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Abstract Over the past decade, the concept of family

resilience among impoverished families has increased as a

main focus area for family scholars. Similarly, individual,

family, and community-level factors that promote family

resilience and their impact on behavioral health outcomes

have particularly received increased amounts of attention.

To date, however, few empirical studies have simultane-

ously validated the socioecological determinants of family

resilience within multi-dimensional conceptual frame-

works. In the current study, we test such a model using a

cross-sectional design among 380 women and men with an

average age of 35 experiencing poverty as a chronic

stressor, the majority of whom are ethnic minorities.

Individual, family and community determinants of family

resilience are examined for their differential effect on

outcomes of physical and mental health, as well as risks for

substance abuse. Results from structural equation modeling

provide support for the model. Findings suggest that

community-level determinants impact health through

indirect pathways. In this case, community factors predict

family and individual-level determinants, and individual

factors then directly predict health. Similarly, the rela-

tionship between family-level determinants and health was

indirect through individual-level factors. Although, a

strong positive relationship was found between individual-

level determinants and health, the relationship between

individual-level factors and substance abuse was also found

to be indirect through health. Methodological limitations

and implications for family life education, clinical inter-

ventions, policy, and future research that are socioecolog-

ically-informed are discussed.

Keywords Low-income families � Mental health �
Resiliency � Structural equation modeling � Substance
abuse

Introduction

Over the past two decades, the concepts of relational and

family resilience have emerged as topics of interest in

family science. Individual, family, and community level

determinants of family resilience have received increased

amount of attention in family resilience research particu-

larly among low-income, ethnic minority families (Benzies

and Mychasiuk 2009; Bhana and Bachoo 2011). This

research has identified numerous, multidimensional,

chronic stressors for low-income families (Bhana and

Bachoo 2011), these include: a lack of financial stability,

lower educational and limited vocational resources,

increased mental and physical health limitations, as well as

higher rates of substance abuse (Simning et al. 2011;

Wiggers et al. 2001). It has been argued that within low-

income communities, the intersections of race, poverty, and

gender exacerbate the prevalence of these stressors

(Stansfeld et al. 1998). Furthermore, these families often

rely heavily on government programs for income assis-

tance and healthcare needs (Corcoran et al. 2004).

Therefore, a reasonable summary of the poverty litera-

ture could be stated to say that low-income families are at a

great disadvantage as they face many stressors in life that

higher income families do not face. It is also likely that the
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multidimensional stress of poverty might at times lead to

coping strategies that are less than helpful such as sub-

stance abuse. This creates a perplexing dilemma for human

service providers and government agencies to address and

overcome as an impoverished family’s ability to accom-

plish the goals of increased family self-sufficiency and

stability is often undermined by the prevalence and per-

sistence of mental illness and substance abuse (Danziger

et al. 1999). In this case, effort to support low-income

families are hampered by the multidimensional challenges

that they often face.

To address this limitation, family researchers suggest

applying a socioecological lens of conceptualization when

creating and evaluating supportive programs for these

families, in many cases, this lens is focused on overcoming

adversity or family resilience (Bhana and Bachoo 2011).

As theorized by Bronfenbrenner (1979), a socioecological

lens takes into account the many social and environmental

factors that influence low-income families’ health and

wellbeing. This multidimensional perspective highlights

the interdependence and interrelationships that exist

between low-income families, their close relationships,

communities, and the larger society. A low-income fam-

ily’s resilience, health, and wellbeing are therefore better

understood as both being influenced by and influencing the

broader physical, social, political, economic, and cultural

contexts.

