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Abstract

Active engagement in life is a critical factor for successful aging. Research indicates that
community engagement is strongly associated with health and well-being in late life. However,
less is understood regarding the influence of neighborhood conditions on health and well-being,
particularly in older African-American adults. The current study describes a convenience sample
of older African Americans (N =501, mean age = 70.7 [range 55-95] years) living in Detroit. The
specific goal is to examine the relationships between their perceptions of neighborhood conditions,
level of community engagement, and their health and well-being. Survey findings reveal a sample
of highly engaged older African Americans in reasonable health who perceive their neighborhoods
favorably. Regression analysis results indicate that community engagement is closely associated
with both neighborhood perceptions and well-being in this sample. We propose that community
engagement or “participation” mediates the relationship between neighborhood conditions and
well-being for older African Americans living in Detroit.

Introduction

Accumulated evidence suggests that better health and community engagement lead to
greater well-being later in life. Rowe and Khan (1997) defined successful aging as the
absence of disease and disability, high levels of physical and cognitive functioning, and
active engagement in life. The literature on successful aging suggests that to
comprehensively understand “living well” and “being well,” one must attend to factors
beyond the aging body, including the social and physical environment in which one lives.
Researchers argue further that the subjective experiences related to the interaction between
aging bodies and an ever-changing social and physical world exert a meaningful force on
overall health and well-being (Cernin, Lysack, & Lichtenburg, 2011; Strawbridge,
Wallhagen, & Cohen, 2002). Gerontology theorists and researchers also point to the
complex relationships between the environment, both home and extended, and health and
functioning in older adults (Lawton & Nahemow, 1973; Rowles, 1983; Stark, 2001; Wahl,
Fange, Oswald, Gitlin, & Iwarsson, 2009; Yen, Michael, & Perdue, 2009). This research
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leaves little doubt that the actual place (i.e., physical location in which one lives), shapes the
activities that are possible to engage in there, and in that way, ultimately contributes to
health (Yen, Shim, Martinez, & Barker, 2012). Accordingly, researchers from several
disciplines (e.g., public health, gerontology) have increasingly focused on the role that
neighborhood conditions play in health and well-being in older adults, using both objective
and subjective measures. Despite this commitment, however, the impact of neighborhood
conditions on the health and well-being of minority older adults living in urban
environments are less studied.

Investigating these relationships is essential since there is compelling evidence that speaks
to the intersection of these factors. According to data from the National Social Life, Health,
and Aging Project (NSHAP), age is positively associated with increased participation in
social activities (e.g., volunteering, religious events) in part because older adults have more
time after they retire from paid work (Cornwell, Laumann, & Schumm, 2008). Participation
in one's social world is seen to be a significant factor for maintaining overall health and
well-being. Greater community engagement and social participation, in turn, are associated
with better health in old age and much reduced risk of mortality— as significant an effect as
smoking, drinking, exercise and diet (Holt-Lunstad, Smith & Layton, 2010). Further,
Corwin and colleagues found that both African-American and white older adults cited social
activity as an important contributor to aging well (Corwin, Laditka, Laditka, Wilcox, & Lin,
2009). Studies focusing on older African Americans exclusively have produced similar
results. Strong associations between community engagement and physical and emotional
health have been found in recent studies with older African-American women (Fothergill,
Ensminger, Robertson, Green, Thorpe, & Juon, 2011). Other research suggests that older
African American women with less social activity may be at an increased risk for depression
(Husaini, Moore, Castor, Neser, Whitten-Stovall, Linn, et al., 1991).

Given the important relationship between social engagement and well-being in older adults,
it is imperative to understand barriers to the achievement of these valued outcomes.
Neighborhood conditions have been identified as one such barrier. There is substantial
evidence linking poor neighborhood conditions with decreased social participation. Bowling
and Stafford (2007), in a cross-sectional survey of older people living in Britain, found that
individuals living in less affluent residential areas engage in less social activity. More
recently, Beard and colleagues (2009) used census data and environmental information to
study the effects of neighborhood conditions on older adults in New York City. Their
findings indicate that factors commonly associated with some urban living conditions, such
as high crime and low socioeconomic status, may significantly impact the ability of older
adults to remain active. Findings from such studies suggest that older adults living in
disadvantaged neighborhoods could face greater barriers to participation compared to those
living in more affluent areas.

