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This paper explores the relationships among neighborhood disadvantage,
stress, and the likelihood of drug use in a sample of adults (N = 1,101). Using
the 1995 Detroit Area Study in conjunction with tract-level data from the 1990
census, we find a positive relationship between neighborhood disadvantage and
drug use, and this relationship remains statistically significant net of controls
for individual-level socioeconomic status. Neighborhood disadvantage is moderately associated with drug related behaviors, indirectly through increased
social stressors and higher levels of psychological distress among residents of
disadvantaged neighborhoods. A residual effect of neighborhood disadvantage
remains, net of a large number of socially relevant controls. Finally, resultsfrom
interactive models suggest that the relationship between neighborhood disadvantage and drug use is most pronounced among individuals with lower
incomes.
Drug use and abuse are routinely listed
among a number of social problems that are
believed to occur with greater frequency in
highly impoverished urban neighborhoods
(Wilson 1996; Reeves and Campbell 1994;
Anderson 1990). Moreover, whereas social
stressorsand psychological distress are related
to the use and abuse of drugs and alcohol (see
Gottheil et al. 1987 for a comprehensive
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review), the specific role that neighborhood
context may play in the relationshipbetween
stress and drug related behaviors remains
unexamined.In this paper,we drawon Lin and
Ensel's (1989) "life stress" paradigm to
explore the complex processes throughwhich
individual-level characteristics(e.g.,stressors,
distress, and personal resources) interactwith
neighborhood-level socioeconomic characteristics to predict the likelihood of drug use
among a sample of Detroit residents.We have
two primaryresearchquestions.First,does residence in a disadvantagedneighborhood,net of
individual-level socioeconomic status, contribute to increased likelihood of drug use?
Second, if so, is neighborhood disadvantage
associated with drug use through a higher
number of social stressors, increased stress
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levels, decreased psychological resources, or
decreased social resources among persons
residing in disadvantagedareas?
This study makes several contributions.
First, our study builds on a growing body of
research that links neighborhood socioeconomic context to a numberof health outcomes
(Robert 1998; Robert 1999; Schulz et al.
2000). Second, because drug use is largely a
phenomenon associated with youth (Kandel
1991), the bulk of sociological research on
drug relatedbehaviorsis limited to samples of
adolescents (Kandel 1980); less is known
aboutthe drug-relatedbehaviorsof adults. Our
study uses a sample of adults aged 19-97,
thereby extending the scope of research
beyond youthful sub-populations.Third, our
research contributesto the stress literatureby
examining the stress process in a broader
socio-structuralcontext than that of previous
research. As Pearlin (1989) points out,
"[M]anystressful experiences ... don't spring
out of a vacuum but typically can be traced
back to surroundingsocial structuresand peoples' locations within them" (p. 242). This
paper responds to this criticism by evaluating
the stressprocess as it unfolds within the social
milieu of individuals'neighborhoods.
DRUG USE, STRESS,
AND NEIGHBORHOODCONTEXT
Stress, Strain, and Drug Use
Two similar hypotheses exist regardingthe
relationshipbetween social stressorsand drugrelated behaviors. First, the stress reduction
hypothesis suggests that drug use may occur
for the relief of varied states of stress and that
stress-related drug use may ultimately contribute to abuse and dependency (Rhodes and
Leonard 1990; Powers 1987; Lindenberget al.
1994). Drug use, in this sense, is believed to be
a coping mechanism in response to a number
of stressful life experiences such as criminal
victimization,death of a loved one, divorce, or
job termination.Second, general strain theory
argues that delinquency, in general, and drug
use in particular,are positively related to high
levels of social strain (Agnew 1992; Agnew
and White 1992). Social strainis said to occur
when others "(a) preventor threatento prevent
you from achievingpositively valued goals, (b)
remove or threatento removepositively valued

stimuli that you possess, or (c) present or
threatento present you with noxious or negatively valued stimuli"(Agnew andWhite 1992,
p. 475). Because strain is associated with a
number of negative emotional states-disappointment, fear, and anger-individuals
exposed to high levels of strain engage in
delinquentbehaviorsto alleviate strain,that is,
"forachievingpositively valued goals, for protecting or retrievingpositive stimuli, or for terminating or escaping from negative stimuli"
(Agnew and White 1992, p. 477). We find
Agnew's conceptualization of strain-induced
drug use useful because it emphasizes the
effect of noxious or negative day-to-daystimuli such as insults and rude or discriminatory
behaviors from others. In other words, whereas some stress research emphasizes "once-ina-lifetime" stressful events, chronic social
strainsare more likely to occur, as Aneshensel
(1992) says, "in the conflicts and frustrations
experiencedby ordinarypeople doing ordinary
things"(p. 20).
Although a sizable body of researchexamines the hypothesized relationship between
stress, distress, and drug use, empirical findings remain somewhat inconsistent. On one
hand, a number of researchershave found a
positive and significant relationship between
levels of psychological distress and substance
use, net of a wide range of statisticalcontrols
(Agnew and White 1992; see Gottheil et al
1987 for a review). These effects appearto be
the same for both illegal and legal substances
(Cafferata, Kasper, and Bernstein 1983;
Conway et al. 1981; Pearlin and Radabaugh
1976). On the otherhand,at times it is unclear
whether drug use and abuse are responses to
stressors or if these behaviors lead to higher
levels of stress. For example, Ginsberg and
Greenley (1978) provide evidence from panel
datasuggestingthatdruguse leads to stressbut
they find no evidence that stress leads to drug
use. Others have reportedweak and insignificant effects of stress levels on drug-related
behaviors (Hansell and White 1991; Cooper
Russel, and Frone 1990). Therefore,although
it is more generally arguedthat stress leads to
drug use and abuse, findings from empirical
research on stress and drug related behaviors
are far from univocal.
The life stress paradigm (Lin and Ensel
1989; Ensel and Lin 1991; Pearlin 1989;
Aneshensel 1992) provides a useful conceptual model to understand the relationship

