleagithor
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disadvantage thus fulfilled the first requirement for mediation. Their eftectiepressive
symptoms represent ‘path ¢’ in the mediation model.

The other indicators of disadvantage were not significantly related tosdefre
symptoms: neighborhood proportion: individuals aged 25 years and older without a high school
diploma (a component of NSD), vacant housing units, non-family households, and female-
headed households with children.

Neighborhood disadvantage and mediatdext, | tested whether the four indicators of
neighborhood disadvantage that met the first criteria for mediation were cagtlifiassociated
with the proposed mediators (i.e., stressors, psychosocial resources) netabfveoiatbles. As
seen in Table 5.3 Model 2, the coefficient for NSD shows that middle-aged and older women
who live in urban neighborhoods with higher levels of NSD perceive significantly mgsecah
disorder in their neighborhoods. In Model 3, the coefficient for NSD indicates thatr heyels
of NSD are significantly associated with less perceived neighborhood socisiccohe

Three components of NSD also were positively associated with perceived neggitborh
physical disorder and inversely associated with perceived neighborhoodcebesion:
neighborhood proportion: unemployed individuals aged 16 and older, households receiving
public assistance income, and people living below the federal poverty levehdmat)s

NSD and its three components were not significantly related to finaneied, stveryday
discrimination, social support, or mastery. These stressors and resourceseéoeethet

considered for their potential role as mediators.
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Table 5.3 Multilevel Linear Regressions of Depres  sive Symptoms, Perceived Neighborhood Physical Diso rder, and Perceived Nei ghborhood
Social Cohesion on Neighborhood Socioeconomic Disad vantage (N=4,954)

Dependent Variables

Depressive Symptoms Neighborhood Physical Neighborhood Social Depressive symptoms
Disorder Cohesion
Model 1 Model 2 Model 3 Model 4

Independent Variables b SE b SE b SE b SE
Neighborhood socioeconomic .032* .014 .389*** .032 -.228%** .031 .018 .014
disadvantage
Perceived neighborhood -.0004 .011
physical disorder
Neighborhood social cohesion -.065%** .011
Intercept .689*** .011 2.590*** .022 5.443*** .022 .688*** .010
Intercept variance component

Between-group (1) .023%** .236*** .149%** .021***

Within-group (o%) .408 1.480 1.644 .402

Notes: SE=standard error; All models control for: age, race/ethnicity, recent & past marital and employment status, education, household income and wealth,
residential stability, and data collection year.
*p <.05. **p <.01. ***p <.001.
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Mediators and depressive symptomsrceived neighborhood physical disorder and
neighborhood social cohesion emerged as potential mediators. Next, | estimeadéfects of
these variables on depressive symptoms within a multiple-mediation framewenibylhe
impact of neighborhood disadvantage on symptoms is transmitted through both neighborhood
physical disorder and neighborhood social cohesion. The findings pertaining taethe thr
significant components of NSD - neighborhood proportion: unemployed individuals aged 16 and
older, households receiving public assistance income, people living below the federigl pove
level — were similar to results involving NSD. | therefore only presenttsefaulNSD. In Table
5.3 Model 4, the coefficient for neighborhood physical disorder is not significant net of
neighborhood social cohesion, NSD, and sociodemographic characteristics. Neighborhood
physical disorder does not meet the fourth requirement for mediation.

The coefficient for neighborhood social cohesion is negative and significamit net
neighborhood physical disorder, NSD, and sociodemographic characteristics.ofheref
neighborhood social cohesion may mediate the focal relationship between NSD asdidepre
symptoms.

Mediated effectdn Table 5.4 Model 1, the coefficient for NSD indicates that at higher
rather than at lower levels of NSD women reported more depressive sympiokisddl 2,
which extends Model 1 by including perceived neighborhood physical disorder and
neighborhood social cohesion, the coefficient for NSD is smaller (b=.018 versus b=.032 in
Model 1) and not significant. The focal relationship between NSD and depressp@isygm
appears to be completely mediated by perceived neighborhood social cohesion. rHiwee

is no support for multiple mediation of the focal relationship between NSD and symptoms b
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both neighborhood social cohesion and perceived neighborhood physical disorder because the

coefficient of the latter is not significant.

Table 5.4 Multilevel Linear Regressions of Depres  sive Symptoms on Ne ighborhood
Socioeconomic Disadvantage: Mediated Effect  (N=4,954)

Independent Variables Model 1 Model 2
b SE b SE

Neighborhood socioeconomic disadvantage .032* .014 .018 .014
Perceived neighborhood physical disorder -.0004 .011
Neighborhood social cohesion -.065%** .011
Intercept .689*** .011 .688*** .010
Intercept variance component

Between-group (1) .023%** 021 *xx

Within-group () 408 402

Notes: SE=standard error; All models control for: age, race/ethnicity, recent & past marital and
employment status, education, household income and wealth, residential stability, and data collection
year.

*p <.05. **p < .01. **p < .001.

Table 5.5 shows the decomposition of the effects of NSD on depressive symptoms
transmitted through perceived neighborhood physical disorder and neighborhood social
cohesion. The first row shows the total effect of NSD on depressive symptoms (.032) net of
individual-level sociodemographic characteristics. This effect repgepatiic in the mediation
model. The indirect effect of NSD on symptoms channeled through perceived neighborhood
physical disorder is shown in the second row. It is calculated as the productoétiaent of
NSD in Table 5.3 Model 2 and the coefficient of neighborhood physical disorder in Model 4 of
the same table. To test whether this indirect effect is statistiggifisant, | used the program
PRODCLIN (MacKinnon et al., 2007) to calculate a confidence interval around #ut @fing
estimates for the coefficient and standard error of NSD and neighborhoodaphisacder from

the same models. The indirect effect is negligible (-.0002) and the 95% confiadtemcal (-
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0.009, 0.008) includes zero, indicating that NSD is not mediated by perceived neighborhood
physical disorder.

The third row in Table 5.5 shows the indirect effect of NSD on symptoms transmitted
through neighborhood social cohesion. It is calculated as the product of the quedfitsSD
in Table 5.3 Model 3 and the coefficient of neighborhood social cohesion in Model 4 of the same
table. This indirect effect (.019) represents over half ([.019 divided by .032] x 100=59.4%) of
the total effect of NSD on depressive symptoms; and the 99% confidence interval (.007, .024)
excludes zero, indicating that the effect of NSD on depressive symptoms &eaddu;
perceived neighborhood social cohesion. The total mediated effect (.019) is edlesl#te
sum of the indirect effect of NSD on depressive symptoms transmitted by néigbghysical
disorder and neighborhood social cohesion. Since the effect of NSD is not mediated by
neighborhood physical disorder, it amounts to the total indirect effect, which is dhnrzel
neighborhood social cohesion.

The fifth row shows the direct effect of NSD on depressive symptoms (.018).sTthe |
effect of NSD on symptoms separate from the indirect effect transmiyttige Imediator,
neighborhood social cohesion. The last column shows that the sum (.036) of the direct (.018)
and indirect/mediated (.019) effects of NSD on symptoms approaches the valuedtalthe t

effect of NSD on symptoms (.032) estimated in Table 5.3 Model 1.
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Table 5.5 Decomposition of the Indirect Effect of Neighborhood Socioeconomi ¢ Disadvantage on Depressive Symptoms via
Neighborhood Physical Disorder and Neighborhood Soc ial Cohesion (N=4,954)

Estimated effect Specific path Value Confidence Interval
1. Total effect of NSD on symptoms C .032 95% CI [.005, .059]
2. Indirect effect of NSD on symptoms via alxbl .389 x -.0004 = -.0002 95% CI [-.009, .008]
perceived neighborhood physical disorder
3. Indirect effect of NSD on symptoms via a2 x b2 -.288 x -.065=.019 99% CI [.007, .024]
neighborhood social cohesion
4. Total mediated effect (a1l x bl) + (a2 x b2) -.0002 +.019 =.019
5. Direct effect of NSD on symptoms c .018 95% CI [-.009, .045]
6. Total effect of NSD on symptoms (@l xbl) + (@2 xb2) + C' = -.0002 +.019 + .018 = .036°
C

Note: NSD=neighborhood socioeconomic disadvantage
®Not equal to but approaches the value for C (i.e., total effect of NSD on symptoms)
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In additional analyses (not shown), both perceived neighborhood physical disorder and
neighborhood social cohesion significantly mediated the effects of NSD (i.e.aN&Ds
components) on depressive symptoms when these mediators were considered byatemsel
The results presented here do not support hypothesis H3b, but they support hypothesis H3c.
NSD appears to erode social cohesion, thereby creating the mechanism throigkswhic
negative effect on depressive symptoms is transmitted. Perceived neighborhabcos@sion

completely mediated the detrimental effect of NSD on women’s mental health.

5.3.3 Mediated Effect of Neighborhood Advantage on Depressive Symptoms

H3e posits thateighborhood advantage is negatively associated with perceived
neighborhood disorder and other stressors, which are positively associated with depressive
symptoms, such that NA has an indirect negative effect on depressive symptoms among women
H3f states thabheighborhood advantage is positively associated with neighborhood social
cohesion and other psychosocial resources, which are negatively associated with depressi
symptoms, such that NA has an indirect negative effect on depressive synifiteses
hypotheses assess the extent to which the effect of neighborhood advantage is clreoogled t
individual-level stressors and psychosocial resources.

Neighborhood advantage and depressive sympthieighborhood proportion adults
aged 65 and older is inverse and significantly associated with depressive syngpshowain
Table 5.6 Model 1, thus fulfilling the first requirement for mediation. Higher neighborhood

concentrations of older adults is associated with fewer depressive symptomg \&omen.
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Table 5.6 Multilevel Linear Regressions of Depressive Symptom s, Perceived Neighborhood Physical Disorder, and Pe  rceived Neighborhood So cial
Cohesion on Neighborhood Proportion Adults Aged 65 and Older (N=4,954)

Dependent Variables

Depressive Symptoms Neighborhood Physical Neighborhood Social Depressive symptoms
Disorder Cohesion
Model 1 Model 2 Model 3 Model 4

Independent Variables b SE b SE b SE b SE
N% adults aged 65+ -.328%** .100 -.628** .232 .606* .256 -.287** .100
Neighborhood physical disorder .001 .010
Neighborhood social cohesion -.065*** .010
Intercept .688*** .010 2.585*** .023 5.444%** .023 .688*** .010
Intercept variance component

Between-group (1) .022%** 321+ .166*** .020***

Within-group (o) .409 1.498 1.658 403

Notes: SE=standard error; All models control for: age, race/ethnicity, recent & past marital and employment status, education, household income and wealth,
residential stability, and data collection year. Percent (%) is used as a short-hand notation for proportion.
*p <.05. **p < .01. ***p < .001.
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Neighborhood advantage and mediatdd&xt, | tested whether neighborhood proportion
adults aged 65 and older is significantly associated with the proposed mediatotse§sors
and psychosocial resources) net of individual-level sociodemographic chatexsterin Table
5.6 Model 2, the coefficient for neighborhood proportion adults aged 65 and older shows that
middle-aged and older women who live in urban neighborhoods with more older adults perceive
significantly less physical disorder in their neighborhoods. In Model 3, the ¢eeffior
neighborhood proportion older adults indicates that higher levels of this characterist
associated with more perceived neighborhood social cohesion.

Neighborhood proportion adults aged 65 and older was not significantly related to
financial strain, everyday discrimination, social support, or mastery. Ttressems and
resources are therefore not considered for their potential role as mediators

Mediators and depressive symptomsrceived neighborhood physical disorder and
neighborhood social cohesion emerged as potential mediators. Next, |estineaeffects of
these variables on depressive symptoms within a multiple-mediation framewenibylhe
impact of neighborhood proportion adults aged 65 and older is transmitted through both
neighborhood physical disorder and neighborhood social cohesion. In Table 5.6 Model 4, the
coefficient for neighborhood physical disorder is not significant net of neigbbdrsocial
cohesion, neighborhood proportion adults aged 65 and older, and sociodemographic
characteristics. Neighborhood physical disorder does not meet the requifenmeedtliation.

The coefficient for neighborhood social cohesion is negative and significamit net
neighborhood physical disorder, neighborhood proportion adults aged 65 and older, and

sociodemographic characteristics. Therefore, neighborhood social cohesion metg tinedi
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focal relationship between neighborhood proportion adults aged 65 and older and depressive
symptoms.

Mediated effectdn Table 5.7 Model 1, the coefficient for neighborhood proportion
adults aged 65 and older indicates that at higher rather than at lower levedscbftiaicteristic,
women report fewer depressive symptoms. In Model 2, which extends Model 1uzmgcl
perceived neighborhood physical disorder and neighborhood social cohesion, thecobédfici
neighborhood proportion adults aged 65 and older is smaller (b=-.287 versus b=-.328 in Model
1) but significant. The focal relationship between neighborhood proportion adults aget! 65 a
older and depressive symptoms appears to be partially mediated by perceivbdnineiod
social cohesion. However, there is no support for multiple mediation of the fotmingta
between neighborhood proportion adults aged 65 and older and depressive symptoms by both
neighborhood social cohesion and perceived neighborhood physical disorder because the

coefficient of the latter is not significant.

Table 5.7 Multilevel Linear Regressions of Depres  sive Sympto ms on Neighborhood Proportion Adults Aged
65 and Older: Mediated Effect (N=4,954)

Model 1 Model 2

Independent Variables b SE b SE
N% adults aged 65+ -.328*** .100 -.287** .100
Neighborhood physical disorder .001 .010
Neighborhood social cohesion -.065%** .010
Intercept .688*** .010 .688*** .010
Intercept variance component

Between-group (1) .022%** .020***

Within-group (c°) .409 403

Notes: SE=standard error; All models control for: age, race/ethnicity, recent & past marital and employment status,
education, household income and wealth, residential stability, and data collection year. Percent (%) is used as a
short-hand notation for proportion.