While studies indicate associations between community engagement and well-being and
between community engagement and neighborhood conditions, support for a causative
relationship between neighborhood and health and well-being is more limited. Although
there are studies that show perceived neighborhood problems are linked to poorer self-rated
health (e.g., Bowling, Barber, Morris, & Ebrahaim, 2006; Krause, 1998), after a
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comprehensive review of the literature, Yen and colleagues concluded that there is only
modest evidence to suggest that neighborhood conditions play a causative role in the health
and well-being of older adults (Yen et al., 2009). In other words, the literature has shown
mixed results, often dependent upon the variables included in the study and how they were
measured. As Jorm (2005) notes, there is some evidence for an association between social
support and social networks, but since there have been no intervention trials, clear evidence
of a causal connection is lacking.

There is stronger evidence that older adults may be susceptible to the effects of adverse
living conditions due to prolonged exposure to such environments coupled with an increased
reliance on limited community resources (Beard et al., 2009; Bowling & Stafford, 2007).
The conclusion of many is that those living in poor socioeconomic environments, such as
inner-city African-American seniors, may be at increased risk for diminished well-being as a
result of their surroundings. However, it is plausible that the reverse is true. There are
studies in Detroit, Michigan and elsewhere that show that African-American seniors are
resilient and able to adapt well to adverse situations (Byrnes, Lichtenberg, & Lysack, 2006;
Jang, Borenstein-Graves, Haley, Small, & Mortimer, 2003). In Detroit, at least, the historical
and cultural dimensions of community engagement are highly relevant. Racial tensions in
the 1960s produced an exodus of large numbers of predominantly white citizens to the
suburbs while the remaining predominantly Black population was left to live in what has
become decades of poverty and urban decay. Those who did stay through the years now find
themselves living in very low-density neighborhoods with few amenities. Yet, there is
research to suggest that this common history of oppression and disadvantage may in fact be
positive to the degree that it fosters an ability for African-American older adults to deal with
challenges in later life and maintain a sense of well-being (Lawton, Rajagopal, Brody, &
Kleban, 1992; Roth, Haley, Owen, Clay, & Goode, 2001). The assertion is that their shared
history as survivors of racial and economic difficulties may provide conditions for
community engagement to occur. Baldwin, Jackson, Okoh, and Cannon (2010) have studied
psychological resources like optimism and racial stress in African Americans and confirm
this idea. Taken together, such findings suggest that disadvantaged neighborhoods with a
large population of seniors may nevertheless have a high proportion of resilient and well-
adjusted individuals.

In sum, the literature indicates that active community engagement in the places that older
adults live is strongly associated with well-being. Yet, the evidence supporting a
neighborhood-well-being relationship in a large population of vulnerable citizens, such as
inner-city African-American seniors, is limited. The purpose of this article is to:

1. investigate how older African Americans living in urban environments rate their
community engagement, neighborhood conditions, and health and well-being; and

2. explore the relationships among these factors in this population.
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Five hundred and one participants (n = 501) were recruited from a Participant Registry of
African-American elders (Chadiha, Washington, Lichtenberg, Green, Daniels, & Jackson,
2011) who were willing to take part in research studies (see Procedure for details). The
study participants were aged 55 to 95 years with an average age of 70.73 years (SD = 8.6
years). Chadiha et al. (2011) compared the overall demographic characteristics of the
Participant Registry to those who took part in a population-based randomly sampled health
survey and found that the Participant Registry individuals had the same prevalence of
chronic diseases, but had somewhat greater functional abilities than the random sample. The
study sample was 86% female, which reflects a somewhat greater proportion of females than
in a previous Detroit Central City Survey which found 70% was female (Chapleski, 2002),
but is not inconsistent with other studies of older African-American adults (e.g., Dennis &
Neese, 2000; Manly, Byrd, Touradji, & Stem, 2004).

Participants were recruited from volunteers in the Healthier Black Elders Center (HBEC), a
joint collaboration between Wayne State University's (WSU) Institute of Gerontology and
University of Michigan's Institute of Social Research (Chadiha et al., 2011). After receiving
IRB and HBEC approval, trained community volunteers contacted PRP members and asked
if they would like to participate in a telephone interview lasting approximately 45-60
minutes. If the respondent agreed, a trained interviewer called back to arrange a date and
time for the interview. Inclusion criteria were being African American and aged 55 or
above. Exclusion criteria were not speaking English, hearing difficulties that prevented clear
communication over the telephone, and an inability to understand the survey questions due
to apparent cognitive difficulties. Exclusion criteria were assessed solely by the interviewer
in real time as they undertook the interview. Besides the 501 participants who completed the
interview, 55 other eligible PRP members were invited to participate. Of these, 37 were not
available after 4 attempts to schedule the phone interview, 10 were “not interested” or
refused, 3 telephone numbers were disconnected and the prospective participants could not
be reached, and 2 were deemed “not sufficiently cognizant” to understand the interview
questions. An additional three participants did not complete the interview and these data
were not included. Each participant who completed an interview was mailed a $15 CVS gift
card.