ANDDRUGUSE
NEIGHBORHOOD
DISADVANTAGE

153

between stressful experiences, personal
resources, and health outcomes. Although the
earliest studies in this tradition primarily
examined direct links between stress and
health, more recent work has demonstratedthe
importanceof personal resourcesthat mediate
and buffer the relationshipbetween stress and
health. Specifically, Lin and Ensel (1989)
point to two important sets of personal
resources: (1) social resources, such as integration and social support;and (2) psychological resources,such as self-esteem and personal mastery. Previous research suggests that
both social resources and psychological
resources may be important mechanisms
throughwhich the relationshipsamong stress,
distress, and drug-related behaviors operate
(Amey and Albrecht 1998; Weinrich et al
1997; Brook, Nomura, and Cohen 1989;
Agnew and White 1992; Carvajalet al. 1998).

resources. For example, Wilson (1996) argues
that years of concentratedunemployment in
predominantlyblack, ghetto communities has
eroded a sense of personal mastery (self-efficacy) among the residents of these neighborhoods. Borrowing heavily from Bandura's
(1986) work, Wilson argues that sustained
employment provides a necessary spatial and
temporal anchor for day-to-day life and that
the absence of ritualizedbehaviors associated
with the work process interfereswith individuals' sense of control over their own activities.
While there is very little researchon neighborhood context and self-concept (e.g., selfesteem and self-efficacy), at least two studies
have supportedWilson'sclaim that concentrated disadvantageis relatedto low levels of perceived efficacy above and beyond individuallevel SES (Sampson, Raudenbush,and Earls
1997; Boardmanand Robert2000).
Third,neighborhooddisadvantagemay also
decrease the social resourcesavailableto individuals. It is possible that the family and
friendsof residentsof disadvantagedneighborhoods are exposed to an inflated number of
stressors themselves, thus diminishing the
extent to which traditionalarenas of support
can be tapped in times of stress. Moreover,
these friends and family members may put
additional pressures on individuals, thereby
undermining useful coping mechanisms or
exacerbatingthe effects of stress. We know of
no study that specifically examines the relationship between neighborhood disadvantage
and the amount and nature of familial and
friend contact.
Fourth, neighborhood disadvantage may
increase levels of psychological distress. For
example,Aneshensel and Sucoff(1996) identify a relationshipbetween neighborhooddisadvantage and increased level of anxiety and
depressionamong adolescents in Los Angeles.
Children living in multi-problem neighborhoods were more likely to perceive ambient
risks such as crime, violence, noxious facility
noises, decrepitinfrastructure,and graffiti that
in turnwere relatedto poor mental health outcomes. It is possible, therefore,thathigher levels of psychological distress among residents
of disadvantagedneighborhoodscontributeto
an increasedlikelihood of drug use.
Fifth, neighborhood disadvantage may be
associatedwith drug-relatedbehaviorsthrough
unmeasuredphysical, cultural,or social characteristics unique to different neighborhoods.

NeighborhoodDisadvantage and Drug Use
Using the life stress paradigm as our conceptualbackdropwe ask: how might neighborhood disadvantage be related to individuallevel druguse? We see five possible answersto
this question. First, because previous research
has documented that key stressful life events
such as death of a loved one, job turnover,
criminalvictimization,and fear of crime occur
with greaterfrequencyin highly impoverished
urbanneighborhoods(Fanget al 1998; Massey
and Shibuya 1995; Krivo and Peterson 1996),
it is possible that neighborhooddisadvantage
may increase the number of stressors (life
events) that individuals are exposed to.
Similarly, neighborhood disadvantage may
also be associated with a higher incidence of
social strain through negative social interactions with others and the experience of discriminatory behaviors. For example,
Kirschenman and Neckerman (1991) found
that employers in the Chicago area discriminated against applicantswith addressesknown
to be in "bad"neighborhoods,and these applicants were less likely to be offered employment because they were believed to be less
reliable and productive. Similarly, neighborhood disadvantagemay increase social strains
via heightened police surveillance and police
harassment(Anderson 1990).
Second, neighborhood disadvantage may
individuals'
undermine
psychological
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In other words, while our understandingof the
social dynamics associated with neighborhood
context are improved with increased research
linking geocoded informationwith individuallevel data,we are often limited to variablescollected in the decennial census for our operationalizationof "neighborhoodcontext."To be
sure, there may be a numberof relevantsocial
characteristics not measured in these key
sociodemographic descriptors that may be
relatedto drug relatedbehaviors.For example,
disadvantagedneighborhoods may provide a
normativecontext in which substanceuse and
abuse is not sanctioned as strongly as within
more affluent neighborhoods. Alternatively,
residents of highly impoverished neighborhoods may simply lack the social and material
resourcesnecessary to sanctionnon-normative
substance use (Anderson 1990). Residence in
an extremely disadvantaged neighborhood
may also contribute to drug use simply
because drugs are more availablein these contexts (Crum, Lillie-Blanton, and Anthony
1996).

