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Abstract
Background—Drug abuse is a significant public health problem because of its association with
numerous negative health and social consequences. Examining the social context of drug use
represents a burgeoning avenue of research in drug abuse. This study investigates the effects of
neighborhood disadvantage and network factors on current heroin and cocaine use among a
predominantly African-American adult sample residing in Baltimore City.

Methods—This study employs a cross-sectional, multilevel design using data from two sources:
the SHIELD Study, a network-oriented HIV intervention in Baltimore City and the 1990 US
Decennial Census. The sample consisted of 1305 adults from 249 neighborhoods (census block
groups) across Baltimore City. Multilevel logistic regression analysis was performed to examine
personal network and neighborhood effects on current heroin and cocaine use.

Results—Neighborhood poverty was significantly associated with current heroin and cocaine use
(OR=1.51, CI: 1.06, 2.15). Social support (OR=0.80, CI: 0.69, 0.92) and having ties to employed
persons (OR=0.47, CI: 0.24, 0.92) were protective of current drug use, but did not buffer negative
effects of neighborhood poverty in the face of negative drug influences in the network (OR=8.62,
CI: 5.81, 12.79).

Conclusions—The contexts of neighborhoods and networks represent key determinants in
understanding the social epidemiology of drug abuse. Network attributes have strong influences on
drug use and neighborhood poverty may increase odds of use. Further research is warranted to
determine other aspects of neighborhood environments that may put individuals at risk for drug use
and abuse.

INTRODUCTION
Abuse of illicit substances, such as heroin and cocaine, continues to be a significant public
health issue. Drug-related complications and injuries contribute approximately $12 billion to
our national health care bill and represent a significant contributing factor to our nation's
mortality toll via injury, overdose, HIV/STIs, liver and cardiovascular diseases. 1,2 In addition
to severe health consequences, the social consequences of drug abuse are also significant and
may include productivity loss, increased crime and imprisonment, and mental and physical
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disability.1,2,3,4 Moreover, negative consequences are more probable and severe with use of
more highly addictive substances such as heroin and cocaine, as opposed to marijuana.5,6

Because drug use is a social behavior, determining its etiology necessitates examination of the
social context within which the behavior occurs. One’s partner status and employment status
provide key social contexts for drug use and abuse.7 For example, individuals with partners
and/or children are less likely to use drugs, unless their partner also uses. Because employed
persons have more structured time, have more contact with mainstream individuals, and derive
more meaning and purpose from life through work, they are at decreased risk of drug abuse
and dependence.8

Other social contexts important for drug abuse are families and peers. Research has shown that
drug use is initiated and supported in family and peer networks that have a history of drug
involvement.9 Embeddedness in active drug networks, therefore, creates a context that
reinforces and sustains drug use. Conversely, ceasing drug use is often facilitated by
disassociating from drug-using peers and receiving support from network members that have
more prosocial orientations or that are not drug-involved.10 The provision of social support is
an important function of networks because of its health-enhancing and stress-buffering effects.
For drug use and abuse, social support, when not enabling, has been shown to facilitate drug
use reduction and cessation.11,12 The level and type of prosocial support one receives depends
on the nature of his social ties.

Neighborhood environments represent a more distal social context that capture physical and
economic features of one’s environment, and structures network composition and relations.
Determining if and to what extent neighborhood socioeconomic characteristics, in particular,
affect health has dominated research literature primarily because of the well-established
literature demonstrating consistent and robust associations between socioeconomic status and
health at the individual level. The research on neighborhoods and health to date has shown
fairly consistent, but low to modest relationships between neighborhood socioeconomic
conditions and a range of disease outcomes and health behaviors, including drug use. For
example, research from the Fighting Back program (Robert Wood Johnson Foundation) has
revealed that neighborhood disadvantage is significantly associated with drug use and
dependence, but to a lesser degree than with visible drug markets in neighborhoods.13
Boardman and colleagues14 explored relationships among neighborhood disadvantage, stress,
psychosocial resources and adult drug use. The authors found only a marginal association
between neighborhood disadvantage and adult drug use over and above individual-level
stressors, social and psychological resources, and sociodemographics. Interacting
neighborhood disadvantage with personal income, the authors found a more pronounced
negative effect of neighborhood disadvantage on drug use for poorer respondents, suggesting
cumulative risk for doubly disadvantaged individuals.