While stress and diminished hope are common among

impoverished individuals and families, some families are

able to thrive despite the multitude of barriers and stressors

(Conger et al. 2010; HUD 2011). This phenomenon is often

defined as family resilience or the ability of the family to

transcend unrelenting stress and crises and emerge stronger

than before (Walsh 2003). Family resilience underlies the

many ways in which low-income families are able to

successfully cope, thrive, and remain connected despite

adversity (Walsh 2003). Although there is much benefit to

internal familial strength and resilience, it should not be

assumed that family resilience is developed within the

family, however. In fact, it has often been shown that

family resilience is interdependent with the family’s larger

ecological communities (Bhana and Bachoo 2011). Meta-

syntheses of family resilience literature often hints to the

idea that family resilience is broader than just family-level

characteristics and processes (Benzies and Mychasiuk

2009; Bhana and Bachoo 2011). To that end, some have

suggested that family resilience is a socioecological con-

struct that requires multiple levels of evaluation (Ungar

2011; Walsh 2003).

At the broader socioecological level, community deter-

minants of family resilience are becoming a growing

concern among resilience scholars. Researchers have

argued that the physical infrastructure, sociodemographic,

institutional capacity, and social organization dimensions

of communities, inclusive of macro and exosystemic

socioecological levels, have the potential to shape the

physical, mental, social, and spiritual health of impover-

ished families and individuals (Taylor 2015; Ungar 2011).

Although early resilience theories viewed the community

as a passive backdrop to the lived experiences of low-

income families, more recent theories reveal how low-in-

come families might benefit from certain characteristics

within the community and larger social systems (Ungar

2011; Walsh 2003). Exosystemic and macrosystemic

community-level factors such as organizational religiosity,

social support, ethnic identity, and neighborhood condi-

tions have been found to be essential in promoting low-

income families’ resilience (Ungar 2011).

Family-level factors that promote family resilience are

distinct from both community and individual factors as

they are collectively constructed perceptions and valua-

tions that develop within the family through shared time,

space, interactions, and experiences (Walsh 2003). These

unique family processes and collectively shared beliefs are,

therefore not identifiable at individual or community

levels, and provide the family with distinctive types of

social support, validation, identification, and sense of

purpose that affirm their potential in the midst of adversity

(Walsh, 2003). Family-level determinants of family resi-

lience and their influence on individual-level determinants

have received the most attention in family resilience lit-

erature (Benzies and Mychasiuk 2009). The hypothesized

indicators at the family level [often operationalized as

shared spirituality, collaborative communication, cohesion,

adversity narratives, celebrations and rituals, and social

support within the family (Walsh 2003)], are clearly linked

to individual-level determinants of family resilience and

are often also noted in relation to behavioral health out-

comes such as overall health and risks associated with

substance abuse (Benzies and Mychasiuk 2009).

Family resilience research has highlighted key individ-

ual factors that support the family’s resilience as well. The

most commonly noted factors are self-esteem, internal

locus of control, education, spirituality, and hope (Bhana

and Bachoo 2011). Each of these characteristics has also

been shown to positively impact overall health and sub-

stance use among low-income families (Benzies and

Mychasiuk 2009).

Given the solid base of resilience literature examining

impoverished families and the socioecological factors that

promote family resilience, why is it that in the face of

multidimensional challenges associated with lower physi-

cal and mental health and increased incidences of sub-

stance abuse, many families recover and become stronger

while others do not? Although good theoretical, inductive

research exists within the exploration of family resilience,
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follow-up confirmatory research that is deductive and

quantitative in nature is still in the beginning stages. Also

lacking is research that examines the determinants of

family resilience across all socioecological levels, as most

focus on one or two levels at a time, i.e. individual, family,

or community. To date, there has not been a deductive

quantitative evaluation of family resilience from multiple

levels of ecological analysis, especially in consideration of

existing theoretical multidimensional constructions of

resilience. In addition, there has been limited exploration of

the multidimensional resilience model in relationship to

outcomes of mental and physical health, as well as sub-

stance abuse (Benzies and Mychasiuk 2009). Therefore, a

multidimensional and socioecologically-informed analysis

of family resilience would move family resilience research

forward by continuing to shift our attention away from

simply assessing if low-income families are resilient by

focusing on how low-income families are resilient, expe-

rience family resilience differently, and thrive while

negotiating intersectionality in their extraordinary socioe-

cological contexts. Thus the goal of this study is to

examine the varying effects of socioecological determi-

nants of family resilience on common behavioral health

outcomes associated with poverty.