Main Effects
H,a: There is a positive relationship between
neighborhooddisadvantageand drug use.
H,b: This relationship will remain after controllingfor individual-levelsocioeconomic
status.

IndirectEffects
H2: Neighborhooddisadvantageincreases the
likelihood of drug use because it increases
the number of social stressors to which
individualsare exposed.
H3: Neighborhooddisadvantageincreases the
likelihoodof drug use because it decreases
social resources (i.e., decreases family
contact, decreases positive social support,
and increases negative social interactions)
available to individuals.
H4: Neighborhooddisadvantageincreases the
likelihoodof drug use because it decreases
psychological resources (e.g., personal
masteryand self-esteem) available to individuals.

HYPOTHESES

From the discussion above, we develop six
hypothesesthat guide our study.Figure 1 elaborates our conceptualframeworkand indicates H5: Neighborhooddisadvantageincreases the
the hypothesized relationships between our
likelihood of drug use because it increases
levels ofpsychological distress.
key variables.
FIGURE 1. Conceptual Model: Neighborhood Disadvantage, Drug Use, and the Life Stress Paradigm
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Residual Effects
H6: Neighborhood disadvantage is associated
with drug use above and beyond individual-level stressors, social resources, psychological resources, and psychological
distress.

DATA& METHODS
Sample
The individual-level data for our analyses
come from the 1995 Detroit Area Study. The
Detroit Area Study is a multistage area probability sample of adult respondents 18 years of
age and older residing in Wayne,Oakland,and
Macomb counties in the state of Michigan
(including the city of Detroit). Blacks were
oversampled, and the final sample for the
DAS-95 was N = 1,139. Face-to-face interviews were completed between April and
October 1995 by Universityof Michigan graduate students in a researchtrainingpracticum
in survey researchand professional interviewers from the Survey Research Center (70%
response rate). In the analyses presentedhere,
we have dropped Hispanic (n = 11), Asian
American (n = 15), and Native American (n =
4) respondents, as well as respondents who
reported another race/ethnicity (n = 3),
because of small sample sizes. These deletions
combined with five cases in which we were
unable to match geocoded information for
respondent'scensus tractsleft us with a final N
of 1,101.
We operationalize respondents' neighborhoods as their census tract. Census tracts are
inherently designed to be demographically
homogeneous. Their boundariesare relatively
stable over time and they generally contain
between 3,000 and 8,000 residents. Of the
1,088 census tracts in the Detroit tri-county
area, DAS-95 respondents represent 139 of
these tracts. Data describing these neighborhoods (aggregated at the tract level) were
extractedfrom the 1990 decennial census file
3A (CD-ROM version) and then merged with
the individual-levelrecords from the DAS-95.
Measures
Drug use. Detroit Area Study respondents
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indicatedwhetherthey had used any of the following drugs, outside of medical prescription,
in the past 12 months: sedatives, tranquilizers, amphetamines, analgesics/painkillers,
inhalants, marijuana, cocaine, crack or free
base, LSD or other hallucinogens, and heroin.
This variable was coded 1 if respondents
reportedusing any of these drugs, and 0 otherwise.
Neighborhood Disadvantage. This paper is
primarily concerned with neighborhood-level
socioeconomic status and uses four summary
statisticsof respondents'census tracts:(1) percent living below the poverty line, (2) percent
of households that are headed by a female, (3)
male unemploymentrate, and (4) percent of
families receiving public assistance. We standardized each variable based on the values
contained in the 1990 census from Oakland,
Wayne, and Macomb counties and then
summed these four values to create our measure. These characteristicsare highly interrelated, and previous research (Sampson et al
1997) has demonstratedthat these variables
load on one single factorthat can be described
as neighborhooddisadvantage(a = .97 in this
sample).
Social stressors. Our analyses use two different measures of social stressors: (1) life
stressand (2) social strain.Life stress was measuredwith a count of the following five stressful life events that occurred in the past 12
months: (1) a serious illness or injury that
started to get worse, (2) was the victim of a
serious physical attack or assault, (3) was
robbed or had home burglarized,(4) had serious financial problems or difficulties, and (5)
had someone close die? (x = .88). Our second
measure of social stressors is derived from
Agnew's (1992) "general strain theory" of
social strain and delinquency and has been
used in previous research on stress-related
well-being (Schulz et al. 2000). In brief, this
measure taps everyday unfair treatment (see
Williams, Yu, and Jackson 1997 for detailed
discussion of this variable) with response to
the following nine questions:
Inyourdayto daylife, howoftenhaveany
of thefollowingthingsoccurredto you:(a)
youaretreatedwithless courtesythanother
people,(b)youaretreatedwithless respect
thanotherpeople, (c) you receivepoorer
and
servicethanotherpeopleat restaurants
stores,(d)peopleactas if theythinkyouare
notsmart,(e) peopleactas if theyareafraid
of you, (f) peopleact as if theythinkyou

156

JOURNALOF HEALTHAND SOCIALBEHAVIOR

are dishonest,(g) peopleact as if they're
betterthanyou,(h) youarecallednamesor
or harassed.
insulted,(i) you arethreatened
for
items
these
Responses
ranged from 1
to
5
and
scores were
("never")
("very often")
summed and then averaged across the nine
questions (a = .88).

