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This study examined whether the impact of contextual-level socioeconomic disadvantage on adoles-
cent mental health is contingent upon individual-level perceptions of social support. Data are from
the National Longitudinal Study of Adolescent Health (Add Health), a panel survey of a nationally
representative United States sample (analytic N = 18,417) of students in 7th through 12th grade.
Effects of social support and social context on both internalizing problems (depressive symptoms)
and externalizing problems (minor delinquency and violent behavior) are analyzed. Contextual-level
socioeconomic disadvantage is positively associated with depressive symptoms, negatively associated
with minor delinquency, and not directly associated with violent behavior. High perceived support
from family, friends, and other adults offsets poor mental health, but is most protective in areas of
low socioeconomic disadvantage. The mental health benefits of perceived social support are damp-
ened in socioeconomically disadvantaged areas, compared to advantaged areas. Results suggest that
interventions targeting only individual- or family-level processes within disadvantaged contexts may
be inadequate at stemming psychological distress among adolescents.
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INTRODUCTION

The overwhelming majority of studies linking low
socioeconomic status (SES) to poor adolescent mental
health have focused only on the individual or the family.
Consistent with a family systems framework (e.g., Krepp-
ner and Lerner, 1989), the family, in particular, has been
seen as the most proximal and important context for ex-
amining SES differentials in adolescent health because it

1Richard G. Wight, Assistant Research Sociologist, conducts life course
mental health research in the UCLA Department of Community Health
Sciences. His work emphasizes the intersection of individual- and
contextual-level factors that impact health within dyads, families, and
neighborhoods. To whom correspondence should be addressed at De-
partment of Community Health Sciences, UCLA School of Public
Health, Los Angeles, CA 90095-1772; e-mail: rwight@ucla.edu.

2Amanda L. Botticello is a doctoral student in the UCLA Department
of Community Health Sciences, where her work addresses the recipro-
cal relationships between depressive symptoms and problem drinking
among adolescents.

3Carol S. Aneshensel is a Professor of Community Health Sciences at
UCLA, where she applies principals of social stratification and life
course theory to the analysis of quantitative data to better understand
disparities in mental health risks.

is typically the parents, rather than the individual adoles-
cent, who earn an income. However, a growing body of
research supports the value of assessing the mental health
impact of larger social contexts (e.g., neighborhoods or
communities) by revealing contextual-level SES effects
in general (Adler et al., 1994; Anderson and Armstead,
1995; Leventhal and Brooks-Gunn, 2000; Sampson et al.,
2002; Taylor et al., 1997; Williams and Collins, 1995), as
well as for adolescent emotional well-being in particular
(Aneshensel and Sucoff, 1996; Brooks-Gunn et al., 1993;
Goodman et al., 2003; Wheaton and Clarke, 2003; Wick-
rama and Chalandra, 2003; Wight et al., 2005). Still, there
is little research into the mechanisms that may generate
this effect. In addition, most research focuses solely on one
mental health outcome, even though any single indicator
is not an adequate proxy for all disorders (Aneshensel
et al., 1991; Thoits, 1995). This article uses data from a
large nationally representative United States (U.S.) sam-
ple of adolescents to explore the role of perceived social
support in moderating the association between socioeco-
nomic context and both internalizing problems (depres-
sive symptoms) and externalizing problems (minor delin-
quency and violent behavior).
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This examination is driven by a multilevel ap-
proach that incorporates the simultaneous effects of the
contextual-level and the individual-level. As a structural
model, it emphasizes: (a) The structural properties of geo-
graphic contexts, economic stratification in particular; and
(b) The location of the adolescent within systems of strat-
ification (e.g., ethnicity, household structure, household
income). This multilevel model is a major advance over
most previous research on mental health among adoles-
cents, which generally treats individual-level characteris-
tics in isolation from social contexts, or treats contextual-
level characteristics as if they are attributes of the person.
The structural model is extended to incorporate cross-level
interactions between contextual- and individual-level ef-
fects, thereby creating an ecological model. That is, the
possibility that the effects of the social context in which
the individual lives are contingent upon his or her personal
characteristics is tested. This ecological model conceptu-
ally enhances the structural model, which contains the
hidden assumption that contextual-level effects are the
same for all individuals.

