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Abstract

Background: African American women have more symptoms of depressed mood than white women. Adverse
neighborhood conditions may contribute to these symptoms. Although reductions in depressive symptoms with
physical activity have been demonstrated in white adults, little research has examined the mental health benefits
of physical activity in African American women. Further, it is unknown whether physical activity can offset the
effects of living in disadvantaged neighborhoods on depressive symptoms. The purpose of this study was to
examine the relationships among neighborhood characteristics, adherence to a physical activity intervention,
and change over time in depressive symptoms in midlife African American women.
Methods: Two hundred seventy-eight women participated in a home-based, 24-week moderate-intensity
walking intervention. Either a minimal treatment (MT) or enhanced treatment (ET) version of the intervention
was randomly assigned to one of the two community health centers. Walking adherence was measured as the
percentage of prescribed walks completed. Objective and perceived measures of neighborhood deterioration and
crime were included.
Results: Adjusting for demographics, body mass index (BMI), and depressive symptoms at baseline, walking
adherence and objective neighborhood deterioration were associated with significantly lower depressive
symptoms, whereas perceived neighborhood deterioration was associated with significantly higher depressive
symptoms at 24 weeks.
Conclusions: Adherence to walking as well as aspects of the environment may influence depressive symptoms in
African American women. In addition to supporting active lifestyles, improving neighborhood conditions may
also promote mental health among African American women.

Introduction

Along with such associated symptoms as changes in
appetite, sleep, and feelings of worthlessness, depression

is characterized by a marked downturn in mood or loss of
pleasure that interferes with daily life and normal function-
ing.1 Many people, however, have experienced symptoms
that mimic or match one or more of these symptoms without
having enough of them to have a diagnosable health problem
of depression.2 Epidemiological data show that the preva-
lence of depressive symptoms is higher in African American
women than in white women.3 Known individual charac-

teristics that place women at risk for depressive symptoms are
low income, not working, being unmarried, and low educa-
tional attainment.3,4 Further, there is some evidence from
longitudinal studies to suggest that obesity is a stigmatizing
attribute that promotes negative stereotyping and produces
depressive symptoms.5

In recent years, attention has focused beyond individual
characteristics to the effects of neighborhood characteristics
(e.g., socioeconomic status [SES], built environment, social
environment) on depressive symptoms. Neighborhood con-
ditions may be particularly salient for African American
women because they are more likely than white women, for
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example, to live in disadvantaged neighborhoods or neigh-
borhoods with fewer economic or other resources and more
hazards.6–8 In addition to cardiovascular benefits and reduc-
tion in obesity,9,10 a growing body of evidence from obser-
vational and intervention studies suggests that leisure time
physical activity may decrease depressive symptoms.11 It is
not yet known, however, if physical activity can offset the
negative effects of living in disadvantaged neighborhoods on
depressive symptoms among African American women. The
purpose of this study was to examine relationships among
neighborhood characteristics, adherence to a physical activity
intervention, and change over time in depressive symptoms
in midlife African American women.

Neighborhood characteristics and depressive
symptoms

Two recent reviews of neighborhood characteristics and
depressive symptoms or major depression found that most
studies have focused on neighborhood SES, with the majority
finding associations in the expected direction.12,13 Fewer
studies have examined specific features of the social environ-
ment (e.g., social disorder, crime) and especially the physical
environment (e.g., vacant lots, abandoned buildings) that
may influence depressive symptoms, with most relying on
respondents’ perceptions (subjective appraisals or under-
standings) of their environment.12,13 For example, in a cross-
sectional study of African Americans and whites residing in a
racially integrated neighborhood, those who perceived more
neighborhood problems (e.g., crime, drug, and gang activity;
lack of access to healthcare, banking, grocery stores, and
transportation; poor street lighting) had higher levels of anx-
iety, stress, and depression.14 Likewise, in a sample of African
American women living in a low-income, predominantly Af-
rican American neighborhood in Detroit, perceived neigh-
borhood safety stress was directly and positively associated
with depressive symptoms.15 A longitudinal analysis of per-
sons residing in disadvantaged areas showed baseline per-
ceptions of neighborhood problems, such as vacant housing,
burglary, robbery, and vandalism, predicted higher rates of
depression at follow-up,16 although others have found no
association.17,18