Psychological resources. Two measures of
psychological resources were used in these
analyses: self-esteem and personal mastery.
Self-esteemwas measuredwith an unweighted,
four item index from the Rosenberg SelfEsteem Scale (Rosenberg 1979). Respondents
were asked to indicate how strongly they
agreed or disagreed with the following statements: (1) "I feel that I am a person of worth,
at least on equal basis with others,"(2) "All in
all, I am inclined to feel that I am a failure,"(3)
"I am able to do things as well as most other
people," and (4) "I feel I do not have much to
be proud of." Responses for each of the items
rangedfrom 1 ("stronglyagree")to 4 ("strongly disagree"). Items were recoded where
appropriateto ensure that higher scores reflect
greater self-esteem (a = .66). Scores were
summed for each respondent and then averaged across the four items. The sense of personal masterywas measuredin a similar fashion to self-esteem. This four-item index
(Pearlin et al. 1981) reflects responses to the
following four items: (1) "I can do just about
anythingI really set my mind to do,"(2) "there
is really no way I can solve some of the problems I have,"(3) "I often feel helpless in dealing with the problems of life," and (4) "what
happensto me in the futuremostly dependson
me." Again, items were recoded where appropriate so that higher values reflect higher levels of personalmastery (a = .53). Scores were
summed for each respondent and then averaged across the four items.
Social resources. We use three measures of
social resources: (1) family contact, (2) positive social support, and (3) negative social
interactions.Family contact was measuredby
response to the following question: "How
often are you in contact with any members of
your family-that is, any of your brothers,sisters, parents, or children who do not live with
you-including visits, phone calls, letters, or
electronic mail messages?" Response alternatives ranged from 0) ("Never") to 10
("Everyday"). Positive social support was
measured via an unweighted, two-item index
tapping supportfrom both family and friends.

Respondentswere asked, "How much do your
family membersmake you feel loved and cared
for.".They were then asked the same question
about their friends. Response alternatives
ranged from 1 ("Not at all") to 5 ("A great
deal"). The scores were summed for each
respondentand then averagedacross the twoitems (a = .51). Negative social interactions
were measured via an unweighted two-item
index tappingnegative supportfrom both family and friends.Respondentswere asked "How
much do you feel your family membersmake
too many demandson you?,"and "whatabout
your friends?"Responses rangedfrom 1 ("Not
at all") to 5 ("A great deal"). The scores were
summed for each respondent and then averaged across the two-items (a = .65).
Psychological distress. In our study,we follow Lin and Ensel (1989) and treatpsychological distress as an independentvariableassociated with health outcomes, ratherthan as an
outcome in and of itself. We measurepsychological distress with an unweighted six-item
index. Respondentswere askedto indicatehow
often, in the past 30 days, they felt: (1) "so sad
that nothing could cheer you up;" (2) "nervous;"(3) "restlessor fidgety;"(4) "hopeless;"
(5) "that everything was an effort;" and (6)
"worthless."Responses for each item range
from 1 ("never")to 5 ("very often"). Items
were coded to ensurethat higher scores reflect
greaterlevels of distress(a = .85). Scores were
summed and then averaged across the six
items.
Socio-demographic controls. Previous
research has identified relationshipsbetween
several core sociodemographiccharacteristics
and drug related behaviors (Kandel 1991).
Accordingly, all analyses in this paper utilize
statisticalcontrolsfor: (1) sex (female = 1); (2)
age (in years); (3) education(continuousvariable measuringhighest grade of school completed [0-17]); (4) income (family income in
$10,000's); (5) race (black = 1, non-Hispanic
white = 0); (6) employmentstatus (employed,
unemployed,or out of the workforce);and (7)
maritalstatus (married= 1; all other= 0).
StatisticalAnalyses
We first present means and standarddeviations for our key variablesof interestand their
bivariate correlations with our neighborhood
disadvantageestimate (Table 1). We then esti-
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TABLE1. DescriptiveStatistics:NeighborhoodDisadvantageand the Life-stressParadigm.
Mean
Stressors
StressfulLife Events

SocialStrain

BivariateCorrelationwith
NeighborhoodDisadvantage

Std Dev

r = .243,p < .001

.831

.957

1.893

.709

r= .198,p < .001

1.691
1.006
.768

r = .082, p < .006
r= .086, p < .004
r = -.064, p < .034

.373
.523
.824

r = .006, p < .345
r = -.064, p < .891
r= .129, p < .001

Social Resources
8.890
Family Contact
2.173
Negative Interactions
Positive Support
4.169
Psychological Resources
Self-Esteem
3.769
PersonalMastery
3.352
1.981
Psychological Distress
Note: Tests of statisticalsignificance are two-tailed.

