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ABSTRACT

This review explores the role of environments in creating chronic and acute
health disorders. A general framework for studying the nesting of social envi-
ronments and the multiple pathways by which environmental factors may
adverselyaffect health isoffered. Treatingsocioeconomicstatus(SES) and race
ascontextual factors, we examinecharacteristicsof theenvironments of com-
munity, work, family, and peerinteraction for predictorsof positiveandadverse
health outcomesacross the li fespan. Weconsiderchronic stress/allostatic load,
mental distress, coping skills and resources, and health habitsandbehaviorsas
classesof mechanismsthat addresshowunhealthy environmentsget “underthe
skin,” to create health disorders. Across multiple environments, unhealthy
environmentsarethosethatthreatensafety, that underminethecreationof social
ties, and that are conflictual, abusive, or violent. A healthy environment, in
contrast,provides safety, opportunitiesfor social integration, and the abili ty to
predict and/or control aspectsof that environment.
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HEALTH PSYCHOLOGY: WHAT IS AN UNHEALTHY
ENVIRONMENT AND HOW DOESIT GETUNDERTHE
SKIN?

The role of the environmentin healthand illness hasbeenknown sincethe
timeof Hippocrates.With thediscoverythatinfectiousagentsproducedisease,
physicians and public health researchersdirectedtheirattention totheenviron-
mental conditionsthat give rise to theseagentsand permit them to breed.
Following breakthroughsin watertreatment, sewagecontrol, foodstorage,and
wastedisposal,the incidenceof many infectiousdiseasesdeclinedsubstan-
tially, soonto bereplacedby theslower-developingchronicillnessesof heart
disease,cancer,anddiabetes,amongothers.Thesediseaseshavecometo be
known as diseasesof lifestyle, becausebehavioralrisk factors are clearly
involved in their etiologyandprogression.An unintendedconsequenceof the
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focus on  lifestyle has  beento divert  attention  awayfrom the role of the
environmentin producingdiseasein favor of an emphasison behavior.As
healthpsychologistshaveincreasinglyidentifiedwhatrisk factorspeopleincur
and how they incur them, the focus of health preventionhas moved from
environmentalinterventions to individual behavior.Somescientistshavear-
gued thatthis focushas led toa cultureof blame,wherebyindividuals areheld
responsiblefor good health and blamed or discreditedfor their illnesses
(Becker 1993).

The role of theenvironmentin producingchronicaswell asacutedisease
meritsrenewedattentionin the contextof the currentconcernsaddressedby
healthpsychology. Specifically,asresearchhasidentified the individual dif-
ferencepredictorsof chronicillness,including healthbehaviors,useof health
services,socialfactorssuchassocialsupport,andpsychological factorssuch
ashostility anddepression,it hasbecomeclear thatthesepredictorsarenested
within geographic,developmental, occupational, andsocialenvironments.In
this review,we focusattentionon theseenvironmentsandthe waysenviron-
mentalcharacteristicsmay influencehealthand alsoinfluence individual char-
acteristicsor behaviorsthatpose risksfor health.

In so doing, our analysisgives primary statusneither to environmental
characteristicsnor to theirconcomitanteffectson individuals.Not all individu-
alsin thesameenvironmentare affectedby thatenvironmentin the sameway,
nor will all individualsin a given environmentsustainhealthrisks.Thus,we
explicitly reject the notion that the health effects of environmentscan be
reducedto or explainedby individual-level factors.Rather,we maintain that
individual characteristics are nestedwithin socialenvironments (see Figure 1),
with eachlevel of analysisrevealinginformation aboutthe causesof health
and illnessthat consideration of one levelalonecannot provide.

As wenote below, socialclassandraceprovide acontextfor understanding
the effectsof environment. Thesecharacteristicsarewell-established predic-
torsof all-causemortality anda varietyof specificdiseases,andtheyarealso
reliably associatedwith individual differencesin exposureto stress,theprac-
tice of health behaviors,coping strategies,and other factors of interest to
psychologists (Adler & Matthews1994,Will iams& Collins 1995).With SES
andraceasbackground,we thenexaminecommunity, family, work, andpeer
groupsas specific environmentsthat havea contributing role in healthand
illness (seeFigure 1).Within eachenvironment,weaskthequestion, “How do
thehealth-relevantcharacteristicsof this environmentgetunder theskin?” For
example,somechildrenlive in conflict-riddenfamiliesandothersdo not, and
the health risks sustained differ betweenthe two groups.We ask how that
environmentalcharacteristicmay translateinto risks that havethe identified
healthconsequences.In so doing, we considerseveralgeneralpathwaysin
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eachof the environments.Thesegeneralpathways,aswell asmorecomplex
combinations of them,are illustrated inFigure 2.

Environmentsexertdirecteffectson health(Figure2, Segmenta) thatmay
be largelyunmediatedor unmoderatedby psychologicalandsocialprocesses,
except insofar as they lay the initial groundworkfor their occurrence.For
example,the poor  andAfrican-Americans  are  disproportionately likely to
contractcertainkinds of cancersbecauseof differentialexposureto toxins at
work or in their neighborhoods.At present,researchhasnot progressedto the
point of identifying whether there are social or psychologicalfactors that
contributeto these adverse effects.

Becausethis is a psychologicalreview,therouteson which we focusmost
of our attention arepsychosocial pathwaysfor thedevelopment ofhealthrisks.
A first routewherebyenvironmentsmaygetundertheskin is by differentially
exposingpeopleto chronicstress(Segmentsfk). Thatchronicstressmayhave
acumulativeeffecton the body wasfirst observed byHansSelye(1956)in his
articulationof the GeneralAdaptationSyndrome.Selyemaintained that indi-
vidualsrespondto stressfuleventswith nonspecificreactionsthat,over time,
producewearandtearonthesystem.Repeatedcyclingthroughthethree-phase
syndromeof alarm,resistance,andexhaustion,Selyeargued,leadsto cumula-

Figure 1 Diagrammatic representation of social environments that havehealth-relevant implica-
tions.This representation assumesthattheproximalenvironmentsof family, work, andpeergroups
arenestedorpartially nestedwithinneighborhoodandfully nestedwithinalargersocialenvironment
in whichsuchfactorsas socioeconomic status(SES)andrace have health implications.
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tive damageto the organism.Building on theseideas,McEwen & Stellar
(1993)proposedthat,beginningearly in life, therearecascadingrelationships
betweenenvironmentalfactorsandgeneticpredispositions that lead to large
individual differencesin susceptibility to stressand,in somecases,to disease.
Physiologicalsystemswithin thebody fluctuateto meetdemandsfrom exter-
nal forces,a statetermedallostasis.Over time, the allostatic load builds up,
which is definedasthephysiological costsof chronicexposureto fluctuating
or heightenedneuralor neuroendocrineresponsesthat resultfrom repeatedor
chronicenvironmentalchallengesthatan individual reactsto asstressful.For
example,the hypothesized links between recurrentchangesin autonomic reac-
tivity producedby stress andthe subsequentdevelopment ofchronichyperten-
sion(Andersonet al 1991)maybethoughtof asanallostaticloadmodel.The
allostaticloadformulation, then, explicitly arguesthat stressproducescumula-
tive identifiable damagethat results in increasedpathology (Seemanet al
1996).

A secondrouteby which environments mayhaveadversehealtheffectsis
via an impacton mentalhealthor mentaldistress(Melamed1995)(Segments
dn). Negativeemotions, suchasdepression,anxiety,andhostility, appearto

Figure 2 A range of modelsby which environmental characteristics maycometo exertadverse
biological outcomesonindividuals.Segmentsb–o representpartial pathways thatmayconcatenate
to form more complex pathways.
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play a significantrole in healthrisks, includingall-causemortality (Martin et
al 1995)andespeciallycoronaryheartdiseaserisk (Booth-Kewley& Fried-
man1987).Theserelationsareapparentlynot dueto behaviorchangesassoci-
atedwith affectivedisorders,suchasincreasedsmokingor alcoholconsump-
tion. Major depression,depressivesymptoms,historyof depression,andanxi-
ety haveall beenrelatedto the likelihoodof cardiacevents(Frasure-Smithet
al 1995),and depressionis a risk factor for mortality following myocardial
infarction,independentof cardiacdiseaseseverity(Frasure-Smith et al 1995).
Statedepressionand clinical depressionhaveboth beenrelatedto sustained
suppressedimmunity (Herbert& Cohen1993).Angerappearsto besignificant
in thedevelopmentof coronaryarterydiseaseandhypertension,at leastamong
someindividuals(Frasure-Smith et al 1995).Thesehealtheffectsof negative
emotionsmay result from the  activationof  both  the  sympathetic-adrenal-
medullary (SAM) system and the hypothalamic-pituitary-adrenocortical
(HPA) axis.The former is manifestedin increasedblood pressure,heartrate,
circulating levels of epinephrineand norepinephrine,andconstriction of pe-
ripheralblood vessels.SAM activationis believedto contributeto thedevel-
opmentof coronaryarterydisease(Manucketal 1995),essentialhypertension
(Krantz & Manuck 1984),andsusceptibility to infectiousdisease(Cohen&
Herbert  1996).The  activation  of  HPAleads  to  high  circulatinglevels  of
corticotrophin-releasing hormone,adrenocorticotropichormone,andcortisol.
HPA activationhasbeenlinked to atherosclerosis(Troxler et al 1977) and
chronicinflammatory responses,asarefoundin rheumatoidarthritisandreac-
tivity of theairwaysin peoplewith asthma(McNeil 1987).Althoughbiologi-
cally basedpredispositions appear toplay some rolein the relation ofaffective
diseasesto physical  statechanges,environmental  factorsare also reliably
related to sustained depression,anxiety, and anger.As such, mentalhealth/dis-
tressconstitutes a secondimportant route by which environments may get
under theskin.