Method

Participants

Five hundred and seventy-eight public housing ‘‘heads of

households’’ residing in Southern California were initially

invited to participate in the study. Three hundred and

eighty (Table 1) were retained for analysis due to some

families not meeting the definition of ‘‘low income’’, and

195 families elected to not complete a sufficient proportion

of the survey measures and were excluded. Missing data

analysis was performed and showed no significant differ-

ence by demographic variables between those individuals

that completed and did not complete the entire survey. The

majority of the heads of households for these families were

women (91.2 %) and ethnic minorities (92 %). On average,

participants were 35 years of age with a large majority

having completed up to a high school level of education

(77.1 %). More than half were single (67.2 %) while

13.2 % reported being married. Many residents reported

being parents of at least one young child between the ages

of 0–12 residing in the home (66.3 %), 68 % of those

households headed by single mothers. Just under half

reported being unemployed (49.7 %) with an additional

17.6 % reporting being underemployed (working less than

20 h per week). In addition, both seniors aged 62 and over

(2.2 %) and disabled individuals who reported the receipt

of one or more government disability benefits (8.7 %) were

represented in this study. The average monthly household

income was $1148.

Procedure

This study collaborated with a local Department of Hous-

ing and Urban Development (HUD) provider in order to

begin the collaborative process of developing programs

and services for low-income families living within their

communities in Southern California. Before data collection

began, four focus groups were held within two of the lar-

gest public housing communities. Each group was com-

posed of 15–20 men and women who lived in public

housing communities similar to those from which the study

participants lived in. Group members suggested minor

modifications and asked questions about items that were

perceived to be intrusive or unclear. After the group’s

revisions were incorporated into the survey, the protocol

was pilot tested with public housing residents from June

2011 to November 2011. Based upon results and interac-

tions with participants during the pilot study, further revi-

sions were made to the survey. To enhance rapport and

cultural understanding, ethnic minority field researchers

collected the data. Prior to the data collection, the

researchers received training in the administration of the

self-reported instrument, as well as human subjects

research.

For the current study, housing assistance recipients were

invited to take part in the revised survey. This survey

contained the measures listed below and was given during

a standard briefing meeting which all assistance recipients

attend. The briefing meeting was held after the family had

received approval for assistance and participants were

asked to enclose their anonymous surveys in a sealed

envelope after completion. Therefore, it was unlikely that

participants perceived that their participation had any effect

(positive or negative) on their assistance. Only the heads of

households participated in the survey. The researchers’

university Institutional Review Board reviewed and

approved the study design and consent process (Cert #

5120032), and informed consent was obtained from all

individual participants included in the study.

Measures

Currently there is not one single measure that adequately

represents family resilience at combined individual, family,

and community levels (Benzies and Mychasiuk 2009).

Consequently, multiple measures were used to assess fac-

tors located across socioecological levels. Each of the

instruments used in this study were standardized and have

either been validated among low-income populations,
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Table 1 Sample characteristics

(N = 380)
Characteristic Frequency (n) % of Sample

Gender

Female 341 89.7

Male 33 8.7

Missing 6 1.6

Age

21–24 30 9.6

25–34 154 49

35–49 98 31.2

50–61 24 7.7

62 and up 9 2.5

Ethnicity

Black or African American 190 50.9

Hispanic or Latino 86 23.1

Mixed: Parents are from 2 diff groups 51 13.7

White or Caucasian 30 8.0

Asian or Asian American 7 1.9

Other 7 1.9

American Indian or Native American 2 .5

Marital status

Single 254 67.2

Married 50 13.2

Divorced 28 7.4

Separated 28 7.4

Living with a partner 11 2.9

Widowed 7 1.8

Individuals in household

1 24 6.7

2 55 15.4

3 97 27.2

4 79 22.1

5 52 14.6

6 24 6.7

7 13 3.6

8 4 1.1

9 7 1.8

10 2 .6

Number of young children

1 86 34.1

2 94 37.3

3 42 16.7

4 19 7.5

5 5 2.0

6 2 .8

7 3 1.2

9 1 .4

Education

Elementary School K-5 7 1.9

Middle school 6–8th 31 8.2

GED 36 9.6

High school 216 57.4
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ethnic minority populations, or both. Twenty-two scales or

items were used to reflect the following five latent con-

structs in this study: community perceptions, collective

community identities, family-level determinants, individ-

ual-level determinants, health, and substance abuse risks.