These studies found modest effects of neighborhood disadvantage on drug use using household
samples. While household samples better represent the general population, they might exclude
more disadvantaged community residents who may not be stable members of any one
household because of their drug use and/or poverty status. This would underestimate the true
association between neighborhood disadvantage and drug use for this group, as evidenced by
the interaction effect Boardman and colleagues found. The current study assesses
neighborhood and network effects on heroin and cocaine use among a disadvantaged
population. Systematically examining network and neighborhood attributes together can help
to characterize the social context in which adult drug use occurs. Few other studies have
attempted to simultaneously examine neighborhood and network effects on drug use. A study
by Schroeder and colleagues15 examined neighborhood and network attributes as predictors
of continuing drug use. In multivariate analyses, the authors found significant effects of drug-
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related arrests on continued use, but no neighborhood SES effects. Of network attributes,
having drug-using members predicted continued use, while social support was not associated
with use. Though the study asked an important question, it was limited by its relatively small
sample size and did not account for multilevel design of the data.

Thus, the current study improves upon past studies in important ways. First, past studies have
been less comprehensive in their approach to measuring neighborhood disadvantage. This
study explores the significance of one dozen socioeconomic indicators for drug use. Second,
the sample draws from a more disadvantaged population for whom interventions might be more
critically warranted. Third, this study targets an adult population, for whom neighborhood
effects on drug use is less understood than for youth. Lastly, a multilevel analytic structure is
employed to simultaneously examine two important social contexts for drug use,
neighborhoods and personal networks.

METHODS
Data Sources

Data used were from two sources: the baseline survey of the SHIELD (Self-Help In Eliminating
Life-threatening Diseases) Study and the US Census. The SHIELD Study (Baltimore, MD) is
a network-oriented HIV prevention intervention targeting members of the drug-using
community for HIV risk reduction. Individual-level sociodemographics and network
characteristics were taken from the SHIELD Study. Block-group socioeconomic data from the
US Census were used to construct neighborhood-level measures. Data collection for the
SHIELD Study began in 1996, therefore, block-group data from the 1990 Census was used.
Data analysis began in 2002.

Participant Recruitment
Targeted outreach and word-of-mouth were used to recruit participants from high-risk
communities. Recruitment areas were identified through ethnographic observations, focus
groups, and by geocoding the locations of all drug-related arrests in Baltimore during the three-
year period prior to the beginning of the study. Potential participants were approached on the
street and provided a brief written description of the study and a toll-free phone number to call
if interested. Potential participants were briefly screened over the phone or on a walk-in basis.
Eligibility criteria were: (1) being at least 18 years old, (2) having regular contact with drug
users, (3) willingness to conduct peer outreach, and 4) willingness to bring in 1 to 2 network
members. Eligible participants were asked to come to the project office for a baseline interview.
The current investigation uses baseline data only; details about the study intervention are not
reported here. All participants provided informed consent before enrollment and were
financially compensated for their time. The study was approved by the Johns Hopkins
Committee on Human Research.

Measures
The SHIELD baseline survey data represent self-reported responses to questionnaire items on
individual and network characteristics and drug use behaviors. The outcome for this
investigation is any use (versus no use) of heroin, cocaine, or crack within the past year. Age,
gender, education, employment, and income were included as control variables. Additional
covariates included participant’s partner status (whether or not participant has a main sex
partner), participant’s score on a depression screening instrument, and self-reported HIV status.
Depressive symptoms were measured using the Centers for Epidemiologic Studies –
Depression (CES-D) scale. The CES-D is a validated 20-item, 4-point scale that was designed
as a screening instrument for depression in the general population, and has been used
successfully in studies with drug users.16,17 Scores are calculated by summing all items in
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the scale, after reverse-coding positive items. Cronbach’s alpha for the list of items was 0.90.
Scores ranged from 0 to 60 with higher scores indicating greater probability of depression. A
score of 16 or higher has been validated as a cut-off for probable depression.18 All individual
variables were dichotomous.