The recognition that socioeconomic context is rel-
evant to mental health dates to Faris and Dunham
(1960/1939), who documented associations between rates
of mental disorder and areas characterized by social dis-
organization in Chicago. Recent interest in neighborhood
and mental health flows in large part from the work of
Wilson (1987, 1991) and Massey and Denton (1993),
especially their descriptions of the emergence of hyper-
segregated underclass urban communities. Wilson (1991)
suggests that social isolation in concentrated poor neigh-
borhoods has negative psychological consequences for the
ability to plan, for efficacy, and for organization. Massey
and Denton (1993) contend that the physical deteriora-
tion of the environment influences the social behavior of
residents in that community. Specifically, the presence
of ambient hazards such as abandoned housing lead to
visible deviance such as public drunkenness, prompting
residents to withdraw and spend more time indoors, thus
focusing social interactions on family and close friends,
and decreasing involvement in the larger community. This
self-sustaining cycle lessens social control and leads to
greater social disorganization.

Work conducted within this framework (the struc-
tural approach), is concerned with the idea that neigh-
borhood disadvantage adversely affects all residents. In
analytic terminology, this approach posits main effects
of neighborhood characteristics on individual outcomes.
From this perspective, variation in individual responses to
neighborhood conditions is attributed to differences in ex-
posure to these neighborhood conditions, or to differences
in other risk factors (Crane, 1991). In contrast, social eco-

logical theory adopts a social psychological perspective
that emphasizes the intersection of neighborhood and per-
son, especially risk (e.g., physical decay) and protective
factors (e.g., social support) that enable some youth in
adverse settings to attain more successful outcomes than
most other youth (Jessor, 1992, 1993). The ecological
model is concerned with the junction of person and envi-
ronment, as embodied in the phrase “person-environment
fit.” This model, therefore, is inherently conditional, that
is, in analytic terminology, it posits an interaction between
neighborhood and individual attributes.

There is scant previous research assessing the im-
pact of socioeconomic context on internalizing problems
among adolescents. Overall, the association between de-
pressive symptoms and contextual-level SES appears to
be negative: Adolescents residing in areas of low SES
are at heightened risk for depressive symptomatology
(Aneshensel and Sucoff, 1996; Brooks-Gunn et al., 1993;
Goodman et al., 2003; Leventhal and Brooks-Gunn, 2003;
Wickrama and Chalandra, 2003; Wight et al., 2005). The
distressing impact of contextual-level socioeconomic dis-
advantage in childhood even appears to be sustained into
young adulthood. Wheaton and Clarke (2003) found that
current neighborhood disadvantage has no effect on early
adult internalizing problems when childhood neighbor-
hood disadvantage is controlled, negating a contextual
continuity hypothesis positing that neighborhood contexts
are sufficiently stable over time that any effect of the past
is mediated by the present context. Thus, socioeconomic
context in adolescence has both proximal and distal effects
on emotional health.

At the individual-level, risk factors for adoles-
cent internalizing problems, depressive symptoms in
particular, have been comprehensively examined. The
most extensive work concerns gender and age, with
both clinical and community studies finding more
symptoms of depression among older than younger teens,
and among girls than boys by mid-adolescence (e.g.,
Aneshensel and Sucoff, 1996; Cryanoski et al., 2000;
Nolen-Hoeksema and Girgus, 1994; Peterson et al.,
1993; Resnick et al., 1997). A growing body of research
examines the association between ethnicity and depres-
sive symptoms, finding that minority teens have higher
symptom levels than non-Hispanic Whites (e.g., Garrison
et al., 1989; Schraedley et al., 1999; Rushton et al., 2002;
Wight et al., 2005). However, some existing studies
tend to confound ethnicity with socioeconomic status
because African-American and Hispanic adolescents are
substantially more likely to be living below the poverty
line than non-Hispanic White adolescents (McClanahan
and Casper, 1995), and living in disadvantaged financial
circumstances, in turn, is positively associated with
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depressive symptoms (Dornbusch et al., 1991; Garrison
et al., 1989; Gore et al., 1992; Hammack et al., 2004;
Wilson, 1987). The depressive effect of family living
arrangement is somewhat mixed in that some studies have
found no impact of family structure (Aneshensel and
Sucoff, 1996; Eamon, 2002; Gerard and Buehler, 2004)
whereas others have found that living in homes without
both biological parents is a risk factor for depressive
symptoms (Rushton et al., 2002; Wight et al., 2005).

Findings for the impact of socioeconomic context
on violent behavior and minor delinquency are somewhat
ambiguous and many studies combine elements of these
two constructs to create a composite measure. For ex-
ample, one study found no main effect of neighborhood
affluence on externalizing behavior, but an indirect effect
such that males were at increased risk in neighborhoods
of low affluence (Beyers et al., 2003). Yet, another study
found that male adolescents in high SES neighborhoods
are significantly less likely than male adolescents in low
SES neighborhoods to engage in violent behavior (Bey-
ers et al., 2001). Hoffman (2003) found that adolescents
residing in areas of high male joblessness who experience
stressful life events or little parental supervision are espe-
cially likely to exhibit serious delinquent behavior such as
fighting or being arrested. Aneshensel and Sucoff (1996)
found that symptoms of conduct disorder are especially
low among Hispanics living in impoverished neighbor-
hoods, whereas symptoms of oppositional defiant disor-
der are somewhat high in middle class communities. Thus,
whereas it is clear that low contextual-level SES increases
the risk for depressive symptomatology, its impact on
delinquency and violent behavior appears to be complex.