Community Engagement—Community engagement was assessed using the Community
Integration Measure (CIM) (McColl, Davies, Carlson, Johnston, & Minnes, 2001). The 10-
item CIM was first validated on community-dwelling adults with brain injury, their family
members, and college students (McColl et al., 2001). Subsequently, the CIM has been used
to study older individuals with a variety of health conditions and physical disabilities
including spinal cord injury (Lysack, Komanecky, Kabel, Cross, & Neufeld, 2007). The
CIM asks respondents if they:
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1. feel like they belong in their community;
know their way around their community;
know the rules;

feel accepted,;

can be independent in their community;
like where they live;

feel close to others;

© N o g M~ w D

know people well enough to say hello;
have fun things to do; and
10. have productive activities to do in their community.

Each item is scored on a 5-point scale where 1 = always disagree, 2 = sometimes disagree, 3
= neutral, 4 = sometimes agree, and 5 = always agree. The maximum score is 50, with
higher scores indicating greater community integration. The instrument has high internal
consistency (Cronbach's alpha = 0.87) (McColl et al., 2001). For the current study the
Cronbach's alpha was 0.834.

Neighborhood Perceptions—The Neighborhood Environment Scale (NES) (Crum,
Lillie-Blanton, & Anthony, 1996) was used to investigate how participants perceived their
neighborhoods. The measure is an 18-item survey consisting of True/False questions,
several of which are “reverse-coded.” After the survey is completed, the items are coded so
that a poor perception is assigned a “1” and a favorable perception receives a “0.” A total
score for the NES is obtained by summing the individual item scores. Possible total scores
range from 0 to 18, with higher scores indicating less favorable views of one's
neighborhood. The survey includes several items about crime and safety, such as “There are
plenty of safe places to walk in my neighborhood” and “Every few weeks, some adult gets
beat up or mugged in my neighborhood.” The NES reports a high degree of internal
consistency (Kinder Richardson 20 [KR-20] = 0.85) (Crum et al., 1996). KR-20 for the
current sample was 0.838.

Well-Being—The Social Production Function Instrument for the Level of Well-Being
(SPF-1L) was developed and validated for older adults using a series of studies in the
Netherlands (Cramm, van Dijk, & Nieboer, 2013; Nieboer, Lindenberg, Boomsma, & Van
Bruggen, 2005). According to its developers, well-being is essential to study in older adults
since it is broader than health and provides insight into one's life as whole. For these
researchers, well-being is defined as an individual's appraisal of his or her life situation as a
whole; the totality of pleasures and pains, or quality of life. The SPF-IL is 15-item measure
of well-being and it provides a total score along with scores on five subscales (affection,
behavioral confirmation, status, comfort, and stimulation). Subscale scores were not
included in the current study. Items are scored on a scale (0 = never, 1 = sometimes, 2 =
often, 3 = always), resulting in an optimal well-being score of 45. Cramm, van Dijk, and
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Nieboer (2013) reported a Cronbach's alpha for the SPF-IL to be 0.850. In the current study
it was 0.852.

Health and Mobility—Health was conceptualized using five variables in the LIFHE
dataset. Self-rated health was scored as “poor,” “fair,” “good,” “very good,” or “excellent.”
Self-rated health is correlated with objective health measures and mortality risk (Idler &
Benyamini, 1997; Mossey & Shapiro, 1982).

Participants were also presented with a list of health problems (e.g., diabetes, cancer, heart
disease) and asked to indicate whether or not they currently had any of these conditions. The
question was self-reported; there was no independent confirmation that the condition was
diagnosed by a physician. The sum of these was termed total health problems.

Previous research with older adults has shown single-item depression questions can yield
valid and reliable results, even when collapsing response categories (Mahoney, Drinka,
Alber, Gunter-Hunt, Matthews, Gravenstein, et al., 1994; Yochim, Mast, & Lichtenberg,
2003). We therefore used a simple depression question: “During the past month, how much
of the time have you felt downhearted and blue?” There were six response options from “1 =
none of the time” to “6 = all of the time.” Given the distribution of the study data, for
analysis purposes we receded the responses as “1 = none of the time,” “2 = a little of the
time,” and “3 = at least some of the time.” (No respondent indicated “6 = all of the time.”)

Cognition was another health-related variable assessed. Individuals were asked “Are your
memory, thinking skills, or ability to reason worse than a year ago (Y/N)?”

Self-rated disability (“Do you think of yourself as having a disability (Y/N)?”) was the fifth
health indicator. The single-item questions on depression, cognition, and disability were
modeled after the single-item self-rated health measure used in the medical literature, which
continues to surpass all other measurement options as the most powerful predictor of health
and mortality (Idler & Benyamini, 1997; Mossey & Shapiro, 1982).