All SHIELD participants completed a network inventory where they were asked to nominate
individuals who were important to them in a number of ways. The network variables explored
in this investigation assess characteristics of participants’ total personal network (i.e. the total
number of people named from all name-generating questions). Questions asked about personal
characteristics of network members, network structure and relations, and social resources.

This investigation examined two network social resources: having ties to employed persons
and social support provision. Participants were asked which of their network members had
jobs. Being connected to persons who work was thought to reduce drug use by decreasing
motivation and opportunity to use, and via increased contact with prosocial individuals. This
variable was represented as the number of employed ties divided by total network size. The
social support measure was adapted from Barrera’s19 social support scale and included a series
of questions regarding types of support provided and the number of people providing such
support. Social support was assessed with seven survey questions asking the number of persons
the respondent has in his network who: (1) he could talk to about personal things; (2) he could
hang out with; (3) would offer health advice; (4) would give up time or energy to help you; (5)
would let him stay at their place; (6) would lend $25; and (7) he could trust with money. The
Cronbach’s alpha for the seven items was 0.85. The variables were summed and then divided
by the total network size.

In addition, a measure of drug influence on the respondent was examined. Drug influence
(embeddedness) was measured with three variables: number of people who provide support
for drug use, number of injectors in the network, number of daily users in the network. The
Cronbach’s alpha for the three items was 0.76. The three variables were summed and then
divided by the total network size.

Neighborhood-level data were constructed using variables from the 1990 US Census. Because
of the scant literature surrounding area-level factors that are significant for drug use for adults,
a total of 13 neighborhood-level variables were explored. Past studies have selected common
socioeconomic variables for inclusion, often without clear rationale as to why some were
included and others were excluded. The most common indicators seen across studies have
been: percent in poverty, percent receiving public assistance, percent unemployment, percent
with low educational level, percent female-headed households, median household income, and
neighborhood disadvantage (as a composite measure). Indicators were selected based on (1)
prior research examining effects of neighborhood socioeconomic indicators on health, (2)
additional variables that were thought to be theoretically associated with drug use, and (3)
significant bivariate relationships within the sample. So, in addition to the aforementioned
indicators, several others were also explored: percent of persons not in the labor force, percent
vacant housing, percent of blue collar and professional occupations, percent renters, and
percent disabled.

All variables were initially constructed as percentages. Then they were standardized and the
12 neighborhood-level socioeconomic indicators were summed to create a measure of
neighborhood disadvantage. Cronbach’s alpha for the standardized scale was 0.85. Because
some percentages were skewed, all 13 variables were dichotomized (high/low) at the median
for consistency in interpretation across indicators.
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Data preparation
Using ArcView 3.220, participant addresses were geocoded to a point location with 98%
success and the corresponding Census block-group was determined for each. A total of 416
(50%) of Baltimore’s 832 blockgroups were represented. Blockgroup-level socioeconomic
variables were linked with individual and network attribute survey data to create the final
working data set.

Observations with missing values for either survey or Census data were not included in final
analyses. Further, in order to estimate within- and between-variances, there must be at least 2
observations within a blockgroup.21 Blockgroups that did not meet this criterion were deleted.
Therefore, the final level I sample size was 1305, and the final level II sample size was 249.