Although lengthy, the inclusion of each instrument was

necessary in an effort to accurately represent family resi-

lience determinants across socioecological levels. A cor-

relation matrix was also examined to assess the adequacy

of measures as representations of specific socioecological

constructs and for inclusion in structural equation modeling

(SEM).

Indicators of Health and Substance Abuse Risk

Three instruments were used to create the larger latent

construct of health and obtain a comprehensive picture of

both physical health and mental health among impover-

ished families. The somatization, depression, and anxiety

symptom scales within the Brief Symptom Inventory (BSI)

(Derogatis 1993), were used to measure symptoms asso-

ciated with mental health that are pervasive among low-

income populations. Mental health was also assessed by the

mental health subscale of the Duke Health Profile (DUKE)

to gain an overall sense of self-reported mental health as

opposed to individual symptoms associated with three

distinct mental health illnesses in the BSI (Parkerson et al.

1990). In addition six items comprising the physical and

perceived health subscales of the DUKE were used to

measure the construct of overall physical health. Finally,

the National Institute on Drug Abuse’s Modified Alcohol,

Smoking, Substance Involvement Screening Test, com-

monly employed by mental health professionals, was used

to examine substance abuse (World Health Organization

ASSIST Working Group 2002).

Measures of the Community Level

Five instruments were used to reflect the construct of

community-level determinants of family resilience. The

variable representing social support received from the

community was measured by the friends and community

subscales of the Social Support Index (McCubbin et al.

1996). Although the original scoring was not broken into

subscales, more recent evaluations of the measure have

shown its ability to offer latent scoring for friends, com-

munity, and family levels of social support (Anonymous

2014). Four items measured religiosity. The first three

items were derived from the demographic section of the

JAREL Spirituality Well-Being Scale and focus on the

degree of participation in organized religion (Hungelmann

et al. 1989): (1) How important are religious services to

you? (2) How often do you attend church or religious

services? (3) How often would you attend church or

Table 1 continued
Characteristic Frequency (n) % of Sample

Vocational 52 13.8

Associates (2 year) 27 7.2

Bachelor’s degree (4 year) 5 1.3

Postgraduate 2 .5

Employment

Full-time 93 25.5

Full-time but less than 30 h per week 26 7.1

Part-time (10–20 h) 59 16.2

Less than 10 h 5 1.4

Unemployed 181 49.7

Income

$0–500 89 24.9

$501–1000 90 25.1

$1001–1500 81 22.6

$1501–2000 54 15.1

$2001–2500 25 7.0

$2501–3000 9 2.5

$3001–3500 6 1.7

$3501–4000 3 .8

$4001–4500 1 .3
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religious services if you were able to? One item was

constructed from a commonly used question emphasizing

engagement outside of traditional religious services (Joshi

et al. 2009): Besides regular service, how often do you take

part in other activities at your place of worship? Consistent

with the findings of Joshi et al. (2009) these four items

were highly correlated in this study sample and were used

as one latent factor. Quality of environment was measured

by Mujahid et al. (2007) questionnaire examining the

perceptions of community safety and conditions. Addi-

tionally, the Multigroup Ethnic Identity Measure was used

to examine the construct of collective ethnic identity, the

degree of participants’ personal identification with their

ethnic groups regardless of their ethnic groups’ unique

attributes (Phinney 1992).