Findings concerning individual-level risk factors for
externalizing problems are also not entirely consistent,
making it difficult to identify a particular risk profile. It is
generally recognized that older male teens are at the high-
est risk for delinquent and violent behavior (e.g., Anesh-
ensel and Sucoff, 1996; Beyers et al., 2001; Ellickson and
McGuigan, 2000; Gerard and Buehler, 2004; Hoffman,
2003; Rankin and Kern, 1994). Regarding ethnicity, some
studies find that non-Hispanic White youth are at highest
risk for externalizing problems (Hoffman, 2003; Rankin
and Kern, 1994), whereas others find Hispanic youth to be
at greatest risk (Aneshensel and Sucoff, 1996; Gerard and
Buehler, 2004). Findings from studies that specifically ex-
amine violent behavior are similarly mixed, in that some
determine African-American youth to be at greatest risk
(Sampson et al., 2005) and others find no significant im-
pact of ethnicity (Ellickson and McGuigan, 2000). Family
SES often fails to significantly predict adolescent exter-
nalizing problems (Aneshensel and Sucoff, 1996; Gerard
and Buehler, 2004), but some researchers have found low

SES to be a risk factor (Beyers et al., 2003), especially for
violent behavior (Heimer, 1997). Inconsistencies are also
apparent in the research on the impact of family structure.
Living with both biological parents is protective of exter-
nalizing problems in some samples (Gerard and Buehler,
2004; Hoffman, 2003; Sampson et al., 2005), whereas
this living arrangement has no externalizing impact in
other samples (Aneshensel and Sucoff, 1996; Beyers et al.,
2003; Ellickson and McGuigan, 2000).

The availability of social support from friends,
parents, and other adults has well-established protec-
tive connections to adolescent mental health, whether
operationalized as internality or externality (Beyers
et al., 2003; Cornwell, 2003; Kaltiala-Heino et al., 2001;
Marcotte et al., 2002; Sheeber et al., 1997; Stice et al.,
2004; Wiesner and Windle, 2004). Social support can
broadly be defined as those interpersonal social resources
that involve either the presence or the implication of
stable human relationships (Turner and Turner, 1999).
Perceptions of social support have been shown to more
strongly influence mental health than the actual receipt of
support (Dunkel-Schetter and Bennett, 1990; Turner and
Turner, 1999). Whether social support helps to account
for the association between contextual-level SES and
adolescent mental health, however, is largely uncharted
waters. It is reasonable to expect that social support
will have some impact on this association, given that
studies have found support to “buffer” the deleterious
effect of many other forms of stressors on emotional
distress (Aneshensel, 1992; Pearlin, 1989; Thoits, 1995;
Turner and Turner, 1999). According to the buffering
perspective, the mental health impact of socioeconomic
disadvantage should decrease as social support increases.

Thus, the goals of this article are three-fold: (1) To
assess the nature of the association between contextual-
level socioeconomic disadvantage and adolescent
internalizing and externalizing problems; (2) To examine
if and how social support impacts or moderates these
associations; and (3) To assess the contemporaneous
mental health impact of other risk factors. Based on
previous research, we expect to find that contextual-level
socioeconomic disadvantage is positively associated
with depressive symptomatology. However, due to
inconsistent findings concerning associations between
contextual-level disadvantage and both minor delin-
quency and violent behavior, we make no a priori claims
about the pattern of results we expect to uncover. We
hypothesize that social support will be beneficial to
adolescents, will offset any mental health deficits that
stem from living in disadvantaged circumstances, and that
the impact of support will vary across residence areas.
At the individual-level, we predict that females, ethnic
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minorities, older teens, those not living in nuclear fami-
lies, and those living in households with low income to be
at highest risk for internalizing problems. We expect sim-
ilar findings for externalizing problems, with the notable
exception being that males will be at the highest risk.
Analysis of this large nationally representative sample
offers a unique opportunity to representatively investigate
whether social support buffers the mental health impact
of adverse social contexts among U.S. adolescents.