*n £.05. **p <.01. ***p < .001.
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Table 5.8 shows the decomposition of the effects of neighborhood proportion adults aged
65 and older on depressive symptoms transmitted through perceived neighborhood physical
disorder and neighborhood social cohesion. The first row shows the total effeghdfarbbod
proportion adults aged 65 and older on depressive symptoms (-.328) net of individual-level
sociodemographic characteristics. This effect represents pattne mediation model. The
indirect effect of neighborhood proportion adults aged 65 and older on symptoms channeled
through perceived neighborhood physical disorder is shown in the second row. It itedlasl
the product of the coefficient of neighborhood proportion adults aged 65 and older in Table 5.6
Model 2 and the coefficient of neighborhood physical disorder in Model 4 of the same table.
The indirect effect is negligible (-.0006) and the 95% confidence interval (-.015, .OlL@)esc
zero, indicating that the effect on depressive symptoms of neighborhood proportioragedIts
65 and older is not mediated by perceived neighborhood physical disorder.

The third row in Table 5.8 shows the indirect effect on depressive symptoms of
neighborhood proportion adults aged 65 and older on symptoms transmitted through
neighborhood social cohesion. It is calculated as the product of the coeffiarenglaborhood
proportion adults aged 65 and older in Table 5.6 Model 3 and the coefficient of neighborhood
social cohesion in Model 4 of the same table. This indirect effect (-.039) reprEb &8s ([-

.039 divided by -.328] x 100) of the total effect on symptoms of neighborhood proportion adults
aged 65 and older; and the 99% confidence interval (-.077, -.007) excludes zero, indicating that
the effect on depressive symptoms of neighborhood proportion older adults is megliated b

perceived neighborhood social cohesion.
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Table 5.8 Decomposition of the Indirect Effect of Neighborhood Proportion Adults Aged 65+ on Depressive Symptoms via

Neighborhood Physical Disorder and Neighborhood Soc ial Cohesion (N=4,954)

Estimated effect Specific path Value Confidence Interval
1. Total effect of N% adults aged 65+ on C -.328 95% CI [-.524, -.133]
symptoms

2. Indirect effect of N% adults aged 65+ on alxbl -.628 x .001 = -.0006 95% CI [-.015, .013]
symptoms via N. physical disorder

3. Indirect effect of N% adults aged 65+ on a2 x b2 .606 x -.065 =-.039 95% CI [-.077, -.007]
symptoms via N. social cohesion

4. Total mediated effect (a1l x b1) + (a2 x b2) -.0006 + -.039 =-.040

5. Direct effect of N% adults aged 65+ on CO -.287 95% CI [-.483, -.091]
symptoms

6. Total effect of N% adults aged 65+ on (@l xbl) + (@2 xb2)+C =C -.0006 +-.039 +-.287 = -.3278

symptoms

®Not equal to but approaches the value for C (i.e., total effect of N% adults aged 65+ on symptoms)
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The total mediated effect (-.040) is calculated as the sum of the indirettceffec
depressive symptoms of neighborhood proportion older adults transmitted by neighborhood
physical disorder and neighborhood social cohesion. Considering that neighborhood physical
disorder did not function as a mediator, the total mediated or indirect effesergialy
channeled through perceived neighborhood social cohesion. The fifth row shows the direct
effect on depressive symptoms of neighborhood proportion older adults (-.287). That is, the
effect on symptoms of neighborhood proportion older adults separate from the indeeict ef
transmitted by the mediator, neighborhood social cohesion. The last column shows tnat the s
(-.327) of the direct (-.287) and indirect/mediated (-.040) effects of neighborhood proportion
older adults on symptoms approaches the value for the total effect of this neggitborh
characteristic on symptoms (-.328) estimated in Table 5.6 Model 1.

In additional analyses (not shown), both perceived neighborhood physical disorder and
neighborhood social cohesion significantly mediated the effect on depressptosgof
neighborhood proportion adults aged 65 and older when these mediators were considered by
themselves. The results presented here do not support hypothesis H3e, but they support
hypothesis H3f. Neighborhood proportion older adults appears to increase perceptions of
neighborhood social cohesion, thereby creating the mechanism through whictefisifle

effect on mental health is partially transmitted.

5.4  Conditional Effects of Neighborhood Disadvantage on Depressive Syioms

This section ascertains the extent to which the impact of neighborhood disadvantage on
depressive symptoms varies by levels of stressors and psychosocial sestokgeaverage,
and high levels of stressors and psychosocial resources respectivedgmepoores that are one

standard deviation below the mean, at the mean, and one standard deviation above the mean. In
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the figures that present graphs of interactions, values along the x-awithanethe %" and 9%'
percentile for the neighborhood variable centered at the grand mean.

Variation by Levels of Stressoid3g states thahe magnitude of the positive association

between neighborhood disadvantage and depressive symptoms is significantly greater among
women with high exposure to stressors than women with low exposure to strésguied of 24
interactions were tested using various combinations of neighborhood conditionseby thre
stressors: neighborhood physical disorder, financial strain, and everydamdfiation. Only

one was statistically significant: neighborhood proportion vacant housing ympesdeived
neighborhood physical disorder.

As seen in Table 5.9 Model 1, the coefficient for the interaction term is positive and
significant indicating that the effect of neighborhood proportion vacant housing ungs var
significantly by levels of perceived neighborhood physical disorder. défaent for
neighborhood proportion vacant housing units represents its effect on depressive symptoms
when neighborhood physical disorder is equal to zero; that is, at average levelsdafrdisor
because it is group-mean centered. The coefficient for neighborhood proportion vacegt hous
units is not significant, which means that when neighborhood physical disorder issaverag
neighborhood proportion vacant housing units is not significantly associated with degpressi
symptoms among women. The coefficient for perceived neighborhood physical disatsle
effect on depressive symptoms among women at average levels of neighborhood proportion
vacant housing units; that is, when this variable is equal to zero because it immgamnd-
centered. The coefficient for perceived neighborhood physical disorder isgasid
significant, indicating that when neighborhood proportion vacant housing units is avegage, hi

levels of neighborhood physical disorder are associated with more symptoms.
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Simple slope tests indicate that neighborhood proportion vacant housing units has no
significant effect among women who perceive low levels of neighborhood physiceder (b=-
0.139, SE=.291, p >.05). However, among women who perceive average (simple slope test:
b=.369, SE=.161, § .05) and high levels (simple slope test: b=.877, SE=.3810f) of
neighborhood disorder, depressive symptoms increase as the proportion of vacamases.inc

The interaction is graphed in Figure 5.2. Neighborhood proportion vacant housing units
is more detrimental to the mental health of middle-aged and older women who pbigkive
levels of disorder in their neighborhoods and less damaging to the mental health of women who
perceive less disorder. These findings support hypothesis H3g.

The impact of neighborhood proportion vacant housing units on depressive symptoms did
not vary significantly by levels of financial strain or everyday diseration. Additionally, the
effects on depressive symptoms of all of the other indicators of neighborhood disaddahtage
not vary significantly by levels of any of the three stressors (i.e., neighddiphysical disorder,
financial strain, everyday discrimination). That is, there were no conditdiieats on
symptoms involving NSD, all of its components (neighborhood proportion: individuals aged 25
years and older without a high school diploma, unemployed individuals aged 16 and older,
households receiving public assistance income, people living below the feder#y pexady,
and neighborhood proportion: non-family households and female-headed households with

children.
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Table 5.9 Regressions of Depressive Symptoms on Neighborhood
Women Aged 50 and Older (N=4,954)

Disadvantage: Conditional Effects

Among U.S. Urban Adult

Model 1 Model 2 Model 3

Independent Variables b SE b SE b SE
Individual-level variables

Perceived neighborhood physical disorder .036** .014

Social support =273 .032

Mastery - 147%* .015
Census tract-level variables

N% vacant housing units .346 .183

Neighborhood socioeconomic disadvantage .128*** .012 .130%** .012
Cross-level interactions

N% vacant housing units x neighborhood physical disorder .353* 178

Neighborhood socioeconomic disadvantage x support -.067* .028

Neighborhood socioeconomic disadvantage x mastery .040** .014
Intercept .687*** .013 B97*** .012 B97*** .012
Intercept variance component

Between-group (1) .069*** L057*** .062%**

Within-group (c°) 414 401 394
Model comparison®

Chi-square 14.502*** 100.931*** 131.105

Degrees of freedom 2 2 2
Figure number® Figure 5.2 Figure 5.3 Figure 5.4

Notes: SE=standard error; All models control for: age, race/ethnicity, marital status, education, current and past employment status,

household income and wealth, residential stability, and data collection year; Percent (%) is used as a short-hand notation for proportion.
@ Each model is compared to the same model without the interaction.

® Graph of the interaction.
*p < .05, *p < .01 **p < 001,
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Figure 5.2: Depressive Symptoms by Neighborhood % Vacant
Housing Units and Neighborhood Physical Disorder
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Neighborhood % Vacant Housing Units (mean centered)
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Variation by Levels of Psychosocial Resour¢¢3h posits thathe magnitude of the

positive association between neighborhood disadvantage and depressive symptoms is
significantly smaller among women with higher levels of psychosocial resources than wome
with lower level of psychosocial resources total of 24 interactions were tested using various
combinations of neighborhood conditions by three psychosocial resources: perceived
neighborhood social cohesion, social support, and mastery. Nine were statisiticafigant:
NSD by social support and NSD by mastery; and the remaining seven involved commbnent
NSD by mastery or social support.

Model 2 of Table 5.9 shows results for social support. The coefficient for thectiraara
term is negative and significant, indicating that the effect of NSD on symsptares
significantly by levels of social support. The coefficient for NSD showtsthan social support
is average (0), higher levels of NSD are associated with more depressiveragmpie
coefficient for social support indicates that, at average levels of NSD @)ghaore social

support is associated with fewer symptoms.
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NSD has the greatest effect on depressive symptoms among women witlsttseded
support (simple slope test: b=.162, SE=.01%,.901), followed by those with average levels of
support (simple slope test: b=.127, SE=.018,.901). NSD has the least effect among women
with the most social support (simple slope test: b=.092, SE=.318)q1).

This interaction is graphed in Figure 5.3. The impact of NSD on depressive symptoms
increases as social support decreases in this sample of middle-aged ana@wleer Wonsistent
with hypothesis H2h, NSD is least damaging to the mental health of women witlghiesthi
levels of social support. This is a manifestation of the classic stressibgffole of social

support.

Figure 5.3: Depressive Symptoms by Neighborhood Socioeconomic
Disadvantage and Social Support
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The effects on depressive symptoms of three components of NSD also varied
significantly by levels of social support: neighborhood proportion: individuals aggele?s and
older without a high school diploma, households receiving public assistance income, and people

living below the federal poverty level (not shown).
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Model 3 in Table 5.9 shows results for mastery. The coefficient for the inberéetm is
significant, which shows that the effect of NSD on depressive symptoms vgnigisantly by
levels of mastery. The coefficient for NSD means that when mastergrasge (0), higher
levels of NSD are associated with more depressive symptoms; and theieoeffir mastery
indicates that when NSD is average (0), women with more mastery report f@resiee
symptoms.

NSD has the greatest impact on depressive symptoms among women with the most
mastery (simple slope test: b=.174, SE=.017,.@01), followed by those with average levels of
mastery (simple slope test: b=.13, SE=.018,.p01). NSD has the least effect among women
with the lowest levels of mastery (simple slope test: b=.086, SE=.61.001).

Figure 5.4 is a graph of the interaction. Unlike social support, mastery is noofumgti
as a stress buffer, but instead is amplifying the effect of NSD on deprsgsipioms. The
impact of NSD increases as mastery increases. People who have a stsengf eing in
control of important outcomes in their lives are most adversely affected emigtiopal
neighborhood disadvantage, whereas people who are more fatalistic are éetest aff

Considered from another angle, when NSD is high, mastery has little effect on idepress
symptoms, as shown by the convergence of the lines, such that irrespective ofvehets le
mastery, depressive symptoms are relatively high. In contrast, in neighborhaiaietnot
disadvantaged, mastery has a beneficial effect such that depressive symdonvest among
middle-aged and older women with the highest level of mastery. In disadvantaged urban
neighborhoods, having high sense of mastery has little to no beneficial effect oonanwéll-
being perhaps because, in actuality, people in these neighborhoods have litatrehbver

what happens. However, in neighborhoods that are not disadvantaged (i.e., advantaged
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neighborhoods), perceived personal control may be beneficial because it correspoeds to a r

ability to control events and circumstances.

Figure 5.4: Depressive Symptoms by Neighborhood Socioeconomic
Disadvantage and Mastery
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The effect on depressive symptoms of all of the four components of NSD also varied
significantly by levels of mastery: neighborhood proportion: individuals agedats gad older
without a high school diploma, unemployed individuals aged 16 and older, households receiving
public assistance income, and people living below the federal poverty leveh¢mot)s Results
were similar to those reported for NSD.

The impact on depressive symptoms of NSD and all of its components did not vary
significantly by neighborhood social cohesion. The effect on symptoms of neighborhood
proportion unemployed individuals aged 16 and older (a component of NSD) also did not depend

on social support. Additionally, the effect on symptoms of neighborhood proportion: vacant
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housing units, non-family households, and female-headed households with children did not vary

significantly by neighborhood social cohesion, social support, or mastery.