Measures of the Family Level

Determinants of family resilience at the family level were

represented by six instruments examining key family pro-

cesses (McCubbin et al. 1996; Walsh 2003). The family

cohesion subscale of the Family Adaptability and Cohesion

Evaluation Scale- III was used to examine levels of family

connectedness (Olson 1986). Family social support was

measured by the family subscale of the Social Support

Index (McCubbin et al. 1996). The affirming the family’s

confidence subscale of the Family Coping Index was used

to examine the construct of family adversity narrative, a

family’s attitudes and behavior in response to challenges or

problems (McCubbin et al. 1996). The family’s shared

spirituality and religiosity was assessed by adapting the

Spiritual Perspective Scale (SPS) to inquire about the

presence of shared spirituality and religiosity within the

family (Reed 1986). The construct of family collaborative

communication was measured by the Family Problem-

Solving Communication Scale (McCubbin et al. 1996).

And finally, the Family Celebrations Index was used to

measure the extent to which families shared and celebrated

special events (McCubbin et al. 1996).

Measures of the Individual Level

Individual determinants of family resilience were repre-

sented by five measurements. Internal locus of control was

measured by the internal subscale of the shortened version

of Levenson’s Internal, Powerful Others, and Chance

Scales (Wenzel 1993). Self-efficacy was measured using

the Rosenberg Self-Esteem Scale (Rosenberg 1979). The

construct of optimism and hope was measured by the State

Hope Scale (Snyder et al. 1996), and individual spirituality

was measured by the Spiritual Perspective Scale (SPS)

(Reed 1986).

Data Analyses

The data analysis process followed guidelines for testing

direct and indirect relationships between latent factors

within SEM (Kline 2011). More specifically, after testing

the univariate assumptions of the individual scales, we

proceeded to fit the measurement model using confirmatory

factor analysis (CFA). This process tested successively

nested models beginning with the most freed version,

which was a one-factor model. From there we tested two-

factor and four-factor models. Evaluation of the four-factor

model suggested a third version of the measurement model,

which was a five-factor model. Each model relied on Full

Maximum Likelihood Estimation, and guidelines for model

fit indices were used to compare the fit of each nested

model (Kline 2011). The five-factor measurement model

was then used as the foundation for the structured regres-

sion models. The structured regression phase of the anal-

ysis tested the direct-effects and indirect-effects models.

The direct-effect model tested whether each family resi-

lience factor could be used to predict health. Specifically,

each socioecological level was regressed onto the lower

socioecological level while also being regressed onto the

health outcome factor. The indirect model tested whether

the direct-effect from each resilience level could be

removed and, therefore, support the socioecological inter-

dependence assumption in that each resilience level influ-

ences the nested lower level.

Prior to SEM analyses, all of the study variables were

screened in order to determine whether or not the sample

met univariate and multivariate assumptions (Tabachnick

and Fidell 2007). An examination of the means, standard

deviations, and histograms for all observed variables was

conducted to assist in screening the data for univariate

outliers. A regression to test Mahalanobis’ Distance was

also conducted in order to screen for multivariate outliers

and revealed three outlier cases, which were removed

(bringing the study to n = 380). The assumptions of mul-

tivariate linearity and normality were also evaluated in the

statistical SEM software EQS 6.2 using cases with the

largest contribution to Marda’s coefficient (Bentler 2006).

Results

The first step in the SEM analyses tested a one-factor model.

In this case this model tested whether all of the 22 measures

could be regressed on to one large all-encompassing factor

of family resilience; thereby, not supporting the idea that

these factors are actually separate socioecological con-

structs. The overall fit of this model was poor suggesting that

the model was misspecified (v2ð189Þ = 1570.78, p\ 0.001).
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Using the Lagrange Multiplier Test, ten error covariances

were identified that offered theoretical support to covary

given their similarity in measurement error. These covari-

ances were added and the one-factor model was fit again.