METHOD

The Sample

Data are from the National Longitudinal Study of
Adolescent Health, “Add Health” (Bearman et al., 2005;
Resnick et al., 1997), a nationally representative, school-
based sample of 20,745 adolescents in grades 7 through 12
surveyed during the 1994–1995 academic year. The sam-
pling frame consisted of all high schools in the United
States (U.S.). A total of 80 high schools were selected
with probabilities proportional to size. A sample of 52
feeder middle schools was attached to the sample of high
schools. A total of 134 schools participated in the base-
line study, with a response rate of 78.9%. A complete
enumeration of all students was generated from student
participation in an in-school questionnaire, combined with
a student roster provided by the school. The sample for
a detailed, in-home interview selected from this listing
consists of a core sample and three supplemental over-
samples included in these analyses (members of ethnic
minority groups, disabled teens, and a complete sampling
of two high schools and 14 small schools). The analytic
sample size is 18,417 (omitting persons with missing or
corrupted data). Grand sample weights adjust for the sam-
ple design and survey response rates.

Data about the adolescent and his or her family are
from adolescent self-reports to an in-school questionnaire,
a personal interview conducted at the adolescent’s home,
and a parental interview. In addition, a contextual database
provides information about Census tract characteristics
using 1990 U.S. Census data.

Individual-Level Measures

All scales were developed with principal-
components analysis (varimax rotation).

Depressive symptoms were assessed with items from
the Center for Epidemiologic Studies—Depression Scale
(Radloff, 1977). The full CES-D consists of 20 items that
ascertain depressive symptoms (e.g., felt depressed, sad,
lonely, fearful) for the previous week. Add Health utilized

16 of the 20 items (three other measured symptoms are not
CES-D items and are excluded here). Response categories
ranged from (0) never or rarely to (3) most or all of the
time. Four positively worded items were reverse scored.
Possible scores for a summated measure range from 0 to
48 and the scale demonstrates very good reliability in this
sample (α = .85).

Minor delinquency was assessed with five items that
ascertained the frequency of various delinquent activities
that adolescents may have engaged in over the previous
12 months (damaged property, lied about whereabouts,
shoplifted, stole something of modest value, acted unruly
in public). Response categories ranged from (0) never to
(3) five or more times. Possible scores for the summated
measure range from 0 to 15, and the scale demonstrates
good reliability in this sample (α = .75).

Violent behavior was assessed with three items that
ascertained the frequency of physically aggressive ac-
tivities over the previous 12 months (got into a serious
physical fight, seriously hurt someone, group fighting).
Response categories ranged from (0) never to (3) five or
more times. Possible scores for the summated measure
range from 0 to 9, and this scale also demonstrates good
reliability in this sample (α = .75).

Social support was assessed with a 7-item scale mea-
suring the degree to which adolescents felt cared about by
adults, teachers, parents, and friends, in addition to the
degree to which they perceived that their family has fun
together, pays attention to them, and understands them.
Response categories ranged from (1) not at all to (5) very
much. Possible scores for a summated measure range from
7 to 35, and the scale demonstrates good reliability in this
sample (α = .79).

Other risk factors controlled in the analysis include
those that have been empirically established in past
research (Broidy et al., 2003; Costello et al., 2003;
Overbeek et al., 2001; Wight et al., 2003): sex, age
(categorized because of its known non-linear association
with adolescent mental health [Kessler and Walters, 1998;
Lewinsohn et al., 1998]), ethnicity [African-American,
Asian-Pacific Islander (API), Hispanic, Non-Hispanic
White (NHW), and “Other”], family living arrangement
(lives with both biological parents versus all other
living arrangements), and household income (scored in
thousands of dollars and logged). Multiplicative age/sex
interactions are included to assess the differential impact
of age between males and females.

Contextual-Level Measure

Socioeconomic disadvantage is comprised of a single
factor derived from principal components analysis of five
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Census tract variables: proportion of households (HH) re-
ceiving public assistance, proportion of individuals living
below the poverty level, proportion of individuals aged
25 + without a high school diploma, proportion of indi-
viduals aged 25 + without a college degree, and unem-
ployment rate.

For these analyses, contextual data are collapsed
from the Census tract to the level of the primary sampling
unit (high schools, N = 80), operationalized as “sampling
areas.” Census tract data are aggregated for all sampled
students within a particular sampling area by averaging
tract variables within areas [the average number of tracts
per sampling area is 66 (SD = 60)]. Sampling areas are
mainly composed of one high school plus a feeder middle
school (N = 52 areas), with the remainder being com-
posed of either one sampled school that includes grades
7 through 12 (N = 22 areas) or one sampled school that
includes only grades 9 through 12 (N = 6 areas). There
are no sampling areas that contain data from more than
one high school. Thus, contextual characteristics are not
attributes of the individual, the school, or of the Census
tract per se, but the average attributes of the Census tracts
that feed into the high school, conceptually comparable to
“high school attendance areas.” Aside from providing an
approximation of neighborhood “spillover” into the larger
community in which teens live, this approach addresses
design imbalance concerns. Nearly 50% of Add Health
Census tracts (N = 1,049) contain only one adolescent,
thereby precluding the estimation of within-Census tract
variation. The sampling areas are not ideally balanced
(range of sampled individuals = 37 to 1,795, median =
222), but there are no singleton sampling areas and within-
area variation can be estimated with some confidence. We
believe the benefits of assessing contextual effects of a
larger geographical unit, for which there is very little re-
search, outweigh the costs of potentially misestimating
social processes within singleton Census tracts.