Statistical Techniques
Bivariate associations were assessed using chi-square or ANOVA, as appropriate, between all
predictors (individual, network, and neighborhood) with the outcome, drug use (heroin,
cocaine, crack) in the past year. Drug types were not analyzed separately because of
considerable polydrug use within the sample. Variance inflation factors (VIFs) and correlations
were assessed for all of the neighborhood-level indicators with each other to assess for
multicollinearity. The mean VIF was 2.61 (range 1.3 – 4.6) and correlations ranged between
0.02 and 0.65. This step helped inform how the indicators should be entered into the model.
Variables entered into multiple regression models were based on significant bivariate
relationships and theoretical rationale. Prior to conducting multilevel analysis, fitting a random
effects null model is necessary to determine if clustering exists by neighborhood. Results
determined that drug use differed by neighborhood (χ2 = 306.08; p=0.007); therefore, we
proceeded under the assumption of neighborhood-level clustering and multilevel models were
fit to assess neighborhood effects. Network variables were not modeled as a separate level
because they were not necessarily nested within neighborhoods and they were conceived as
attributes of individuals. The Stata22 statistical software package was used for exploratory
analysis and HLM21 was used to construct and test hierarchical logistic regression models
using the Laplace-6 approximation of maximum likelihood for more accurate and efficient
estimates.

RESULTS
Sociodemographic Characteristics of Participants

Presented in Table 1 are descriptive statistics of participant demographic and network
characteristics by drug use. Seventy-five percent of participants reported using heroin, crack
and/or cocaine in the past year. All participants reported lifetime history of some drug use and
49% of the sample were drug injectors, all of which were current users (data not shown). The
mean age of the sample was 38, which is consistent with reports from the Office of National
Drug Control Policy regarding the average age of Baltimore City drug users.24,25 Current
drug users, however, were significantly more likely to be older than the mean age. Females
comprised 39% of the sample. Just over half of participants (53%) had achieved a high school
education, which was marginally associated with reporting current drug use. Approximately
80% and 70%, respectively, reported not working and having monthly incomes less than $500.
Most participants (60%) reported having a main (sexual) partner. Depressive symptoms scores
were at or above the threshold for clinical depression for 60% of the sample; and were
associated with current drug use. Eighteen percent self-reported being HIV positive.
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Network Characteristics of Participants
Network attributes of participants are listed at the bottom of Table 1. The average size of
participants’ networks was 9 (range: 2, 20). The values for negative drug influence ranged from
0 to 3, with 0 meaning no drug influence in the network and 3 indicating a fully saturated
network of drug influence (mean = 1.03). Other network composition attributes examined were
the percent of ties to employed individuals and social support. The average composition of
working individuals in any participant’s network was 42%; thus, for a mean network size of
9, approximately 3 or 4 network members would be employed. Social support was measured
with seven indicators. The range of possible values was 0 to 7, with 0 representing complete
lack of social support and 7 indicating that every member of the network would provide support
on all the items. The actual range of values seen in the data was from 0.1 to 7, suggesting a full
range of support. The mean level of support was 2.38, indicating rather low support on average.

Characteristics of Participants’ Neighborhoods
Table 2 displays descriptive statistics for the 249 neighborhoods represented. Descriptive
values of the 12 neighborhood socioeconomic indicators for the 249 study neighborhoods are
also compared with the mean values of all Baltimore City neighborhoods. Overall, participants’
neighborhoods appear to be fairly disadvantaged, but there exists a considerable range in the
degree of disadvantage.

Tests of proportions between participants’ neighborhoods and all city neighborhoods revealed
significant differences for 6 of the 12 indicators—education, female-headed households, public
assistance, renters, poverty, and median household income. These differences suggest that the
neighborhoods in the sample are significantly more disadvantaged on these 6 indicators. These
differences limit the ability to generalize findings to a random sample of Baltimore drug users.
This, however, is of limited concern as the general aim of the study is to describe the
neighborhood effects for a predominantly African-American sample of disadvantaged inner-
city drug users.