This second one-factor model significantly improved the fit

of the measurement model but still showed significant

misspecification (v2ð179Þ = 654.53, p\ 0.001). The third

model fit a two-factor model, separating the resilience

measures from the health outcome measures. This model

offered an improved but still misspecified fit:

v2ð178Þ = 503.52 (p\ 0.001). We then grouped the family

resilience factors into individual, family and community

levels and fit the measurement model again. This four-factor

model was the first model to offer a reasonable fit to the data

[v2ð173Þ = 375.26 (p\ 0.001), NNFI = .904, CFI = .921,

RMSEA = .056 (90 % CI = .048, .063)] and was therefore

deemed a better fit than the previous models. However,

examination of the path coefficients revealed that none of

the community-level variables loaded significantly upon the

community factor. Therefore, the community-level factor

was divided into a Community Perception factor and a

Collective Community Identity factor. This five-factor

model was tested, significantly improved the fit of the model

[v2ð169Þ = 348.53 (p\ 0.001), NNFI = .912, CFI = .930,

RMSEA = .053 (90 % CI = .045, .061)], and appeared to

be the most appropriate and tenable explanation for the

underlying latent structure of the data. Table 2 displays a

summary of the CFA model-fitting process.

With the five-factor model as the most parsimonious and

tenable latent structure within the data, we proceeded to

test the structured regression models. The first hypothe-

sized model tested the four socioecological levels as

directly and indirectly predicting the outcome variables of

health and substance abuse risks. The robust goodness-of-

fit indices indicated that this direct-effects model (Model 6)

provided a good fit for the data [v2ð185Þ = 367.73

(p\ 0.001), NNFI = .911, CFI = .929, RMSEA = .051

(90 % CI = .043, .059)], however, the generated model

output suggested the need for further model specifications.

In examining the path coefficients, the individual level was

the only factor that had marked explanatory power in

predicting health, and health the only factor significantly

predicting substance abuse risks.

Given the hypotheses that family resilience factors

might follow socioecological levels of influence, we

removed all non-significant direct pathways to the outcome

variables and socioecological factors. This indirect-effects

model (Model 7) (Fig. 1) proved to be a well-fitting model

for the data [v2ð194Þ = 375.64 (p\ 0.001), NNFI = .918,

CFI = .929, RMSEA = .050 (90 % CI = .042, .057)].

The constraints imposed by the indirect effects also proved

to be tenable constraints on the model as a Chi square

change test between model 6 and 7 proved insignificant

(Dv2 = 7, df = 9, p[ 0.05). Given the results of the Chi

square difference test (Table 3), we concluded that Model

7 was the more parsimonious of the two structural

regression models.

Model 7 best fit the data and was consistent with the

socioecological, multidimensional model. First, we were

interested in the extent to which community-level, family-

level, and individual-level determinants of family resi-

lience directly impacted behavioral health outcomes such

as health and substance abuse risks. Different from the

conceptual model, Model 7 revealed that both community

and family-level determinants of family resilience had very

little direct relationship to health and substance abuse risk.

The relationship between community-level determinants

and behavioral health outcomes, for the most part, was

found to be indirect through both family and individual-

level determinants of family resilience. Similarly, the

relationship between family-level determinants and

behavioral health outcomes was indirect and mediated by

individual-level determinants. Although, a strong positive

relationship was found between individual-level determi-

nants and health, the relationship between individual-level

determinants and substance abuse risks was also an indirect

relationship mediated by health. Specifically, perceptions

of community were positively related to collective com-

munity identities (.61) and, although small, a direct posi-

tive relationship between perceptions of community and

individual-level determinants of family resilience (.19) was

also discovered in Model 7. Collective community identi-

ties, in turn, were positively related to family-level

Table 2 Confirmatory factor

analyses model fit summary
Model v2 df NNFI CFI RMSEA

1- One-factor model 1570.784 189 .398 .458 .139 (.133, .145)

2- One-factor nested model 654.535 179 .781 .813 .084 (.077, .091)

3- Two-factor covaried Model 503.526 178 .849 .872 .070 (.062, .077)

4- Four-factor covaried modela 375.261 173 .904 .921 .056 (.048, .063)

5- Five factor covaried model 348.528 169 .912 .930 .053 (.045, .061)

a Nonconvergent model
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determinants of resilience (.94). Next, family-level deter-

minants were positively related to individual-level deter-

minants of family resilience (.57), and individual-level

determinants were positively related to health (.72).