Analysis

The analytic goal is to assess whether the mental
health impact of contextual-level socioeconomic disad-
vantage varies over levels of adolescents’ perceived social
support, which typically has a protective effect. Parallel
analyses are conducted for depressive symptoms, minor
delinquency, and violent behavior. Due to non-normal dis-
tributions, the square-root of each of the three dependent
variables is used in multivariate analysis. Social support is
transformed into quartiles due to non-linearity. Two-level
hierarchical linear models are estimated with HLM soft-
ware, version 5.05 (Raudenbush et al., 2000). To facilitate
cross-level interactions, individual-level variables are

group centered and the contextual-level variable is grand
mean centered. Centered and uncentered models produce
similar results. We do not present three-level models that
further account for the nesting of some adolescents within
families (occurring when more than one adolescent per
family was interviewed, 18% of the sample) because
most are single adolescent families and removing this
level of clustering by randomly selecting one adolescent
from multi-participant families had no impact.

First, the gross variance in each of the dependent
variables that is associated with contexts is estimated
with a null model that contains only random intercepts
(γ 00) and random variation in the intercept (τ 00). Sec-
ond, the main effect of contextual-level socioeconomic
disadvantage on the average level of each dependent vari-
able is tested. Third, the impact of individual-level so-
cial support and the cross-level interaction between social
support and contextual-level socioeconomic disadvantage
is added. Fourth, individual-level risk factors (age, sex,
ethnicity, household living arrangement, and income) are
controlled. Slopes for both lower-order and higher-order
social support terms are allowed to vary over contexts (i.e.,
assigned a random error term) to investigate whether there
is significant variability in social support slopes across
sampling areas. For all analyses, normalized grand sam-
ple weights are applied so that findings can be extrapolated
to the population of U.S. adolescents. Deviance statistics
assess model fit, and sequential differences between mod-
els are assessed with the likelihood ratio test. A statistical
significance criterion of .10 is used in reporting sampling
area effects (i.e., random slopes) due to the small number
of degrees of freedom at the contextual-level (df = 78).

RESULTS

Sample Characteristics

Table I shows individual-level characteristics of the
analytic sample. As shown, NHW teens make up two-
thirds of the weighted sample, sex and age are evenly
distributed, over half reside with both biological parents,
and median household income is somewhat higher than
the median annual household income in the United States
for 1995 (U.S. Census Bureau, 2005). Social support per-
ceived from friends and family is relatively high, given the
possible range of responses. The mean depressive symp-
tom score falls within the lower 20th percentile of possible
scores. The mean delinquency and violent behavior scores
indicate that most adolescents do not engage in these be-
haviors.

Socioeconomic disadvantage is diverse across sam-
pling areas, ranging from a principal component score of
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Table I. Sample Characteristics

Individual-level (Weighted, n = 18,417) % or Mean (SD)

Race/ethnicity (%)
African-American 15.77
Asian/Pacific Islander (API) 3.64
Hispanic 12.07
Non-Hispanic White (NHW) 66.77
Other 1.76

Male (%) 50.82
Age (%)
11–14 years 34.84
15–16 years 33.74
17 + years 31.42

Lives with both biological parents (%) 54.79
Household income (thousands of dollars) 42.87 (42.02)
Social support quartiles (5–35)

Low support 23.26 (2.87)
Low-medium support 28.06 (0.81)
Medium-high support 30.47 (0.50)
High support 33.30 (1.12)

Depressive symptoms (0–48) 9.48 (6.66)
Minor delinquency (0–15) 2.48 (0.06)
Violent behavior (0–9) 0.97 (1.61)

Contextual-Level (n = 80) Mean (SD)

Socioeconomic disadvantage principal component −0.15 (0.54)
Receive public assistance (proportion
households)

0.09 (0.04)

Live below poverty level (proportion persons) 0.15 (0.08)
No high school degree (proportion age 25 + ) 0.27 (0.10)
No college (proportion age 25 + ) 0.77 (0.08)
Unemployment rate (total) 0.07 (0.03)

− 1.28 to 1.24. Items comprising the principal component
indicate socioeconomic diversity at the contextual-level.