Finally, participants were asked about their mobility. Specific questions included whether or
not they used specialized equipment or mobility devices (Y/N) and if they currently drove
(Y/N) an automobile.

Data Analysis

Descriptive statistics were conducted on variables related to sociodemographics, community
engagement neighborhood perceptions, well-being, and health and mobility. Cronbach's
alpha coefficients were calculated for the full scales of the CIM and SPF-IL to determine
internal consistencies. Kruder Richardson Formula 20 (KR-20) was employed to calculate
internal consistency of the NES scale because of its dichotomous response choices. Mean
rankings for the CIM, NES, and SPF-IL questions were also conducted to determine most
concerning items related to engagement, neighborhood perceptions, and well-being.

Spearman's rho correlations were calculated to assess bivariate relationships among
sociodemographic and survey variables, with primary importance placed on identifying the
strongest correlates to community engagement, neighborhood perceptions, and well-being.

Int J Aging Hum Dev. Author manuscript; available in PMC 2014 August 28.
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Similarly, we estimated three stepwise regression models (dependent variables of
engagement, neighborhood perceptions, and well-being) where the independent variables
considered for the models were those found to be significant in the bivariate analyses. The
significance level alpha was set at p < 0.05 for all statistical analysis. As a statistical note,
and due to the skewed nature of the NES and CIM data, for the regression analyses the NES
scale was dichotomized at the median (median = 3 out of a possible 18) so that scores from
0-2 were considered more favorable ratings and those above 2 were less favorable, and the
CIM scale was dichotomized at the median (median = 45 out of a possible 50). Tests showed
that the distribution of the SPF-IL data in this sample was approximately normal.

Descriptive Statistics

Sociodemographics, Health, and Mobility—Participants in the study consisted of 501
African Americans aged 55 and over. The response rate for the telephone survey was 90%
(501/555). Their average age was 71 years and participants ranged in age from 55 to 95
years (SD = 8.6 years). The sample was predominately female (N = 431, 86%) and urban,
with nearly 83% residing within the city of Detroit. To a large degree this reflects the actual
gender distribution of older African Americans in urban neighborhoods (Lichtenberg,
Cameron, Duris, Ensberg, Heidebrink, Horst, et al., 2009; Manly et al., 2004). Nearly one-
third of the sample (30%) were widowed and nearly half (46%) lived alone. They had lived
in their current homes for more than 2 decades (mean = 21 years; range = 1 month to 66
years on average), With respect to education, 41% had some education beyond high school
and an additional 30% had a 4-year college degree. While at first glance the level of
education appears “high,” similar rates of post-secondary education have been reported in
the literature for the cohort of ethnically minority individuals, now elderly, who benefitted
tremendously from the automobile manufacturing and related economic boom of
metropolitan Detroit in the 1950s and 60s (Chapleski, 2002). The participants reported
reasonable levels of health: 63% rated their health as “good” or “very good” although they
also reported 3.7 health problems, on average. Just over a quarter responded “yes” to the
self-rated disability question. With regard to mental health, the sample was in good spirits
for the most part; 70% reported feeling “downhearted or blue” either “none of the time” or
“a little of the time.” However, nearly a third indicated some form of cognitive decline over
the past year. Nonetheless, the sample was relatively independent and mobile: although one-
third of the sample reported using mobility aids (e.g., canes, walkers) and having specialized
equipment in the home (e.g., bath seat, grab bars), three-quarters of the sample reported they
were driving. Table 1 presents more details on the sample characteristics.

Community Engagement—Individuals in this study reported a very high degree of
community engagement (Table 2). The sample mean for the CIM was 43.9, with a median
score of 45.0 (Q1 =41, Q3 = 49) out of a possible score of 50. Means on the individual
items ranged from 3.91 to 4.75 out of 5. The sample scored very high on questions related to
community familiarity. For example, the two highest scoring items were “I know my way
around this community” (mean = 4.75) and “I know a number of people in this community
well enough to say hello and have them say hello back” (mean = 4.74). Conversely,
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questions with the lowest means surrounded opportunities for community participation.
Such items included “There are things that | can do in the community for fun in my free
time” (mean = 4.01) and “I have something to do in this community during the main part of
my day that is useful and productive” (mean = 3.91).

Neighborhood Perceptions—As a whole, study participants reported highly favorable
perceptions of their neighborhoods. The sample mean and median were 4.4 and 3.0,
respectively, out of a possible score of 18 (see Table 2). Higher NES scores reflect poorer
neighborhood perceptions. Item rankings revealed that questions related to safety and
accessibility (e.g., “There are plenty of safe places to walk to in my neighborhood” or “The
people in my neighborhood aren't the best people™) were rated among the highest of all NES
questions, i.e., perceived the least favorably.