5.5  Conditional Effects of Neighborhood Advantage on Depressive Symptoms

This section examines the extent to which the impact of neighborhood advantage on
depressive symptoms varies by levels of stressors and psychosocial sesésrpeeviously
noted, low, average, and high levels of stressors and psychosocial resourcéisebspec
represent scores that are one standard deviation below the mean, at the mean,tandasde s
deviation above the mean. In the figures that present graphs of interactionsal@aigdabe x-
axis are within the'5and 98' percentile for the neighborhood variable centered at the grand
mean.

Variation by Levels of Stressofd3i states thahe magnitude of the negative association

between NA and depressive symptoms is significantly smaller among women with high exposure
to stressors than women with low exposure to stressotstal of 15 interactions were tested

using various combinations of neighborhood conditions by three stressors: neighborhood
physical disorder, financial strain, and everyday discrimination. Two statistically

significant: neighborhood proportion residentially stable people by everyslayngination, and

neighborhood proportion adults aged 65 and older by perceived neighborhood physical disorder.
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Table 5.10 Regressions of Depressive Symptoms on Neighborhood Advantage by Stressors
Among Women (N=4,954)

Model 1 Model 2
Independent Variables b SE b SE
Individual-level variables
Perceived neighborhood physical disorder .039** .013
Everyday discrimination 217 .027
Census tract-level variables
N% adults aged 65+ - 4T 2%* 104
Residential stability .083 .106
Cross-level interactions
Residential stability X discrimination - 473* .208
N% adults aged 65+ X neighborhood physical disorder 448** A72
Intercept .685*** .013 .684*** .013
Intercept variance component
Between-group () .080*** .070***
Within-group (o) .398 412
Model comparison®
Chi-square 101.354** 18.159***
Degrees of freedom 2 2
Figure number” Figure 5.5 Figure 5.6

Notes: SE=standard error; All models control for: age, race/ethnicity, marital status, education, current
and past employment status, household income and wealth, residential stability, and data collection
year; N=neighborhood; Percent (%) is used as a short-hand notation for proportion.

4Each model is compared to the same model without the interaction.

® Graph of the interaction.

*p £.05. *p < .01. ***p < .001.

208



As seen in Table 5.10 Model 1, the coefficient for the interaction term involving
residential stability is negative and significant, indicating that tieeteof this neighborhood
characteristic varies significantly by reports of everyday drsoation. The coefficient for
residential stability is not significant, which means that when everydayndisation is average
(0), residential stability is not significantly associated with depressingtoms. The
coefficient for everyday discrimination indicates that when residestthility is average (0),
women who experience more discrimination report more depressive symptoms.

Figure 5.5 is a graph of the interaction. Residential stability, which is conkeptuas
an indicator of neighborhood advantage, is associated with more depressive syamptongs
women who report low levels of everyday discrimination; and among women who report high
levels of discrimination, residential stability is associated with felepressive symptoms.
These findings are counterintuitive and difficult to explain. It could be that for wevhe
experience more discrimination, living in a residentially stable neighborhoodrages social
cohesion and sustains social support networks that buffer against the detrimeactsloéff

discrimination on mental health.

Figure 5.5: Depressive Symptoms by Neighborhood Residential
Stability and Everyday Discrimination
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In Model 2, the coefficient for the interaction term involving neighborhood proportion
adults aged 65 and older is positive and significant, indicating that the effect of this
neighborhood characteristic varies significantly by levels of perceived nelgidzbphysical
disorder. The coefficient for neighborhood proportion older adults means that when perceived
neighborhood physical disorder is average (0), higher concentrations of older adults in the
neighborhood is associated with fewer depressive symptoms; and the coefiicparceived
neighborhood disorder indicates that when neighborhood proportion older adults is average (0)
women who perceive more disorder in the neighborhood report more depressive symptoms.

Neighborhood proportion older adults has the greatest impact on depressive symptoms
among women who perceive low levels of disorder in the neighborhood (simple slope test: b=-
1.088, SE=.219, g .001), followed by those who perceive average levels of disorder (simple
slope test: b=-.444, SE=.017<p001). Neighborhood proportion older adults is not
significantly associated with depressive symptoms among women who percgivevals of
disorder in their neighborhoods (simple slope test: b=.201, SE=.244, p=.411).

Figure 5.6 is a graph of the interaction. Consistent with expectations, higher
neighborhood proportion of adults aged 65 and older is associated with fewer depressive
symptoms more so for women who report low levels of perceived neighborhood physical
disorder than women who report average levels of disorder. However, living in a neador
with more older adults is not related to depressive symptoms among women who gegteive

levels of disorder in the neighborhood.
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Figure 5.6: Depressive Symptoms by Neighborhood % Adults Aged
65+ and Neighborhood Physical Disorder
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The impact on depressive symptoms of neighborhood affluence and neighborhood
proportion: owner-occupied housing units and married-couple households with own children did
not vary significantly by levels of all three stressors: perceived neigbbdmphysical disorder,
financial strain, and everyday discrimination. Additionally, the effectsyomptoms of
residential stability did not depend on perceived neighborhood physical disoroemaid
strain; nor did the impact of neighborhood proportion of adults aged 65 and older vary by
financial strain or everyday discrimination.

Variation by Levels of Psychosocial Resourt¢¢3j posits thathe magnitude of the

negative association between NA and depressive symptoms is significantly greater among

women with higher levels of psychosocial resources than women with lower level of pagathos
resources.A total of 15 interactions were tested using various combinations of neighborhood
conditions by three psychosocial resources: perceived neighborhood social cohesion, socia

support, and mastery. Four were statistically significant: neighborhtiodrede by social
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support/mastery; and neighborhood proportion owner-occupied housing units by social
support/mastery.

In Table 5.11 Model 1, the coefficient for the interaction term involving neighborhood
affluence and social support is positive and significant, indicating thatféot @ neighborhood
affluence on depressive symptoms varies significantly by levels of sogpbrt. The
coefficient for neighborhood affluence shows that when social support egav@), living in a
more affluent neighborhood is associated with fewer depressive symptoms. fficeecdéor
social support indicates that, at average levels of neighborhood affluencey mare social
support is associated with fewer symptoms.

Neighborhood affluence has the greatest effect on depressive symptoms amamy wom
with the least social support (simple slope test: b=-.749, SE=.67.0(1), followed by those
with average levels of support (simple slope test: b=-.585, SE=.62801). Neighborhood
affluence has the least effect among women with the most social suppgpite(siape test:
b=-.421, SE=.081, § .001).

This interaction is graphed in Figure 5.7. The beneficial impact on menttl béal
neighborhood affluence decreases as social support increases in this sangddeedged and
older women. Contrary to hypothesis H2j, neighborhood affluence is less beneficel to t

mental health of women with high levels of social support.
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Table 5.11 Regressions of Depressive Symptoms on Neighborhood Advantage by Psychosocial Resources Am ong Women (N=4,954)

Model 1 Model 2 Model 3 Model 4
Independent Variables b (SE) b (SE) b (SE) b (SE)
Social support -.268*** -.287***
(.033) (.033)
Mastery -.150%** -.139%**
(.015) (.015)
Census tract-level variables
Neighborhood affluence -.588*** -.599***
(.061) (.061)
N% owner-occupied housing units -.397*** - 410%**
(.062) (.062)
Cross-level interactions
Neighborhood affluence X social support .314*
(.149)
Neighborhood affluence X mastery -.218*
(.078)
N% owner-occupied housing units X social support .349*
(.174)
N% owner-occupied housing units X mastery -.264**
(.094)
Intercept .695*** 694 *** 694 *** .693***
(.012) (.012) (.013) (.013)
Intercept variance component
Between-group (1) .062%** .067*** 072%** Q77%**
Within-group (o) .399 392 .399 301
Model comparison®
Chi-square 100.104*** 132.007*** 100.793*** 133.856***
Degrees of freedom 2 2 2 2
Figure number® Figure 5.7 Figure 5.8 Figure 5.9 Figure 5.10

Notes: SE=standard error; All models control for: age, race/ethnicity, marital status, education, current and past employment status, household income and wealth,
residential stability, and data collection year; N=neighborhood; Percent (%) is used as a short-hand notation for proportion.

@Each model is compared to the same model without the interaction.

b Graph of the interaction.

*n £.05. **p <.01. ***p < .001.
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Figure 5.7: Depressive Symtpoms by Neighborhood Affluence and
Social Support
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The interaction term in Model 2 is negative and significant, which shows that thetimpa
of neighborhood affluence on depressive symptoms varies significantly by levedstary.
The coefficient for neighborhood affluence indicates that when masteryégav@), living in a
more affluent neighborhood is associated with fewer depressive symptoms. Tioeeoddédr
mastery shows that, at average levels of neighborhood affluence, higheofseastery is
associated with fewer symptoms.

Neighborhood affluence has the greatest impact on depressive symptoms among wome
with high mastery (simple slope test: b=-.839, SE=.0%43,q91), followed by those with
average levels of mastery (simple slope test: b=-.599, SE=.618041). Neighborhood

affluence has the smallest effect among women with low mastery ésgigple test:
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b=-.359, SE=.073, §.001). The interaction is graphed in Figure 5.8. Consistent with
hypothesis h2j, neighborhood affluence confers the largest benefits to meltitafdre@omen

with high levels of mastery than women with low levels of mastery.

Figure 5.8: Depressive Symptoms by Neighborhood Affluence and
Mastery
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In Model 3 Table 5.11, the coefficient for the interaction term involving neighborhood
proportion owner-occupied housing units and social support is positive and significant,
indicating that the effect on depressive symptoms of this neighborhood chatactanes
significantly by levels of social support. The coefficient for neighborhood propatvner-
occupied housing units shows that when social support is average (0), living in a rreagkbor
with more owner-occupied housing units is associated with fewer depressivesgnpthe
coefficient for social support indicates that, at average levels of neighbortapmitgon owner-

occupied housing units, having more social support is related to fewer symptoms.
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Neighborhood proportion owner-occupied housing units has the largest impact on
depressive symptoms among women with the least social support (simple stape-1885,
SE=.082, < .001), followed by those with average levels of support (simple slope test: b=-.393,
SE=.029, < .001). Neighborhood proportion owner-occupied housing units has the smallest
effect among women with the most social support (simple slope test: b=-.211, SE=088).p

Figure 5.9 shows a graph of the interaction. The beneficial impact on merialdiea
neighborhood proportion owner-occupied housing units decreases at higher levels of social
support. These results are not consistent with hypothesis H2j. Neighborhood propangon ow
occupied housing units was expected to be most beneficial to the mental health of witmen wi
high levels of social support, but it is least beneficial to this group. Living irgalm@ihood
with more owner-occupied housing units may be less beneficial to mental healtipragbece
of high levels of social support; and more beneficial to emotional well-being wh&h support
is low.

In Model 4, the coefficient for the interaction term involving neighborhood proportion
owner-occupied housing units and mastery is negative and significant, inditatirige effect
on depressive symptoms of this neighborhood characteristic varies signifinalelyels of
mastery. The coefficient for neighborhood proportion owner-occupied housing unitsaadicat
that when mastery is average (0), women who live in neighborhoods with more owneraccupie
housing units report fewer depressive symptoms. The coefficient for masbery that, at
average levels of neighborhood proportion owner-occupied housing units, having higher sense of

control is associated with fewer depressive symptoms.
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Figure 5.9: Depressive Symptoms by Neighborhood %
Owner-Occupied Housing Units and Social Support
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Neighborhood proportion owner-occupied housing units has the largest impact on
depressive symptoms among women with high mastery (simple slope test: b=-FABOSE<
.001), followed by those with average levels of mastery (simple slope test: b=E41013, p<
.001). Neighborhood proportion owner-occupied housing units is not significantly associated
with depressive symptoms among women with low mastery (simple slope te$t%)=-

SE=.080, p=.137).

This interaction is graphed in Figure 5.10. Consistent with expectations, higher
neighborhood proportion of owner-occupied housing units is associated with fewer depressive
symptoms more so for women with high mastery than women with low mastery. Hpwever
living in a neighborhood with more owner-occupied housing units is not significantlgddtat

depressive symptoms among women with low mastery.
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Figure 5.10: Depressive Symptoms by Neighborhood %
Owner-Occupied Housing Units and Mastery
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The effect on depressive symptoms of neighborhood proportion: residentially stable
individuals, married-couple households with own children, and older adults aged 65 and older
did not vary significantly by levels of all three psychosocial resourceseiped neighborhood
social cohesion, social support, and mastery. Additionally, the impact on depresgpt@nsym
of neighborhood affluence and neighborhood proportion owner-occupied housing units did not

vary significantly by perceived neighborhood social cohesion.

5.6 Summary

This chapter examined the effects on depressive symptoms of eight indidators
neighborhood disadvantage and five measures of neighborhood advantage among women aged
50 years and older. In particular, it assessed mediation and moderation of thctsebgff
individual-level stressors and psychosocial resources. Economic (e.g., NSD) butai¢espe

female-headed households with children) indicators of neighborhood disadvantage were
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positively associated with depressive symptoms. One indicator of neighborhoodcgdyant
neighborhood proportion adults aged 65 and older, was associated with fewer symptoms.

A multiple mediation model assessed whether the effects on depressiveragnopt
NSD and neighborhood proportion adults aged 65 and older were mediated by both perceived
neighborhood physical disorder and perceived neighborhood social cohesion. The indoect effe
of NSD on symptoms was fully mediated by perceived neighborhood social cohesiogivdeerc
neighborhood social cohesion also partially mediated the effect on symptoms of rfeagiabo
proportion older adults. In additional analyses, three components of NSD also edaeeoh by
perceived neighborhood physical disorder and perceived neighborhood social cohesggdasse
individually.