Coping strategiesconstitutea third explanatoryroutethatmayclarify how
unhealthyenvironmentsadverselyaffect health (Segmentsce). Individuals
who find constructivewaysof copingwith stress,suchastakingdirectaction
or finding meaningin their experience,may be betterable to withstandthe
potentialadverseeffectsof stressfulcircumstances.In addition, theremay be
stressor-specificcoping  styles,such as expressinghostility or suppressing
anger,thathavehealthimplicationsboth generallyandfor specificdisorders,
such as cardiovasculardiseaseand hypertension.In addition, environments
influencethe developmentof coping strategies,especiallythoseinvolved in
managingconflict and stress,andthe abilityto developsocialties.

Health habitsare heavily implicatedin the developmentof illness, espe-
cially chronic illness, as numerousreviewshavedocumented(e.g. Adler &
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Matthews 1994) (Segments bj). They include smoking,  alcohol and drug
abuse,diet, exercise,theuseof preventiveandsecondaryhealthservices,and
adherenceto treatmentrecommendations. Environmentsconstitute the con-
textsin whichhealthhabitsare learned, encouraged, and practiced. Thefamily
is an important context for the acquisition of healthhabits,and it lays the
groundwork for a broad array of healthy and unhealthybehaviors(Taylor
1995). The  peer  group,first in adolescence  andthen  in adulthood,  is an
importantcontextwithin which manyhealth-compromising behaviorsareac-
quired andenacted, including smoking, alcohol,and drugabuse.

These,then,are the routeswe considerin eachof the environmentsana-
lyzed. Theseroutesarenot independentor evendiscretepathwaysby which
unhealthyenvironments affect health;all representroutesin potentialcausal
chainsinvolving two or moreof theseprocesses.Thus,for example,a chroni-
cally stressfulfamily environmentmay preventthe development of effective
coping strategies(Segmentsfm), compromise the learning of health habits
(Segmentsfl), andproducechronicanxietyand/ordepression(Segmentsfg),
all of which feed into enhancedhealthrisks (Segmentse, j, andn). In most
areas,researchhasnot progressedto thepoint wherethesecomplexpathways
can be identified or testedin the context of particular health problemsor
disorders.Thus, Figure 2 is offered largely as a representationof potential
routes,ratherthanestablishedroutes,by which perniciousenvironmentsexact
adverse healtheffects.

SOCIOECONOMICSTATUSAND RACE

We begin our considerationof the question “What is an unhealthyenviron-
ment?” by examiningSESand racedifferencesin health.BecauseSESand
raceheavilydeterminethemoreproximalenvironmentsin which peoplelive,
suchas neighborhoodand work, they provide importantcontextsfor under-
standingthe featuresof thesemoreproximalenvironmentsthatmay compro-
misehealth(Willi ams &Collins 1995).

SESis traditionally measuredby education,income,andoccupation.Using
these criteria,an extensive,highly consistentliteraturedocumentsthenegative
health outcomesthat result as one moves lower on the SES gradient (for
reviews,see Adleret al1993, Williams & Collins1995).Analysesof potential
measurementartifacts ornaturalor social selection suggest that these inequali-
tiesarerealandaffectedlittle by selectionfactors(seeMacintyre1997).SES
is relatedto higherprevalenceand incidenceof most chronicand infectious
disordersand to higher ratesof nearly all major causesof morbidity and
mortality acrosspopulations and acrosstime (Adler et al 1993, Macintyre
1997,Wil liams& Collins1995).Moreover,SESdifferentialsin morbidity and
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mortality appearto be widening rather than narrowing (e.g. Marmot 1994,
Wagener &Schatzkin1994).

The associationof SESwith morbidity andmortality is, for themostpart,
linear,with increasinglybetterhealthoutcomesasoneascendstheSEScontin-
uum.As such,therelationof SESto healthandmortality involvesmorethan
theobviousroleof inadequatefinancialresourcesor pooranddangerousliving
conditionsassociatedwith poverty. While SES differentials may be found
amongchildren(Durkin et al 1994)andamongtheelderly (e.g.Seemanet al
1994), the largestsocial inequalities in health and mortality are seenmost
frequentlyfor those aged40 to65.

Substantial racedifferencesalsoexist in health.On virtually everymajor
index of healthstatus,African-Americanslook worsethanwhites,andthese
differencesin health occur acrossthe lifespan (Wil liams & Collins 1995).
With theexceptionof race-specificdisorderssuchassickle-cellanemia,these
black-whitedifferencesareapparentlynot dueprimarily to geneticor biologi-
cal factorsthatdifferentiateblacksfrom whites(for discussion, seeAnderson
et al 1991, Wil liams & Collins 1995). Socioeconomicdifferencesaccount
substantially for thesehealthstatusdifferences,inasmuchas approximately
onethird of theAfrican-Americanpopulation lives in poverty,comparedwith
11%of thewhite population. Nonetheless,povertydoesnot fully accountfor
black-whitedifferencesin health(e.g.Rushing et al 1992).Within everylevel
of SES,African-Americanstypically haveworsehealththanwhites(Willi ams
& Coll ins 1995).

Although SESandracearenot themselvesenvironments,they providean
importantandoftenoverlookedcontextfor understandingthemore immediate
environmentswithin which peoplelive, namelycommunities, work, family,
and social life. As such, they provide the environmental backdropagainst
which morespecific environmental encountersoccur.

COMMUNITY

Certain characteristicsof the communities in which peoplelive have been
shownto haveadverseeffectson health.Many of thesearisebecauseof the
socialclassandracialcomposition of thosecommunities. Consequently, they
act as the proximal manifestation of thesecharacteristics.For example,low-
SESneighborhoodshavehigher ratesof cancer,hypertension, heartdisease,
andupper-respiratorydisorders,including asthma,bronchitis,and emphysema
(Adler et al 1993). Other health-enhancingor health-compromising charac-
teristicsof environmentare lessdependentupon community social classor
racial composition.
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ChronicStress
Thedegreeof chronicstressexperiencedby individualsis heavily influenced
by the characteristics oftheir communities. Residents ofmiddle- andupper-in-
come communities typically have accessto high-quality housing,an abun-
danceof shops,banks,health-careservicesandtransportation. In poorneigh-
borhoods,theseresourcesarelesslikely to beavailable(Troutt 1993).Conse-
quently, the lower one is on the SEScontinuum, the greaterthe amountof
hassleandtime neededto addressbasictasksof living. Furthercontributingto
thechronicstressof lowerSEScommunitiesarecharacteristicssuchaspolice-
documentedhighercrime rates (Macintyreet al1993), greaterperceived threat
of crimeandmorelocal problems(Sooman& Macintyre1995),morerefused
services(e.g.taxi, credit,ambulance;Sooman& Macintyre1995),andpoorer
transportationand recreationalfacilities (Macintyre et al 1993).Lower SES
neighborhoodsalsohavebeenlinked to greaterexposureto physicalhazards
suchasair andwaterpollutants, hazardouswastes,pesticides,and industrial
chemicals(Calnan& Johnson1985)andto greatercrowdingandexposureto
noise(Evans 1997).

Lackof availablehousingtypically leadsto overcrowding,bothin theform
of high densitywithin the neighborhoodandcrowdingwithin the home(de-
fined as1.5personsor moreperroom).High densityis associatedwith higher
all-causemortality (Levy & Herzog1974)andwith higherratesof mortality
dueto cancerandstroke,but not heartdisease(Levy & Herzog1978).High-
density living is also associatedwith deathdue to homicide,but negatively
associatedwith deathdueto suicide,which appearsto betied to isolationand
lossof family ties (Levy & Herzog1978).A potentialmediating pathwayfor
these effects issuggestedby thefact thathigh-densityliving is associated with
both higher reportsof chronicstressandwith biochemical indicesof stress,
suchas urinary excretionof norepinephrineand epinephrine(Fleming et al
1987). Crowding in the home has beenrelated to increasedlikelihood of
infectionsandto higherdeathratesfrom heartdisease,to respiratorydisorders,
andto all-causemortality (Levy & Herzog 1978).In addition toits association
with crowding,substandard housingmay affect healthin other ways.Older
buildings with poorly lit hallwaysanddebrisposerisksto safetyandto health
by attractingrodentsandinsectsthat mayspread infection,for example.