Well-Being—Though the sample reported high degrees of familiarity with their
community (CIM) and high levels of engagement in them as well as favorable perceptions
of their neighborhoods (NES), scores for well-being were more moderate (Table 2). Sample
mean and median scores on the SPF-IL were 30.7 and 32.0, respectively, out of an optimal
well-being score of 45. Consistent with the item rankings from the CIM, participants
demonstrated the lowest mean score on the SPF-IL item “Are your activities challenging to
you?” (mean = 1.31). The two questions that were positively endorsed most strongly were:
“Do people find you reliable?” (mean = 2.68) and “Do you feel useful to others?” (mean =
2.49).

Associations among Community Engagement, Neighborhood Perceptions, and Weil-Being

Correlations—Spearman rho correlations revealed significant associations between
community engagement, neighborhood perceptions, and well-being. Of all the bivariate
associations, the strongest relationship was between engagement (CIM total) and
neighborhood perception (NES total) (r = —.562, p < .001). However, community
engagement was also related to well-being, evidenced by a significant correlation between
CIM total and SPF-IL total scores (r =.361, p <.001). Though a significant correlation was
also observed between neighborhood perceptions and well-being, the association was much
weaker (r = -.183, p < .001). Of additional note, self-rated health was positively correlated
with both well-being (r = .361, p < .001) and engagement (r = .138, p = .002) and negatively
correlated with neighborhood perceptions (r = .109, p = .023). The most robust
correlations are presented in the regression tables (Tables 3A-C).

Regression Models—To determine the sets of factors most closely associated with
community engagement, neighborhood perceptions, and well-being, we estimated three
(step-wise) regression models. The direction of the associations among engagement,
neighborhood perceptions, and well-being are not known, and hence we developed
regression models using each of these factors as dependent variables. The covariates
considered for possible inclusion in these models were socio-demographic factors and other
variables shown to be significantly related to at least one of the dependent variables in
bivariatc analysis. The list included: age, gender, education (HS or less, some college, 4-
year degree or more), self-rated health (poor, fair, good, very good, excellent), number of
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health conditions, depression (none, a little, or at least some of the time), disability status
('Y/N), and cognitive decline (Y/N), and two of neighborhood perceptions, engagement and
well-being, depending on the particular regression model. Logistic regression analyses using
forward selection was conducted for the dependent variables of community engagement and
neighborhood perceptions. For the dependent variable of well-being, stepwise linear
regression analysis was performed.

Model 1: Dependent variable = community engagement (Table 3A)—A logistic regression
model demonstrated that, neighborhood perception (Step 1; Chi-square (1) = 110.2, p<.
001) explained approximately 22.9% (Cox and Snell R?) to 30.5% (Nagelkerke R?) of the
variance in community engagement. In Step 2, well-being (Chi-square (2) = 131.7, p < .001)
was added to the model, resulting in an additional 3.8% (Cox and Snell R?) to 4.1%
(Nagelkerke R?) of explained variance (total explained variance = 26.7% and 35.6%,
respectively).

None of the other potential covariates added significantly to the model. In the final model,
for each | point increase in the NFS score, the odds of better engagement is reduced by a
factor of 0.78, and for each 1 point increase in the SPF-1L score, the odds of better
engagement is increased by a factor of 1.077.

Model 2: Dependent variable = neighborhood perceptions (Table 3B)— Logistic regression
resulted in an initial model with CIM total score (community engagement) as the sole
independent predictor of neighborhood perceptions (Step 1; Chi-square (1) = 107.0, p<.
001). The addition of age (Chi-square (2) = 119.0, p < .001) in Step 2 resulted in a final
model with Cox and Snell and Nagelkerke R? values of .245 and .330, respectively,
indicating that engagement and age accounted for approximately one-quarter to one-third of
the variance in neighborhood perception. Based on the odds ratios [Fxp(B)], the final model
implies that an increase of 1 point in the CIM total score results in the odds of poorer (above
median score) neighborhood perception decreasing by a factor of 0.78. Similarly, older age
is related to better neighborhood perceptions; for each year increase in age, the odds of
having a poorer perception of one's neighborhood are reduced by a factor of 0.95. Notably,
well-being was not a significant factor associated with neighborhood perceptions after
taking into account CIM total score and age. Also, none of the health measures were related
to neighborhood perception in the final model.