A total of 48 interactions were tested to examine whether three stresddisee
psychosocial resources moderated the effects on depressive symptorhsioflegtors of
neighborhood disadvantage. Only one interaction involving an individual-level stressor wa
significant and in the expected direction. Neighborhood proportion vacant housing units was
most damaging to mental health for women who perceived high levels of neighborbaaiedi
and least damaging for women who perceived low levels of disorder.

Four interactions involving NSD and three of its components, and social support were
statistically significant and in the expected direction. Five intenagtinvolving NSD and all of
its components, and mastery were statistically significant but not in pleetex direction. The
findings for NSD and its components were similar.

NSD had the largest effect on depressive symptoms among women with the iedst soc
support and the smallest impact among women with the most social support. Social support

buffered the detrimental effect of NSD on mental health. However, NSD hadshégact on
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symptoms among women with low mastery but it was most damaging to mentaldmeatig
women with high levels of mastery.

A total of 30 interactions were tested to examine whether three stressansesnd t
psychosocial resources moderated the effects on depressive symptomsnafasuges of
neighborhood advantage. Two interactions involving two individual-level stressors were
statistically significant, and one was in the expected direction. As hypatekigher
neighborhood proportion of adults aged 65 and older was associated with fewer depressive
symptoms more so for women who reported low levels of perceived neighborhood physical
disorder than women who reported average levels of disorder. Neighborhood proportion olde
adults was not significantly related to symptoms among women who perceived leigholev
disorder in their neighborhoods.

Four interactions involving two individual-level psychosocial resources wetiststally
significant, and two were in the expected direction. As hypothesized, highbbosdigod
proportion of affluent households and owner-occupied housing units was associated with fewer
depressive symptoms more so for women with high levels of mastery than women with low
mastery. However, and contrary to expectations, living in a more afflueitoeigpod or a
neighborhood with more owner-occupied housing units was less beneficial to the meatital
of women with high than low levels of social support.

The majority of the relationships hypothesized in this chapter were not cothfirme
However, the results provide support for some of the hypotheses that were ltesiscbrd with
the neighborhood stress process framework, one stressor in particular (ievegerc
neighborhood physical disorder) and three psychosocial resources (i.e., percglibdrheod

social cohesion, social support, mastery) functioned as mediators or moderdters of t
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relationship between neighborhood conditions and depressive symptoms. These findings
increase our understanding of variation in neighborhood-related depressive symptoms

specifically among middle-aged and older women.
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Table 5.12 Multilevel Conditional Effects of Neighborhood Disa dvantage on Depressive Symptoms Am ong Women
Summary of Significant Results

Hypotheses: H3G H3H
Neighborhood Disadvantage x Stressors Neighborhood Disadvantage x Resources
Neighborhood Financial Everyday Neighborhood Social Mastery
N. Disadvantage Physical Disorder Strain Discrimination Social Cohesion Support
NSD t 1
Vacant housing t

Non-family households
Female headed households

Hypotheses: H3l H3J

N. Disadvantage Neighborhood Advantage x Stressors Neighborhood Advantage x Resources
Affluence t T
Residential stability ¥

Owner-occupied housing ¥ t
Married-couple hh with kids

Adults aged 65+ T

Notes:

H3G=The magnitude of the positive association between NSD and depressive symptoms is significantly greater among women with
high exposure to stressors than women with low exposure to stressors.

H3H=The magnitude of the positive association between NSD and depressive symptoms is significantly smaller among women with
higher levels of psychosocial resources than women with lower level of psychosocial resources.

H3I=The magnitude of the negative association between NA and depressive symptoms is significantly smaller among women with
high exposure to stressors than women with low exposure to stressors.

H3J=The magnitude of the negative association between NA and depressive symptoms is significantly greater among women with
higher levels of psychosocial resources than women with lower level of psychosocial resources.

t= Interaction is statistically significant in the expected direction.

1= Interaction is statistically significant but not in the expected direction
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CHAPTER 6:

DISCUSSION
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6.1 INTRODUCTION

This dissertation investigated gender differences among components of titzorisogpd
stress process model, particularly gender differences in neighborhood effelgpressive
symptoms. The study also examines the extent to which the neighborhood stresssmuoutzd
explains variation in depressive symptoms among women. Data came fromShea HFS.
national probability sample of adults over age 50; key measures were obtained from a
Psychosocial Supplement administered in 2006 and 2008.. Depressive symptoms w&ee asse
with a count of eight items from an abbreviated version of the CES-D. Neighborhood
characteristics included eight indicators of disadvantage: (1) a prinoipglonents of
neighborhoodocioeconomidisadvantage (NSD) and each of its four components:
neighborhood proportion: (2) individuals aged 25 and older without a high school diploma, (3)
unemployed persons aged 16 and older, (4) households receiving public assistance income, and
(5) people living below the federal poverty level), and three other indicators of ndigbldo
socialdisadvantage—(6) vacant housing units, (7) non-family households, and (8) female-headed
households with own children under 18 years of age. Five measures of neighborhood advantage
also were examined as proportion of: (1) affluent households, (2) residentibléyiatiividuals,
(3) owner-occupied housing units, (4) married-couple households with own children under 18
years of age, and (5) adults aged 65 and older.

The study also assessed variations in neighborhood effects on depressive sylyptom
levels of exposure to other stressors that are hypothesized to increase \litingragdverse
neighborhood conditions and psychosocial resources hypothesized to buffer these difects. T

study included three individual-level stressors: perceived neighborhood pldysaraler,
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everyday discrimination, financial strain; and three individual-level psychdses@urces:
perceived neighborhood social cohesion, social support, and mastery.

Sociodemographic characteristics also were assessed in order to ruleheudxtent
possible selection effects, and to capture characteristics that armbgpelevant to depressive
symptoms during this stage of the life course, such as becoming widowediog.retir

This chapter provides a summary and discussion of key study findings; describes the
strengths and limitations of this research; and addresses the public heétthtions of the

findings.

6.2 SUMMARY OF FINDINGS

6.2.1 AIM 1: To examine gender differences in the association between ndighhood
characteristics and depressive symptoms.

Overall, the main hypotheses of this aim were not supported. Thirteen cross-level
interactions were tested net of individual-level sociodemographic chastcteronly two were
statistically significant in the opposite direction as hypothesized. Oniécagt interaction
showed that neighborhood disadvantage (i.e., neighborhood proportion non-family households)
has a larger beneficial impact on women’s mental health and no significatitaeffeng men. A
second significant interaction indicated that neighborhood advantage has a larfielabene
effect on men’s than women’s mental health. Eleven interactions found that thé afndan
neighborhood conditions do not differ for middle-aged and older men and women.

First Objective: The first objective of the first aim of this dissertation was to assess the
extent to which any cross-level positive associations between eight dimeofsraighborhood
disadvantage and depressive symptoms are greater among women than men anel pheecef

women at significantly higher risk for depressive symptoms.

225



Hypotheses Hla & HXbHypothesis H1la states thabmen have higher levels of

depressive symptoms than métRb posits thatvomen have higher levels of depressive
symptoms than men net of individual-level characteristics related to depressptsis.

These hypotheses were examined prior to assessing gender differenagisharheod
disadvantage on depressive symptoms (hypotheses H1c). Women reported more@epress
symptoms than men (H1a). However, women did not differ from men in depressive symptoms
after adjusting for individual-level sociodemographic characteristitb)H

Hypothesis H1cThe hypothesis states tmatltiple dimensions of neighborhood

disadvantage are positively associated with depressive symptoms and these associations are
greater among women than me@ne interaction out of eight was statistically significant.
Neighborhood proportion non-family households was associated with fewer symptomg am
women and it had no effect among men. These results ran counter to the hypothesized
relationship. Due to multiple tests of statistical significance, it isilpleshat this finding
represents a type | error, a situation where a null hypothesis thatsimersignificant gender
difference in the effect of neighborhood proportion non-family households is erroneously
rejected.

A Bonferroni correction adjusts for the problem of multiple tests of statistic
significance (Abdi, 2007; Bonferroni, 1936). For this hypothesis (H1c), eight cross-level
interactions were tested at a significance level of@5. The new significance level based on
the Bonferroni correction (i.e., .05 divided by 8) is ©06. The p-value for the cross-level
interaction term for neighborhood proportion non-family households by gender (p=.008) exceeds
the adjusted significance level and suggests that the finding represqmed @rror and should

be viewed with caution.
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Six indicators of neighborhood disadvantage had positive main effects on depressive
symptoms: NSD and all of its components, and neighborhood proportion female-headed
households with children. These main effects coupled with the nonsignificant iotesact
suggest that these conditions are associated with depressive symptoms thred¢heffects do
not differ for men and women. Neighborhood proportion vacant housing units did not have a
main effect on symptoms, suggesting that it is not relevant to depressive syaptamg this
age group.

Second Objective The second objective was to investigate the degree to which any
cross-level inverse associations between five measures of neighborhood gelaanta
depressive symptoms are greater among women than men and therefore aufitengiyg

higher protection against depressive symptoms for women.

Hypothesis H1dThis hypothesis states thatltiple dimensions of neighborhood
advantage are negatively associated with depressive symptoms and these associations are
greater among women than me@nly one out of five interactions was statistically significant.
Contrary to expectations, neighborhood proportion married-couple households was not
significantly related to symptoms among women. Among men, living in a neighborhdod wit
more married-couple households with children was associated with fewersiepsgnptoms.

Three measures of neighborhood advantage were inversely associated withveepress
symptoms as main effects, neighborhood proportion: affluent households, owner-occupied
housing units, adults ages 65 years and older. These main effects toggtllee wi
nonsignificant interactions suggest that these conditions are assodisitelépvessive

symptoms and that these effects do not differ for men and women. Neighborhood proportion
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residentially stable individuals did not have a main effect on symptoms, sugdbatiitgs not

relevant to depressive symptoms among this age group.

6.2.2 AIM 2: To examine the extent to which relationships among components biet
neighborhood stress process model differ by gender.

This aim investigated seven hypotheses concerned with conditional éff@etsi2g). A
total of 78 cross-level interactions and 15 individual-level interactions weneagst, net of
individual-level sociodemographic characteristics. Two hypotheses were nottedp(ptitc,

H2f). The others received limited support. Twelve interactions were satissignificant

(12.9% = [12/93]%100), of which nine were in the hypothesized direction. They are described
below. Findings for this aim show that, with a few notable exceptions, components of the
neighborhood stress process model generally do not vary by gender or by levels of psaichosoci
resources.

First Objective: The first objective of this aim was to ascertain gender differencesin a
cross-level associations between eight indicators of neighborhood disadvartdigesa
stressors (i.e., perceived neighborhood physical disorder, financial straygagver
discrimination) and three psychosocial resources (i.e., perceived neighborh@bddoesion,
social support, mastery). All findings are net of individual-level sociodembira
characteristics.

Hypothesis H2aThis hypothesis posits thatighborhood disadvantage is positively

associated with perceived neighborhood physical disorder and other stressors, and the
magnitude of these associations is significantly greater among women tharm memnty-four
interactions pertaining to stressors as the dependent variables wente T80 were statistically

significant (8.3%), one of which was in the hypothesized direction. People who reside i
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neighborhoods with more vacant housing units perceived more physical disorder in their
neighborhoods and, consistent with expectations, the effect was greater among wamamntha
However, the positive association between neighborhood proportion households receiving public
assistance income and perceived neighborhood physical disorder wasfgreatar than

women.

These interactions remained statistically significant when considerdti¢ogethe same
model. However, the conditional effect on perceived neighborhood physical disorder of
neighborhood proportion households receiving public assistance income (p=.008) exceeds the
Bonferroni adjusted p-value:<.006 (i.e., .05 divided by 8), suggesting that the finding
represents a type | error and should be viewed with caution.

Hypothesis H2bThe hypothesis states thighborhood disadvantage is negatively

associated with perceived neighborhood social cohesion and other psychosocial resources, and
the magnitude of these associations is significantly greater among women thamwregty-
four interactions were tested and they involved psychosocial resources asesut¢ove were
statistically significant (20.8%). They pertained to the outcome of pecteiighborhood
social cohesion and they each were in the hypothesized direction. Both NSD and neighborhood
proportion vacant housing units had a larger detrimental effect on women'’s than men’s
perception of neighborhood social cohesion. Similar results were present fontaraetions
involving three components of NSD.

These significant interactions were not sustained in a comprehensive model inh&kich t
were assessed together with another interaction pertaining to hypotBdsielldw. These

conditional effects may represent the same dynamic.
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Main Effects NSD was positively associated with two of three stressors: perceived
neighborhood physical disorder and everyday discrimination, the exception is firsémaira
Neighborhood proportion non-family households was positively associated with néigbtor
physical disorder and everyday discrimination; and inversely associdktedeighborhood
social cohesion and mastery, but not social support. Neighborhood proportion female-headed
households with children was positively associated with all three stressoirsvarsely
associated with neighborhood social cohesion and social support, but not mastery. The main
effects on stressors and psychosocial resources of the other indicateightorhood
disadvantage (i.e., those not involved in interactions) were not statistigaifycant.

Second Objective The second objective was to assess gender differences in any cross-
level associations between multiple indicators of neighborhood advantage and stressors
resources.