Communitystudiesof theeffectsof noiseonphysicalhealthhaveidentified
few clear-cutrelationsto diseasemorbidity in the adult population. Acute
noise producesshort-lived elevationsin cardiovascularand neuroendocrine
functioning,but manyadultsappearto habituateto chronicnoise.However,
somestudiessuggesta relationof chronicnoiseto thedevelopmentof hyper-
tension,links that necessitatefurther investigation (Evans1997).Recentevi-
dencesuggestinga relationof noiseexposureto abnormalfetal development
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alsomeritscontinuedconsideration(Evans1997).As notedbelow,noisemay
adversely affect healthhabitsas well.

High ratesof crime and delinquencyareassociatedwith a variety of ad-
versehealthcharacteristics,includinga high rateof infant mortality, low birth
rate,tuberculosis,andchild abuse(Sampson1992).Womenliving in high-vio-
lence neighborhoods are significantly more likely to experiencepregnancy
complicationsthanwomenlivi ng in neighborhoodswith litt le violence(Zapata
et al 1992).

Because anumber ofthe adversecharacteristics ofneighborhoods areinter-
correlated,investigatorshaveattemptedto operationalizetheconceptof high-
stressneighborhood.Harburget al (1973)definedareascharacterizedby low
socioeconomicstatus,high population density,high geographicmobility, high
ratesof marital breakup,andhigh crime ashigh stress;low-stressareashad
more favorableratingson all thesevariables.Harburgfound higher ratesof
hypertensionin thehigh-stressthanlow-stresslocales,especiallyamongdark-
skinnedblackmen.Others(e.g.Troutt 1993)havearguedthat in suchneigh-
borhoodstherearelow levelsof economicopportunity, poor marriagepools,
and poortransportation,which erodes theability of residents,especially single
mothers,to seekemployment in the neighborhood,to marry,or to moveto a
betterneighborhood.As notedbelow, suchcharacteristicsmay haveadverse
effects on parenting,which affects the healthof children.

MentalHealth/Distress

Little researchhasaddressedtheimpactof community characteristicson men-
tal health,andstill lesshastied sucheffectsto physicalhealthoutcomes.To
date,theonly community characteristicto receivesystematicstudyis exposure
to violence,especiallyfor children.Osofsky(1995) arguedthat exposureto
chroniccommunity violencedirectly andadverselyaffectschildren’s mental
health.Children’s reportsof psychological distressaresignificantly relatedto
their reportsof witnessing actsof violence(Richters& Martinez1993).Chil-
dren who live in violent neighborhoods show signs of posttraumatic stress
disorder,including disruptedpatternsof eatingand sleeping,difficulties in
controlling attention and relating to others,anxiety responsesand fear, and
reexperiencesof the violent episodesthey havewitnessed(for a review, see
Osofsky1995).Amongadults,sleepdisturbances,nightmares,andmanifesta-
tions of anxietyarecommon(Pynoos1993).Exposureto violencemay also
adverselyaffectthe mental health of children andadults becauseof theneedto
dealwith lossesandto copewith grievingfor family members,neighbors,and
friendswho havebeenkilled. Suchgrieving may compromise immunefunc-
tioning (Kiecolt-Glaser etal 1994).
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Coping SkillsandResources
Community characteristicsmay affect coping skills and resourcesin several
waysthathavehealthimplications.Repeatedarousalof intensenegativeemo-
tionsdueto exposureto chronicviolence,for example,may leadto difficulty
in the effectiveregulationof emotionsamongchildren (Osofsky1993).The
adverseeffectsof chronicexposureto violencemay be partially offset if an
individual hasat leastonesupportive personin theneighborhood, a protective
placeto go,or certainpersonalresourcessuchasanadaptabletemperamentor
ahigh levelof intelligence(Osofsky1993).Low-SESneighborhoodsmayalso
compromisethe developmentof copingskills relatingto the recruitmentand
effective useof social contacts.Parentswho are concernedaboutexposing
their childrento drugsandcrimemaykeeptheir childreninsideandotherwise
restrict social behavior.Thus, the ability to developor utilize a supportive
network  maybe somewhatcompromised (Sampson1992). Whether  these
disruptions in the formationof social ties havenegativeeffectson healthin
childhoodor cumulativeeffects onadulthealth isunknown.

The inherentlysocial natureof communities affectscoping and healthat
both the community level andtheindividuallevel.In particular, characteristics
of communities influencethe degreeto which social capitalmay be created
(Coleman1990).Socialcapitalexistswhenthe relationsamongpeoplemake
possibleindividual or joint achievementsthatotherwisewould not bepossible
(Coleman1990). Social capital involves parentsand children in friendship
networksandcommunity organizations, both formal andinformal, which are
characterizedby a setof obligations,expectations,andsocialties thatconnect
theadults,andthathelpto bring aboutthecontrolandsupervisionof children.
Through such a process,it is argued,information is exchanged,norms are
established,andinformal systemsof socialcontrol arelaid down.As such,a
child is raisedin a neighborhoodenvironmentwith normsandsanctionsthat
arenot or cannotbe broughtaboutby oneadult in isolation.The creationof
socialcapitalis virtually impossible to developin unstable communities,and
meredensityof a community is insufficientto establishit. Social capital,then,
constitutes a community-level copingvariable.

“Social impoverishment,” the absenceof social capital, hasbeentied to
severalhealth-relatedoutcomes.Such indicatorspredict high ratesof child
abuse(Garbarino& Sherman1980),which is importantasa causeof morbid-
ity and mortality and also as a predictorof violence in adulthood(Widom
1989).Indicatorsof socialcapitalareinverselyrelatedto levelsof adolescent
aggressionand delinquencywhich, in turn, are predictorsof homicide and
suicide.Low levels of socialorganizationareassociatedwith high levelsof
adult crime aswell. Socialdisorganization alsopredictswhetheryounggirls
will becomepregnant(Osofsky1990); whetherthey will be supportedby a
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network in limit ing high-risk maternalbehaviorsuchas smoking,drinking,
and drug abuse(Wallace1990); and whetherthey will abusetheir children
after birth(Sampson1992).Overall,the moreformal andinformal tiesexistin
a community, the moredenseandmultiplex the networksandthe greaterthe
constraintson deviant,often health-compromisingbehavior,both for adoles-
cents andadults(Sampson 1992).

On the individual level, the lack of socialcapitalmay erodethequality of
socialsupportavailableto an individual. Rapidmobility in andout of anarea
reducesthemarriagepool initially, andthelikelihood of remarriagefollowing
divorce.Fearof crime fostersa distrustof othersthatcancontributeto social
isolation(Krause1992).Socialisolation has,in turn, beenrelatedto anarray
of adversehealthoutcomes(Houseet al 1988a),andit is known to compro-
miseimmunologic functioning (Kiecolt-Glaseret al 1994).In contrast,social
opportunities providedvia information networks,intergenerationalnetworks,
churches,andothercommunity organizationsmay fosterthecreationof indi-
vidual socialtiesthat havea health-protectiveeffect (Sampson 1992).

HealthHabits andBehaviors

Community characteristicsinfluencethedegreeto which certainhealthhabits
may be practiced.Becausepoorer neighborhoodshave fewer facilities and
resources,theadoptionof public healthrecommendationssuchasobtaining a
healthydiet and obtainingregularexercisesometimes cannotbe met. High-
stressneighborhoods, characterizedby high density, high crime, and high
mobility, mayalsoleadto thedevelopmentof health-compromisingbehaviors
thatactasefforts to copewith stress,suchassmoking,alcoholconsumption,
and drug abuse.Noise appearsto increaseratesof smoking and the useof
somedrugs (Evans1997).

Healthhabitsarealsoaffectedby thesocialcapitalgeneratedwithin com-
munities. For example,pregnantwomen,especiallyyoung, single pregnant
women, show higher levels of prenatalcare in neighborhoods with strong
socialnetworks,perhapsbecausethesenetworksputpressureonthemto avoid
compromising  the health of  their  fetus  and  also  provide  them  withmore
information aboutwhat constituteseffective prenatalcare(Sampson1992).
Other healthhabitsmaybe similarly affected.

The availability of healthcarevariessubstantially by neighborhood.Con-
sistentlypoorhealthservicesarefoundin low-income,minority, andtransient
areas(Macintyreet al 1993,Will iams1990,Wyke et al 1992).Especiallyfor
children, the combination of rapid population loss coupledwith inadequate
healthservicesis devastating.Communitiesexperiencingpoverty,overcrowd-
ing, andrapidpopulation changeshowrisesin infant mortality andlow birth
weight (Wallace& Wallace1990).In contrast,the information networksthat
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developin stablecommunities transmitknowledgeof and linkagesto clinic
services(Sampson1992), including prenatalservices,child healthservices,
and general childcare.