mate the mean neighborhood disadvantage
values for those who reportedusing drugs in
the last year comparedto those who reported
using no drugs in the past year (Table 2).
Following these descriptivestatistics, we estimate our baseline contextual effects model to
assess if there is a relationshipbetween neighborhooddisadvantageand drug use above and
beyond individual-levelsocioeconomic status.
We use a logistic regression model (see
Menard [1995] for a useful overview of this
model) in which our primary dependentvariable (drug use) is coded 1 if respondents
reportedusing drugs in the last year and 0 otherwise (Table 3). Following this model, we
enterpiecewise blocks of predictorvariablesto
assess the degree to which each of our variables of interest-social resources,psychological resources, stessors, and distress-help
explain the hypothesizedrelationshipbetween
neighborhooddisadvantageand druguse. Fullmodel estimates with standardizedregression
coefficients are then presentedto estimate the
relative explanatory power of neighborhood
disadvantagevis-a-vis our other predictorsin
the model (Table4). Table4 also presents fullmodel estimates and includes an interaction
between neighborhooddisadvantageand individual-level socioeconomic status (yearly
income) to assess how neighborhooddisadvan-

tage impacts drug related behaviors for individuals with differentyearly incomes.
The analysis of data from multiple levels
presents special problems to researchers.
Perhapsthe most pressing concern is that single-level modeling of hierarchicaldata fails to
consider the potential dependenceamong outcomes of respondents from the same "level"
(neighborhoods). As a result, the standard
errors may be mis-specified, and erroneous
substantive conclusions can be formulated
based on these artificially deflated errorterms
and subsequently inflated t-ratios (Burstein
1978). We test for the relevance of these concerns by comparing model statistics from a
standard(single-level) logistic regressionand a
random-effects(interceptonly) logistic regression model (see Guo and Zhao [2000] for an
overview of this model) using the GLIMMIX
macro for SAS 8.0 (Wolfinger and O'Connell
1993). As with other findings utilizing multilevel modeling techniques (e.g., Ross,
Reynolds, and Geis 2000), the parameterestimate for the neighborhood-level(level 2) variance (randominterceptonly) (cu2)was not statistically differentfrom zero, nor did it significantly improve model-fit. Therefore, in the
name of parsimony, we estimate traditional
single-level, "fixed effects" logistic regression
models (see Snijdersand Bosker 1999, p. 22).

TABLE2. Mean NeighborhoodDisadvantageScore by Individual-LevelDrug Use (DetroitArea
Study (1995), N = 1101).

ReportedDrug Use
Mean NeighborhoodDisadvantage
(standarddeviation)
N
Note: Mean scores differ significantly;p < .05 (two-tailed).

Yes
1.426
(4.008)
173

No
0.793
(3.670)
928

Total
.892
(3.730)
1101
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TABLE 3. Unstandardized Logistic Regression Coefficients: Neighborhood Disadvantage, Stress,
and Drug Use.
Intercept
SociodemographicCovariates
AfricanAmerican
Age (years)
Female
Education(years)
Family Income ($10,000s)
Married
EmploymentStatus [Employed]
Unemployed
Out of the Workforce
NeighborhooodDisadvantage

Model 1
1.212
(.648)

Model 2
-.070
(.722)

Model 3
1.050
(.929)

Model 4
2.682
(1.072)

Model 5
.074
(.713)

-.586*
(.267)
-.050***
(.007)
-.567
(.185)
.002
(.045)
-.035
(.036)
-.432*
(.209)

-.837**
(.281)
-.045***
(.007)
-.535**
(.191)
-.001
(.045)
-.010
(.036)
-.397*
(.213)

-.695**
(.270)
-.049***
(.007)
-.598**
(.192)
.014
(.046)
-.034
(.038)
-.454*
(.211)

-.545*
(.269)
-.052***
(.007)
(.186)
.011
(.045)
-.026
(.037)
-.432*
(.209)

-.551*
(.270)
-.049***
(.007)
-.623***
(.188)
.020
(.045)
-.025
(.036)
-.431*
(.210)

.274
(.318)
-.158
(.261)
.079*
(.037)

.167
(.323)
-.252
(.266)
.073*
(.038)

.248
(.321)
-.130
(.262)
.078*
(.037)

.240
(.319)
-.206
(.263)
.081*
(.037)

.209
(.320)
-.248
(.266)
.073*
(.037)

Stressors
Stressful Life Events
Social Strain
Social Resources
Family Contact
Negative Interactions
Positive Support

-.561**

.402***
(.092)
.366**
(.131)
.057
(.059)
.050**
(.087)
-.263*
(.115)

Psychological Resources
Self-Esteem

-.322*
(.166)
-.110
(.195)

PersonalMastery
Psychological Distress
841.96
808.50
826.06
-2Log Likelihood
116.08***
33.46***
15.90**
Chi-Square
d.f.
9
2
3
***p < .001; **p < .01; *p < .05; (two-tailed) Standarderrorin parentheses.