Hypothesis H2cThis hypothesis states thragighborhood advantage is negatively

associated with neighborhood physical disorder and other stressors, and the magnitude of these
associations is significantly greater among women than ridfteen interactions pertaining to
stressors as the dependent variables were tested, and none was $yatigtidatant.

Hypothesis H2dThe hypothesis posits tha¢ighborhood advantage is positively

associated with neighborhood social cohesion and other psychosocial resources, and the
magnitude of these associations is significantly greater among women tharrifteen
interactions were tested and they involved psychosocial resources as depemal@asyvarwo
were statistically significant (13.3%) and they were in the hypothesizedtidin. Living in a
more affluent neighborhood was associated with higher levels of perceived nkaiteocial

cohesion and social support and the effects were greater among women than men, as
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hypothesized. However, the conditional effect of neighborhood affluence on sociarohes
disappeared when estimated in the same model with two other interactionspéstine

hypothesis H2b above (i.e., effect on perceived neighborhood social cohesion of NSD Iy gende
and neighborhood proportion vacant housing units by gender). These interactions are likely
capturing the same effect.

Main Effects There were 13 significant main effects on stressors and psychosocial
resources of the indicators of neighborhood advantage. Most of the main effectegedai
perceived neighborhood physical disorder and neighborhood social cohesion. Neighborhood
affluence had a main inverse association with all three stressorssatehtel stability was
positively associated with perceived neighborhood social cohesion. Neighborhood pnoporti
owner-occupied housing units was inversely associated with neighborhood ptigodér and
everyday discrimination; and positively associated with neighborhood social@ohesi social
support. Neighborhood proportion married-couple households was negatively assocrated wit
neighborhood physical disorder and positively associated with social cohesion and social
support. Higher neighborhood concentrations of adults aged 65 and older was assotiated wit
lower levels of perceived neighborhood disorder and higher levels of perceived neighborhood
social cohesion.

These significant main effects suggest that these neighborhood conditionsoarated
with individual-level stressors and psychosocial resources and that these ddfeot differ for
men and women. The main effects on stressors and psychosocial resources of the other
favorable neighborhood conditions (i.e., those not involved in interactions) were not atBtistic

significant, suggesting that they are not relevant to stressors auodcesamong this age group.
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Third Objective : The third objective involved examining gender differences in the effect
on depressive symptoms of individual-level stressors (H2e) and psychosociales$bi21;
and the extent to which any associations between stressors and depresgtoensyvary by
psychosocial resources (H29).

Hypothesis H2eThis hypothesis states thzgrceived neighborhood physical disorder

and other stressors are positively associated with depressive symptoms, and the mafynitude
these associations is significantly greater among women than Tineae interactions between
individual-level stressors and gender were tested and only one was statistgraficant, but it
did not support the hypothesis. Perceived neighborhood physical disorder had a largex negati
impact on mental health among men than women. This finding was sustained in a
comprehensive model that assessed other conditional effects.

The effects on depressive symptoms of financial strain and everyday dmtiamidid
not vary significantly by gender, suggesting that these effects do ret fdiffmen and women.

Hypothesis H2fThe hypothesis posits thag¢rceived neighborhood social cohesion and

other psychosocial resourcase negatively associated with depressive symptoms, and the
magnitude of these associations is significantly greater among women thai hree
interactions between individual-level psychosocial resources and gendeestedeand none
was statistically significant. There were no significant genderrdiffes in the effect on
depressive symptoms of any of the three psychosocial resources. Howenfeheathree
resources were significant and inversely associated with depressiv@ssnptiggesting that
these effects are present among men and women to a similar degree.

Hypothesis H2gThis hypothesis states thagrceived neighborhood physical disorder

and other stressors are positively associated with depressive symptoms, and the mafynitude
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these associations are significantly smaller among individuals with higher levels bbgsgial
resources than those with lower levels of psychosocial resoufgesng nine conditional
effects examined between individual-level stressors and psychosociabessawo were
statistically significant (22.2%) one of which was in the expected direcikorancial strain was
least damaging to mental health for people with high than low levels of support. This
conditional effect supported the hypothesis and it was sustained in a comprehensivihabodel
included other interactions.

Perceived neighborhood physical disorder had a larger positive effect onstapres
symptoms among people with high than low levels of perceived neighborhood social cohesion.
This finding did not support the hypothesis and it did not hold in a comprehensive model.

Main Effect Everyday discrimination was positively associated with depressive
symptoms and all three psychosocial resources were inversely asdodtht symptoms. These
main effects suggest that these factors are associated with depresgt@syand that these
effects do not depend on levels of psychosocial resources among this age group.

6.2.3 AIM 3: To examine the extent to which the neighborhood stress processdel

explains variation in depressive symptoms among women.

The majority of the relationships hypothesized in this aim were not empjricall
supported. However, a few significant findings identify some factors thsifopobnk
neighborhood conditions to depressive symptoms; and contribute to variation in symptoms
among women.

Four out of eight indicators of neighborhood disadvantage were positive and signyificantl
associated with depressive symptoms; and one out of five measures of neighborhood advantage

was negative and significantly associated with symptoms. Among six psg@idactors
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examined as possible mediators of the focal relationships between neighborhoocktca
and depressive symptoms, only one stressor and one psychosocial resource functioned as
mediators. Forty-eight interactions were estimated to assess wiedeestressors and three
psychosocial resources moderated the effect on depressive symptoms$lodriegd
disadvantage. Ten interactions were statistically significant (20.8%})ioh four of the effects
(40%) were in the hypothesized direction.

Additionally, 30 interactions were estimated to examine whether thres@tseand three
psychosocial resources moderated the effect on depressive symptoms of heighbor
advantage. Six interactions were statistically significant (20%), afhwthree of the effects
(50%) were in the hypothesized direction. Individual-level sociodemographectdastics
were adjusted for in all of the analyses.

First Objective: The first objective of this aim was to estimate cross-level asgnwsat
between eight indicators of neighborhood disadvantage and five measures of neighborhood
advantage and depressive symptoms among middle-aged and older women.

Hypothesis H3a & H3bHypothesis H3a states thaighborhood disadvantage is

positively associated with depressive symptoms in woi8h posits thateighborhood
advantage is negatively associated with depressive symptoms in wAmeng eight indicators
of neighborhood disadvantage examined, four were positive and significantly assodiated w
depressive symptoms. Living in a more socioeconomically disadvantaged neggtbosds
associated with reports of more depressive symptoms. Three components of tieéSnaarly
associated with symptoms: neighborhood proportion: unemployed individuals, households

receiving public assistance income, and people living below the federal pleweity
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However, four measures of disadvantage were not related to symptoms: neighborhood
proportion: individuals aged 25 years and older without a high school diploma, vacant housing
units, non-family households, and female-headed households with children.

Among five measures of neighborhood advantage, only neighborhood proportion adults
aged 65 and older was inversely associated with depressive symptoms. Livingin a
neighborhood with higher proportions of older adults was beneficial for mental headtdsuids
of neighborhood advantage not significantly related to depressive symptoms included:
neighborhood proportion: affluent households, residentially stable individuals, owner-dccupie
housing units, and married-couple households with own children under 18 years of age.

Second Objective The second objective was to assess the extent to which exposure to
stressors and access to psychosocial resources mediate the relatiomstep betghborhood
conditions and depressive symptoms.

Hypotheses H3c and H3HypothesisH3c posits thaheighborhood disadvantage is

positively associated with perceived neighborhood disorder and other stressors, which are
positively associated with depressive symptoms, such that neighborhood disadvantage has an
indirect positive effect on depressive symptoms among wadrBzhstates thateighborhood
disadvantagés negatively associated with neighborhood social cohesion and other psychosocial
resources, which are negatively associated with depressive symptoms, such that NSD has an
indirect positive effect on depressive symptoms

The indirect effect of NSD on depressive symptoms was fully mediated bgjiveztc
neighborhood social cohesion within a multiple mediation model that also included perceived
neighborhood physical disorder as a possible mediator. However, perceived neighborhood

physical disorder did not function as a mediator. When considered individually (i.e.getbietio
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in the same model), both perceived neighborhood physical disorder and neighborhood social
cohesion transmitted the indirect effect on depressive symptoms of NSD andfthise

components. The other stressors and resources did not act as mediators. As previously noted,
four indicators of neighborhood disadvantage were not significantly associgtedepressive
symptoms, a prerequisite for mediation (in the absence of suppression or offaditeg

effects). Their effects were not assessed for mediation.

Hypotheses H3e and H3flypothesis H3e posits thatighborhood advantage is

negatively associated with perceived neighborhood disorder and other stressors, which are
positively associated with depressive symptoms, such that NA has an indirect néfgatiom e
depressive symptoms among womeaf states thateighborhood advantage is positively
associated with neighborhood social cohesion and other psychosocial resources, which are
negatively associated with depressive symptoms, such that NA has an indirect ndgative ef
depressive symptoms

The indirect effect on depressive symptoms of neighborhood proportion adults aged 65
and older was partially mediated by perceived neighborhood social cohesion wathitipde
mediation model that also included perceived neighborhood physical disorder as a possible
mediator. However, perceived neighborhood physical disorder did not function as a mediator.
When considered individually (i.e., not together in the same model), both perceived
neighborhood physical disorder and neighborhood social cohesion channeled the inditect effec
on depressive symptoms of neighborhood proportion older adults. As previously noted, four
measures of neighborhood advantage were not significantly associated wetssdegpr

symptoms, a prerequisite for mediation. Their effects were not assessaetfation.
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Third Objective: The third objective was to ascertain the extent to which the impact of
neighborhood conditions on depressive symptoms vary by levels of stressors and psychosocia
resources.

Hypothesis H3gThis hypothesis states titae magnitude of the positive association

between neighborhood disadvantage and depressive symptoms is significantly greater among
women with high exposure to stressors than women with low exposure to stré@ssensy-four
interactions were tested assessing the moderating role of stressoran®.2%) was
statistically significant and the effect was in the expected dwectiiving in a neighborhood
with more vacant housing units was associated with more depressive symptorhs, effett
was greater among women who perceived high levels of disorder in the neighborhood #han thos
who perceived less disorder.

Considering that several neighborhood conditions (i.e., 8) were examined to assess
whether or not their effect on depressive symptoms varied significantly togiyoeat
neighborhood physical disorder, and only this interaction involving vacant housing units was
statistically significant, a Bonferroni correction for multiple tesés performed. The p-value
for the conditional effect (p=.047) exceeds the Bonferroni adjusted significaetede .006
(i.e., .05 divided by 8) and thus suggests that this finding on the conditional effect on depressive
symptoms of neighborhood proportion vacant housing units represent a type | error and should
be treated with caution.

Hypothesis H3hThe hypothesis posits thiie magnitude of the positive association

between neighborhood disadvantage and depressive symptoms is significantly smaller among
women with higher levels of psychosocial resources than women with lower level of pagthos

resources Twenty-four interactions were tested examining the moderating role of psyethosoc
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resources. Nine (37.5%) were statistically significant. Four of theasttens involved NSD

and three of its components, and social support as the moderator; and the effects sistient

with the hypothesis. The other five interactions involved NSD and all of its components, and
mastery as the moderator; but the effects were not in the expected directiceffe€tseon
depressive symptoms of economic (i.e., NSD) but not social aspects of neighborhood {i.e., non
family households, female-headed households, vacant housing units) depend on levels of
psychosocial resources.

NSD had the largest positive effect on depressive symptoms among women with less
social support than women with more support. As expected, social support functioned as a
stress-buffer. However, with regard to mastery as a moderator, the dattigféadt on mental
health of NSD was largest among women with high than low levels of mastery.

Main Effects Aside from the indicators of neighborhood disadvantage involved in
interaction effects, the other measures of disadvantage were not siglyifassatciated with
depressive symptoms among women: neighborhood proportion: non-family households and
female-headed households with children.

Hypothesis H3iThis hypothesis states tithe magnitude of the negative association

between neighborhood advantage and depressive symptoms is significantly smaller among
women with high exposure to stressors than women with low exposure to strésitees
interactions were tested assessing the moderating role of stresabrsw®(13.3%) were
statistically significant of which one was in the expected direction. Asthgpized, living in a
neighborhood with more adults aged 65 and older was associated with fewer depressive
symptoms more so for women who reported low levels of perceived neighborhood physical

disorder than women who reported average levels of disorder. Neighborhood proportion older
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adults was not significantly related to symptoms among women who reported higlofeve
disorder.

Residential stability was associated with more depressive symptoamgavomen who
reported low levels of everyday discrimination; and among women who reportee Vi of
discrimination, residential stability was associated with fewepsyms. Considering that these
results are counterintuitive and this was the only significant interactiornvinga measure of
neighborhood advantage by everyday discrimination, a Bonferroni correction for entdsfs
was performed. The p-value for this conditional effect of residentialisgdpi=.023) exceeds
the Bonferroni adjusted significance levek 01 (i.e., .05 divided by 5) and thus suggests that
this finding likely represents a type | error and should be viewed with caution.

Hypothesis H3jThe hypothesis posits thidte magnitude of the negative association

between neighborhood advantage and depressive symptoms is significantly greater among
women with higher levels of psychosocial resources than women with lower level of pagathos
resources.Fifteen interactions also were tested examining the moderating role bbpega@l
resources. Four (26.6%) were statistically significant, of which twe wethe expected

direction. As hypothesized, higher neighborhood proportion of affluent households and owner-
occupied housing units was associated with fewer depressive symptoms mone@oéorwith

high levels of mastery than women with low mastery. However, and contrary tdagqres;

living in a more affluent neighborhood or a neighborhood with more owner-occupied housing
units was less beneficial to the mental health of women with high than low levelsaif s

support.
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Main Effects Neighborhood proportion married-couple households with own children
under 18 years old did not have a significant main effect on depressive symptoms among

women.

