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ABSTRACT

Extensive research suggests that living in a socioeconomically disadvantaged neighborhood is associated with
poor mental health. Few studies, however, have examined (1) whether neighborhood disadvantage is associated
with residents’ self-esteem; and (2) the extent to which individual-level socioeconomic resources such as income
and education, and relational resources such as marriage and social support moderate the association between
neighborhood disadvantage and self-esteem. This study employs data from the Americans’ Changing Lives panel
survey (hereafter ACL), a 15-year panel study of the U.S. adult population ages 25 and older in original sample.
Because hierarchical linear model was employed to analyze data, findings provide fixed effect coefficients for inde-
pendent variables at both the individual and census tract levels while controlling for random intercepts between
census tracts. Findings based on data from the 4th wave of ACL reveal that neighborhood disadvantage is not
associated with self-esteem. We do, however, find that living in a disadvantaged neighborhood worsens self-
esteem for those who have lower levels of informal social support and are currently unmarried. These findings
imply that while neighborhood disadvantage does not necessarily impact self-esteem, neighborhood disadvantage
is detrimental to the self-esteem of those who report lower level of relational resources.
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1 Introduction

Neighborhood socioeconomic context is a critical social structure that has serious implications for
mental health. Disadvantaged neighborhoods often mean limited access to education, employment, and
health care, all of which influence levels of everyday stress and mental health [1–5]. That said, research
also reveals that the psychological consequences of living in a disadvantaged neighborhood vary widely
based on individual-level characteristics of the residents [6,7]. While most studies assessing the mental
health effect of neighborhood disadvantage have focused on depression [8,9], we contend that an equally
important measure of the psychological ramifications of living in a socioeconomically deprived
neighborhood is self-esteem. Self-esteem is a critical psychosocial resource to enhance mental health.
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In the present study, we extend past research in two important ways. First, we focus our attention on a
relatively under-assessed outcome in the studies of neighborhood disadvantage—specifically, self-esteem—

which reflects individuals’ overall evaluation of their self [10]. There are some studies that have examined the
association of neighborhood disadvantage with self-esteem, but the data utilized in these studies were not
nationally representative [11,12]. Second, we argue in favor of re-examining the relevance of individual-
level factors, such as personal socioeconomic and relational resources within the context of neighborhood
disadvantage and the relatively underexamined outcome of self-esteem. As Ross and Mirowsky in their
2008 study [13] argued, “If neighborhood socioeconomic status affects residents’ health over and above
their personal socioeconomic status, then neighborhood SES is more than the sum of its residents’
socioeconomic status. If there is no significant neighborhood effect once personal SES is adjusted, this is
evidence that the apparent neighborhood effect is really compositional, due to the socioeconomic
characteristics of the individuals who live there.” Paying heed to this argument, in our study, we examine
the extent to which the relationship between neighborhood disadvantage and self-esteem is moderated by
two individual-level characteristics, namely (a) economic resources, such as education and income; and
(b) relational resources, such as being married and informal social support.

Our study offers two competing hypotheses to test the extent to which individual SES and relational
resources moderate the relationship between neighborhood disadvantage and self-esteem. On one hand,
we utilize the stress buffering hypothesis [14] to predict that those with higher economic and relational
resources are less susceptible to the strain presented by their immediate neighborhoods. On the other
hand, we employ the status discrepancy hypothesis [6] to suggest that the negative impact of
neighborhood disadvantage on self-esteem may be stronger for those with higher socioeconomic and
relational resources because those with more resources may experience cognitive dissonance associated
with the discrepancies between their own personal status and the status of their neighborhood.

A moderating effect of individual characteristics on the association between neighborhood disadvantage
and self-esteem would help us identify social groups that may be particularly vulnerable to neighborhood
deprivation and for whom institutional and social resources are most needed. No research, in our view,
has investigated these competing hypotheses to account for the moderating effects of individual-level
characteristics on the association between neighborhood disorder and self-esteem. Below, we first review
existing research pertinent to the proposed research questions. Upon that, we test our research
propositions drawing on data from the 4th wave of the Americans’ Changing Lives survey.

1.1 Neighborhood Disadvantage, Individual-Level Characteristics, and Self-Esteem
Disadvantaged neighborhoods are characterized by a concentration of persons or households with poor

socioeconomic status, chronic unemployment, receipt of public assistance, and an overall lack of social order
[15]. Physical traits of disadvantaged neighborhoods, such as dilapidated housing, crumbling infrastructure
and unwanted and harmful commercial establishments, such as adult book/video stores can be distressing to
residents. Residents of disadvantaged neighborhoods often lack access to the most basic services needed for
everyday living. It is only logical to assume that disadvantaged living conditions wear down feelings of
safety, pride, and confidence in one’s community and instead result in mental distress.

While these global neighborhood traits impact mental health [1–3], a growing body of research pays
attention to how the link between neighborhood characteristics and mental health is conditioned by
individual-level traits/resources of residents [6,7,16]. For instance, in their effort to distinguish the effects
of neighborhood vs. individual-level characteristics on mental health, Wheaton et al. [16] found that
current neighborhood conditions do not uniformly impact early adult mental health. Moreover, their study
showed that the neighborhood effects that do emerge are due in part to the chronic stressors experienced
at the individual level.
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Only a limited body of research, however, has moved past using depression or depressive symptoms to
examine how neighborhood disadvantage affects residents’ sense of self. Boardman et al. [17], for instance,
examined whether neighborhood traits, such as unemployment, poverty, and receipt of public assistance
affect residents’ sense of personal control. Their study highlighted the relevance of examining jointly
global neighborhood traits and individual-level characteristics of residents in order to truly discern the
impact of neighborhoods on the outcome of self-efficacy. Similarly, in their study on neighborhood
context and personal control, Kim et al. [6] found that individual-level characteristics, namely race,
moderate the negative impact of declining neighborhoods on sense of personal control.