FINDINGS
Table 1 presentsdescriptivestatisticsfor our
key individual-level predictors and their
respective bivariate relationships with our
neighborhood disadvantage score. Following
our conceptual model, we find that neighborhood disadvantageis positively relatedto higher levels of stress, lower social resources, and
higher levels of psychological distress.We find
no evidence that either psychological resource
(self-esteem and personal mastery) varies significantly by neighborhood disadvantage.To

829.10
12.86**
2

.414***
(.107)
827.18
14.78***
1

assess the relationshipbetween neighborhood
disadvantageand the likelihood of drug use,
Table2 presentsthe mean neighborhooddisadvantage scores for individuals who reported
using drugs in the last year comparedto those
who reportedusing no drugs in the past year.
We find supportfor Hypothesis la because the
mean neighborhood disadvantage score is
nearlytwice as large (1.426 comparedto .793)
for respondents who reported using drugs
compared to those who did not report using
any drugs in the past year.
It is possible, however,that this relationship
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TABLE 4. Logistic Regression Coefficients: Full and Interactive Models.
Full Model
b
Intercept
SociodemographicControls
African-American
Age
Female
Education(years)
Family Income ($10,000s)
Married
EmploymentStatus [Employed]
Unemployed
Out of Workforce
NeighborhoodDisadvantage
Stressors
StressfulLife Events
Social Strain
Social Resources
Family Contact
Negative Interactions
Positive Support
Psychological Resources
Self-Esteem
PersonalMastery
Psychological Distress

Interactive
B

-.817
(1.527)
-.804
(.284)
-.045
(.008)
-.632
(.197)
.017
(.046)
-.010
(.038)
-.388
(.215)
.125
(.327)
-.303
(.273)
0.068
(.038)
.360
(.094)
.212
(.145)
.074
(.059)
.132
(.092)
-.160
(.121)
-.074
(.105)
0.111
(.210)
.246
(.129)

-.221**
-.428***
-.169**
.023
-.017
-.105+
.016
-.078
.140+
.190***
.083
.070
.073
-.067
-.015
.032
.112*

InteractionTerm
NeighborhoodDisadvantageX Family Income
797.79
-2 Log Likelihood
44.17***
Chi-Square
8
d. f.
*** p <. 001, ** p < .01, * p < .05, +p < .10 (two-tailed)standarderrorin parentheses.

is simply due to individual-levelsocioeconomic factors that are more common among residents of disadvantaged neighborhoods. To
evaluatethe extent to which neighborhooddisadvantageaffects drug related behaviors over
and above individual-level characteristics,we
control for race, age, sex, education, family
income, maritalstatus, and employmentstatus
in a logistic regressionmodel (Table3). Model
1 in Table 3 tests our first hypothesis (Hlb)

b
-.941
(1.536)
-.681*
(.292)
-.043***
(.008)
-.673***
(.199)
.020
(.047)
-.049
(.042)
-.331
(.218)
-.000
(.334)
-.374
(.277)
.119**
(.044)
.349***
(.095)
.200
(.147)
.078
(.060)
.148
(.093)
-.148
(.122)
-.112
(.286)
.145
(.212)
.236+
(.130)
-.025*
(.011)
792.28
5.51*
1

that there is a positive relationship between
neighborhooddisadvantageand drug use, net
of individual-levelsocioeconomic status. This
hypothesis is supportedby the coefficient for
neighborhooddisadvantagethat is positive and
statistically significant (b = .079, p < .05).
According to this value, a one unit increase in
our neighborhooddisadvantagescore increases the relative odds of using drugs by 8.2 percent Models 2-5 test the hypotheses regarding
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the roles of stress, social resources,psychological resources, and psychological distress in
mediating the effects of neighborhood disadvantageon druguse, and our results are mixed.
Consistent with H2, the coefficients for social
stressors (Table 2, Model 2) are positive and
statistically significant (Stressful Life Events,
b = .402, p < .001; Social Strain,b = .366, p <
.001), however, controlling for stressors only
moderately decreases the estimated net effect
of neighborhood disadvantage. Similarly,
while both positive social supportand negative
social interactions are strongly related to the
likelihood of druguse (Table2, Model 3), controlling for these variablesonly alters the estimatednet effect of neighborhooddisadvantage
by a small amountsuggesting thatthe effect of
neighborhooddisadvantageon drug use is not
mediated by social resources (H3). Similarly,
while self-esteem is inversely associated with
drug use (Table 2, Model 4), controlling for
psychological resources, in general, did not
change the effect of neighborhood disadvantage on druguse (H4). In addition,we find relatively weak evidence in supportfor H5; psychological distressis positively associatedwith
drug use (Table 2, Model 5), but controlling
for psychological distress only decreased the
net effect of neighborhood disadvantageby a
small amount.
Hypothesis 6 suggests that neighborhood
disadvantagehas an effect on drug use above
and beyond the estimatedeffects of individuallevel stressors, social resources,psychological
resources, psychological distress, and sociodemographics. We find tentative support for
this hypothesis because the effect of neighborhood disadvantage (Table 4, Full Model)
remains positive and (marginally)statistically
significant (b = .068, p < .10), net of our entire
set of control variables.It is importantto note,
however, that while the unstandardizedeffect
of neighborhood disadvantageis not large in
magnitude, the standardizedeffect (p = .140)
suggests that neighborhooddisadvantageis at
least as (or more) importantin explainingdrug
related behaviors as is individual-leveleducation and income, as well as social and psychological resources.
Last, we specify a model in which we test
for differentialeffects of neighborhoodcontext
on drug use by individual-level income.
Specifically, we are interested in the double
jeopardy hypothesis, which suggests that the
effect of low neighborhoodsocioeconomic sta-