Finally, health was negatively related to substance abuse

risks (-.40).

Discussion

Families living within public housing and receiving gov-

ernmental financial assistance experience considerably

higher rates of behavioral health issues such as mental

illness and risk for substance abuse. Within these com-

munities, the intersections of race, poverty, and gender

exacerbate the prevalence of mental illness and substance

abuse among families. Family resilience research has

provided valuable models and frameworks that have

identified significant resilience processes at various

socioecological levels. These processes not only serve as

protective factors for mental illness and substance abuse,

but also provide low-income families with the capacity to

transcend adversities associated with poverty. Much of this

research, however, has routinely looked at individual,

family, and community determinants of family resilience in

isolation without accounting for the dynamic interactions

between all three socioecological levels or examining their

collective impact on health and substance abuse risks. The

current study attempted to differentiate the varying

socioecological levels of family resilience and examine

their relationship with health and substance use risks

among low-income families. We used data from a sample

of 380 majority ethnic minority heads of households to

address this gap in family resilience literature.

First, findings from this study support existing theories

that describe family resilience as a multidimensional,

socioecological construct that influences health, mental

health, and substance abuse outcomes, as well as support a

socioecological evaluation of family resilience where

Fig. 1 Model 7: Indirect-effects structural regression model. Note. Error covariances were not illustrated in this figure

Table 3 Chi square difference test between model 6 and model 7

df v2

Model 6- direct-effects model 185 367.726

Model 7- indirect-effects model 194 375.638

v2 difference (Dv2) 9 7.912
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higher socioecological levels of influence affect the lower

levels of influence (Benzies and Mychasiuk 2009). We also

provide evidence that determinants of family resilience are

best grouped into separate socioecological levels (rather

than one unidimensional factor) as seen in the measure-

ment model phase of the results, and as such, each level of

family resilience offers unique outcomes, as noted in the

structured model phase of the results. More specifically, in

line with other meta-syntheses of resilience literature, self-

esteem, spirituality, hope, internal locus of control, and

education were all significant factors at the individual level

(Benzies and Mychasiuk 2009). Whereas shared spiritual-

ity, collaborative communication, social support, cohesion,

the presence of adversity narratives, and the routine prac-

tice (or traditions) of family celebrations were significant

family level factors. At the community level, both local

and macro senses of community were influential. In par-

ticular, perceptions of community conditions and commu-

nity social support were determinants at the exosystemic-

community level while organizational religiosity and col-

lective ethnic identities, described by Ungar (2011), were

best assigned to the larger macro-community level. It is

important to note, however, the role of community within

the final model; firstly, the direct positive relationship

between perceptions of one’s community and the individ-

ual level, and, secondly, the strong positive relationship

between collective identities and the family level.

Although not directly examined, findings of this study also

appear to be consistent with the research on low-income

communities that describes substance use as self-medicat-

ing behaviors among those challenged by mental and

physical illnesses as health was found to directly impact

substance abuse risk (Danziger et al. 1999).

Second, the indirect relationship found among commu-

nity, family, and individual-level resilience factors, health

and substance abuse risk in many ways supports previous

family stress theoretical research. Findings support

McCubbin’s (1996) Model of Family Adjustment and

Adaptation in that community is conceptualized as a

resource for the family, and the family ultimately viewed as

a resource for the individual. Similarly, this study supports

Conger’s (1992) Family Stress Model, as findings in this

model illustrate the processes by which larger community

conditions, such as economic pressure, impact family pro-

cesses and ultimately impact individual outcomes.