Despite these efforts to understand the links between neighborhood conditions and mental health, we still
do not know much about how living in a disadvantaged neighborhood impacts residents’ sense of self.
Although studies have utilized self-efficacy (or personal control) as their outcome variable, self-efficacy is
not tantamount to self-esteem. The two are interrelated but are not the same. Both possess their own
distinctive properties. It is not necessary that individuals who have high self-efficacy also simultaneously
enjoy a high sense of self or self-esteem. Our sense of self or self-esteem is likely to be shaped by how we
think we are viewed by others [10]; the extent to which we can distinguish ourselves from others; and the
extent to which we attribute what happens to us because of our own actions or inactions [18].

Association between neighborhood disadvantage and self-esteem is likely for a myriad of reasons.
Contrary to previous assumptions, research today points out that there exists a considerable variability in
self-esteem over one’s life course [19,20], and as such, self-esteem may, after all, be malleable to
community intervention. Moreover, theory of reflected appraisals [21] posits that given that we as humans
evaluate ourselves based on the opinions of us held by others, the characteristics and reputation of a
neighborhood may help clarify associations between neighborhood deprivation and feelings of self-worth
[22,23]. Sense of self or self-esteem, also, is likely to be affected negatively by disadvantaged
neighborhoods because a disadvantaged neighborhood is likely to be perceived by residents as signs of
abandonment both by their neighbors and the larger society. While individuals often can refurbish spaces
within their own homes and apartments, changes to an entire neighborhood are more difficult to implement;
instead, efforts to improve a neighborhood often emerge out of a community-wide initiative put together by
all those living in the neighborhood. However, doing so becomes monumentally more difficult given that
witnessing a breakdown in one’s community likely weakens social ties within the community. In the
disadvantaged neighborhoods, individuals likely begin to lose their pride in their neighborhood and sense of
control over their environment [18], which in turn may perpetuate reduced levels of self-esteem. Finally,
given the scarcity of resources and opportunities (e.g., spatial mismatching), individuals living in poor
neighborhoods are more likely to experience financial and social instability (e.g., job loss; foreclosure/
eviction; strained social relationships; dwindling social networks). However, it is possible that those living
in deprived communities attribute their social and financial failures to individual incompetence rather than
the very realistic social and fiscal constraints placed on them by where they live. Put simply, it is possible
for residents of deprived neighborhoods to blame themselves as opposed to realizing that they are trapped
in a myriad of socially, economically, politically constricting conditions [24]. Consequently, such
attributions of personal incompetencies may contribute to a diminished feelings of self-worth.

1.2 Moderating Mechanisms: Stress Buffering vs. Status Discrepancy Hypotheses
It is logical to assume that individuals’ socioeconomic status (SES) influences the type of neighborhood

in which they reside. That is, those who are economically deprived with low levels of education and unstable
jobs/income are more likely to end up in economically disadvantaged neighborhoods. They simply cannot
afford to buy or rent houses in economically well-to-do neighborhoods. Consequently, as Ross et al. [13]
put it: “If this is the case, then a vanishing association between neighborhood socioeconomic status and
health with adjustment for individual socioeconomic status implies that the association was largely or
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entirely spurious—a compositional effect.” Our study tests precisely for this possibility. That is, does the
association between neighborhood economic disadvantage and residents’ self-esteem vary based on their
individual-level economic and social resources.

Drawing upon previous research of neighborhood disadvantage and mental health, we propose two
competing hypotheses—stress buffering vs. status discrepancy—to account for how and why the
association between neighborhood disadvantage and self-esteem is moderated by select individual
attributes. In line with the stress process model [25,26], we argue that similar stressors do not similarly
affect everyone’s self-esteem. The stress process model posits that individual characteristics may modify
the stressor/stress outcome relationship. Personal socioeconomic resources, such as education and income
and relational assets, such as social support and marriage are likely to protect residents from the
otherwise psychologically harmful effects of a disadvantaged neighborhood. The buffering effect of
individual-level resources in neighborhood studies already is being reported in several studies [27–29].
Individuals with greater socioeconomic resources or/and relational assets may be less susceptible to the
detrimental neighborhood conditions that undermine one’s self-esteem because “loss of esteem may occur
to the extent that the failure to cope adequately is attributed to one’s own ability or personality traits, as
opposed to external cause” [14]. Accordingly, the impact of a disadvantaged neighborhood is suggested
to be less damaging to the self-esteem of those who enjoy higher personal economic resources—
education and income; and relational assets—namely, being married and enjoying strong informal
relationships with friends, neighbors or/and relatives.