tus is potentially exacerbatedby low individual-level socioeconomic status and may ultimately lead to poorerhealth and health behaviors (e.g., Wilson 1996). For example, those
who are unable to afford health services are
also faced with a lack of health service infrastructure and services in their communities.
Results from these interactionmodels are presented in the second column of Table 3.
According to these values (b = -.025, p < .05),
the estimated net effect of neighborhooddisadvantage on drug use among adults is most
pronounced among individuals with low
incomes. In other words, the relationship
between neighborhood-level socioeconomic
statusand likelihood of druguse is significantly moderated by individual-level socioeconomic status. To better illustrate the significance of this finding, we plot predictedvalues
from these parameter estimates for four
income levels ($10,000, $20,000, $30,000, and
$40,000) in Figure2. We only estimatepositive
scores, which represent neighborhood disadvantage. In addition, because the number of
relatively affluent persons living in disadvantaged neighborhoods is quite small we also
limit the range of values to those below the
90th percentile of scores for each income
bracket. First, it is importantto note that the
estimatedeffect of neighborhooddisadvantage
on drug relatedbehaviors is most pronounced
among poorerrespondents.Second, it is equally significant that neighborhooddisadvantage
does not play a meaningful role among individuals with annual family incomes of
$40,000. In other words, family income may
offer an importanthealth buffer to the otherwise negativeeffects associatedwith neighborhood disadvantage.
DISCUSSION
A growing body of research explores the
independenteffects of community context on
health behaviors and health outcomes. Our
study contributesto this literatureby investigating the relationshipbetween neighborhood
socioeconomic statusand adult drug use, linking data on census tracts in the Detroit metro
areawith datafrom a large-scalesurveyof area
residents. Several features of this study are
particularly noteworthy: (1) we develop a
model that integrateswork on residentialcontext with insights fromthe life stressparadigm,
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FIGURE 2. Differential Effect of Neighborhood Disadvantage on the Likelihood of Drug Use by
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which guides much of the micro-level research
on social antecedentsof health; (2) we examine drug use among adults (ratherthan juveniles); and (3) we use a multi-item(composite)
indicatorof neighborhooddisadvantage.
Our results indicate that neighborhooddisadvantagehas a significant effect on the likelihood of adult drug use above and beyond the
influence of individual-level socioeconomic
status and other sociodemographic factors.
Moreover,althoughthe estimatednet effects of
residentialcontext are relatively small in magnitude, such effects may be especially important because even modest shifts in neighborhood socioeconomic status have the potential
to impact thousands of individuals. Our findings also shed light on the processes through
which neighborhood socioeconomic status
shapes patterns of drug use. As predicted by
the logic of the life stress paradigm,a modest
portion of the neighborhood effect may be
explained by the fact that residents of disadvantaged areas encounter more social stressors, on average, than other persons in the
Detroit Tri-County area-i.e., more frequent
negative life events and conditions (e.g., criminal victimization, illness, financial problems)
and higher levels of social strain(e.g., discrimination and maltreatmentby others)-as well