6.3 INTERPRETATION OF FINDINGS

This study’s sample of adults aged 50 years and older are at a stagefendberse
characterized by important changes in health, marital, and employment Sthisistudy
controlled for individual-level sociodemographic characteristics primaringduce selection
but I highlight associations between depressive symptoms and sociodemogradplsdiiat are
most relevant to this sample’s stage in the life course. There was aneauviklationship
between age and depressive symptoms where symptoms decreased with age up to ar@und age
after which they increased with age. Functional limitations that are morea@omrold age and
are positively associated with depressive symptoms (Braam et al., 2005; Rijsujk,

Sullivan, Van Sonderen, & Kempen, 2002) may contribute to the higher risk of symptoms
among adults aged 70 year and above relative to younger adults in the sample.

Widowhood is a major negative life event that deprives the surviving spouse of an
important confidant and companion (Bennett et al., 2005; Carr & Utz, 2001). In this study, the
widowed reported more depressive symptoms than people who are married, a findsg that
generally consistent with the research literature (Lee & DeM20&7; Maciejewski et al., 2007)
and underscores the relevance of the life course princigilegketl liveswhen studying the
determinants of health. Especially for the oldest-of-old adults in this sample-evhbaastage
in the life course when widowhood is especially common. Surprisingly, people who have never
been married reported fewer symptoms than married people. Most studies find thaineopl

have never been married have poor mental health relative to those who are Bewniay (
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Bulanda, & Lee, 2005; Cooney & Dunne, 2001). It may be that those who have never been
married in this sample of adults aged 50 and older have developed resources and skills (e.g.,
family and friendship ties, social participation, financial independenceptbtect against any
negative effects of being single on mental health (Barrett, 1999; Gordon, 1994).

The research literature on the relationship between retirement and melkaisheaxed
(Dave et al., 2006; Jokela et al., 2010; Szinovacz & Davey, 2004), and may refleainairat
retirees social and economic circumstances pre- and post- retirenhéstutly’s finding that
recent retirees reported more depressive symptoms than the employesfletdyghallenges
associated with adjusting to retirement including loss of: income, the emplogeéenaiity, and
social integration in the workforce (Schellenberg et al., 2005; Stevens & Van T#0ird).

A central hypothesis of the first aim of this dissertation posited that neighborhood
disadvantaged is more detrimental to women’s than men’s mental health. Amung e$g-
level interactions, one was statistically significant: neighborhood proporticfanaly
households by gender. Neighborhood proportion non-family households was conceptualized as
an indicator of neighborhood disadvantage. Neighborhoods with many non-family households
may have many unmarried young people who could introduce disorder in the neighborhood
considering that the presence of young people between ages 15-25 has been linked to higher
crime rates (Steffensmeier & Allan 1996; Steffensmeier et al., 2006).faxdaty households
also may be comprised of tenants temporarily residing in the neighborhood and whosgelepa
could disrupt social ties and support networks that buffer stress detrimentalt&d health.
Study results indicated that neighborhood proportion non-family households wastadseitia
fewer depressive symptoms among women and it was not significantlyrelatgmptoms

among men. These results may represent a type | error and should be viewedtisith ca
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considering that among eight tests only this one was statisticallyisigmiaind results were in
an unexpected direction.

Gender differences in the effects on depressive symptoms of five indicators of
neighborhood advantage also were examined as part of the first aim. Only onew@bss-I
interaction was statistically significant. Contrary to expectationshhergood proportion
married-couple households with own children under 18 years of age was not siggifieiatéd
to depressive symptoms among women. Among men, this favorable neighborhood condition
was associated with fewer depressive symptoms, as expected. Children with two
parents/guardians are likely to receive good supervision (Casper et al.CE894r & Smith,
2004), which can reduce problem behaviors (Mott et al., 1999; Posner & Vandell, 1999). A
general effect of this supervision may be lower levels of neighborhood disordethdavise
compromise mental well-being (Aneshensel & Sucoff, 1996; LaGrange et al., 1&82;2R00).
Compared to single parents, married-couples with children also may havemmeote gngage in
activities/community organizing aimed at increasing social control, progséfety, and
maintaining amenities (e.g., parks, sidewalks) in the neighborhood (Duncan et al., 2003). Suc
organizing can increase social connectedness and cohesion in the neighborhood, which are
beneficial for mental health (Forrest & Kearns, 1999; Kang, 2011; Rios et al., 2012).

A safer, more socially cohesive neighborhood environment may be beneficial for
women’s mental health considering that they have greater exposure to the neigiiborh
(Alavinia & Burdorf, 2008; La Gory & Fitzpatrick, 1992), are more concerned dheiurtsafety
and the welfare of their network members (Bird & Rieker, 2008; Elliott, 2004s|Ke&

McLeod, 1984), and they are more involved in activities that encourage social connestethe

support (Campbell & Lee, 1991; Turner & Marino, 1994). The finding that neighborhood
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proportion married-couple households with children protects men’s mental health but has no
effect among women is surprising and difficult to explain. This finding also shoul@éwedi
with caution given the overall negative results.

All'in all, the main hypotheses of the first aim of this dissertation were not sagpor
Neighborhood conditions were not more consequential to women’s than men’s mental health
considering that among 13 tests, only two were significant and they were not xp¢oted
direction.

The first aim also examined the main effects of neighborhood conditions on depressive
symptoms. That is, significant findings, other than interactions effects, ¢hatpresent for both
men and women. Two indicators of neighborhood disadvantage had positive main effects on
depressive symptoms: neighborhood socioeconomic disadvantage (NSD) and neighborhood
proportion female-headed households with own children under 18 years of age. The finding for
NSD is consistent with previous research that shows that NSD and its compomgenpeyerty)
are associated with increased risk for depressive symptomatology (Ceitrana2005; Ostir et
al., 2003; Ross, 2000). Neighborhood proportion female-headed households with children has
been studied as part of composite measures of NSD. The finding that it is poags@tjated
with depressive symptoms when examined separately suggests that thecsmtitadns that
likely characterize female-headed households may contribute to neighbortoatedand
increase risk for depressive symptoms. Stressors associated withpsiregiehood, such as role
strain and time constraints (Devine et al, 2009; Lockwood-Rayermann, 2000) ¢gralienits’
capacity to effectively supervise their children. Children who lack proper ssioerand
nurturing may face negative influences and engage in problem behaviors (Derzon, 2010;

Dornbusch et al., 1985) that can increase insecurity and disorder in the neighborhood.
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Three indicators of neighborhood advantage were inversely associated with gepressi
symptoms with no difference between men and women: neighborhood proportion: affluent
households, owner-occupied housing units, and adults aged 65 and older. The finding that
higher concentrations of older adults in the neighborhood is beneficial for meadtalise
consistent with similar reports by Kubzansky and colleagues (Kubzangky2€0b). The
influence of neighborhood proportion owner-occupied housing units on depressive symptoms
has not received much research attention; and previous studies examining the impact of
neighborhood affluence on depressive symptoms have not found significant associations
(Aneshensel et al., 2007; Hybels et al., 2006; Kubzansky et al., 2005). This study makes a
important contribution by showing that these neighborhood characteristics besretd hrealth
above and beyond the influence of individual-level sociodemographic characteusticas
income and wealth.

Overall, the significant main effects highlight the important influence on seps
symptoms of both neighborhood socioeconomic disadvantage and advantage. The results also
show that not only economic but also the social conditions of neighborhoods are consequential to
mental health.

The second aim focused on gender differences among components of the neighborhood
stress process model. Individual-level stressors and psychosocial reseereeexamined as
outcomes. | highlight some sociodemographic correlates of stressorsanctes that are
pertinent to this sample of middle-aged and older adults. Compared to men, womengberceive
their neighborhood to be more socially cohesive and they reported more social suppset. The
findings are consistent with expectations considering that women are rmoetyanvolved in

developing these resources (Lepore, 1992; Schuster et al., 1990; Turner & Marino, 1994).
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Additionally, they may be more sensitive than men to the presence of social cohesen in t
neighborhood.

In multivariate analyses that adjusted for individual-level sociodemographic
characteristics, women were similar to men in reports of financiah stnal sense of mastery -
an unexpected finding. However, and consistent with expectations, in bivarigteeanveomen
reported more financial strain than men (b=.098, SE=.02MQ1) although they were similar
to men in sense of mastery (b=-.007, SE=.026, p>.05). These results indicate that gender
differences in financial strain are largely a function of differemet®een men and women in
sociodemographic characteristics such as income. However, that men and wosi@ilaaran
sense of mastery even in bivariate analyses is unexpected considerprg\lmats research
generally shows that women have low mastery than men (Rosenfield, 1999; Ross\&kyir
2002; Slagsvold & Sorensen, 2008).

There was a curvilinear relationship between age and mastery. Masteasadwith
age up to around age 70, after which it declined with age. Poor physical and cognitlve heal
likely contributes to the inverse relationship between age and mastery oV egesidering
that such health declines are more common at advanced ages (Paez et al., 2@09eGalem
2010; Wilkie et al., 2007) and are associated with functional limitations that camuinelsense
of control (Dunlop, Manheim, Sohn, Liu, & Chang, 2002; Njegovan, Man-Son-Hing, Mitchell,
& Molnar, 2001; Schieman & Turner, 1998). At younger ages (i.e., between ages 50 and 70),
most adults are relatively healthy and are actively engage in agithtt reinforce sense of
control, such as employment and leisure activities.

Results also showed that people who are separated or divorced, and those who are

widowed reported higher sense of mastery than the married. These findings agdrdoitnte
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and difficult to explain. It could be that adjusting to the absence of a spouse requiredgiat p
who occupy these statuses develop greater sense of control. This study also tqueaptba
who were retired consistently for the past six years and homemakereddpsed financial strain
compared to those who were consistently employed for the past six yeasg. fihbdengs also
are counterintuitive and difficult to explain considering that these stausggnerally
associated with no employment-based earnings. Among retirees, socidy secoime, proper
financial planning, and careful spending may protect against finaneiad,str those with
greater financial assets may be more likely to retire.
Significant gender differences in the effects of neighborhood conditions csostresd
psychosocial resources were found for one of three stressors, neighborhood gisgsider,
and two of three resources, neighborhood social cohesion and social support. The finding that
living in a neighborhood with more households that receive public assistance income is
associated with higher levels of perceived neighborhood physical disorder morensm ftiran
women was unexpected. Although this neighborhood characteristic increasedmesaspt
disorder for both men and women, men appear to be more sensitive to this indicator of
neighborhood disadvantage. It is also possible that this finding reflects a typedoasidering
that neighborhood proportion households receiving public assistance income is one of four
components of NSD, and there was no significant gender difference in theoeffect
neighborhood disorder of the NSD principal component or the other three of its components.
Living in a neighborhood with more vacant housing units was associated with higher
levels of perceived neighborhood physical disorder, and the effect was gneatey @omen
than men. This finding was consistent with expectations. Vacant housing units aarilbtit

activities such as drug dealing; or they can function as the gathering plaaescriminal

246



activities are planned (Hannon & Cuddy, 2006; Spelman, 1993; Vigil, 1987). More vacancies in
the neighborhood was hypothesized to be more detrimental to women’s than men’s perceptions
of disorder because women are more likely than men to have greater exposure to the
neighborhood considering that they are over-represented among homemakers andyhe elde
(Ward et al., 1988; NCHS, 2011; USBLS, 1990), for whom the neighborhood is the main activity
space. Women also experience greater fear of victimization than do men, (Eliidt;

Rosenfield & Mouzon, in press), and as a result, they may be especially observant of
neighborhood conditions that can increase disorder and risk of victimization, such seldeser
buildings.

Overall, neighborhood conditions do not generate different perceptions of neighborhood
disorder among men and women given that eight indicators of neighborhood disadvantage and
five indicators of neighborhood advantage were assessed for gender diffenahegsdffects
on disorder, and only the above two interactions were statistically significintever, these
two interactions suggest that men and women may be sensitive to different asgects of t
neighborhood environment.

The detrimental effect on perceived neighborhood social cohesion of NSD and
neighborhood proportion vacant housing units was larger for women than men. Also as
hypothesized, the beneficial impact of neighborhood affluence on neighborhood soci@rcohes
was greater among women than men. However, in comprehensive models thahsounslia
assessed these conditional effects, none of the interactions were signifitiaating that they
appear to be capturing the same dynamic. That is, relative to men, womeejstiparof social

cohesion in the neighborhood is more sensitive to numerous aspects of the neighborhood
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environment — be it disadvantage in the form of NSD or vacant housing units; or advantage i
the form of affluence.

Research shows that NSD is positively associated with crime and otimsrdbr
neighborhood disorder (Ross & Jang, 2000), and as previously noted, vacant housing units can
attract illicit activities that increase insecurity in the neighborhoodidBets of neighborhoods
characterized by these unfavorable features may face a higher riskrafaaton. Also, they
may be concerned about their own and their families’ exposure to negative inglu&wush
fears and concerns can undermine social cohesion in the neighborhood by incre&asding soc
isolation, weakening social ties, and threatening trust among residentoyieudtilal., 1998;

Krause, 1993; Ross & Jang, 2000; Sampson, 1990). Neighborhood affluence can promote social
cohesion by encouraging an orderly and safe environment with amenities such as well
maintained public spaces where residents can interact and develop socral tiesagorks

(Altschuler et al., 2004; Browning & Cagney, 2003).