Alternatively, we utilize the status discrepancy hypothesis to argue that neighborhood disadvantage may
be particularly draining on the self-esteem of those with greater socioeconomic and relational resources.
Living in a disadvantaged neighborhood, individuals with greater socioeconomic and relational resources
may feel isolated given the discrepancy between their personal status and the status of their neighborhood
[30–32]. Individuals with scarce resources likely are accustomed to chronic stress because they are more
likely to live in disadvantaged neighborhoods than people with greater resources. They may not
experience the cognitive discrepancy from life in disadvantaged neighborhood, implying that
neighborhood disadvantage is not an eventful or unexpected stressor. This is comparable to research on
chronic illness that finds that older persons of lower SES are more accepting of chronic illness as they
deem ill health to be the impending and as such, inescapable reality of their already difficult life [33].
Similarly, those with scarce economic and social resources may find it far less cognitively discrepant to
live in neighborhoods that are disadvantaged. Contrarily, one study found that the negative effect of
neighborhood disadvantage on sense of control, for instance, is more prevalent among those who report
lower levels of economic hardship and are racial majority—whites—than their counterparts because “they
may experience the cognitive dissonance between their perception of personal control and their
surrounding community” [6].

Stress experienced by those who feel a discrepancy between their personal and neighborhood resources
is not just limited to those with greater personal resources living in disadvantaged neighborhoods. There is
some research that finds that by living in an affluent neighborhood, the less affluent people increase their risk
of stress and ultimately mortality [34]. This could be because the cost of living in an affluent neighborhood
may render residents with little to no disposable income to spend on things, they need most. The other
assumption, however, is more reflective of the status discrepancy hypothesis. Put simply, it is not
unreasonable to assume that being surrounded by well-to-do neighbors can dampen one’s sense of self
and affect one’s health and well-being. In our study, we speculate that those with higher personal
socioeconomic and relational assets are more vulnerable to neighborhood disadvantage given the
discrepancy between their own status and the status of their immediate neighborhood.
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In summary, neighborhood disadvantage is expected to negatively affect self-esteem, but residents’ self-
esteem may not be uniformly influenced by neighborhood disadvantage. This study tests following
hypotheses to examine the extent to which socioeconomic and relational resources moderate the influence
of neighborhood disadvantage on self-esteem. The main analyses, therefore, test for interactions between
neighborhood disadvantage and two types of individual resources in predicting self-esteem.

H1-1: The negative effect of neighborhood disadvantage on self-esteem is lower for residents with
currently married and strong social support (Buffering hypothesis for relational resources).

H1-2: The negative effect of neighborhood disadvantage on self-esteem is greater for residents with
currently unmarried and weak social support (Discrepancy hypothesis for relational resources).

H2-1: The negative effect of neighborhood disadvantage on self-esteem is lower for residents with more
education and income (Buffering hypothesis for socioeconomic resources).

H2-2: The negative effect of neighborhood disadvantage on self-esteem is greater for residents with less
education and income (Discrepancy hypothesis for socioeconomic resources).

2 Data and Methods

This study employs data from the Americans’ Changing Lives panel survey (hereafter ACL), a 15-year
panel study of the U.S. adult population ages 25 and older in original sample. The stratified, multistage area
probability sample was drawn with an oversampling of both adults ages 60 and older and black adults. First
wave in 1986 was conducted with 3,617 respondents, representing 70 percent of sampled households and
68 percent of sampled individuals. Wave 2 data was obtained in 1989, and wave 3 data was obtained in
1994. We use wave 4 data obtained in 2001 and 2002 to utilize census information collected in 2000. A
fourth wave of panel study was conducted via telephone or face-to-face interviews when respondents
were not available for interview. The final sample includes 1,787 respondents including proxy (n = 95)
information, with a response rate of 83% of the respondents who survive after third wave. We did not
exclude proxy information unlike previous study using same data [35], because we did find no significant
difference in main findings with or without proxy information (results available upon request). 15 years
have passed since first survey was administered, age ranges from 40 to 99.

This study uses 4th wave of ACL, obtained in 2002, linked to 2000 census information, there is
limitation of data in that up-to-date census data of 2010 are not employed and structural changes in
neighborhood since 2000 are not reflected. Despite these weakness in data, ACL are nationally
representative data and recent studies examining neighborhood contexts and self-esteem employ regional
data [12,36], which prevents finding national implication. In addition, neighborhood characteristics at the
level of census tract may vary between 2000 and 2010 census data, our focus is not to examine trajectory
of self-esteem over years and to compare the association of neighborhood disadvantage with self-esteem
over period. Accordingly, we use ACL data collected in 2002 combined with 2000 census data for
present study.

2.1 Dependent Variable
Self-esteem is respondents’ beliefs about their own general self-worth. Respondents’ beliefs about their

own general self-worth were measured with three items from Rosenberg’s global self-esteem scale [37]: 1)
“At times, I think I am no good at all”; 2) “All in all, I am inclined to feel that I am a failure”; and 3) “I
take a positive attitude toward myself”. Responses were coded on a four-point scale, including “Strongly
agree” (1), “Agree somewhat” (2), “Disagree somewhat” (3), and “Strongly disagree” (4). At each wave, a
self-esteem index was created by computing a mean across the three items. One question, “I take a positive
attitude toward myself” was reverse coded before being averaged in with other 2 items. All 3 items were
standardized before being combined and then re-standardized to take the mean across items [38].
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The reliability of the three-item index of self-esteem was 0.58. Previous study did not include a question
of “I take a positive attitude toward myself” to comprise self-esteem index to increase to reliability [39];
however, we retain all three questions for two reasons. First, even without positive attitude question to
measure self-esteem, reliability did not increase (alpha = 0.57). Second, three item self-esteem index still
has construct validity such that it is negatively correlated with depression (r = –0.48, p = 0.001) and
mastery (r = 0.38, p = 0.001) consistent with theoretical expectation in previous studies [40,41].
Therefore, self-esteem index composed of three items is employed in original format.