Conclusion

Documentingthe effectsof community characteristicson healthis difficult.
Studiesthatcontrol for demographiccharacteristics,suchasSESandrace,on
the one hand,and more proximal family characteristics,suchas family in-
come,on the other hand,may statistically underestimatethe contribution of
community to healthby virtue of drawingoff varianceinto thesemoredistal
and proximal predictors(G Duncan,J Connell & P Klebanov,unpublished
observations).Moreover,estimating the independentcontribution of highly
correlatedcommunity characteristics,suchas population density,population
mobility, and community SES level createsproblemsof data analysisand
interpretation.In addition,community characteristicsdo not haveuniformly
positive or negativeeffects that consistently translateinto healthoutcomes.
For example,thepresenceof middle-SESneighborsappearsto havea protec-
tive effect in reducingaggressionand delinquencyamonglow-SESyoung-
sters,especiallyblack malesfrom low-income,single-parenthomes,but it
maysimultaneouslyadverselyaffecttheability to developsocialrelationships
with their peers (Kupersmidtet al1995).

Despitethe difficult ies with drawing inferencesfrom community studies,
the evidencesuggestsseveralcommunity characteristicsthat have adverse
effectson health,includingcrowding,air pollution, exposureto violence,and
the absenceof social networks and social ties. In addition, the protective
effectsof informal and formal social ties and networksappearto be robust.
Exactlyhow community andneighborhoodcharacteristicsaffecthealthis still
largely unknown(Jencks &Mayer1990); the evidenceis strongestfor chronic
stress,the erosionof social ties, and developmentof poor healthbehaviors,
althoughthelinks to physiology haveyet to beestablished.Theroleof mental
distressandcopingskills otherthanthoserelatingto socialcapitalarelesswell
studied.

THE FAMILY SOCIAL ENVIRONMENT

The family environmentclearly influenceschildren’s health.The link canbe
direct, as when a parent’s behaviorexposesa fetus to drugs in the womb
(Neuspielet al 1989).We focuson indirect links andhighlight four charac-
teristicsof the family social environment that appearto influencechild and
adolescenthealth:(a) thequality of parenting,especiallyemotional aspectsof
the parent-childrelationship; (b) the family’s social climate, especiallythe
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amountof conflict andviolencein thehome;(c) theparents’ mental healthand
other behavioralcharacteristicsof the parents;and (d) variablesassociated
with social-economic conditionsof the household, suchaswhetherthe child
liveswith one or bothparentsand theeducationallevel ofparents.

ChronicStress

Characteristicsof a family environmentthat appearto be associatedwith
healthproblemsin children includea lack of warmthandemotionalsupport
from parentsanda high level of conflict andviolence.A cold andunrespon-
sive parentingstyle hasbeenassociatedwith retardedinfant growth and in-
creasedratesof illnessin childhood(Bradley1993,Gottman& Katz 1989).A
stressfulfamily environmentcaneveninfluenceprenataldevelopment(Collins
et al 1993).Quarrelingand fighting at homehavebeenlinked to psychoso-
matic symptoms such as headachesand stomachachesin adolescents(Me-
chanic& Hansell1989).Whenfamily dysfunction andconflict escalateto the
point of abuse,the direct and indirect effectson child healthcan be lethal.
Childrenwith historiesof physicalabuseandneglecthaveanelevatedmortal-
ity risk for all causesof death,includinghomicide,transportationinjury, other
unintentional injury, and disease(Sorenson& Peterson1994). A history of
sexualabusecan havehealthconsequencesyearslater, leadingto increased
ratesof psychologicaldistress,headache,asthma,diabetes,arthritis, HIV in-
fection, gynecologicalproblems,and various somatic symptoms (Braaten
1996).Someof theeffects ofsexualabuseon healthmaybemediatedby poor
healthhabits.Womenwith a historyof childhood sexual abusearemore likely
to smoke,abusedrugs,andengagein risky sexualbehavior,andtheyareless
likely to use medicalcare (Springs &Friedrich 1992).Other indirecteffectsof
abusemaybemediatedby conditionsin thefamily. For example,theinstabil-
ity andsocialisolationthatis oftenfoundin abusivefamiliesappearto mediate
theeffectsof maltreatmenton children’s pooracademicperformance(Ecken-
rode et al1995) andmay influencehealthas well(House et al1988b).

Repeatedinterferencewith homeostatic processesmay beonephysiologic
pathway  through  which  a  chronically  stressful  familyenvironment  causes
healthproblemsin children.Experimentalmanipulations resemblingtwo of
the family characteristicsconsidered,namelythe presenceof angerandcon-
flict and the absenceof emotional warmth and responsiveness,can disrupt
patternsof cardiovascularandneuroendocrineregulationin children.For ex-
ample,preschoolersrespondto videotapesof angry adult interactionswith
increasesin heartrateandblood pressure(El-Sheikhet al 1989),andsepara-
tions from mothers lead to increasedheart  ratesas  well as  elevationsin
norepinephrineandcortisol,particularlyamongsocially shy children(Kagan
et al 1987,1988).However,a secureinfant-motherattachmentpredictslower
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stressresponse(as indexedby salivarycortisol) to new or strangesituations
(Hertsgaardet al 1995).Cortisol responsesto separationarealsoattenuatedin
the presenceof a responsivecaregiver(Gunnaret al 1992). A buildup in
allostatic load experiencedby a child who is respondingphysiologically to
repeatedsocialchallengesat homemayhelp to explainthepoordevelopment
andhigh ratesof illness observedin children from stressfulfamily environ-
ments.

MentalHealth/Distress

Depressionis clearlyassociatedwith deleterioushealthoutcomesamongchil-
drenandadolescents,suchasincreasedacuteillnessandphysicalsymptoms
and unhealthybehaviorssuch as smoking and substanceabuse(Gore et al
1992,Lewinsohnet al 1994).Householdeconomicconditions influenceboth
the risk of childhood depressionandits link to health.Risk factorsfor child-
hooddepressioninclude living in a singleparenthousehold, parentalunem-
ployment,and parents’ poor educationalbackground(Gore et al 1992,Kaslow
et al 1994,Lewinsohnet al 1994).Depressionis morestronglylinked to poor
healthamongadolescentswith a lower standardof living (Gore etal 1992).

More depressedchildren are also found amongfamilies whosemembers
provideoneanotherwith litt le or no support,familiesthatdo not experiencea
sense of cohesiveness,andfamilies characterizedby high levels conflict, espe-
cially marital conflict (Kaslow et al 1994, Lewinsohnet al 1994). Charac-
teristics of the parent-childrelationship that are associatedwith depression
include low levels of behavioraland emotional involvement, high levels of
conflict andhostility, anda parentingstyle that is moreautocratic,dominant,
and controlling (Kaslow et al 1994,Lewinsohnet al 1994).Childrenof de-
pressedmothersappearto beat increasedrisk for bothdepressionand suicidal
behavior,as well as a variety of other psychiatric diagnoses(Kaslow et al
1994). The behaviorof depressedparentsmay contribute to this risk. Most
studiesfind depressedmothersto be lessresponsive,morecritical, negative,
andirritable, andmorecontrolling andintrusivewith their children(Downey
& Coyne1990,Nolen-Hoeksemaetal 1995).

Abuse within the family is also associatedwith depressionand suicide
(Malinosky-Rummell& Hansen1993).Evidencesuggeststhattheconnection
betweena childhoodhistory of family violenceandrecurrentdepressionsin
adulthoodis mediatedby chronic interpersonalproblemsin the adult’s life
(Kessler &Magee 1994).

In summary, the links betweenfamily and parentingcharacteristicsand
depressionin children and adolescentsare clear.Thereis also evidencefor
negative short-termhealtheffectsin theform of increasedratesof acuteillness
andsuicide.Chronic or intermittent depressionin childhoodandadolescence
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may be associatedwith patternsof coping and/orphysiologic responsesto
stress thatcontribute to long-termadverse health outcomes as well.

Coping SkillsandResources

Davies& Cummings (1994) suggestedthat emotionally securechildren are
betterableto regulatetheir emotions in the faceof stressandthereforecope
more effectively with daily problems.According to their model, emotional
securityis threatenedby destructiveformsof family conflict, suchasconflicts
betweenparents that involve physicalaggression, and byparent-child relation-
shipsmarkedby instability anda lack of parentalwarmthandresponsiveness.
Family socialenvironments with featuressuchasthese,including abuse,dis-
cord,and parentalpsychopathology, areassociatedwith maladaptivecoping in
children,in particulardifficulty with angerregulation(Crittenden1992,Cum-
mings & El-Sheikh 1991, Zahn-Waxler et al 1984). Becauseangerand its
regulationhavebeentied to the developmentof heartdiseaseandhyperten-
sion,theremaybehealthrisksassociatedwith growingup in homesthathave
these characteristics.

Family experiencesalsoinfluencehow childrenlearnto negotiate interper-
sonalsituations involving frustrationandanger.Violent boysaremorelikely
to live in mother-headedhouseholds,or to havefatherswho usespankingfor
discipline and rarely expressaffection for their sons (Shelineet al 1994).
Prospectiveresearchindicatesthat the developmentof hostile attitudesand
behaviorsin maleadolescentsis associatedwith family interactionsthat are
nonsupportive andhavea negativeaffectivetone(Matthewset al 1996).Par-
ent-childconflict andineffectiveparentingpracticesfosterproblemsin social
informationprocessingandsocialskill deficitsin childrenthat,in turn, leadto
poor coping in school,in particular during interactionswith peers(Patterson et
al 1989). Children from families in which thereis greaterorganizationand
consistencyin thehomeusefeweraggressivecopingstrategiesin responseto
everyday stress(Hardy et al 1993).