Although several significant contributions are noted in

this study, there are some limitations that are important to

address. Firstly, the unit of measurement was not the

family as a whole as observations were based upon indi-

vidual perceptions (heads of households) of the family

system. It is important to mention, however, that the

majority of the families observed were single mothers with

small children, aged 5 and younger. Therefore, examining

the family unit within the home would not have been

advantageous to this study, nor would it be reflective of the

common family system within impoverished communities,

single mothers with very young children. In addition, this

study used one sample from one geographical area, and did

not assess some of the actual environmental system vari-

ations, i.e. infrastructure differences, state, county, and

social policy variations in this area (Seccombe 2002; Ungar

2011). A larger geographically diverse sample with access

to a greater variability of community resources will be

required to determine the influence of these larger socioe-

cological levels of influence. Finally, this study used a

cross-sectional approach whereas family resilience implies

changes and growth over time. Follow-up longitudinal

studies will be needed to confirm the socioecological levels

of influence found in this study and would therefore

operate as a fifth level in the final model.

Despite these limitations, findings from the current study

add evidence to our current socioecological understanding

of family resilience and have implications for practice and

policy. The larger contextual explanations of family resi-

lience of this study pinpoint various means by which

family scientists, organizations, and policymakers can help

shape mental health, physical health, and substance abuse-

related outcomes among low-income families. In practice,

community interventions that do not support the develop-

ment of family-level determinants of family resilience will

be ineffective in promoting positive behavioral health

outcomes, and family interventions that do not facilitate the

development of individual-level determinants will be

ineffective as well, as it is individual factors that support

higher levels of health and lower substance abuse risks

directly. With regard to health, mental health, and sub-

stance abuse risks, communities and families are not

enough if they are not efficacious in shaping individual

outcomes, such as increased self-esteem, education, and

positive belief systems. An example of such an intervention

would be a community substance abuse prevention project

that utilized multi-family groups to create and disseminate

prevention messages within their specific communities.

The project could incorporate strategies for enhanced

family communication, increased cultural awareness, the

sharing of family adversity narratives related to substance

abuse, and the promotion of self-esteem and individual

spirituality. As a result, the project would not only support

both community belongingness and social support through

multi-family group interactions and the promotion of cul-

tural awareness, but also intrafamilial resilience processes.

In addition, risks for lowered mental health and substance

abuse risks would be decreased through the inclusion of

individually-focused resilience strategies.

Findings of this study also encourage the development of

educational and therapeutic interventions that emphasize
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community-based collaborations. In order to truly

strengthen the resilience of impoverished families, collab-

orative, multidisciplinary approaches that include social

workers, psychologists, pastors, and other community

gatekeepers are necessary (Landau 2010). This provision of

integrated services versus fragmented ones is also key in

promoting family well-being among impoverished families.

This current study also provides meaningful input into the

current policy analysis and discourse surrounding behavioral

health and supportive housing services for low-income

families. Given the findings of this studies, effective policies

aimed at supporting the health and well-being of low-income

families must (a) have a strong base in theory and research

examining low-income families, (b) capitalize on the

resources present within low-income families and commu-

nities, and (c) target family resilience processes across

multiple, socioecological levels of influence. Low-income

individuals cannot be nurtured in isolation, and communities

and families must be strengthened in order support healthy

individuals. Health policies that take into account the long-

term impact on the resilience of single mothers, seniors, and

ethnic minorities will be the most effective in changing the

substance abuse and health epidemics pervasive in impov-

erished families and communities.

The strengths associated with community social support

and sense of belongingness among low-income families are

also affirmed in this study. Current shifts from concentrated

public housing communities toward tenant-based housing

assistance in the form of vouchers appear to neglect the

social resources that are vital to the health and wellbeing of

low-income families and individuals, such as residents

watching one another’s children and having neighbors with

similar struggles who can be counted on (Keene and

Geronimus 2011). With low-income families reporting no

distinctive differences in the safety and conditions between

private market communities and concentrated public

housing communities, what then can replace the familial

benefits gained from community social support and

belongingness (National Housing Law Project, 2002)? The

current study suggests a need for public housing revital-

ization policies that not only improve the conditions of

concentrated public housing communities, but also pro-

mote community, family, and individual-level family

resilience processes such as community social support,

family communication, and higher education.
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