Relationship Between Contextual-Level Character-
istics, Social Support and Mental Health

Table II presents sequential HLM models that
demonstrate how social support impacts the relation-
ships between sampling area characteristics and adoles-
cent mental health. As shown, each model represents a
significant improvement in fit over the previous model.
Models A1, B1, and C1 are compared to the null model,
which is not shown.

Depressive Symptoms

The null model indicates significant variation in ado-
lescent depressive symptoms across the sampling areas
[γ 00 = 2.84 (SE = .03), p < .001; τ 00 = .04, p < .001].
The intra-class correlation (ρ) is small (.03), indicating
that most of the variation in symptoms is at the individual

level. Model A1 indicates that high socioeconomic dis-
advantage is associated with high depressive symptoma-
tology. As shown in Model A2, perceiving sub-optimal
social support is also associated with high symptomatol-
ogy, in comparison to perceiving the highest amount of
support. In addition, the depressive impact of socioeco-
nomic disadvantage is contingent upon social support at
the individual-level, meaning that the impact of disadvan-
tage varies across levels of perceived support. Significant
variability in depressive symptoms across areas persists
(τ 00 = .05, p < .001), net of social support, and there is
significant variability in terms of the social support slopes
across sampling areas.

Individual-level risk factors are added in Model A3.
As shown, the depressive impact of sub-optimal social
support is sustained. Hispanic, African-American, and
API teens experience depressive symptoms, on average,
more often than NHW teens. One of the coefficients for the
sex/age interactions is significant: Depressive symptoms
increase steadily among males from early to late adoles-
cence, increase more steeply among females than males
from early to middle adolescence, but level off between
middle and late adolescence. This conditional association
is consistent with previous research, in which both clin-
ical and community studies find more symptoms of de-
pression among girls than boys by mid-adolescence, sug-
gesting that both developmental and social mechanisms
may generate this pattern (Nolen-Hoeksema and Girgus
1994; Peterson et al., 1993). Living with both biological
parents and household income are negatively associated
with depressive symptoms.

Minor Delinquency

The null model indicates significant variation in mi-
nor delinquency across the sampling areas [γ 00 = 1.21
(SE = .02), p < .001; τ 00 = 0.05, p < .001]. As with
depressive symptoms, the intra-class correlation (ρ) is
small (.05), indicating that most of the variation in delin-
quency is at the individual level. In contrast to depres-
sive symptoms, however, Model B1 indicates that high
socioeconomic disadvantage at the contextual-level is
associated with low delinquency. Perceiving any sub-
optimal social support is associated with high delinquency
(Model B2). In addition, the delinquent impact of socioe-
conomic disadvantage is contingent upon social support at
the individual-level. Significant variability in delinquency
across areas persists, (τ 00 = .03, p < .001), suggesting
there is variation yet to be explained, and there is sig-
nificant variability in terms of the slopes for low and
low-medium support (in comparison to high support)
across sampling areas.
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The delinquent impact of sub-optimal social sup-
port is sustained when the individual-level risk factors are
controlled (Model B3), and its effect continues to vary
significantly across sampling areas. Hispanic teens are
higher on delinquency, on average, compared to NHW
teens. There is no significant contingency between age
and sex, but being aged 11 to 14 years is significantly
associated with high delinquency, in comparison to being
aged 17 years or more. Minor delinquency is negatively
associated with living with both biological parents, but in
contrast to depressive symptoms, is positively associated
with household income.

Violent Behavior

The null model indicates significant variation in
adolescent violent behavior across the sampling areas
[γ 00 = .58 (SE = .02), p < .001; τ 00 = 0.02, p < .001],
and the intra-class correlation (ρ) is small (.03), similar to
findings for depressive symptoms and minor delinquency.
However, Model C1 indicates that this variation is largely
unaffected by contextual-level socioeconomic disadvan-
tage. The coefficient for socioeconomic disadvantage does
approach significance (p = .12), and in subsequent models
we continue to investigate whether socioeconomic disad-
vantage explains variation in the slopes for social support.
Model C2 indicates that perceiving any sub-optimal social
support is associated with high violent behavior. There is a
significant cross-level interaction between low social sup-
port and socioeconomic disadvantage. Significant vari-
ability in violent behavior across areas persists (τ 00 = .02,
p < .001), net of social support, and there is significant
variability in terms of the slopes for sub-optimal support
(in comparison to high support) across sampling areas.