Dysfunctionalcopingstrategiesin childrenandadolescentsmaypersistinto
adulthood.Thus,maladaptivecopingstylesthatarefirst acquiredin response
to a stressfulfamily environmentin childhood maybeassociatedwith greater
autonomicreactivityandpoorerhealthoutcomesthroughoutthe lifespan.For
example,hostility measuredin adolescenceis linked to coronaryrisk factors
(suchashigh lipid ratios,largerbody mass,smoking, andcaffeineconsump-
tion) assessed morethan 20years later (Siegler etal 1992).

HealthHabits andBehaviors

Theabuseof substances,suchasalcohol, cigarettes,andillicit drugs,andrisky
sexualbehavioraretwo health-threatening classesof behaviorthatareusually
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first observedduringadolescence.In additionto their directeffectson health,
thesebehaviorsare linked with patternsof sleep,diet, and physicalactivity
thatindicatean unhealthyadolescentlifestyle (Donovanet al1991).

The useof drugs byfamily members, both parents andsiblings, isa reliable
risk factor for adolescentdrug usage(Denton & Kampfe 1994). Although
geneticsmay play a role in cigarettesmoking (Rowe & Linver 1995), the
family’s influenceon adolescents’ use of other drugs may be mediatedby
socialenvironmentfactors.In additionto the imitationof behaviorsobserved
athome,teenswhoseparentsabusesubstancesappearto bemorevulnerableto
stress(Barreraetal 1995)andto acquireattitudesandcopingstylesthatleadto
increasedaffiliation with substance-usingpeers(Wil ls etal 1994).The experi-
enceof maltreatmentin thehomeis alsoa risk factor for adolescentdruguse
(Malinosky-Rummell & Hansen1993). In contrast,supportive and cohesive
families help protectadolescentswith problem-drinking fathers(Farrell et al
1995).

Drug-abusingteensare more likely to live in single-parenthomesand
homesfrom which they feel alienated(Denton& Kampfe 1994).A lack of
supportandsenseof rejectionanddetachmentfrom parentshasbeenassoci-
atedwith adolescentsubstanceuse(Barreraet al 1993, Turner et al 1993).
Deficits in parentalsupport partially mediatethe associationbetweenlow
parental education and increased substance  use  amongteens  (Wills  et al
1995b).Prospectivelongitudinal datasuggestthat fathers’ difficulty control-
ling angerpredictssons’ futurealcoholanddrugusage(D’Angelo etal 1995).
Maternalbehaviorratedascold,unresponsive,and underprotectivewhenchil-
drenwerefive yearsold hasbeenassociatedwith frequentdrugusageduring
adolescence(Shedler& Block 1990).Findingslike thesedo not rule out the
possibility that thesamestablepersonality traits in a child thatunderminethe
developmentof supportive family relationshipsmay alsoincreasethe child’s
propensityto abuse substances(Wil ls etal 1995a).

Thereareconflicting findings regardingthe role that parentalcontrol, su-
pervision, and monitoring play in  adolescentdrug use. On the one hand,
studiessuggestthatthe homes ofsome abusingadolescents areoverlycontrol-
ling andthat the childrenexperiencea lack of autonomy(Denton& Kampfe
1994,Webb etal 1991).Ontheotherhand,longitudinalevidencerelatesabuse
of drugsandsmoking by teensto homeswith lessconsistentenforcementof
rules,lessparental monitoringof the child’s behavior,fewer parental demands
of the child, and less imposition of structureand organization(Biglan et al
1995,Stice& Barrera1995).In addition,someparentsrespondto their teen’s
useof drugswith fewerattemptsat controlandless support,which maysignal
the parents’ acquiescence or sense of helplessness(Stice & Barrera 1995).
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Many of the characteristicsof families that are linked to substanceabuse
arealsolinked to adolescentsexualbehavior.Teensgrowingup in single-par-
ent householdsandthosewith historiesof physicalor sexualabuseshowan
increasedprobability of engagingin risky sexualbehavior(Cunninghamet al
1994, Jemmott& Jemmott1992). Teens  engagein  more frequent sexual
activity andmorerisky sexualbehaviorswhenthereis lessparentalmonitoring
and more permissivenessat home(Jemmott& Jemmott1992,Metzler et al
1994). However, there is also evidenceof increasedsexualactivity among
adolescentswhoseparentsoverprotectthemandfail to help themto learnto
functionindependently(Turner et al 1993).

Conclusion
Researchfindingsconsistently point to threecharacteristicsof family environ-
mentsthat canunderminethe healthof childrenandadolescents:(a) a social
climatethat is conflictualandangryor, worse,onethatis violent andabusive;
(b) relationships,particularlyparent-childrelationships, thatareunresponsive
andlacking in cohesiveness,warmth, andemotionalsupport;and(c) parenting
thatis eitheroverly controlling anddominating on theonehandor uninvolved
with littl emonitoringof thechild andlittle imposition of rulesandstructureon
the other hand.Thesedimensions of a family environmentare stressfulfor
children,andtheyareassociatedwith depression,maladaptive waysof coping
with negativeaffect, and health-threatening behaviorsin adolescence.The
family characteristicsidentified as contributors to poor health outcomes in
childhoodareoften embeddedwithin households characterizedby economic
strainandfew resources.Evidencesuggeststhatparentingbehaviormaymedi-
ate someof the effects of economicstrain (Huston et al 1994); however,
economicstrainmay mediatethe effectsof otherfamily characteristics,such
as the numberof parentsin the home(Gore et al 1992).

THE PEER SOCIAL ENVIRONMENT

ChronicStress and Mental Health/Distress
Characteristicssimilar to the factorsidentified in stressfulcommunities and
familiespredictchronicstressin thepeerandschoolenvironments:lessadult
attentionandstability at school,andmoreconflict with and lessacceptance by
peers.For example,children who show greatercardiovascularreactivity are
more prone to developrespiratoryillnesseswhen they are enrolled in pre-
schoolsthatareunstable andunableto provideindividual adultattention(e.g.
thosewith high teacher-childratios,high staff turnover,morepart-timeteach-
ers,etc) (Boyceet al 1995).As highly reactivechildrenin lessstableandless
attentivepreschoolsrepeatedlyrespondto socialstressorsin theenvironment,
they maybuild up highallostatic load, whichmayresultin moreillnesses.

428 TAYLOR ET AL



Adolescents spontaneously mention interpersonal stressors involving
peers—suchasconflictswith friends,feelinglonely or left out of peergroups,
and boyfriend/girlfriend problems—as amongthe most commonand most
distressingproblemsthat they face in daily life (Repettiet al 1996). Being
neglectedor rejectedby peershasbeenassociatedin longitudinalstudieswith
both increasedaggression and depression (Kupersmidt &Patterson1991).The
complex interactions betweenthe family and peer social environments are
illustratedby researchindicating that poor parentingpracticesoften result in
child behaviorproblemsthatcan,in turn, leadto peer rejection(Pattersonet al
1989).

Coping SkillsandResources
As youngstersmovefrom childhoodinto their teenageyearsthey spendless
timewith their familiesand(especially for girls) moretimewith peers(Larson
& Richards1991). Not surprisingly, then, adolescentsoften turn to their
friends for support,especiallywhen thereis turmoil at home(Aseltineet al
1994).The presence ofsupportivepeerrelationshipsis usually associated with
bettermentalhealthamongchildrenand adolescents,although thatassociation
partly reflectsthe impactof psychological functioningon thedevelopmentof
supportivefriendships(Hirsch& DuBois 1992).The peer groupmay facilitate
children’s coping by enhancingself-esteem,perceptionsof control, and the
perceivedsecurity ofsocialrelations(Sandleretal 1989b).Empirical evidence
for the stress-bufferingrole of peer social supporthas beenmixed. Some
studiessuggestthat support from friends can provide protection from the
negativeimpactof stresson children’s psychological adjustment (Dubow &
Tisak 1989), but othersdo not find evidenceof a moderatingrole of peer
support(Cumsille & Epstein1994).Theeffectivenessof peer supportis likely
to vary asa functionof thestressorwith which theadolescentis coping(Gore
& Aseltine 1995).

HealthHabits andBehaviors
Adolescents’ beliefsabouttheprevalenceandacceptanceof alcoholanddrug
useby peersare risk factors for alcohol and drug use,with peer influence
increasingas children age (Bailey & Hubbard1990, Donaldson1995). In
addition to passivesocial pressuresexertedby the perceivedbehaviorand
attitudesof peers,social contactwith certain individuals may increasethe
availability of thesesubstances(Dolcini & Adler 1994). For example,resi-
dencein a fraternityor sorority andtheadoption of a party-centeredlifestyle
arereliablepredictorsof bingedrinking amongcollegestudents(Wechsleret
al 1995).