2.2 Independent Variable
Neighborhood disadvantage was created from census data in 2000. Neighborhood characteristics were

measured at the level of census tract. A few studies investigating the neighborhood effects upon social
behavior and outcomes which used same ACL data gathered neighborhood information from not only
census tract but also block numbering area or enumeration district of the respondents [16,42]. This study
uses neighborhood characteristics only from census tract which has relatively stable boundaries and
similar demographics characteristics so that neighborhood information is more reliable and stable,
however. Neighborhood disadvantage was constructed based upon scores from four neighborhood
measures including (1) a percent of female-headed household, (2) a percent of household receiving public
assistance, (3) a percent of adult unemployment rate, and (4) a percent of person under poverty. All four
variables were extensively employed in recent research exploring the effect neighborhood disadvantage
upon outcomes [3,35,43–45]. Objective measure of neighborhood disadvantage was an average score of
four measures above.

2.3 Moderating Variables
Socioeconomic Resources: Education and income were presented to measure socioeconomic status. For

education, which is coded intervally to represent the highest year of schooling completed and ranges
from 0 to 17. We use bracketed education to reflect different levels of school by years of schooling:
1 = 0–8 years, 2 = 9–11 years, 3 = 12 years, 4 = 13–15 years, 5 = 16 years, 6 = 16 and over years.
Because educational information was only asked at wave 1, education was measured in 1986. Household
income is the gross income of the respondent and spouse. Income was coded continuously ranging from
$0 (zero) to $275,000. We used the imputed income measure, cleaned, and imputed by the ACL staff and
then divide it by 1,000 so that one-unit increase of income means an increase of one thousand dollars.

Relational Resources: Marital status and informal social support were utilized to measure relational
resources. Marital status is a fundamental social condition from which individuals expect social support
[46]. Being married means development of an intimate relationship where we provide and receive social
support. It is true that marital status may be a stressor because marital relationship is often accompanied
with marital problems [47]; however, married people likely receive support not only from their partners
but also from confidants than non-married ones [48]. Therefore, marital status is considered as a
relational resource in present study. Currently married is reference (coded 0), non-married (separated,
divorces, and/or widowed) is coded 1, and never married is coded 2.

Informal Social support is constructed from two variables. Respondents were asked about their
agreement with the following questions: (1) “On the whole, how much do your friends and other relatives
make you feel loved and cared for?”, and (2) “How much are these friends and relatives willing to listen
when you need to talk about your worries or problems?” Responses were coded from 1 to 5, where 1 = a
great deal, 2 = quite a bit, 3 = some, 4 = a little, 5 = not at all. Both questions were reverse coded then
standardized to compute mean score. We employ social support index provided by ACL staff. High score
means stronger levels of social support.
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2.4 Control Variables
We control for demographic variables that could create spurious association between neighborhood

characteristics and self-esteem. Demographic variables include gender (1 = female, 0 = male) and race
(1 = black, 0 = non-black). We also test more detailed classification of race (non-Hispanic white
[reference], black, Hispanic, and Asians/Native Americans) in additional analysis, and found no
significant difference in coefficients of main independent variables in results; therefore, we used a simple
race classification for analyses. Age is also measured in number of years. We employ (age-40) to
represent the linear function of age variable because forty is the youngest age among respondents.
Finally, functional limitations are also controlled because the influence of neighborhood disadvantage is
particularly salient for residents whose functional health is limited. Respondents were asked if they had
any difficulties, and if so, how much, in performing a variety of daily tasks, including bathing by
themselves, climbing a few flights of stairs, walking several blocks, and doing heavy work around the
house such as shoveling snow or washing walls. We used the imputed version of functional impairment
computed by the ACL staff, with high score representing a great deal of functional difficulty. Response
categories included 1 = in bed most or all day due to health/has a lot of difficulty or cannot bathe self,
2 = has a lot of difficulty or cannot climb a few flights of stairs or walk several blocks because of health,
3 = has a lot of difficulty or cannot do heavy work around the house such as shoveling snow or washing
walls because of health, and 4 = does not have a lot of difficulty doing heavy work around the house
such as shoveling snow or washing walls because of health. Because functional limitation is skewed and
81% reported ‘does not have a lot of difficulty’ so that 1, 2, and 3 are merged into one category. In the
analyses, people who report functional impairment are coded one and people who do not report
functional impairment are coded zero.