Neighborhood disadvantage (i.e., NSD, vacant housing units) and advantage (i.e.,
affluence) can have a larger impact on women’s than men’s perception of neaieocial
cohesion possibly because, relative to men, women are more involved in forming sfcial tie
maintaining social networks, and participating in reciprocal exchangen@e92; Schuster et
al., 1990; Turner & Marino, 1994). These activities promote social cohesion and can be
threatened by NSD and neighborhood vacancies or encouraged by neighborhood affluence

Similar to its effect on perceived neighborhood social cohesion, neighborhood afluenc
was positively associated with social support more so for women than men. Takbertae
findings for neighborhood social cohesion and social support show that women'’s perceptions of

social ties and support are consistently more sensitive than men’s to neighborhoadnsondit
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This could be the case because women are more involved than men in developing and
maintaining these psychosocial resources (i.e., social support, neighborhoododmseirg and
may therefore be more sensitive to neighborhood effects on these resourcesn, maays
aspects of neighborhoods do not appear to generate differences between men and women in
perceptions of social ties.

The second aim also investigated gender differences in the effects onigtepress
symptoms of stressors and psychosocial resources. Perceived neighbortsical gisprder
was positively associated with depressive symptoms, but contrary to expetés impact on
symptoms was greater among men than women. Actual acts of physical virl@ssault, or
fear of such occurrences, can increase risk for depressive symptomsigD&iKkaukinen,
2005; Rentoul & Appleboom, 1997). Women express greater fear of victimization, however,
men are more likely than women to witness or be the victims of physical videlho#, 2001;
Hatch & Dohrenwend, 2007; Rosenfield & Mouzon, in press). For men, disorder in the
neighborhood may have a more salient association with risk of victimization, whych ma
contribute to the larger positive association between disorder and depresgitersy among
men.

There were no gender differences in the detrimental effects on mental hehklodier
stressors (i.e., financial strain, everyday discrimination) or in the baexlafftects of the
psychosocial resources (i.e., neighborhood social cohesion, social support, ) ndstesg
findings are not consistent with the differential vulnerability hypothesiseo$tress process
framework: that at least some stressors have a greater effect easi@pamong women than

men.
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The second aim also assessed whether the effects of stressors on depneggv@as
varied by levels of psychosocial resources. Perceived neighborhood physical diadrder
larger positive effect on depressive symptoms among people with high than low levels of
perceived neighborhood social cohesion. This finding was not consistent with eéspectahe
neighborhood stress process framework posits that greater access to psyaessocizes
protects against the detrimental effects of stress on mental health vétpp&rceived
neighborhood social cohesion did not function as a stress-buffer. Instead, it amplified the
deleterious effects of disorder on symptoms.

Considered from a different angle, at low levels of neighborhood physical disorder
people who perceived their neighborhoods to be less socially cohesive reported the most
depressive symptoms whereas people who perceived high levels of cohesion hest the le
symptoms. The latter group experienced cumulative advantage whereby theyg dezntal
health benefits from living in a neighborhood that is both less disordered and moltg socia
cohesive. When perceived neighborhood physical disorder is high, neighborhood social
cohesion had little effect on depressive symptoms. People who perceived vargiagie
social cohesion reported near similar and high levels of depressive symptamsid be that in
the context of highly disadvantaged (i.e., disordered) neighborhoods, close socialties m
undermine residents capacity to work jointly and effectively to increasa soatrol and
security in the neighborhood, especially if network members’ family or friarelBnked to the
problem behaviors that increase disorder in the neighborhood. Additionally, in neighborhoods
with high level of disorder and that are also likely to be socioeconomically imgloedy
perceiving high levels of social cohesion or having close social ties and netwgrkscnease

the strains associated with expectations of reciprocal exchange.
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The finding that the impact of financial strain on depressive symptoms vedle stnfor
people with more social support and largest for those with less social support wstecbnsgth
the stress-buffering role of psychosocial resources as forwarded in thbareigod stress
process model. This result is similar to findings from other studies thatreedthie effects of
individual-level stressors on mental health (Comijs, Penninx, Knipscheer, & van Till99e;
Takizawa, Kondo, Sakihara, Ariizumi, Watanabe, & Oyama, 2006; Terry, Nielserrcidre,
1993).

A total of nine interactions were tested involving the three stressors aaddbogirces
examined in this study, but only the two interactions described above werecaignifl hese
results show that, overall, stressors and resources have additive effects asdutees do not
appear to buffer the effects of stressors.

Overall, other than interaction effects associations between indicatorglobadiood
disadvantage and advantage were most consistent for the two variables that capteai® pe
perceptions of their neighborhoods, neighborhood physical disorder and neighborhood social
cohesion. Indicators of disadvantage (e.g., female-headed/non-family houseleo&ls)
associated with higher levels of neighborhood physical disorder and lower levels of
neighborhood social cohesion. As previously noted, high neighborhood proportion of female-
headed households with children can contribute to disorder in the neighborhood through problem
behaviors among poorly supervised children. Neighborhoods with many non-family households
may have many unmarried young people; and young adults may introduce disorder in the
neighborhood considering that they are more likely to offend. The presence ofpgmpig
between ages 15-25 has been linked to higher crime rates (South & Messner, 1987,

Steffensmeier & Allan 1996; Steffensmeier et al., 2006). Non-family howdsehtslo are likely
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to be comprised of tenants temporarily residing in the neighborhood and whose departure
disrupt social ties and support networks that increase social cohesion in the neighborhood.

Measures of neighborhood advantage (e.g., owner-occupied housing units, married-
couple families with children) were positively associated with neighborhooal sotiesion and
social support; and inversely associated with neighborhood physical disorder. Homseowne
occupy their homes for longer durations than renters (Hansen et al., 1998; Rohe & Stewar
1996) and they are more likely than renters to see their homes and neighborhoods as their
permanent place of residence. As a result, they may be more actively thvoaaivities (e.g.,
community organizing) that promote the welfare of the neighborhood and increase social
cohesion (Rohe & Basolo, 1997; Rossi & Weber, 1996; Saunders, 1990).

Living in a neighborhood with more married-couple households with children also can
encourage social cohesion and reduce disorder in the neighborhood because raising children
could motivate parents to participate in community organizations and actikisigscrease
safety in the neighborhood and maintain amenities such as parks and schools. When parents and
other residents come together and organize to achieve common goals, they canirgjessoc
increase social connectedness, and collective efficacy in the neighborhood.

Neighborhood characteristics such as high proportions of owner-occupied housing units
and married-couple households with children represent stability that promatdsapttal (i.e.,
social support, social cohesion) in the neighborhood. The main effects described herashow t
neighborhood advantage and disadvantage especially manifest through residespsiopesrof
disorder and social cohesion in their neighborhoods.

Measures of neighborhood disadvantage (i.e., NSD, female-headed households) also

were positively associated with everyday discrimination. This finding ig/ltkebe a result of
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residential segregation, especially the marked tendency for neighborhaddatitage to be
pronounced in predominantly African American neighborhoods (Massesy & Denton, 1993;
Quillian, 2012; Wilson 1987, 1996).

The third aim examined variation in depressive symptoms among women, a group who
increasingly outnumber men at older ages and therefore have greater exposure to the
neighborhood. NSD and three of its components and not the other indicators of disadvantage
(i.e., female-headed households, vacant housing units) were positive and signifissothated
with depressive symptoms among women. These results show that, among women, unfavorable
economic and not other indicators of social disadvantage in the neighborhood are consequential
to mental health. Neighborhood economic disadvantage may be more potent than neighborhood
social disadvantage for generating conditions (e.g., crime, vandalism, [msglhat increase
risk for depressive symptoms.

However, these results are not consistent with the findings for the sample aga whol
For the sample as a whole, the conditional effect on depressive symptoms of ieigtibor
proportion female-headed households with children was not significant, suggestithgtéas
no difference between men and women in the effect of this neighborhood condition on
depressive symptoms. The main effect on symptoms of neighborhood proportion ferdaké-hea
households was positive and significant, suggesting that it is consequential to bothnaden’s a
women’s mental health. However, among women only, neighborhood proportion femald-heade
households was not significantly associated with depressive symptoms.dibedblat the
smaller sample of only women lacks the statistical power to detect the effec

In the full sample, neighborhood proportion non-family households had a gender-

contingent effect on depressive symptoms. Among women, it was significant arsgipver
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associated with symptoms, which was contrary to expectations. Among men it was not
significantly related to symptoms. In the women only sample, it is not sigmifycassociated

with symptoms, although one would expect that it should be significant and invesatiated

with symptoms consistent with the finding in the full sample. The value for the nedh @h
depressive symptoms of neighborhood proportion non-family households in the full sample is the
average of the effects across males and females; and is not a large wasigaifect (b=.079,
SE=.070, p=.258). Therefore, the smaller sample size in the women only analyses may
problematic. There may not be enough statistical power to detect an effect.

Living in a more socioeconomically disadvantaged neighborhood was associéted wit
higher levels of depressive symptoms among women, and perceived neighborhood social
cohesion completely mediated this effect when considered jointly with neighborhggidgbh
disorder. Perceived neighborhood social cohesion represents residents’ feelireysartat
they are socially integrated in their community; and that they live in a nelgitmbivhere
people are helpful and there is mutual trust and respect (Berger-Schmitt, 2002015atrals
1997). Neighborhood social cohesion also functions as a psychosocial resource treathsuffer
negative impact of stress on mental health (Fone et al., 2007; Rios et al., 2012). As previously
discussed, NSD can undermine neighborhood social cohesion by giving rise to a disamdere
unsafe neighborhood environment characterized by distrust, social isolation, &gbaiaaties
among residents (Fullilove et al., 1998; Krause, 1993; Ross & Jang, 2000; Sampson, 1990). By
eroding perceptions of social cohesion, NSD creates the pathway that chisrohaisterious
effect on mental health.

The third aim also assessed the extent to which the effects on depressive Syofigmt

indicators of neighborhood disadvantage varied by levels of stressors and psgathosoc
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resources. The finding that neighborhood proportion vacant housing units is more dettionental
the mental health of women who perceive high than low levels of disorder in their
neighborhoods was consistent with expectations. As previously discussed, vacant hotssing uni
can encourage illicit activities that create insecurity in the neighborhath@ & Cuddy,
2006; Spelman, 1993; Vigil, 1987), and the ensuing fears and concerns related to safety can
increase risk for depressive symptoms. Even so and as suggested by the findings,itlee negat
mental health consequences of vacant housing units is likely to be smallenentaffl
neighborhoods, for example, where residents perceive low levels of disorder (eayimew
vandalism) compared to disadvantaged neighborhoods where disorder is gendrally hig
Results for the third aim also showed that the impact of NSD on depressive symptoms
was smallest for women with the most social support and largest for thosthevieast social
support. These results are consistent with the role of social support as a stezssitiurff the
neighborhood stress process framework. Social support protected against tive imagatt of
NSD on mental health, and especially for women who reported more social supports &ssul
indicated that NSD had the greatest impact on depressive symptoms among womeghwith hi
levels of mastery. That is, the negative impact of NSD on mental healthrgest lor these
women relative to those with lower levels of social support. This finding runs cotdrary
expectations. In the neighborhood stress process framework, mastery, liksgooat, is
considered a psychosocial resource that buffers stress. However, thikséndisate that
mastery amplifies the negative impact of NSD on mental health.
Considered from a different angle, when NSD is high, sense of mastery @l bastr
little impact on depressive symptoms. That is, people with high, average, and l@ryrhase

near similar and high levels of depressive symptoms. When NSD is low pedplewvit
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mastery report the most symptoms and those with high mastery report tts/hepoms. The
latter group experience cumulative advantage. That is, they experienteg greatal health
benefits from living in a more advantaged neighborhood and also by having high levels of
mastery. In disadvantaged neighborhoods, having high sense of masteryehasrdtl
beneficial effect on emotional well-being perhaps because in actpabple in these
neighborhoods have little real control over what happens. However, in neighborhoods that are
not disadvantaged (i.e., advantaged neighborhoods), perceived personal control may be
beneficial because it corresponds to a real ability to control events and ¢acoess

The third aim additionally examined the extent to which the effects on depressive
symptoms of five indicators of neighborhood advantage varied by levels of str@sdors
psychosocial resources. The finding that living in a neighborhood with more adalt§5aged
older is associated with fewer depressive symptoms more so for women whoawgdextdls of
perceived neighborhood physical disorder than women who report average levedsdsrdss
consistent with expectations. Higher concentrations of older adults in the neighdbbids been
found to be associated with decreased risk for depression (Kubzansky et al., 2005)easednc
social cohesion in the neighborhood (Almeida et al., 2009). Low neighborhood disorder is
associated with a safer neighborhood environment (Ross & Jang, 2000) that can ersomishge
participation. In the context of such a neighborhood, the presence of older adults aate prom
psychosocial resources such as social ties and cohesion, thereby havitigeagifesct on
mental health.

Results from the third aim also indicated that higher neighborhood proportion of affluent
households and owner-occupied housing units are associated with fewer depressimsympt

more so for women with high levels of mastery than women with low mastery. EHsedts are
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consistent with expectations and reflect cumulative advantage whereby halirsghse of
control and also living in an affluent neighborhood particularly promotes mentti.heal

Study findings also showed that living in a more affluent neighborhood or a
neighborhood with more owner-occupied housing units was less beneficial to the meatital
of women with high than low levels of social support. It could be that having high levels of
social support in and of itself promotes emotional well-being, such that living iiflana
neighborhood does not confer substantial additional benefits to mental health. However, for
women with low levels of social support, living in an affluent neighborhood may proteécstga
stressors (e.g., unsafe neighborhood conditions) detrimental to mental health shatitiga
low levels of social support becomes less consequential emotional health.