as higher levels of psychological distress.
Contraryto expectations,however,the higher
risk of drug use in low-socioeconomic contexts does not appearto result from deficits in
key coping resources,such as supportivesocial
ties or favorable self-perceptions (e.g., selfesteem and personalmastery).
What factors might account for this link
between neighborhooddisadvantageand drug
use? We see several possibilities. Residents of
highly disadvantaged areas may experience
greater exposure to drugs (especially illicit
substances)and drugdealers,as well as greater
contact with drug users (e.g., neighbors,
friends and relatives, strangers entering the
neighborhood in search of drugs) (Crum,
Lillie-Blanton, and Anthony 1996). Residents
of disadvantaged neighborhoods may also
experience exposure to norms and values that
endorse or tolerate this form of deviant conduct. Referred to as "collective socialization"
(Jencks and Mayer 1989), this explanation
generallyemphasizesthe independenteffect of
positive role models within particular social
contexts. In terms of drug-relatedbehaviors,
high levels of neighborhood poverty, unemployment, and welfare receipt may indicate a
limited number of positive social role models
and/or limited social networks to mainstream
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avenues of socioeconomic attainment(Wilson
1987; Tigges, Browne, and Green 1998). For
example, Anderson (1990) argues that there
are fewer "old heads" that provide direct antideviance lessons, and those elder residentsthat
remain are often marginalizedand have limited credibilityto serve as effective role models.
In addition, these neighborhoodsmay have
low levels of community organization (e.g.,
few or no social clubs, block associations,etc.)
and collective efficacy, and may thereforehave
less ability than other, higher-SES neighborhoods to sanction drug dealing or drug use, or
to mobilize collectively to stem the flow of
drugs into the community.Massey and Denton
(1993) have argued that the physical concentration of poverty in certain neighborhoods
signifies a "breakdownin social order and
security ... [and] promotespsychological and
physical withdrawalfrom the community"(p.
138). Similarly, recent research has posited
that residents of disadvantagedneighborhoods
experience high levels of collective stress
above and beyond the individuallevel stresses
and strains,such as: prejudice,discrimination,
a lack of community attention and resources,
and a number of other community contextual
factors that add to the stress and strain of an
individual's coping resources (e.g., crime,
decrepit infrastructure,a lack of parks, greenery and recreationalfacilities, poor selection of
food services and grocery stores, and an overabundance of over-priced,liquor and convenience stores).Whileresearchershave focused
on other issues such as crime rates and political participation (e.g., Cohen and Dawson
1993; Sampson et al. 1997), their links with
health behaviors and health outcomes clearly
merit closer attentionfrom investigators.
Robert (1999) points out that one potential
linkage between neighborhoodsocioeconomic
status and health involves the availability of
health care networks and services. Thus, it is
conceivable thatpart of the explanationfor the
direct effects of neighborhood disadvantage
reportedin this study is that residents of such
deteriorating areas lack access to adequate
substance abuse counseling and treatment
facilities. The developmentof contextualdatabases that directly measure the characteristics
mentioned above (rather than census level
proxy variables such as income, unemployment, and poverty) should also be an priority
for researchers.
One of our key findings is thatthe effects of

neighborhooddisadvantageon druguse appear
to be vary according to individual's yearly
income. In particular,the deleteriouseffects of
neighborhood disadvantage were most pronounced among individuals with low yearly
incomes ($10,000 per year) comparedto individuals with higherincomes. Indeed,neighborhood disadvantagedoes not appear to affect
the likelihood of drug use among individuals
with incomes greaterthan $40,000/year.There
are at least two reasonableexplanationsfor this
finding. First,it is possible thatthe geographic
scope of a person's social networksvaries significantly by their socioeconomic status.
Specifically, the social networks of persons
from poor families may be more geographically concentratedcomparedto more affluentpersons. Therefore,the increased effect of neighborhood disadvantageamong poor persons is
more understandablewhen you consider the
possibility that non poor persons residing in
poor communities may spend less time and
interactwith fewerof theirneighborsthanpoor
persons in these same neighborhoods.
Moreover, if drug use is more common in
highly disadvantaged neighborhoods, then
social contact among neighborsmay be one of
the primary mechanisms through which the
increased risk of drug use operates. Second,
yearly family income is an importantmaterial
resourcethatindividualscan drawupon during
stressful life events and the otherwise noxious
stimuli associated with daily stressors.These
resources help buoy persons during otherwise
difficult life situations.They providea number
of more salubrious mechanisms to assuage
feelings of depression, anxiety, and despair
than drug use, which, for some, may be a convenient and affordable coping response. In
addition,our finding that neighborhooddisadvantage is associated with increased drug use
primarilyamong individuals with low yearly
incomes points to the central importance of
immediate material resources in helping
decreasethe likelihood of drug use among residents of impoverishedcommunities.
Thereare two methodologicalissues thatwe
believe the readersshould entertainwhen considering our findings. First, because our data
are cross-sectional in nature it is importantto
consider the possibility that the relationships
specified in this paper may be opposite in
direction. In other words, is possible that
neighborhood disadvantage does not lead to
drug use but ratherhigher rates of drug use in
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a neighborhood may ultimately lead to
increased levels of neighborhood disadvantage. According to this understanding,high
rates of drug use may be one of the primary
causal factors driving the decline in neighborhood socioeconomic status. It is also possible
that individuals with high rates of drug use
may simply be more likely to migrate to relatively disadvantaged neighborhoods because
of the perceived or real convenience of obtaining drugs. In this sense, neighborhooddisadvantage is certainly related to levels of drug
use but not as a primaryexplanatoryvariable,
per se. Studies should explore these issues

using longitudinal data, in order to rule out
possible selection processes and to elucidate
causal linkages. Second, it is also importantto
rememberthat our "residualeffect" of neighborhoodis contingenton the type and scope of
covariates. In other words, any assumed
"causality"associated with neighborhooddisadvantageis dependenton the individual-level
variablesthat we do (or more importantly)do
not include in our models.
Last, furtherwork in this areamight investigate the possible role of race/ethnicity,gender,
age, and other factors in moderatingneighborhood effects on adult drug use and other individual-level health outcomes; it seems unlikely that neighborhooddisadvantageoperatesin
the same way for all subgroupsof the population, and for all health outcomes and behaviors. Similarly, future research in this area
might evaluate a wider range of relevant contextual predictors. For example, previous
research has shown that neighborhood stabili-

ty is an importantpredictorof individual-level
well-being but that this effect varies significantly by the socioeconomic characteristicsof
the neighborhood (Ross et al. 2000). Closer
attentionto these issues will furtherenrich our
understandingof the complex and understudied influence of residentialcontext on individual health and well-being.
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