2.5 Analytic Strategy
This study employs multilevel data, utilizing the census tract as the approximation of the neighborhood

contexts [2,49,50]. Previous studies using the Americans’ Changing Lives data also employed census tract as
the basic unit of neighborhood [44,51]. Hierarchical linear model was employed to analyze data because
OLS regression methods assume that observations are uncorrelated each other. Robert [42] argued that
multilevel technique is not required to analyze Americans’ change lives data because data were collected
in national level and within group variation does not warrant multilevel technique. Among
1,763 respondents, 615 people (34.8%) are only residents surveyed in each tract, but about 15% of
census tracts contain more than 9 residents. Preliminary analysis estimated an intercept only model,
showing a moderate size of intra-class correlation. Intra-class correlation coefficient was calculated by
using variances of random effects to investigate the extent to which total variability in self-esteem among
residents was due to variations between communities. Result is 0.225 (level two variance: 0.593, level
one variance: 0.173 = (0.173)/(0.173 + 0.593) = 0.225), which means that about 22.5% was due to
variations between tracts, leading us to test hierarchical linear models. Multilevel analysis is also
employed in previous studies using ACL [44,51]. Because of the multilevel structure of data such that
individuals are clustered within communities, findings provide fixed effect coefficients for independent
variables at both the individual and census tract levels while controlling for random intercepts between
census tracts [52]. The data were weighted to correct for sample selection probabilities and non-response.

3 Results

Table 1 reports descriptive statistics for all variables. Table 2 provides multi-level regression results.
Self-esteem was progressively regressed on individual attributes to test hypotheses. Demographic and
physical health variables are added in Model 1. Model 2 contains relational resource variables and Model
3 contains socioeconomic resource variable to see whether the association between neighborhood
disadvantage and self-esteem is attributable to relational resource and socioeconomic resource variables
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respectively. Our main hypotheses are tested fromModel 4 to Model 7. Model 4 is estimated with cross-level
interaction terms between neighborhood disadvantage and marital status, and Model 5 is estimated with
cross-level interaction term between neighborhood disadvantage and social support. Model 6 and Model
7 are respectively estimated with cross level interaction terms between neighborhood disadvantage and
two measures of socioeconomic resource-education and income.

Table 1: Sample descriptive statisticsa

Mean Standard deviation Range

Self-esteem 0.333 0.877 –4.328–1.153

Neighborhood disadvantagea –2.204 6.333 –10.789–40.047

Age-40 18.148 13.130 0–59

Black (Non-black = 0) 0.099 0–1

Female (Male = 0) 0.552 0–1

Functional limitation 0.190 0–1

Marital status

Married 0.670 0–1

Non-married 0.270 0–1

Never-married 0.060 0–1

Social support 0.273 0.941 –3.271–1.243

Incomea 65.459 98.724 0–2750

Educationa 3.573 1.303 1–6
Note: The statistics are mean values and standard deviation (in parentheses). aCentered around the mean.

Table 2: Regression of self-esteem on neighborhood disadvantage, individual characteristics, relational resource,
and socioeconomic resource variables (Unstandardized coefficients with standard errors in parentheses shown)

Model 1 Model 2 Model 3

Fixed effects

Neighborhood disadvantagea –0.011** –0.009* –0.003

(0.004) (0.004) (0.004)

Age-40 –0.001 –0.001 0.004+

(0.002) (0.002) (0.002)

Black (Non-black = 0) 0.081 0.101 0.111+

(0.077) (0.077) (0.076)

Female (Male = 0) –0.024 –0.062 0.006

(0.051) (0.053) (0.050)

Functional limitation –0.419*** –0.363*** –0.332***

(0.071) (0.071) (0.072)
(Continued)
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Neighborhood disadvantage is associated with decreased self-esteem with adjustment for gender, age,
functional limitation, and race, as shown in Model 1 of Table 2. Age, race, and gender do not account for
variation in self-esteem. With addition of social support and marital status, the effect of neighborhood
disadvantage decreases about 22% ((0.011–0.009)/0.011) but remains significant at 0.05 level. Married
persons show greater levels of self-esteem than non-married counterparts, and social support appears to
have positive relationship with self-esteem. When individual socioeconomic resource is taken into
consideration, neighborhood disadvantage is not associated with self-esteem. In supplementary analyses,
income and education were added respectively to see which socioeconomic resource variable accounts for
the association. Results (not shown) indicate that the inclusion of education appreciably accounts for the
association of neighborhood disadvantage with self-esteem. Results from Model 1 to Model 3 are
somewhat different from previous results which tests the impact of neighborhood disorder on self-esteem
[11,36] and the impact of concentration of affluence in metropolitan areas on self-esteem [53] in that no
association of neighborhood disadvantage with self-esteem is found. These contrary results show the
association between neighborhood contexts with self-esteem still leaves room for further research.

Model 4 examines interaction between neighborhood disadvantage and marital status to investigate
whether the association between the concentration of socioeconomic disadvantage in neighborhood and
self-esteem varies by marital status. Interaction coefficient of non-married is negative and significant.
Given that currently married is reference group, this result implies married people may be less influenced
by neighborhood disadvantage in self-esteem compared with non-married. However, we found no

Table 2 (continued)

Model 1 Model 2 Model 3

Marital status (Married = 0)

Non-married –0.150*

(0.065)

Never married –0.150*

(0.093)

Social supporta 0.169**

(0.028)

Incomea 0.049***

(0.013)

Educationa 0.076**

(0.026)

Intercept 0.441*** 0.476*** –0.045

(0.054) (0.054) (0.125)

Random effects

Level two variance 0.164*** 0.171*** 0.164***

(0.042) (0.039) (0.041)

Level one variance 0.569*** 0.540*** 0.542***

(0.039) (0.037) (0.038)
Note: +p < 0.10; *p < 0.05; **p < 0.01; ***p < 0.001. Sample weight is applied to all models. MLE fixed effects, adjusting for random intercepts by
level census tract, are provided. aCentered around the mean.
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statistically significant difference in self-esteem by neighborhood disadvantage between married and never
married groups. Thus, buffering hypothesis (H1-1) is supported for non-married and discrepancy hypothesis
(H1-2) is not supported. Model 5 investigates the moderating effect of social support. Social support is
associated with greater levels of self-esteem, and interaction with neighborhood disadvantage is positive
in predicting self-esteem. The negative effect of neighborhood disadvantage on self-esteem is attenuated
by social support respondent receives. The influence of neighborhood disadvantage on self-esteem likely
varies by levels of social support thus providing support for the buffering hypothesis. Like marital status,
buffering hypothesis (H1-1) is supported and discrepancy hypothesis (H1-2) is not supported.