Model 3: Dependent variable = well-being (Table 3C)—Stepwise linear regression revealed
that self-rated health was the factor most related to well-being (Step 1; F(1, 425) = 69.0, p
<.001) accounting for about 14% of the variance. This was expected because approximately
half of the questions on the SPF-1L are related to physical health and well-being. However,
engagement was the second most influential variable for predicting well-being. After self-
rated health, total CIM score (community engagement) explained an additional 6.1 % of the
variance (Step 2, F(2, 424) = 53.6, p < 0.001) in well-being. Finally, in Step 3, cognitive
decline was entered into the model (F(3, 423) = 44.0, p < .001). This final model accounted
for 23.3% of the variance in well-being. The model indicates that better self-rated health and
increased community engagement, imply better well-being, and that reporting a decline in
memory over the past year has a negative impact on well-being. Notably, neighborhood
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perceptions were not a significant factor in explaining well-being after accounting for the
influence of self-rated health, community engagement, and cognitive decline.

Discussion

This study described 501 older adults living in Detroit and examined relationships among
their neighborhood perceptions, engagement in the community, and health and well-being.
The predominately female sample was in fair to good health and reported positive well-
being overall. Several important findings emerged from the data. First, this sample of older
African Americans were highly integrated and engaged in their communities. Second, they
rated their neighborhoods very favorably. Third, neighborhood perceptions and well-being
were not highly related, although our observation of a significant correlation suggests some
level of association between these variables. Finally, and perhaps most significant of all,
community engagement, was associated with both neighborhood perceptions and well-
being. As the regression analyses shows (Table 3C), community engagement (CIM score)
was a significant predictor of well-being (SPL-IL score) alongside of health factors. After
age, community engagement was also the only significant predictor of neighborhood
perceptions (NES score) (Table 3B). As a result of these findings, we contend that
community engagement plays a pivotal role in the well-being of older African American
adults, not only directly but also by serving as a mechanism through which neighborhood
conditions influence health and well-being (sec Figure 1).

The model we propose in Figure 1 has three components:
1. the relationship between the neighborhood and community engagement;
2. the relationship between engagement and well-being; and
3. the relationship between neighborhood and well-being.

Evidence for the first two relationships comes from our regression models showing that
community engagement is tied to both neighborhood perceptions and well-being (Table 3).
Such findings are consistent with a substantial literature on older adults' engagement and
participation (Beard et al., 2009; Bowling & Stafford, 2007; Corwin et al, 2009; Fothergill et
al., 2011; Husaini et al., 1991). Though past studies have demonstrated associations between
engagement and well-being in various ethnic groups of older adults, including African
Americans (e.g., Fothergill et al., 2011), our study is one of the first to provide evidence for
a relationship between engagement and neighborhood conditions in a sample comprised
exclusively of older African Americans.

Closer examination of the sample and how they rated their neighborhoods and community
engagement provides additional insight as to why neighborhood perceptions and
engagement are related. Participants in the current study reported high degrees of
community integration (mean = 43.9 out of 50) and also very few concerns with their
neighborhoods (mean = 4.4. out of 18). Upon initial examination, these findings were
unexpected. However, research has shown that significant “place attachment” develops in
older adults over time (Rowles, 1983). On average, our study participants had lived in their
current homes in these neighborhoods for more than 20 years. According to Rowles (1983),
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frequent social contact with the same people over many years fosters strong social tics,
strong feelings of group identification, and even greater group solidarity. Thus, consistent
with this literature, neighborhood perceptions in this study may have been more positive
than objective observers might have expected because the study participants were
community “insiders” who looked past the physical realities of abandoned buildings to
valued social bonds and networks that are invisible to outsiders. That is not to say, however,
that problems in the neighborhood do not affect engagement or even well-being. For
example, the item “There are plenty of safe places for me to walk in my neighborhood”
ranked highest (least favorably) on the NFS. On the CIM, the two most negatively rated
items involved a lack of fun or productive community activities. Similarly, the lowest
ranked well-being question was “Are your activities challenging to you?” Taken together,
these rankings suggest that older African Americans in Detroit are concerned with
opportunities for productive and stimulating activities that they can perform safely within
their communities.

Unlike the first two components of our model that involve community integration,
interpreting the relationship between neighborhood conditions and well-being was less clear.
Neighborhood perceptions and well-being were significantly correlated, although the
magnitude of this correlation was low. Further, neighborhood perceptions and well-being
were not predictive of one another in the regression model. At best, this suggests some
minimal level of association between the two. Intuitively, while it may seem that
neighborhood conditions and health and well-being are related, previous literature shows
that others are also cautious in proposing such a relationship. For example, after a lengthy
review of the literature in this area, Yen and colleagues (2009) concluded that there was
limited evidence to directly link neighborhood conditions with health and well-being in
older adults. We argue that this holds for older African-American adults as well. Our model
takes it a step further, though, by proposing not only that these two variables are not directly
related, but also that community engagement mediates this indirect association.