Multilevel Correlates of Drug Use
Table 3 depicts the results of several multilevel models fitted (i.e. all models were fit estimating
random intercepts). Model I lists the results from entering only individual characteristics.
Model II builds on Model I by adding the network variables of interest. For Model III,
individual characteristics with significant neighborhood-level variables were modeled,
excluding network attributes. Finally, in Model IV, all significant personal, network, and
neighborhood factors that are correlated with current heroin/cocaine use were listed.

Personal Correlates of Drug Use
The odds of reporting use of heroin and/or cocaine in the past year was higher for individuals
above the mean age (OR=1.49, p<0.01) and were not associated with gender. None of the
individual socioeconomic variables (employment, education, income) were related to current
drug use. Individuals reporting having a main (sexual) partner were more likely to report current
drug use (OR=1.40, p<0.05). Consistent with the literature, the odds of current drug use were
2.5 times higher for individuals who had depressive symptom scores higher than 16 (an
indication of depression) (OR=2.42, p<0.01). Individuals who self-reported being HIV-
positive were less likely than HIV-negative individuals to report current drug use (OR=0.670,
p<0.05).

Network Correlates of Drug Use
This study assessed the effects of three important network attributes: drug influence (a
combined measure of drug-using ties, support for drug use, and connection to daily users), ties
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to employed persons, and social support. Consistent with the literature, having an
overabundance of drug influences in one’s network was significantly related to reporting
current drug use. In fact, the odds of reporting current drug use for individuals with stronger
drug influences was 8.5 times higher than for individuals with less strong drug influences. The
network variable, proportion of employed ties, was determined to be rather strongly associated
with no current drug use (OR=0.45, p<0.05). Finally, a high level of social support was
significantly associated with reporting no drug use in the past year (OR=0.80, p<0.01). We
also fit models that included interactions between drug influence and the two prosocial network
attributes and found no evidence to support such an effect.

Neighborhood Socioeconomic Correlates of Drug Use
Multilevel models were fit entering each neighborhood socioeconomic indicator individually
into a model that adjusted for significant personal characteristics. Only one indicator,
neighborhood poverty, was statistically related to individual drug use while controlling for
significant personal characteristics (Table 3, Model III). The odds of reporting heroin, crack
and/or cocaine use in the past year was 52% higher for participants who lived in a neighborhood
where at least one-third of the residents were living in poverty. In Model IV, we fit the full
final multilevel model and find that the effect of neighborhood poverty on current drug use
remains after adjusting for significant individual and network characteristics.

Because drug influence could negatively counteract the potential benefits of strong social
support and having ties to employed individuals, we also fit a model with only the positive
network attributes to see if it mitigated the negative effects of neighborhood poverty. The
estimate of the effect of neighborhood poverty did not change significantly. Additionally,
fitting a model with drug influence as the only network variable yielded an almost identical
result to those presented in Table 3, Model IV with the positive network variables in the model.

DISCUSSION
The results of this study are consistent with the limited research showing negative effects of
neighborhood disadvantage on drug use. Neighborhood poverty and drug influences in the
network were found to be positively associated with current drug use, while network social
support and having ties to employed persons were protective of current drug use. Further, it
was found that the effect of neighborhood poverty is robust in the sense that its effects are not
attenuated when network attributes are taken into account. This study builds upon past research,
however, by examining this association among a predominantly African-American community
sample of adults recruited at the street-level. The significance of studying drug use among a
street-recruited sample is important because members of these samples represent a very
different population from household samples. Street-recruited drug users usually are more
marginalized, economically disadvantaged, and may have more serious drug-related problems.
Therefore, the effects of neighborhood environment may be different for this group; and
understanding whether and how the context impacts them has important implications for
intervention.26 Further, socioeconomic indicators that have not been examined in relation to
drug use, but that have plausible theoretical association were explored. In exploring these
additional indicators, such as percent of vacant housing and disability, no significant
associations were found.