Model 6 examines interaction between neighborhood disadvantage and education to investigate whether
the association between the concentration of socioeconomic disadvantage in neighborhood and self-esteem
varies by levels of education. Interaction is not significant, implying that the detrimental effect of
neighborhood disadvantage on self-esteem does not vary by residents’ levels of education. Even though
“education develops habits, skills, resources, and abilities that enable people to achieve a better life” [54],
learned effectiveness to deal with adversity and poor social resources in disadvantaged areas through
education may not make a difference in association between neighborhood disadvantage and self-esteem.
Thus, both buffering hypothesis (H2-1) and discrepancy hypothesis (H2-2) fail to find support. Model
7 investigates the moderating effect of income. Income is associated with greater levels of self-esteem but
does not moderate the association between neighborhood disadvantage and self-esteem. The influence of
neighborhood disadvantage on self-esteem is independent of levels of income. Both buffering (H2-1) and
discrepancy (H2-2) hypotheses are not supported.

To better illustrate the buffering hypothesis, we plot the effects of neighborhood disadvantage on self-
esteem at two different levels of social support based upon the results of Model 5 of Table 3. We compare
individuals with lower level of social support (one standard deviation below the mean) to those with higher
level of social support (one standard deviation above the mean). As shown in Fig. 1, residents of lower social
support are predicted to show lower levels of self-esteem than those with greater social support from mean)
with the increase of neighborhood disadvantage. Even though neighborhood disadvantage appears to have
harmful effects upon self-esteem, it may be more pronounced among residents with poor social support.
With strong social support, respondents may learn to cope with realities associated with neighborhood
disadvantage. This finding supports the buffering hypothesis such that residents who have socioeconomic
resource are likely to be less vulnerable to the detrimental effects of neighborhood disadvantage.

Table 3: Regression of self-esteem on neighborhood disadvantage, individual characteristics, and interaction
terms of neighborhood disadvantage and moderating variables (Unstandardized coefficients with standard
errors in parentheses shown)

Model 4 Model 5 Model 6 Model 7

Fixed effects

Neighborhood disadvantagea 0.003 –0.005 –0.004 –0.005

(0.006) (0.004) (0.004) (0.004)

Neighborhood disadvantagea –0.021**

*Non-married (0.008)

Neighborhood disadvantagea –0.005

*Never-married (0.011)

Neighborhood disadvantagea . 0.006*
(Continued)
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4 Discussion

The purpose of our study was to examine the impact of neighborhood disadvantage on the relatively
under-assessed mental health outcome—self-esteem—in the studies of neighborhood context and mental
health. Moreover, we wanted to assess the extent to which the relationship between neighborhood
disadvantage and self-esteem is moderated by two individual-level characteristics, namely (a)
socioeconomic resources, such as education and income; and (b) relational resources, namely marital
status, and informal social support. Findings based on data from the 4th wave of ACL reveal that
neighborhood disadvantage does not necessarily translate into poor self-esteem. Results, however, also
show that living in a disadvantaged neighborhood worsens self-esteem for those who are currently
unmarried and have lower levels of informal social support. These findings show that living in
disadvantaged areas may have differing association with self-esteem by residents’ relational resources.

Table 3 (continued)

Model 4 Model 5 Model 6 Model 7

*Social support (0.003)

Neighborhood disadvantagea 0.004

*Educationa (0.003)

Neighborhood disadvantagea 0.000

*Income (0.000)

Non-married (Married = 0) –0.133* –0.111+ –0.114+ –0.112+

(0.065) (0.065) (0.065) (0.065)

Never-married (Married = 0) –0.158+ –0.131 –0.138 –0.134

(0.094) (0.094) (0.093) (0.093)

Social supporta 0.162*** 0.170*** 0.161*** 0.162***

(0.028) (0.028) (0.029) (0.028)

Educationa 0.102*** 0.098*** 0.105*** 0.100***

(0.024) (0.024) (0.024) (0.024)

Incomea 0.001* 0.001* 0.001* 0.001+

(0.000) (0.000) (0.000) (0.000)

Intercept 0.443*** 0.433*** 0.448*** 0.443***

(0.059) (0.057) (0.058) (0.059)

Random effects

Level two variance 0.172*** 0.170*** 0.171*** 0.171***

(0.041) (0.041) (0.041) (0.041)

Level one variance 0.520*** 0.523*** 0.523*** 0.523***

(0.037) (0.037) (0.037) (0.037)
Note: +p < 0.10; *p < 0.05; **p < 0.01; ***p < 0.001. Sample weight is applied to all models. All models adjust for age-40, Black, Female, and
Functional limitation. MLE fixed effects, adjusting for random intercepts by level census tract, are provided. aCentered around the mean.