When the individual-level risk factors are added
(Model C), the impact of sub-optimal social support on
violent behavior is sustained, and its effects continue to
vary significantly across sampling areas. Violent behavior
is positively associated with being Hispanic and African-
American (compared to being NHW), as well as with
being male and in the youngest age group (Model C3).
There are no significant contingencies between gender
and age. Living with both biological parents is negatively
associated with violent behavior, and in contrast to minor
delinquency, low household income is associated with
high violent behavior.

Cross-Level Interactions

The significant cross-level interactions between so-
cial support and contextual-level socioeconomic disad-

vantage are illustrated in Fig. 1. For contextual-level so-
cioeconomic disadvantage, the mean (0) plus and minus
1 standard deviation (1) is substituted into the regression
equation. For age, gender, parental living arrangement,
and household income, 0 is the value substituted into the
regression equation.

As shown in Fig. 1A, depressive symptoms for teens
perceiving sub-optimal social support are the highest,
somewhat irrespective of sampling area socioeconomic
disadvantage. However, among teens perceiving high sup-
port, depressive symptoms are higher in the most disad-
vantaged areas, compared to the least disadvantaged areas.
In the least disadvantaged areas, depressive symptoms are
much more distinguishable between high and both low-
medium and low-support adolescents. Thus, high sup-
port is emotionally protective in socioeconomically ad-
vantaged areas, but confers less mental health benefit in
disadvantaged areas.

As shown in Fig. 1B, similar to depressive symp-
toms, minor delinquency is progressively lower for teens
perceiving low, low-medium, medium-high, and high
support, respectively. However, delinquency is lower in
disadvantaged areas compared to advantaged areas. In
addition, the effect of support on delinquency varies con-
siderably by socioeconomic disadvantage at the sampling
area-level. Among teens living in high disadvantaged ar-
eas, social support has a noticeable but slight impact on
minor delinquency. Among those living in low disad-
vantaged areas, support has a sizable impact on delin-
quency, with those perceiving low support reporting the
most delinquency and those perceiving high support re-
porting much lower delinquency. In fact, teens with high
support who live in the most advantaged areas are very
similar on delinquency to teens with low support who
live in the most disadvantaged areas. Thus, social support
confers more benefit in areas of low disadvantage than in
areas of high disadvantage.

Figure 1C illustrates the conditional impact of social
support and socioeconomic disadvantage on violent be-
havior. As discussed above, only adolescents perceiving
low social support significantly differ from those perceiv-
ing high social support. Among those perceiving low sup-
port, violent behavior varies only slightly across areas of
different socioeconomic disadvantage. However, among
those perceiving high support, socioeconomic disadvan-
tage bears a noticeable impact: Violent behavior increases
as socioeconomic disadvantage increases. Violent behav-
ior is lowest among adolescents who live in advantaged
areas and perceive high support, but high support is less
protective for those who live in the most disadvantaged
areas.
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Note: High Support is the reference group; Dotted lines
are non-significant (p > .05). 
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Fig. 1. Effects of individual-level social support on the association
between adolescent mental health and contextual-level socioeconomic
disadvantage (Cross-Level Interactions).

DISCUSSION

Findings from this research indicate that social con-
text matters to adolescent mental health: High contextual-
level socioeconomic disadvantage is significantly associ-
ated with high depressive symptomatology and low levels
of minor delinquency. The main effect of disadvantage on
adolescent violent behavior approaches significance. Per-
ceived social support is protective for each mental health
outcome in this sample and the impact of contextual-level
socioeconomic disadvantage on mental health is contin-
gent upon levels of support. In addition, the impact of
social support varies randomly across geographical areas,
further highlighting the mental health importance of so-
cial context. All of these associations are sustained after
controlling for other individual-level risk factors, the ef-
fects of which are somewhat variable across mental health
outcomes. Our findings support the ecological model, as
opposed to the structural model, because the effects of
contextual-level socioeconomic disadvantage are not sim-
ply additive across individuals. Rather, these effects vary
across individuals who perceive different amounts of so-
cial support. That is, the structural model falls short of
characterizing the observed pattern of associations be-
cause it shows only the main effect of disadvantage for
most adolescents, not its conditional impact.

The finding that contextual-level socioeconomic dis-
advantage is positively associated with depressive symp-
toms, negatively associated with minor delinquency, and
not directly associated with violent behavior highlights
the importance of assessing both internalizing and ex-
ternalizing problems when examining adolescent mental
health. In addition, partitioning out the impact of socioe-
conomic context on competing forms of externalization
indicates that there is no consistent “across the board”
mental health effect of either individual- or contextual-
level disadvantage on problem behavior. The divergent
manner in which disadvantage at both of these levels im-
pacts minor delinquency and violent behavior suggests
that combining these two constructs, as is common in the
field, may be problematic. The true externalizing impact
of SES may be obfuscated if separate components of a
composite measure effectively cancel each other out.