Peersocialinfluenceaffectsotherbehaviorsthatposesignificantthreatsto
adolescent health. Forexample, high school studentsaremore likely toengage
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in risky sexualbehaviorif their friendsaresexuallyactiveor if they believe
thata majority of their peershavehadintercourse(Walteret al 1992).Consis-
tent with dataon other risky behaviors,oneof the best-knownpredictorsof
adolescentsmokingis associationwith peerswho smoke(Biglan et al 1995).
Theappealof smoking mayderive,in part,from its functionasa socialsignal
suggestingadult role statusandindependencefrom parents(Rowe& Linver
1995).

The influence exertedby peersmay be at least partially shapedby the
family social environment.On the one hand, children are more likely to
affiliate  with  substance-abusing  peersif their parentsabusesubstancesor
inadequatelysupervisetheiractivities(Biglan et al 1995,Wil ls etal 1994).On
theotherhand,the effectof peerdrug useis muchweakerwhenparentingis
authoritative (i.e. parentsare involved, makedemands,and supervisewhile
demonstrating acceptance and warmth)(Mounts& Steinberg 1995).

Conclusion

The social environmentsprovided at school and by peersaffect child and
adolescenthealthat eachpoint in Figure2. Thereis particularlystrongevi-
dence forthe stressfulness ofconflictsandrejection by peersand forthesocial
influenceof peersover severalcategoriesof health-threateningbehavior.An
importantfinding is that the effectsof the peersocial environmentmust be
understoodwithin the contextof thefamily environment.

ADULT SOCIAL ENVIRONMENT

A broadrangeof socialtieshasbeenexaminedconcerningadulthealth.These
tiesincludenotonly immediatefamily andothercloserelativesandfriendsbut
also ties to larger formal and informal groups.An extensiveliteraturedocu-
mentstherangeof negativehealthoutcomesthataccrueto thosewhosesocial
environmentis either structurally impoverished (i.e. characterizedby fewer
social ties) or functionally impoverished(i.e. characterizedby a dearthof
socially supportive interactionswith others)(Berkman1995,Broadheadet al
1983).

Althoughsocialtieshavegenerallybeenseenasservingahealth-promoting
role, thesocialenvironmentcanalsobea sourceof increasedandpotentially
chronic stress,which contributesto increasedrather than decreasedhealth
risks;thatis, socialrelationshipsare characterizedby costsaswell as benefits.
Suchcostscantakethe form of requests/demandsfor assistance,criticism, or
other formsof interpersonalconflict (Averill 1982).Whensuchcharacteristics
predominatein the socialenvironment,they canresult in increasedrisks for
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poor mental and physical health (for discussionand review,  seeBurg &
Seeman 1994,Seeman et al 1996).

ChronicStress

Thehealth-promoting effectsof thesocialenvironmentaregenerallyhypothe-
sizedto result from the stress-reducingeffectsof social integrationwithin a
nurturant,supportivemilieu (Cohen1992).Evidencelinking social environ-
mentcharacteristicsto physiologic stressresponsessupportsthis view, point-
ing to thepotential importanceof thesocialenvironmentin theaccumulation
of allostatic load.

Although beingmarriedhasbeengenerallyassociatedwith betterimmune
responsesas measuredby variousparametersof immunereaction(Kiecolt-
Glaseret al 1994),spousalinteractioncharacterizedby greaterhostility and
conflict hasbeenassociatedwith greatercardiovascularand neuroendocrine
reactivityandlower immunefunction (Kiecolt-Glaseret al 1994).Thestress-
inducingcombination of emotional andphysicaldemandsof caringfor a sick
spousehasalsobeenrelatedto loweredimmune function (e.g.amongthose
with a spouse with cancer or those who are caring for a spouse with
Alzheimer’s disease)aswell aselevatedlipids andincreasedendocrinereac-
tivity (for a review,seeKiecolt-Glaseret al 1994).Ambulatorymonitoring of
blood pressureat work and at homeindicatesthat menshow a reductionin
bloodpressurein thehomeenvironmentwhereaswomendo not (Undenet al
1991), which may be due to the greaterdemandsof home and child care
frequentlyassumedby women.Beyondthe marital relationship,individuals
reportinglower levels of supportfrom closefriends and family also exhibit
higherheartrateandsystolic bloodpressure(Dressleret al 1986,Undenet al
1991), higher serumcholesteroland lower immune function (Thomaset al
1985),and higherlevels ofneuroendocrine activity(Seeman et al 1994).

Experimental studiesalso demonstratethe physiologic impactsof social
interactions.Interpersonalchallengeor hostility have beenshown to elicit
increasedneuroendocrineandcardiovascularactivity (Brown & Smith 1992,
Krantz et al 1986).The presenceof a friend or supportiveconfederate,how-
ever,generallyattenuatescardiovascularreactivityin subjectsconfrontedwith
challenginglaboratorytasks(for a review,seeSeeman& McEwen1996).By
contrast,the presenceof a strangerobservingthe testing sessionproduces
increasedreactivity (Snydersmith& Cacioppo1992)asdoesthe presenceof
others(friendsor strangers)who disagreewith thesubjectaboutsomeaspect
of thesession(Back& Bogdonoff 1964,Gerinet al 1992).Reactivityappears
to be reducedby the presenceof evenoneotherpersonwho agreeswith the
subject(Back & Bogdonoff1964,Gerin etal 1992).
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MentalHealth/Distress

The positiveandnegativeeffectsof the socialenvironmenton mentalhealth
havebeenextensively documented(for a review, seeGeorge1989).Greater
socialintegration, particularlyasreflectedin thepresenceof primarytieswith
spouse,children,andotherkinds of supportivesignificantothersareassoci-
ated with lower risk of depression(George1989), while marital disrup-
tion—either throughbereavement,marriagedissolution, or the cognitive im-
pairment ofone’s spouse—isassociated with increasedrisks forpsychological
distress(Aseltine& Kessler1993,Bloom et al 1978,Moritz et al 1989).The
quality of existing relationships, however,appearsequally important in pre-
dicting mentalhealthoutcomes.Relationshipsthat arecharacterizedby criti-
cism, unwelcomeadvice or conflict, or demandsfor caregivinghave been
associatedwith increasedpsychologicaldistress(Kessleret al 1985).Depres-
sion and/or negativeaffect in significant othersis also associatedwith in-
creaseddepressionandpsychologicaldistress(Joiner1994).Even in the ab-
senceof overtly negativesocialinteractions, failure of thefamily or friendsto
provideanticipatedor expectedsupportcanresult in increasedpsychological
distress(Brown & Harris 1989).

Womenmaybeespeciallyvulnerableto thepsychologicalconsequences of
nonsupportive interactionswith family or friends.Although menandwomen
both report more supportivethannegativesocial interactions,womenreport
relatively morenegativeinteractionswith nondiscretionary family or kin ties
(Lefler et al 1986, Schusteret al 1990) and appearto be more emotionally
distressedby suchnegativeinteractions(Lefler et al 1986,Wethington et al
1987). Menbenefit more consistently from greatersocialintegration (Houseet
al 1988a).

Coping SkillsandResources

Throughoutlife, one’s family and friends serveas the social contextwithin
which eventsare appraisedand coping strategiesareevaluatedand initiated
(Cohen1992).Family and/orfriendscanaffect copingefforts throughprovi-
sion of actual instrumental and/or informational support and can serveas
sourcesof emotional support(Cohen1992). Such social resourcesmay be
particularlyimportant in copingwith lower-SESenvironmentaldemands:The
relationshipbetweenlower occupationalstatusandgreaterpsychologicalvul-
nerability to life eventsdisappearsfor lower-statuswomen reporting high
socialsupport(Turner & Noh1983).

Theinfluenceof thefamily or friendson coping,however,maynot always
behealthpromoting. Theassistanceprovidedby family andfriendsin coping
with illnessand/ordisability canresultin increaseddependencyanddisability
(for reviews,seeSeemanet al 1996,Thompson& Sobolew-Shubin1993)or
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poorer diseasecontrol. Diabetic men with larger supportnetworksexhibit
poorercontrol of their diabetes(e.g.significant increasesin glycosylatedhe-
moglobin, cholesterolandtriglycerides,glucoseandweight; Kaplan& Hart-
well 1987)asdo teenagersreportinggreatersatisfactionwith their social-sup-
port systems(Kaplan et al 1985),possibly becausemembersof the support
network  undermine  diabetes-related  dietbehaviors.Studies  alsodocument
limits to theeffectivenessof socialsupportin promotingbettercoping.In the
faceof severestressorssuchaslife-threateningdisease,eventhe presenceof
closeand apparentlysupportive relationships is not alwaysassociatedwith
reductionsin psychologicaldistressor greaterphysicalrecovery(Bolgeret al
1997,Coyne& Fiske1992).