IJMHP, 2022, vol.24, no.3 321



4.1 Marital Status and Informal Social Support Act as Buffers
Previous studies testing the moderating impact of individual-level resources on the link between

neighborhood disadvantage and mental health provide inconsistent findings in that both buffering, and
discrepancy hypotheses are supported depending upon health outcomes and measures of neighborhood
characteristics [6,21,55,56]. According to the present study, people who are unmarried and have less
social support are more vulnerable to neighborhood disadvantage than their counterparts with regard to
self-esteem. Research demonstrates that one of the mechanisms linking marriage with positive mental
health is the stress buffering function of spousal support [57,58]. When living in a neighborhood that you
perceive to be lacking order, for instance, it is only reasonable to assume that having a spouse may render
both emotional and practical help. There are reasons to believe that unlike other social relationships (e.g.,
friends, relatives, members of congregation), a marital relationship may involve more frequent
interactions that may translate into a more sustained form of support. We argue that it could be a simple
function played by a spouse like being able to share the common frustrations related to one’s living
conditions or being able to take a walk in one’s neighborhood that you otherwise may perceive to be
relatively unsafe.

Marriage especially among those who are otherwise socioeconomically disadvantaged and living in
disadvantaged neighborhoods also may be a mark of personal achievement. Getting married was part of
the American dream for all regardless of social class. Today, however, we see variations in marriage
based on social class [53]. Specifically, more and more individuals from lower SES either delay or forgo
getting married. At first blush, we might be eager to attribute this trend to the growing acceptance of non-
marital relationships. And, while acceptance of cohabiting and other forms of family formation may play
their part, the class divide in marriage is more reflective of the changing economic circumstances [59].
Unlike the past, today those without college degree lack stability in employment and income [59], both
of which likely dissuade those in lower social class to tie the knot. When grappling with the otherwise
poor social and economic conditions associated with disadvantaged neighborhoods, being married might
signal a personal milestone or symbol of social status. As such, while the support offered by a spouse
might be comparable to support found in other non-marital relationships, being married for those in
disadvantaged neighborhoods may carry added heft.
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Figure 1: Neighborhood disadvantage and self-esteem at two levels of social support
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Like spousal support, support from friends and relatives also play a role of a stress reliever. That is, the
negative impact of disadvantaged neighborhoods is moderated by those who enjoy strong systems of
informal social support. Friends and relatives often help identify or/and contextualize for us the stressors
that we perceive as most threatening; they aid in crafting a plan to cope with stressors [60] and
consequently, alleviate stress and restore emotional balance. Moreover, those in support network can help
with informational support, namely by offering advice, guidance, and feedback on a situation [60,61].
During a crisis, emotional support in the form of a mere friendly ear can signal relief [60,61]. Regardless
of the form in which support is given, it is the joint venture to help address the stressor that likely
alleviates stress and maintains one’s sense of self-esteem.

The finding in our study that informal social support does help maintain self-esteem among those living
in disadvantaged neighborhoods is of significance especially considering some research suggesting that
living in disorderly and disadvantaged neighborhoods is associated with perceptions of low social support
[4,62]. One speculation surrounding this finding is that the perceptions of lower support among residents
of disadvantaged neighborhoods signal their own inability to effectively provide support to relatives,
friends, and neighbors given the financial stress in their lives. Those living in disadvantaged conditions
also may be less likely to trust their neighbors thereby impeding the formation of strong social bonds
[63]. In light of these existing findings, our results revealing the protective effect of social support among
those who live in disadvantaged neighborhoods yet again underscores the import of informal social
networks for sense of self.

4.2 Why Do Higher Education and Income Not Act as a Buffers?
We were surprised to find that the relationship between neighborhood disadvantage and self-esteem is

not conditioned either by education or income. Education provides both cognitive and non-cognitive skills, a
variety of psychosocial resources (e.g., sense of control) that alleviate stress, foster happiness and ultimately
are predictable of healthy self-esteem [54,64]. Education, according to the fundamental cause perspective,
serves as a flexible resource that connects individuals to knowledge, money, power, and prestige [65];
and flexible resources operate in ways outside of the individual. That is, a person with higher education
probably is likely to be surrounded by others with similar educational credentials and this by default may
result in what Lutfey and Freese refer to as the “spillover benefits.” For example, those with higher
education in a higher SES neighborhood enjoy the luxury of health-enhancing circumstances that come
along as a package deal [66]. All those in such a neighborhood have the resources to maintain their
immediate environment when it comes to factors, such as noise, litter, crime, and violence. These
spillover benefits often are missing in disadvantaged neighborhoods and personal educational credentials
probably do not translate into access to such benefits. That is, having a college or post-college degree,
which signals one’s own personal accomplishment, may not come handy when it comes time to stopping
street crime, fixing the crumbling roads and houses, or securing access to quality goods and services
within one’s immediate neighborhood.

Like education, income is a resource that helps us cope with a variety of chronic stressors, including
coping with ill health. Income helps at every stage of the life course ranging from being able to put
children through good schools to making decisions related to one’s job, housing, health care, and
retirement [65]. Those with higher income, consequently, likely enjoy heightened sense of self or self-
esteem. That said, our study does not reveal income to play any role in the relationship between
neighborhood disadvantage and self-esteem. Like in the case of education, income is only as good as its’
power to change one’s everyday circumstances. If one’s income does not translate into the luxury of
living in a clean, safe, and orderly neighborhood, then personal income may mean very little for one’s
sense of self. That is not to say that personal income does not carry its weight in terms of everyday
outcomes of health and well-being. It very well does according to century worth of research connecting
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income and health [65–68]; however, in our study we find that personal income has no effect on the
relationship between living in disadvantaged neighborhoods and residents’ sense of self or self-esteem.