This dissertation investigated neighborhood effects on depressive symptoms, individual-
level stressors, and individual-level psychosocial resources among people ggass5hd
older. Conditions within a neighborhood are a constant for everyone in the neighborhood. For
example, everyone in a neighborhood with high levels of NSD is exposed to those levels of
disadvantage. However, given that older people’s social spheres are confimed to t
neighborhood more than those of younger people, their real exposure to neighborhood conditions
may be greater.

Neighborhood disadvantage (e.g., NSD, vacant housing units, female-headed households)
was associated with lower levels of perceived neighborhood social cohesion whereas
neighborhood advantage (e.g., affluence, owner-occupied housing units) was assdtiated w
higher level of perceived neighborhood social cohesion and social support. Adults indfis st
are at a stage in the life course characterized by social roleitagssguch as retirement and

widowhood, which may disrupt social ties and support including weakening social connections
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with work colleagues (Stevens & Van Tilburg, 2011) and the deceased spouse’aetocak.
Such changes may make people more sensitive to the amount of social cohesion in the
neighborhood.

People who live in neighborhoods with more married-couple households with children
also perceived their neighborhoods to be more socially cohesive. Although it is unlikéhygha
study’s sample of adults have dependent children at home, they too benefit fronmli&ing
neighborhood with more married-couple households with children considering that raising
children can encourage social cohesion when parents and other residents eartieaigatities
that promote the welfare of the community and build social ties.

Examining neighborhood effects on components of the neighborhood stress process
model among people ages 50 years and older is important because they aresah dhstdife
course when changes in their health, employment, and marital status mayemalespecially

vulnerable to neighborhood conditions.

6.4 STRENTHS AND LIMIATIONS

Limitations This dissertation has some limitations. The data are cross-sectiosal. It
therefore not possible to establish causality, that is, to say that living iadvantaged
neighborhood leads to more depressive symptoms, but results from cross-sectiosat aaaly
pave the way for subsequent studies using longitudinal data. The problem of selection is a
limitation that confronts many neighborhood effects studies. People gemb@lye, and are
not randomly assigned to, the neighborhoods in which they live. This study controlled for
whether or not respondents moved in the past six years in addition to a number of other
individual-level sociodemographic characteristics associated with degaegsiptoms and that

may confound the relationship between neighborhood conditions and symptoms. Even so,
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unmeasured variables associated with residence in the neighborhood méyteotdrthe
observed neighborhood effects (Leventhal & Brooks-Gunn, 2000).

This study is guided by the neighborhood stress process framework and the liée cours
perspective (Aneshensel, 2010a; Elder et al., 2003). The former posits thadrvariakposure
to stressors and access to psychosocial resources influence risk fesfepgmptoms. Both
frameworks acknowledge the principleaafencywhereby, for example, people actively seek out
ways (e.g., accessing their support networks, developing sense of mastangh to engage
with the environment so at to reduce the detrimental effects on mental health afrexpos
unfavorable neighborhood conditions. This study examined three psychosocial res@uyces (
perceived neighborhood social cohesion, social support, mastery) that tap into the @oncept
agency. However, people likely employ a wider variety of behaviors and copafangms to
confront noxious neighborhood conditions. That this study only looked at a limited number of
psychosocial resources is a limitation that can be addressed in futurehesear

The findings of this study are somewhat biased towards healthy individuats give
analytic sample inclusion criteria that excluded eligible respondents whoe@@uiroxy to
complete the HRS interview and the psychosocial questionnaire. Financraisstiae of the
individual-level stressors examined in this dissertation. It is a scale isechpf two available
items, which may not adequately measure the construct, thereby leadisg dodarate results.
The depressive symptoms count, the primary outcome measure, is based on eightfiatead o
20 items from the Center for Epidemiologic Studies Depression Scale (CESki9)shorter
version of the CES-D may reduce the amount of variation in depressive symptomduened re
the power for detecting neighborhood effects on symptoms (Aneshensel et al., 2007).

Additionally, the one-week period within which depressive symptoms are assessedtiade
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into consideration that depressive symptoms generally manifest in maftipledes (Ustun &
Kessler, 2002; Limosin et al., 2007). The burden of depressive symptoms may hawvedheref
been underestimated in this study.

This dissertation is concerned with neighborhoods as an important context contributing to
disparities in depressive symptoms. Neighborhoods are operationalized usingreetsus
which being official boundaries may not reflect the way respondents think about their
neighborhoods (Pebley & Sastry, 2004). As a result, associations may be weakenbet
neighborhood conditions and outcomes that rely on respondents’ definition of neighborhood,
such as perceived neighborhood physical disorder and perceived neighborhood soca@i.cohesi
Results from studies such as this one in which neighborhood is defined by official boundaries
may therefore differ from results based on subjective definition of neighborhood.veétpwe
findings from this study can be compared to existing research that alsengse tracts as
proxies for neighborhoods.

Respondents are not evenly distributed across neighborhoods in this study, and a large
number of neighborhoods only have one resident (i.e., singleton tracts). Singletomadtacts |
within-group variation in study outcomes and limit the study’s capacity to foxbdevel
interactions. Another limitation is that, although it is not known with certainty how long
respondents have lived in their neighborhoods, this study assumes that current neighborhood i
the only relevant neighborhood for study outcomes, but this is unlikely to be true.

StrengthsThe HRS is a U.S. national probability sample of persons over the age of 50.
The data used in this study are relatively recent and cover a wide range moatidarabout key

constructs in the neighborhood stress process model. Study results can begérecadly to
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the diverse urban non-institutionalized U.S. middle-aged and older adult population andl not jus
populations in select urban areas.

For over three decades, the stress process model has guided research conbenoed wit
inequalities embedded within the status characteristics of individuals niamifesalth
disparities. The majority of this research has applied the stress pn@easws/ork at the
individual level. This study builds on the work of Anehsensel (2010a) by applyingdhs str
process model in a manner that encompasses the neighborhood context of people’bdives. T
study also provides a more comprehensive investigation of neighborhood effectsemsisiepr
symptoms by focusing on multiple indicators of neighborhood disadvantage and advantage,
some of which were previously unexamined.

Little attention has been directed towards investigating gender difference
neighborhood effects on depressive symptoms. Addressing this research gap isstrengjibr
of this study; and the findings, albeit null overall, constitutes a valuable comnlbatthe
research literature. Other study results also are important. They haveeshbanc
understanding of variations in neighborhood effects on depressive symptoms and individual-
level stressors and psychosocial resources; and identified a pathway linknigankood
disadvantage to symptoms.

Focusing on middle-aged and older adults ages 50 years and above is a strength of this
study. It presents the opportunity to study neighborhood effects among adultsewho ar
approaching a period in the life course characterized by shrinking soevarke®s they exit
the labor force, growing physical impairments and limited mobilithag age and become more
restricted to the neighborhood, and threats of social isolation when spouses and fesnds pa

away. Itis therefore important to examine how neighborhood conditions influence heaithal
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and enhance or undermine social support and cohesion, which may serve as impa@sant stre

buffers for older adults.

6.5 PUBLIC HEALTH IMPLICATIONS

This dissertation is the first to examine whether neighborhood disadvantage and
advantage have a different effect on depressive symptoms among women over tHgage of
compared to their male counterparts in the United States. Overall, neighborhotedagffec
depressive symptoms did not differ for men and women for many aspects of neighborhood.
Based on these results, gender-tailored interventions aimed at addressinghierheod
context as a determinant of depressive symptoms do not appear to be necessary.

Findings from this study indicated that both socioeconomic (i.e., NSD, affluemte) a
social (i.e., female-headed households with children, owner-occupied housing units)
neighborhood conditions are consequential to mental health. These findings are important
because they highlight the need for investing in “upstream interventionssgdon both: (a)
developing economic and social capital and stability in impoverished neighborhoods, and (b)
maintaining these resources in advantaged neighborhoods. As proposed by Leventhal and
Brooks-Gunn (2000), community level interventions that target the social and economic
resource-base of the neighborhood are likely to be the most effective. Interveraiomsinde
rehabilitating abandoned or decaying buildings and other physical spaces anittiogntimem
to meaningful use (e.g., business, residential, parks) that economicallyizesitae community
and encourages social engagement. Collaborative efforts between the police mthitpm
members to reduce truancy and restore and maintain safety in the neighborhood also are
important considering that a safe neighborhood environment encourages trust, redakes soc

isolation among residents, and builds social capital beneficial for mentdi.healt
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This study also revealed that women'’s perceptions of social cohesion/sacaaldie
support are more sensitive than men’s to neighborhood socioeconomic conditions. Social ties
and support are psychosocial resources whose beneficial effects on mental aad ipbgkh is
well documented. That NSD threatens and neighborhood affluence promotes theseses
more so for women than men is a notable finding because these resourcesmegyabevay
through which neighborhood conditions contribute to gender differences in other health
outcomes, even if absent for depressive symptoms.

Perceived neighborhood physical disorder had a greater impact on deprasgia sy
among men than women. This finding was counterintuitive considering women’s greate
exposure to the neighborhood and their greater fear of victimization relativentovuoze
theoretical attention is needed to enhance our understanding of why perceived heigthbor
physical disorder is more detrimental to men’s than women’s mental healthe gdrme time,
interventions are needed that tackle the underlying causes of neighborhood disarder. Fo
example, considering that socioeconomically disadvantaged neighborhoods arelypositive
associated with neighborhood disorder (Ross & Jang, 2000), structural interventions can be
designed to provide businesses with incentives (e.g., tax breaks) to operate inednyd ther
revitalize impoverished neighborhoods. Such neighborhood-level interventions would be
particularly beneficial because they target underlying causes of logsdtarities and reach large
numbers of people, that is, the community at large including men for whom disorder is more
noxious.

Social support buffered the negative effect of financial strain on psychologittal w
being. This stress-buffering role of social support has been observed in other studies, w

emphasizes the importance of interventions that promote this psychosocial resspecally
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among this study’s sample whose life course trajectories include changemlrdes (e.g.,
from employee to retiree; spouse to widow) that may their access to sgppalts
Perceived neighborhood social cohesion fully mediated or functioned as the channel
through which the effect of NSD on depressive symptoms among women was trahsmitte
Efforts aimed at increasing neighborhood social cohesion, especially in disaédantag
neighborhoods, could benefit mental health. Identifying the mechanisms that lihkarbigod
conditions to depressive symptoms is a significant contribution of this researcle itgan be
difficult to change structural conditions that undermine health (e.g., turningpanraically
disadvantaged neighborhood into a thriving one), it is possible to develop interventions that
reduce stress proliferation or protect psychosocial resources (e.giygermneighborhood social
cohesion) threatened by neighborhood disadvantage. For example, the neighborhood program
Highbridge Community Life Center in the Bronx, New York creates spag@torg and old
members of the community to interact and build social networks, receive l@pdeasing, and
organize to solve problems facing their community (Highbridge Community Liiée€e2010).
The deleterious effect of NSD on depressive symptoms was largest amommg writh
high levels of mastery. Mastery, which is conceptualized as a psychossomatae beneficial
to mental health within the neighborhood stress process framework, did not function assuch. A
previously discussed, in disadvantaged neighborhoods, having high mastery does litiédito be
mental health possibly because in actuality people in these neighborhoods leaealittontrol
over what happens. Here is a situation that calls for interventions that addresd taeise of
the problem: NSD; together with programs that promote psychosocial resthatcase more

effective at reducing the negative impact of NSD on mental health, such assspgiort.
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Results also indicated that women who live in advantaged neighborhoods (i.e., the least
impoverished neighborhoods) and who also have high levels of mastery reported the least
symptoms. This finding cautions against only targeting disadvantaged neighborln@ods w
developing interventions addressing the neighborhood as a contextual determinanabf ment
health. The results show that it is also beneficial to pay attention to advantaddésbriesgds
because maintaining the favorable characteristics of these neighborhoodsogmomloting
psychosocial resources in these neighborhoods (e.g., social cohesion and sensgyoAmasg
residents) also may confer mental health benefits.

Conclusion This study is the first to examine gender differences in neighborhoodseffect
on depressive symptoms and other components of the neighborhood stress process model.
Results largely indicate that the impact of neighborhood conditions on depressiversgmpt
stressors, and psychosocial resources do not differ by gender in this sample efagettiand
older adults. However, there were some gender differences in neighborhoalaeffpetceived
neighborhood physical disorder, neighborhood social cohesion, and social support; with results
suggesting that women’s perception of social ties and support are espamaitwe to
neighborhood economic conditions.

Results also provided evidence of variation in the effects on depressive symptoms of
neighborhood physical disorder and financial strain by levels of neighborhood socgboohe
and social support. Psychosocial factors also moderated the association beigydrrheod
disadvantage and depressive symptoms among women; and neighborhood social cohesion
completely mediated the effects of NSD on depressive symptoms. Thisafieaartakes an

important contribution to the research literature and provides results thatigamfdren
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“upstream interventions” targeting the urban neighborhood context as an importamirteter
of mental health.

Middle-aged and older adults may depend more on social integration or connectedness
and social support within the neighborhood as the neighborhood becomes their main activity
space due to aging-related physical impairments and contracted soclksedfter exiting the
workforce. Efforts aimed at reducing neighborhood disadvantage and developing and
maintaining favorable neighborhood conditions that promote social cohesion and social suppor

would benefit the mental health of this study’s sample of adults ages 50 yeardeand ol
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