Our findings indicating that minor delinquency is
more prevalent in areas of socioeconomic advantage than
disadvantage, especially among teens perceiving low lev-
els of social support, was somewhat unexpected. The find-
ing that household income is also positively associated
with minor delinquency drives home the point that this
type of problem behavior is not necessarily a byproduct
of economic disadvantage. Additional research is needed
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to more fully understand the nature of these associations.
It may be, for example, that social norms or accultura-
tion differentially influence the likelihood of minor delin-
quency across areas. Advantaged teens living in affluent
areas may perceive fewer repercussions for engaging in
these types of delinquent activities, where such behaviors
may be minimized or characterized as “rebellious.” Con-
versely, teens living in disadvantaged areas may be all too
aware of the punitive consequences of any such activities
because they are more likely to be labeled as criminal or
illegal, perhaps as a form of social control. Social support
is particularly effective at offsetting minor delinquency in
areas of socioeconomic advantage, suggesting that mental
health interventions promoting the development of sup-
port networks may be especially successful in these areas.

Clearly, social support is protective of both inter-
nalizing and externalizing problems among adolescents
and the development of supportive relationships should
be promoted by health care professionals, educators, and
parents (see U.S. Public Health Service, Report of the Sur-
geon General’s Conference on Children’s Mental Health,
2000). Yet it is generally the adolescents living in advan-
taged areas that appear to garner the most mental health
benefit from high support. This is not to say that social
support is in any way detrimental in disadvantaged areas,
but support appears to be more successful at offsetting
poor mental health outcomes in the more advantaged ar-
eas. Thus, in areas of socioeconomic disadvantage, mental
health interventions that focus too heavily on developing
support networks may face special challenges if they are
to be successful because the benefits of social support may
be attenuated in these areas. Net of aiming to improve the
actual conditions in disadvantaged communities, a worthy,
but lofty goal rife with challenges (Heymann and Fischer,
2003), interventionists could aim to foster, in essence, a
protective internal environment for adolescents faced with
a threatening external environment.

In terms of the individual-level risk factors analyzed,
our original hypotheses are generally supported, although
no single “poor mental health risk typology” emerges
among these adolescents. Interventions that are age and
gender-specific and tailored to the cultural needs of His-
panic and African-American teens may be particularly
helpful, as may be those targeting teens living in single
parent or reconstituted households. For example, older fe-
males are especially vulnerable to depressive symptoms,
whereas younger teens and males are at high risk for ex-
ternalizing problems, indicating divergent mental health
needs. Ethnic minority teens would most likely benefit
from mental health programs that take into consideration
cultural variation in experiences of stigma, discrimination,
and other such factors that distinguish their life experi-

ences from those of non-Hispanic White teens. Similarly,
a systematic understanding of family dynamics that char-
acterize non-nuclear family households should be an inte-
gral part of any interventions aimed at ameliorating ado-
lescent distress. Thus, the mental health effects of these
factors, in particular, represent clear targets for interven-
tion, but other unmeasured contextual factors appear to be
driving much of the mental health impact of living in areas
of high disadvantage. Future research should be directed
at uncovering these factors.

There are limitations to our analyses to acknowledge.
First, the sample is school-based and findings cannot be
generalized to adolescents who are not in school. Sec-
ond, selection effects related to unique characteristics of
adolescents who reside in certain residential areas may
have impacted results, although it is the parent who se-
lects a residence, not the adolescent. Third, the potential
for under-reporting of externalizing problems due to sen-
sitivity or illegality exists, although these questions were
administered with audio-CASI and were not interviewer-
administered thus lessening social desirability reporting.
And fourth, the cross-sectional nature of the analyses lim-
its inferences about the direction of causal associations.

Still, these findings are of unique public health rele-
vance because they highlight the fact that socioeconomic
characteristics of a rather large geographic unit (the sam-
pling area) do distinctively contribute to adolescent mental
health, whether operationalized as internality or external-
ity, and that adolescents’ perceptions of social support
affect how this contribution is patterned. The good news
is that social support confers mental health benefits to all
adolescents across all socioeconomic contexts. Less en-
couraging is the finding that social support is more conse-
quential in advantaged areas, compared to disadvantaged
areas, where it seems that high support is most needed. In-
terventions aimed at alleviating adolescent psychological
distress should systematically account for the socioeco-
nomic characteristics of the communities in which they
reside, in addition to individual- and family-level pro-
cesses. The widespread individualization of risk is some-
what inappropriate because social contexts may override
adolescents’ own psychosocial resources, and expecting
youth to be able to counter multilevel risk factors in iso-
lation from their environment is a misconception.
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