HealthHabits andBehaviors

Thesocialenvironmentalsoservesasa sourceof learningandreinforcement
for attitudesand behaviorsthat affect health.Peoplewho are more socially
integratedexhibit greaterpreventivehealthbehavior,including lesssmoking
and drinking (Broman 1992) and more cancerscreening(for a review, see
Berkman1995) and more successfulrisk reductionefforts suchas reducing
dietaryfat, exercising,andstopping smoking(Bovbjerget al 1995,Salliset al
1989).Supportivefamily environmentshavealsobeenrelatedto betteradher-
encein hemodialysis treatment(Christensenet al 1992).However,the social
environmentsprovidedby family andfriendsalsocarry the potentialfor en-
couragingmoredetrimental healthbehaviorssuchasproblemdrinking (See-
manet al 1988),lesssuccessfulefforts to quit smoking (Cohen1992),andas
indicatedabove,poorer control of diabetes.Family environmentscan also
presentmore direct healththreatsin the form, for example,of second-hand
smokeexposurefrom living with a smoker(Sandleret al 1989a)andphysical
abuse (Mercy &Saltzman 1989).

Evidencelinking socialenvironmentcharacteristicsto health-careutili za-
tion is neitherextensivenor consistent. Consultationswith family andfriends
can result in increasedor decreasedutili zation, dependingon the degreeto
which their attitudesand behaviorsfavor such utilization as well as their
ability to provideassistanceto facilitateutilization(Geertsenet al 1975,Pen-
ning1995,Sampson1992).

Conclusion

Thecharacteristicsof thesocialenvironmentthatrelatemoststronglyto adult
health outcomes—lackof socialintegrationandpoorquality ofsocialrelation-
ships—alsoexhibit links with postulatedpathwaysfor thesehealtheffects.
Specifically, social relationshipscharacterizedby conflict and hostility are
associatednot only with increasedmental distressbut also with increased
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physiologic arousaland lowered immune function, profiles of physiologic
activity with known links to diseasepathology (McEwen& Stellar1993).In
contrastwith thesehealth-damaging effectsof impoverished social environ-
ments,environmentscharacterizedby supportive relationshipsappearto serve
a stress-reducing,health-promoting function, enhancingpsychological func-
tioning andreducingphysiologic arousal.In addition,the socialenvironment
canimpactdirectly andimportantly on healthbehaviorsandhealth-careutili -
zation.

WORK

The work environmentrepresentsan importantlife arenafor adultsthat con-
tributesto life satisfaction.Controlling for SESandhealth,thosewho work
reporta higherquality of life thanthosewho do not (Ruchlin & Morris 1991).
Moreover,full-ti me employment predictsslowerdeclinesin perceivedhealth
and in physical functioning for both men and women (Ross& Mirowsky
1995).Nonetheless, adversecharacteristicsof thework environmenthavelong
beensuspectedto contribute to ill health.Work stressorsareamongthemost
commonandupsettingstressorsthatpeoplereport,andbecausethemajorityof
adultswork full-time,theymaybeexposedto thehealth-compromisingeffects
of these conditions overthe longterm.

The work environment may directly affect illness precursorsor illness,
including injuries, cancers,  andrespiratoryand  cardiovasculardisease,by
exposingworkers to physical, chemical,and biological hazards(House&
Smith 1985).Becausethis voluminous literaturehasnot yet implicatedpsy-
chosocialmechanisms in diseasepathology,apart from the fact that such
adverse exposure isstronglylinked to SES and race, we do notreview ithere.

ChronicStress

Chronic stressis the mechanismmost commonlyoffered to explain the ad-
verseeffectsof thework environmenton health.Work overloadis oneof the
chief factors studied.Workers whofeel requiredto worktoo longandtoo hard
at too many tasksreport more stress(e.g. Caplan& Jones1975), practice
poorerhealthhabits(Sorensenet al 1985),andreportmorehealthcomplaints
thando workersnot suffering from overload(Repetti1993).Work overload
appearsto triggerneuroendocrineandcardiovascularreactionsthat,overtime,
can increasethe likelihood of cardiovasculardisease.Working 40 or more
hoursa weekis a risk factor for producingbabiesof low birth weightamong
employedwomen(Peoples-Shepset al 1991).Work pressurealsopredictsill
health.Men reportinghigh job pressureor demandssoughtmedicalattention
moreand showed moredocumentedsigns ofpathology; afollow-up investiga-
tion revealedthesemen were more likely  to die in the following decade
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(Houseet al 1986).Consistently,however,researchdemonstratesa stronger
relationshipbetweenreportedwork overloadandphysicalhealthcomplaints
than betweennumberof hours worked and poor health (e.g. Herzog et al
1991), which raises  the  possibility  that  psychological distressor negative
affectivity is implicated inthis relation.

Role conflict androle ambiguity havealsobeentied to illnessprecursors
and illness (Caplan& Jones1975).Role conflict occurswhenan individual
receivesconflicting information aboutwork tasksor standards.Chronically
high bloodpressureandelevatedpulsehavebeentied to role conflict androle
ambiguity (French& Caplan1973).

Responsibility for othersmaycontributeto ill health.For example,a study
comparing illnessratesof air-traffic controllersandsecond-classairmenfound
thathypertensionwasfour timesmorecommonanddiabetesandpepticulcers
twice as commonamongthe air-traffic controllersthan amongthe airmen,
who did not haveresponsibility for the fatesof others.Moreover,all three
diseaseswere diagnosedat a youngerageamongthe air-traffic controllers.
Hypertensionandulcersweremorecommonamongcontrollersat busierair-
ports(Cobb1976).

The perceptionthat one’s careeror job developmenthasbeeninadequate
may alsocontributeto ill health.People whofeel they have beenpromoted too
quickly or too slowly, who feel insecureabouttheir jobs, andwho feel that
their ambitionsarethwartedaremorelikely to reportstress,to seekhelp for
psychologicaldistress,andto showhigherratesof illness,especiallycardio-
vascular disease(Catalanoet al 1986).

Researchhasespeciallyfocusedon the effectsof a high-strainwork envi-
ronmentdefined as one with a high level of demandsand a low level of
decisionlatitude (Karasek& Theorell1990).Considerableresearchhassup-
ported the hypothesized relation  of high work  strain to poor health (e.g.
Landsbergisetal 1992).Work strainis significantly negativelyassociatedwith
health-relatedquality of life, including physicalfunctioning, role functioning
related to physical health, vitali ty, social functioning, and mental health
(Lerner et al 1994). Job strain has beenlinked to higher fibrinogen levels
among  working  middle-agedwomen  (Daviset al 1995) and to low birth
weight(Woo 1994).Frankenhaeuser(1991)foundthatthecatecholamine/cor-
tisol balanceis different in high- versuslow-control situations,with cortisol
levelslower in high-controlsituations. Not all studiesfind adverseeffectsof
high levels of job demandsand strain, however(Albright et al 1992), and
studiesrelating job demandsand decisionlatitude to coronaryheartdisease
risk factors(cholesterol,smoking, andsystolic anddiastolic blood pressure)
areinconsistent (Altermanetal 1994,Pieperetal 1989).Nonetheless,research
suggeststhat the risk that role overloadwill lead to heart diseasemay be
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reducedwhenpeoplearegivena high degreeof control in thework environ-
ment(Karasek& Theorell1990).

Jobuncertaintyandunemploymenthavebeenassociatedwith a variety of
adversementalandphysicalhealthoutcomes,including depression,physical
symptoms,physicalillness(Hamiltonetal 1990),alcoholabuse(Catalanoetal
1993),anda heightenedmortality rate (Sorlie & Rogot1990).The negative
effectsof unemploymentappearto be generatedpartly by the financial strain
producedby unemploymentandby thefact thatunemploymentcreatesvulner-
ability to other life events.Being unstablyemployedis also relatedto poor
health(Pavalko et al 1993,Rushing etal 1992).

Researchhasfocusedincreasinglynot only on work stressbut on its inter-
activeeffectswith thestressinducedby otherroles,especiallyinto thefamily.
Much of this work hasfocusedon marriedwomenwith youngchildrenwho
are employedand who are chiefly responsiblefor householdand child-care
tasks.Overall, combiningmarital, parental,and occupationalroles doesnot
appearto significantly affect mortality (Kotler & Wingard 1989).However,
attempting to juggleheavyresponsibilities at bothwork andhomereducesthe
enjoymentof all tasks(Will iamset al 1991).On theotherhand,employment
canalsobe beneficialfor women’s well-being(Repettiet al 1989).Whether
theeffectsof multiple rolesarepositiveor negativeappearsto dependheavily
on resourcesavailable.Havingcontrolandflexibil ity overone’s work, having
a goodincome,andhavingsomeoneto helpwith thehouseworkor child care
all reducethe likelihood that combiningmultiple roleswill producepsycho-
logical costs(Lennon& Rosenfield1992, Rosenfield1992). Although less
researchhasbeenconductedon men,whatevidencethereis suggeststhat for
men,multiple roles are protective(Adelmann1994).