For drug outcomes, evidence that neighborhood environment is critically important for use,
abuse, or cessation is still somewhat lacking. Given the level of poverty in the study sample,
those who ceased drug use may not have been able to move out of disadvantaged
neighborhoods. Further, because there are such high rates of drug use in Baltimore and there
is little residential choice for poor individuals, neighborhoods may not appear to be as strong
of a determinant and this may have diminished neighborhood effects. Saxe and colleagues13
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argued that the visible drug sales in disadvantaged neighborhoods is a bigger problem than
drug use and dependence, and this may also help explain lack of neighborhood effects. Clearly,
more research on what aspects of the neighborhood environment are important for adult drug
use is crucial, as they may not be the typical socioeconomic indicators. Neighborhood features
such as liquor stores may be important. Liquor stores have been examined in relation to alcohol
use, but not drug use. In Baltimore City, many drug markets are located near liquor stores,
which we know are more abundant in poor and minority neighborhoods.27 Policing patterns,
which vary by neighborhood, are also associated with drug markets.28 In addition to
identifying socioeconomic risks for use, research should also begin to examine the presence
of neighborhood institutions, such as churches and community-based organizations, and their
impact on drug use and abuse.

Consistent with health literature, network attributes are considerably important for drug
outcomes. Perhaps the most intriguing finding of the study is the effect of having ties to
employed persons on current drug use. Having ties to employed persons significantly reduced
the likelihood of reporting current drug use. As expected, individuals who were employed were
more likely to report having ties to employed persons. Though we were unable to tease apart
the directionality of the association, much research has also demonstrated the protective health
effects of employment.8 Further, anecdotal evidence tells us that most drug users want to work,
and once working, they might reduce their use and make other positive changes in their lives.
29 Given the study’s finding around employment, job training opportunities and the creation
of mid-skilled jobs in communities might help reduce drug use.

The other network variables, drug influence and social support, were significantly associated
with drug use in the expected directions. Of all multilevel variables, pro-drug influences were
related most strongly with drug use. While it may be argued that drug users seek ties with others
who use drugs and support their use, self-selection does not negate the reinforcing effects of
networks via psychosocial processes of norms and other cues to use. Social support, as an
independent main effect, significantly decreased the odds of current use; however, it was
deemed ineffective as both a buffering agent of a disadvantaged environment and of strong
drug network influences since it neither attenuated the effect of negative contexts on drug use
nor had significant interaction effects. Given this finding, interventions need to focus both on
strengthening social support and disassociating from drug-using ties, in addition to trying to
reintegrate marginalized users into mainstream society through employment or work programs.

There are several limitations in this study. First, the study uses cross-sectional data, therefore,
causal interpretations cannot be made regarding the associations; and the reporting of odds
ratios are not to be interpreted as estimates of relative risk. Qualitative data from the study
suggests that the probability of the drift hypothesis (that residents originally lived in more
affluent areas and drifted to poorer areas because of their drug use) explaining the relationship
between neighborhood poverty and current drug use is not likely. Second, the range of types
of neighborhoods from which participants were recruited was restricted to areas with high
levels of drug problems. Concomitantly, these also tend to be areas that are more economically
disadvantaged and have a higher composition of African-Americans.30 This limits the ability
to generalize to a larger, more economically and racially diverse population; however, doing
so was not the aim of this study. We were specifically interested in assessing neighborhood
effects on disadvantaged drug users—a group for which the effects of neighborhood
environment are unknown but that may represent a context posing significant risks for
increased drug use and other risk behaviors. Therefore, we believe the results represent and
can be generalized to similarly disadvantaged, African-American drug users living in urban
areas comparable to Baltimore City. Lastly, as with most studies, this study relies upon self-
reports of drug use. Research on the reliability of drug use self-reports suggest, however, that
self-reports are typically good measures of drug use.31,32
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Notwithstanding these limitations, we feel this research makes a much needed contribution to
understanding the social epidemiology of drug abuse by assessing two important contexts—
networks and neighborhoods—on the drug use of disadvantaged adults. Further, because this
study focuses on disadvantaged African-Americans, the results also contribute to
understanding racial and socioeconomic disparities in drug use and its consequences. While
this study adds to the current literature, much more research is warranted to understand the
aspects of social and physical environments that matter for drug outcomes before effective
policy and research interventions can be developed.
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Table 1.
Characteristics of sample (N=1305)