Research suggests that an element of this mediating function of community engagement
may be related to the characteristics of the individuals residing in those neighborhoods. For
example, Osborne and colleagues (2011) showed how participation in community activities
is largely contingent upon neighborhoods where members are well known to each other and
trust each other. As these researchers argue, without a sufficient level of familiarity,
community members do not engage and cooperate in as many community activities. Yen,
Shim, Martinez, and Barker (2012) have very recently reported on a qualitative study to
uncover the mechanisms by which older adults use physical places like neighborhoods and
activities to remain socially engaged and healthy in later life. Again, a key factor for
community engagement appears to be shared personal characteristics and experiences. These
researchers found that in ethnically diverse neighborhoods, racial tensions can negatively
influence older adults' community engagement. They write: “Feeling different than, being
taken advantage of, or overlooked by racially and ethnically dissimilar neighbors appears to
constitute a source of environmental press with negative effects on neighborhood
engagement” (p. 9). This finding leads us to ask whether in our sample that was 100%
African American and drawn from neighborhoods in the city of Detroit which are nearly
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90% Black we should expect exceptionally strong community engagement and perhaps
well-being too. According to this line of thinking, the shared history as survivors of racial
and economic difficulties for decades may be the underlying foundation for community
engagement to occur. Baldwin, Jackson, Okoh, and Cannon (2010) have studied
psychological resources like optimism and racial stress in African Americans and confirm
this idea.

Yet, it must be reiterated that the lowest community engagement scores were on items
related to opportunities for “fun activities” and for participation in “meaningful productive
activities.” Since there is considerable evidence linking community engagement with health
and well-being (e.g., Corwin et al., 2009) this finding is a concern. We ask here whether
well-being, which was already reasonably high, could have been even higher if the
neighborhoods in which the sample resided were more attractive and positive places to live.
Our findings demonstrate the crucial role that social spaces play in maintaining robust social
networks and, consequently, feelings of inclusion and community engagement and social
participation. There is a need to build and maintain such “healthy neighborhoods” for older
residents to ensure that older people have engaging social spaces to be physically and
mentally active.

There are several limitations to the current study that should be acknowledged and
considered for future research. First, this was a sample of convenience utilizing a cross-
sectional design. Therefore, while we may appear to suggest causality or direction regarding
the associations between neighborhood, community engagement, and well-being, this
establishment of causality requires new longitudinal studies. While it is reasonable to
propose that neighborhood conditions affect engagement, which, in turn, affects well-being,
it is certainly plausible that the reverse is true. In other words, one's well-being could impact
community engagement to the extent that it would then influence older adults' feelings about
their neighborhoods. Second, the study participants were community-minded older adults,
mostly educated women, who, by virtue of their involvement with the Institute of
Gerontology, demonstrated a desire for life-long learning and a willingness to share their
knowledge with others. In addition, their outlook now as a cohort of older adults was shaped
by unique historical events. They weathered significant racial and social disruption and
stayed positively committed to improving neighborhood conditions in a city that continues
to struggle with poverty and racism. Accordingly, our findings cannot be extrapolated
beyond the sample studied to the general population of older people in Detroit. Third, there
are limitations in study measures. For example, the NFS, with its orientation to observations
of neighborhood conditions over a short period of time (e.g., “in the last week,” “every few
weeks”) may have resulted in more positive neighborhood ratings than would have been the
case with a measure that asked for ratings based on some longer duration. Although we
believe this was a minor influence on study findings, like others (Hipp, 2010; Yen et al.,
2012) we call for more research to develop stronger measures of neighborhood and
neighborhood connectedness in studies of older adults.

Study results suggest new directions for future research, including conducting longitudinal
studies on the neighborhood perceptions, community engagement, and well-being of older
African Americans. Further, studies need to validate measures of neighborhood perceptions
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in older African-American adults and consider objective measures and other forms of
community engagement. As Hipp (2010) has pointed out, it is also important to determine in
more detail what “neighborhood” is actually being studied. A rich literature in the social
sciences has shown that neighborhood satisfaction docs not always match the objective
reality of the physical urban environment (e.g., Byrnes et al., 2006; Duck & Rawls, 2012;
Wen, Hawkley, & Cacioppo, 2006). Likely, a combination of methodologies, using
objective and subjective measures will be required to disentangle the complex relationships
between the physical spaces in which older adults live and the social experiences and
behaviors encountered there that ultimately contribute to well-being.