4.3 Limitations and Future Directions
Taken together, our findings do extend the research on neighborhood disadvantage and mental health.

The work here suggests that we recognize that the impact of community-based policies, programs, and
interventions may not be equally consequential for all residents across all health outcomes. Our work,
however, is not without limitations. First, Census tract information is employed to measure the extent of
socioeconomic disadvantage in neighborhoods. However, researchers continue to question whether census
tract is the most appropriate unit to uncover residential contexts. Future studies interested in carrying
forward the present line of questioning should employ a multiprong approach to defining and examining
“neighborhoods.” This approach could include development of census block group maps, review of land
use, field visits and observation in the communities of interest.

Second, it also is possible that the lack of statistically significant relationship between neighborhood
disadvantage and self-esteem was reflective of the measurement limitation of combining varied
neighborhood characteristics into one index. Air pollution, noise, residential mobility, and the duration of
residence are possible examples to overcome current approach to neighborhood operationalization based
upon census information [69,70]. Future research, in addition to assessing neighborhood disadvantage,
would benefit from exploring the differential impact on self-esteem of physical and social neighborhood
disorder. Third, Rosenberg’s original self-esteem measurement contains 10 items, but ACL provides only
three items to compute self-esteem score. This lack of data information may result in low reliability of
self-esteem measurement and little association with neighborhood disadvantage as a result. Another data
containing full items to measure self-esteem are expected to contribute to more nuanced findings.

Fourth, we do concede that selection bias remains a concern. We acknowledge that neighborhood self-
selection can possibly inflate reported associations. Sorting out the extent of this potential selection bias
remains a methodological challenge in research on the health implications of neighborhood conditions. In
order to discern the collective socioeconomic status of the neighborhood, we followed Bosma and
colleagues’ approach by aggregating and matching individual reports on socioeconomic status to the
neighborhood level SES. While Bosma and colleagues assess the impact of neighborhood SES on
mortality, in using this methodological approach, they posit the following: “An advantage of this
approach is that the effect of neighborhood socioeconomic status on mortality can be stringently
controlled for equivalent measures on the individual level. This allows an accurate examination of
genuine contextual effects and, to a large extent, excludes the possibility that any adverse effect of poor
neighborhoods is fully based on poorer people living in poorer neighborhoods [71].”

That neighborhood conditions affect our health and sense of self is hardly a surprise; however, the state
of our mental health, particularly our sense of worth may be just as likely to shape the ways in which we
perceive our neighborhood. Future studies, therefore, should test for the potential bidirectionality between
neighborhood environment and self-esteem. Given the possibility for model misspecification, it also
would be wise for future studies to test the influence of unobserved individual characteristics (e.g.,
personality predispositions). Selection bias raises some other issues as well. For instance, residents of
economically deprived neighborhoods are less likely to live into late life. As such, our sample may
represent a group of residents who have survived the harsh realities of their lives and become more
psychologically resilient as a result of those experiences. That said, we argue that the findings in our
study have emerged, not because of such selection biases, but despite of them. While we are constrained
by data limitations, we do urge future researchers to rely on long-term prospective data and consider
“pre-move” health and changes in residents’ health at several points of time “after their move” into
neighborhoods.
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Fifth, we use ACL’s fourth wave collected in 2002 to use 2000 census information for neighborhood
measurement. Given that these data were first collected in 1986, 4th wave data contain respondents who
survived over 16 years, which may have resulted in selection bias. That is, respondents with better health
and higher social status may have selected into the sample [72]. Therefore, respondents in the 4th wave
may be less influenced by neighborhood disadvantage than those who were part of the original sample,
indicating that the characteristics of our study sample may be restricted to predict population parameters.
Future inquiry employing more recent neighborhood information and appropriate sample framework
might overcome these issues.

Finally, given that the data we utilized for this study are almost 20 years old, findings may seem less
reliable in the evolving social and cultural contexts. That said, the present study emerges as a reminder
for the significance of social networks and social capital on one’s sense of self and ultimately, health.
Although ample attention has been provided to family members, who admittedly remain as the primary
caregivers [73], there also has been renewed interest in other informal sources of support, such as
neighbors and friends [74,75]. And this shifting focus towards non-kin ties is important given that family
as a social institution continues to evolve, family structures change [76], more individuals make the
choice to remain childless [77], and non-kin, including neighbors and friends become integral part of our
present and future social network [78].

As such, moving forward, research should consider the differential impact of varied social relationships
on the link between neighborhood disadvantage and self-esteem. For instance, if companionship and support
are the key mechanisms helping married people maintain self-esteem amidst poor living conditions, what
separates them from their peers who are in alternative yet committed relationships. Findings from our
work here suggest that to truly discern the link between disadvantaged neighborhoods and mental health,
researchers need to assess (a) mental health by utilizing different measures of it; and (b) wide array of
individual-level attributes and the role they play both, additively and interactively, in predicting how
neighborhood conditions similarly or differentially impact mental health of residents.
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