[[Participant characteristics|]] [[ |]] No heroin and/or cocaine
use (past year) n (%)

Heroin and/or cocaine
use (past year) n (%)

[[Totals|]] [[Totals|]] [[326 (25.0)|]] [[979 (75.0)|]]

[[Age|]] * [[ |]] [[ |]] [[ |]]
  Younger than mean age (38 yrs) (0) [[43.1|]] [[164 (29.1)|]] [[399 (70.9)|]]
  Mean age (38) or older (1) [[56.9|]] [[162 (21.8)|]] [[580 (78.2)|]]

[[Gender|]] [[ |]] [[ |]] [[ |]]
[[  Male (0)|]] [[60.9|]] [[193 (24.3)|]] [[602 (75.7)|]]
[[  Female (1)|]] [[39.1|]] [[133 (26.1)|]] [[377 (73.9)|]]

[[Education|]] [[ |]] [[ |]] [[ |]]
  Less than high school (1) [[47.4|]] [[140 (22.6)|]] [[478 (77.4)|]]
  High school/GED or higher (0) [[52.6|]] [[186 (27.1)|]] [[501 (72.9)|]]

[[Employment|]] [[ |]] [[ |]] [[ |]]
  Unemployed or not looking (1) [[79.1|]] [[250 (24.2)|]] [[782 (75.8)|]]
  Employed full or part-time (0) [[20.9|]] [[76 (27.8)|]] [[197 (72.2)|]]

[[Income|]] [[ |]] [[ |]] [[ |]]
  Less than $500/month (1) [[70.0|]] [[223 (24.4)|]] [[691 (75.6)|]]
  $500 or more per month (0) [[30.0|]] [[103 (26.3)|]] [[288 (73.7)|]]

Have main sexual partner [[ |]] [[ |]] [[ |]]
[[  Yes (1)|]] [[59.8|]] [[183 (23.4)|]] [[598 (76.6)|]]
[[  No (0)|]] [[40.2|]] [[143 (27.3)|]] [[381 (72.7)|]]

[[Depressive symptoms|]] * [[ |]] [[ |]] [[ |]]
  CES-D score < 16 (0) [[39.7|]] [[176 (34.0)|]] [[342 (66.0)|]]
  CES-D score ≥ 16 (1) [[60.3|]] [[150 (19.1)|]] [[637 (80.9)|]]

[[HIV status|]] * [[ |]] [[ |]] [[ |]]
[[  Negative (0)|]] [[82.5|]] [[257 (23.9)|]] [[820 (76.1)|]]
[[  Positive (1)|]] [[17.5|]] [[69 (30.3)|]] [[159 (69.7)|]]

[[NETWORK CHARACTERISTICS|]] [[ |]] [[ |]] [[ |]]
[[ |]] [[Mean (SD)|]] [[Mean (SD)|]] [[Mean (SD)|]]

[[Negative drug influence|]] * [[1.03 (0.52)|]] [[0.70 (0.39)|]] [[1.14 (0.50)|]]

Percent ties to full-time employed* [[0.42 (0.22)|]] [[0.48 (0.23)|]] [[0.40 (0.21)|]]

[[Social Support|]] * [[2.38 (1.12)|]] [[2.58 (1.18)|]] [[2.32 (1.09)|]]

*
p<0.05
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Table 2.
Characteristics of study neighborhoods compared with all Baltimore City neighborhoods

[[Variable|]] Study neighborhoods (n=249) Baltimore City (n=832)a

[[ |]] [[Median|]] b [[Mean (range)|]] [[Mean (range)|]]