MentalHealth/PsychologicalDistress
Mental healthor psychological distresshastypically not beenexaminedasa
pathwayto poor healthin the work environment but hasbeentreatedas an
outcomein its own right. This is becausepsychological distressoften trans-
latesinto outcomesof importanceto employers,specifically job dissatisfac-
tion, absenteeism,disability claims, and high ratesof turnover.Overall re-
searchsuggeststhat thefactorsthatcompromisephysicalhealthalsocompro-
mise mental health (for a review, seeTaylor 1995). Whether anxiety and
depressiongeneratedby job stressconstitute a route by which the chronic
stressof the work environmenttranslatesinto poor healthoutcomesis un-
known.

Coping SkillsandResources
Therole of copingstrategiesin moderatingtherelationbetweenchronicwork
stressandadversehealthoutcomesis anunderstudiedarea.This may be true
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partly becauseobjectivework demandsareoften so powerful that individual
coping strategieshave litt le room in which to operate.In addition, under-
standinghow peoplecopewith job stressmay necessitatetheexaminationof
copingstrategiesspecificto a particularjob (Dewe& Guest1990).Nonethe-
less,activecopingstrategieshavebeenassociatedwith moreeffectivecoping
in a variety of situations (for a review, seeHaidt & Rodin 1995), and the
Karasekmodelof work strainis consistentwith suchanargumentin positing
thatthedegreeto which individualshavedecisionlatitudereduceswork strain.
Nonetheless,underconditions of high psychologicaldemands,decisionlati-
tude mayhave negativeeffects.

Socialsupporthasbeenextensivelystudiedin the work environment, and
its effectsare generallybeneficial.Social supportcan haveboth direct (e.g.
Gansteret al 1986, Loscocco& Spitze 1990) and moderatingeffects (e.g.
Repettiet al 1989)on reportedstressandhealthproblemsin the workplace.
Thosewho reportbeingunableto developsatisfying relationshipsreportmore
negativeaffect at work (Buunk et al 1993) and poorerphysicaland mental
health(Repetti1993).Poorsocialrelationsat work havebeentied directly to
heightenedcatecholaminelevels(Cooper& Marshall1976),to risk for coro-
nary heart disease (Repetti 1993), and to heightened fibrinogen levels in work-
ing women (Daviset al1995). A study ofgovernmentworkersfound thathigh
workloadwasrelatedto high bloodpressure,but this relationshipwasattenu-
atedamongemployeeswhohadsupportiverelationshipswith theirsupervisors
(House1981).Adverseeffectsof unemploymentalsoappearto bemoderated
by the seekingof social support(Turneret al 1991).Social supportmay be
especiallyimportant for buffering work stressfor minority group members
(Gutierres et al1996).

HealthHabits andBehaviors

As noted,healthhabitsareadverselyaffectedby job stressandassuch,may
also play a moderatingrole in the relationbetweenwork stressandadverse
healthoutcomes.Peoplewho feel they havemorecontrol over work areless
likely to engagein risky healthbehaviors(Wickramaet al 1995).Substance
abusein the work environmenthasbeenextensivelystudied.Muntaneret al
(1995)foundthatafteradjusting for SES,alcoholism, andcertainwork condi-
tions, drug abusewas higher in individuals with high-strainjobs. Job strain
may not lead peopleto start smoking,but it doesappearto lead to heavier
smoking(Green& Johnson1990).High job dissatisfactionis associatedwith
heavydrinking,andnegativeconsequencesof drinkingare associatedwith the
job characteristicsof low autonomy, litt le useof capacities,andlackof partici-
pation in decisionmaking (Greenberg& Grunberg1995). However,some
researchsuggeststhat suchabusemay be morerelatedto generalfeelingsof
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powerlessness,alienation,and lackof commitment thanto specific job charac-
teristics (Seemanet al 1988). Problemdrinking in responseto job charac-
teristics may also dependon the degreeto which alcohol consumption is
perceivedto bea usefulmeans ofcoping(Greenberg& Grunberg 1995).Most
studiesrelatingjob characteristicsto healthhabitsarecross-sectional,so it is
difficult to determinewhetherjob strainandhealthhabitsmaybedueto some
third factor, such asemotionaldistress.

Conclusion
Researchlinks workstressto abroadarrayof acutediseases,andevidencethat
it contributes to chronicdiseasesuchas cardiovasculardisease,is mounting
(Repetti1993).The main psychosocial pathway from thework environmentto
poor  health  that  has  beenstudied involves chronic stress.  Otherpotential
routes,such as mental health or emotionaldistress,coping strategies,and
healthhabits,havebeenstudiednot aspathwaysbut asoutcomesin their own
right. The researchon occupationalstresscould clearly profit from a consid-
erationof morecomplexandmultiplecausalroutesin relatingchronicstressto
adverse healthoutcomes.

CONCLUSIONS

Individual experiencesandbehaviorspredictiveof healthoutcomesarenested
within geographic,social, developmental,and economicenvironments.The
initial contextfor this observationis therecognitionthatsocialclassandrace
arerelatedto all-causemortality andmorbidityassociatedwith awiderangeof
disorders.Thosein thelower endsof thesocialclassdistribution andAfrican-
Americansdisproportionately live in high-stresscommunities, occupy jobs
characterizedby high demandsandlow control,andlive in family andsocial
environmentswheretheyaredisproportionatelyexposedto violence,conflict,
andabuse.Thetypeof community in which onelives andthedemandsof the
work environmentfeedinto thefamily environmentandthekindsof socialties
externalto thefamily thatmaybedeveloped.Thus,socialenvironmentsinflu-
ence health ina complexandinteractivefashion.

The health effects of individual characteristicssuch as hostility, or the
healtheffectsof a family environmentcharacteristicsuchas a high level of
conflict, must be understoodwithin the larger environmentsin which these
behaviorsare learned andexpressed. Atthe very least,suchan analysisshould
alert the psychologist to the potential risks of “psychologizing” or “biologiz-
ing” health-predictive variableswithoutconsideringthecontextsin which they
occur.For example,recentempiricalstudiesidentifying a geneticcomponent
to the perceptionof social support(Kendler et al 1991) and suggestingthat
social support is partly a function of individual dispositions in personality
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(Cohenetal 1986)must bebalancedby therecognitionthatenvironmentsplay
an importantrole in fosteringor undermining the ability to createsocial ties.
Psychosocialpredictorsof healthoutcomesdo not occur and shouldnot be
studiedin an economic,racial, developmental, and social vacuum.With re-
spectto interventions, the implicationsof sucha viewpoint arecomplex.On
theonehand,consideringmultiple levelsof analysissimultaneouslysuggests
multiple interventionpointsrangingfrom theindividual throughthefamily to
thecommunity. On theotherhand,any interventionfocusmustacknowledge
the interrelatednessof theseenvironmentsandthe fact thatchangeinducedat
onelevel mayhavemodestlong-termeffects,if correspondingchangesdo not
occur at otherlevels.

Substantial evidencerelatescharacteristicsof environmentsto health-rele-
vant outcomes,including all-causemortality and a wide rangeof chronic
diseases.Manifold pathways,reviewedabove,havebeenimplicated,including
the exposureof individuals to chronicstressandthe increasedallostatic load
that may result,the creationof chronicor intermittentemotional distress,the
developmentor useof ineffectivecopingstrategiesandthe inability to form
andmakeuseof social ties,andthe acquisition andpracticeof healthhabits
that aredependentuponenvironmentalfactorsthat limit personalandsocial
resources.Empirically, thelinks from environmental characteristicsto chronic
stressto identifiable biological endpoints havemost commonly beenmade.
Pathwaysinvolving the otherroutesarelesswell studied,andmorecomplex
concatenationsof thesepathways,assuggestedby Figure2, havebarelybeen
studiedat all. Eachof theenvironments studiedprovidessuggestiveevidence
aboutlikely pathwaysthatmay guideresearch in thefuture.

At the outset, weasked “What is anunhealthy environment andhowdoesit
get underthe skin?” Answeringsucha questiondefinitively is currentlybe-
yondthescopeof anyreview,becausemuchof theresearchonewould like to
seehasnot yet beenconducted.Nonetheless,despitethegapsin theliterature,
thebeginningof anansweris emerging.Consistentlyacrosstheenvironments
examined—community, family, work, andpeers—thosethatthreatenpersonal
safety;that limit theability to developsocialties;or thatarecharacterizedby
conflictual, violent, or abusive interpersonalrelationships are  related  toa
broadarrayof adversehealthoutcomes.Theseeffectsappearto occuracross
thelifespan,beginningprenatallyandcarryingthroughinto old age. Likewise,
a pictureof the healthyenvironmentis coming into view. Environmentsare
healthy to the degreethat they provide safety and opportunities for social
integration.In addition, the ability to experiencea senseof personalcontrol
may beimportant,within certain parameters.

Peoplehaveevolvedassocialanimalsandassuchappearto besensitively
“tunedin” to othersin thesocialworld. Therefore,it shouldnot besurprising
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that thesocialenvironmenthassuchpotential to affectphysiology, bothposi-
tively and negatively.Evidencecontinuesto accumulatethat throughoutthe
lifespan,thestructureandquality of socialinteractionshaveprofoundeffects
on psychological, behavioral,andphysiologic functioning, andultimately on
our healthand well-being.
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