Conclusion

Study results show that strong community engagement is possible in neighborhoods that
objectively are disadvantaged. Older residents in these neighborhoods can also report high
levels of community engagement and positive well-being. Study findings also point to the
power of neighborhood cohesion that comes with long residence and shared experience.
Older African-American adults in this study had strong community integration and
community engagement that may support health and well-being. This study focused on
understanding how community engagement might enhance well-being in older adults, and it
is one of very few studies with an older African-American sample. More research should be
undertaken to discover how to harness community cohesion to maintain and improve
neighborhood conditions for all older minorities. Additional research should also be
conducted to evaluate how older minority adults use their neighborhoods and in what way
investments in disadvantaged neighborhoods can improve their daily lives.
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Figure 1.

Proposed model for the relationships among neighborhood perceptions community

engagement, and well-being
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Table 1
Sociodemographics, Health, and Mobility

Sociodemographics

Mean + SD or Freq (%)

Age (yrs.)
Gender

Marital status

Education

Financial satisfaction

Lives alone
Years in current residence
Health

Self-rated health

Depression

Cognitive decline in past year

Self-rated disability

Total health problems
Mobility

Drives

Mobility aids

Specialized equipment

70.7 £ 8.6

431 (86.3) females, 70 (13.7) males
Divorced = 150 (30.3)

Married = 120 (24.0)

Never married = 49 (9.8)

Separated = 14 (2.8)

Single = 8 (1.6)

Unmarried couple =1 (0.2)
Widowed = 152 (30.3)

HS grad or less = 151 (30.1)

Some college or tech school = 206 (41.1)
4 yr. college degree or more = 143 (28.5)

Completely satisfied = 41 (8.2)
Very satisfied = 77 (15.4)
Somewhat satisfied = 241 (48.1)
Not at all = 138 (27.5)

No = 270 (53.9), Yes = 231 (46.1)
21.0+16.8

Poor = 27 (5.4)

Fair = 116 (23.2)

Good = 219 (43.7)

Very good = 97 (19.4)

Excellent = 39 (7.8)

None of the time = 192 (38.3)

A little of the time = 159 (31.7)
At least some of the time = 150 (29.9)
No = 351 (70.1), Yes = 150 (29.9)
No = 359 (71.7), Yes = 142 (28.3)
37+24

No = 115 (23.0), Yes = 385 (76.8)
No = 365 (72.9), Yes = 136 (27.1)
No = 328 (65.5), Yes = 169 (33.7)
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Table 3
Variables Associated with Community Engagement, Neighborhood Perceptions, and

Well-Being: Correlations and Betas

A. Dependent variable = Community engagement (logistic regression models using forward selection)

rs B SE.(B) Exp (B)
Step 1
Neighborhood perceptions (NES) -.334 .040 709"**
Cox and Snell R? = .229
Nagelkerke RZ = .305
Step 2
Neighborhood perceptions (NES) 52 ** -.334 .041 716"
Well-being (SPF-IL) 361" -.074 016 1077

A Cox and Snell R2 =.038
A Nagelkerke R2 = .041

Final model: Chi-square (df = 2) = 132.71"*", Cox and Snell R? = .267, Nagelkerke R? = .356

Note: Correlations conducted with CIM, NES, and SPF-IL total scores as continuous variables.

B. Dependent variable = Neighborhood perceptions (logistic regression models using forward selection)

rs B SE. (B) Exp (B)
Step 1
Engagement (CIM) -.250 031 779***
Cox and Snell R? = .223
Nagel kerke R? = .301
Step 2
Engagement (CIM) _5got — 254 031 7Et
Age —.181"** -.047 .014 954%*

A Cox and Snell R =.022
A Nagelkerke R? = .029

Final model: Chi-square (df = 2) = 120.13" ", Cox and Snell R? = .245, Nagelkerke R? = .330

Note: Correlations conducted with NES, and CIM total scores as continuous variables.

C. Dependent variable = Well-being (stepwise linear regression models)

s B SE. (B) B)

Step 1
Self-rated health 2.770 .333 373"**

Adjusted R? = 137
Step 2
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C. Dependent variable = Well-being (stepwise linear regression models)

rs B SE. (B) (B
Self-rated health 2.526 324 341
Engagement (CIM) 317 .055 253"
A Adjusted R? = .061
Step 3

Self-rated health 361+ 2.258 323 304
Engagement (CIM) 361 309 054 247
Cognitive decline —056*** -3.140 697 -194*%

A Adjusted R2 = .035

Final model: F(3, 427) = 44.28" ™" Adjusted R? = .233

Note: Correlations were conducted with SPF-IL and CIM total scores as continuous variables.

p<.05;

*%

p<.01;

*%

*
p<.001.
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