% Less than high school/GED [[49.5|]] [[47.6| (0, 84.2)]] * [[40.4 (0, 100)|]]
[[% Unemployment|]] [[13.4|]] [[14.1 (0, 58.9)|]] [[10.0 (0, 100)|]]
% Not in labor force [[41.7|]] [[42.6 (2.5, 83.3)|]] [[39.4 (0, 100)|]]
[[% Vacant housing|]] [[10.6|]] [[12.4 (0, 57.0)|]] [[9.0 (0, 72.3)|]]
[[% Female-headed households|]] [[54.9|]] [[53.4| (0, 100)]] * [[38.9 (0, 100)|]]
% Receiving public assistance [[26.9|]] [[27.6| (0, 69.2)]] * [[18.0 (0, 100)|]]
% Blue collar workers [[19.1|]] [[19.1 (0, 51.1)|]] [[16.8 (0, 100)|]]
[[% Renters|]] [[68.7|]] [[66.3| (1.3, 100)]] * [[48.2 (0, 100)|]]
% Living in poverty [[32.3|]] [[33.0| (0, 85.4)]] * [[21.5 (0, 85.4)|]]
[[% Professional workers|]] [[13.6|]] [[16.8 (0, 66.7)|]] [[22.0 (0, 100)|]]
[[% Disabled|]] [[14.1|]] [[15.5 (0, 48.4)|]] [[12.1 (0, 48.4)|]]
[[Median Household Income|]] [[18854|]] [[18834| (4999, 47639)]] * [[25341 (0, 106939)|]]

a
Complete data not available for all indicators. n ranges from 814–832. Significance tests based off n=832.

b
Indicators were dichotomized at the median for analyses

*
indicates value significantly different from Baltimore City value; α = 0.05
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Table 3.
Final multilevel model of neighborhood, network, and individual correlates of adult drug use

[[Variable|]] [[Model I|]] [[Model II|]] [[Model III|]] [[Model IV|]]
[[ |]] [[OR (CI)|]] [[OR (CI)|]] [[OR (CI)|]] [[OR (CI)|]]

[[Personal characteristics|]] [[ |]] [[ |]] [[ |]] [[ |]]
[[  Age|]] [[1.49 (1.13, 1.96)|]] [[1.57 (1.18, 2.10)|]] [[1.51 (1.15, 1.99)|]] [[1.62 (1.21, 2.18)|]]
[[  Gender|]] [[0.75 (0.55, 1.02)|]] [[0.74 (0.53, 1.04)|]] [[0.75 (0.55, 1.02)|]] [[0.74 (0.53, 1.044)|]]
[[  Partner status|]] [[1.40 (1.02, 1.91)|]] [[1.48 (1.06, 2.07)|]] [[1.40 (1.03, 1.92)|]] [[1.49 (1.06, 2.09)|]]
[[  Depressive symptoms|]] [[2.42 (1.81, 3.23)|]] [[1.84 (1.37, 2.47)|]] [[2.39 (1.79, 3.20)|]] [[1.83 (1.36, 2.46)|]]
[[  HIV status|]] [[0.67 (0.45, 0.99)|]] [[0.68 (0.45, 1.01)|]] [[0.67 (0.45, 0.99)|]] [[0.67 (0.45, 1.01)|]]
[[Neighborhood
indicators|]]

[[ |]] [[ |]] [[ |]] [[ |]]

[[  Poverty|]] [[ |]] [[ |]] [[1.52 (1.09, 2.12)|]] [[1.51 (1.06, 2.15)|]]
[[Network attributes|]] [[ |]] [[ |]] [[ |]] [[ |]]
[[  Drug influence|]] [[ |]] [[8.50 (5.74, 12.60)|]] [[ |]] [[8.62 (5.81, 12.79)|]]
[[  Job tie|]] [[ |]] [[0.45 (0.23, 0.88)|]] [[ |]] [[0.47 (0.24, 0.92)|]]
[[  Social support|]] [[ |]] [[0.80 (0.70, 0.92)|]] [[ |]] [[0.80 (0.69, 0.92)|]]

CI, confidence interval; OR, odds ratio
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