Among the few studies using objective indicators (empiri-
cally observable measures derived from sources independent
of respondents’ perceptions or self-reports) of neighborhood
physical and social environments, crime and deterioration
have been among the most commonly studied neighborhood
characteristics, with complex results. For example, one recent
report found depressive=anxiety disorders were more likely
among individuals who both lived in a high crime area and
had violence exposure,19 whereas another suggested crime
may indirectly impact depressive symptoms through per-
ceptions of the neighborhood and personal experience with
neighborhood violence.20 There are some conflicting reports
related to objective neighborhood deterioration and depres-
sive symptoms. Whereas one study found no association in an
African American sample,17 another study in an African
American and white urban sample found fear of crime and
social capital mediated the association between residential
building deterioration and depressive symptoms.21 None-
theless, only a handful of the studies have included substan-
tively equivalent objective and perceived measures of

neighborhood characteristics, with even fewer comparing the
relative effects of perceived and objectively measured neigh-
borhood characteristics on depressive symptoms.

Physical activity and depressive symptoms

A recent review of physical activity and the likelihood of
depression11 included 9 observational studies with nonclinical
community samples22–30 and 16 interventions with healthy or
mildly depressed individuals living in the United States.31–45

All but 123 of the 9 observational studies showed an inverse
relationship between physical activity and depressive symp-
toms, and the positive effects of physical activity persisted
after adjusting for differences in individual characteristics,
including sociodemographics, selected health behaviors, self-
reported physical disorders, and comorbid mental disor-
ders.24,26,28,29 The only study with a large representative
sample of African American women found that women who
reported vigorous exercise in both high school and adulthood
had the lowest odds of depressive symptoms.30 Despite evi-
dence showing that perceived lack of neighborhood safety46–48

and unpleasant aesthetics49–53 (e.g., deterioration) are barriers
to physical activity, only 1 of the 9 observational studies in-
cluded these neighborhood problems. That study failed to
examine the interaction between neighborhood problems and
physical activity on depressive symptoms.29

Despite some inconsistencies in the intervention studies,
the preponderance of evidence verifies observational findings
by suggesting that physical activity can improve depressive
symptoms.11 Nonetheless, the intervention studies have sev-
eral limitations with respect to understanding relationships
between physical activity and improvement of depressive
symptoms in African American women. First, either they did
not specify race or their participants were predominantly
white. As noted by Wise et al.,30 physical activity may serve as
a buffer for African American women against stressful life
situations, such as those posed by disadvantaged neighbor-
hoods. Second, only King et al.40 examined whether there
were factors common to tested interventions that might be
more sensitive predictors of psychological outcomes than in-
tervention assignment; they found that regardless of inter-
vention type, exercise participation level or adherence was
associated with fewer depressive symptoms. Last, none of the
intervention studies examined the joint influence of neigh-
borhood characteristics and physical activity on depressive
symptoms.

Study hypotheses

We developed a 24-week, home-based, moderate-intensity
walking intervention for midlife African American women
residing throughout metropolitan Chicago. We compared an
enhanced treatment (ET) that included behavioral strategies
culturally targeted and tailored to African American women
with a minimal treatment (MT) for effects on depressive
symptoms. The limitations of prior studies of physical activity
interventions and depressive symptoms were addressed by
including a socioeconomically diverse sample of African
American women and both objective and perceived measures
of neighborhood characteristics (deterioration and crime) as
predictors of depressive symptoms. In addition, rather than
relying solely on treatment group, we examined the influence
of adherence to physical activity on depressive symptoms.
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First, we hypothesized that at the end of 24 weeks, ET women
compared with MT women would have greater improvement
in their depressive symptoms. We also hypothesized that
controlling for individual characteristics, walking adherence
at 24 weeks would be associated with lower depressive
symptoms, whereas neighborhood deterioration and crime
would be associated with higher depressive symptoms. Our
third hypothesis was that walking adherence would moder-
ate the effects of neighborhood deterioration and crime on
depressive symptoms at 24 weeks.

Materials and Methods

Design and setting

The Woman’s Walking Program was a clinical trial that had
a 24-week adoption phase.54 Using a quasi-experimental de-
sign, either the ET or MT was randomly assigned to one of two
federally qualified Chicago community health centers serving
communities with >25% of the population living below
poverty level, >65% African American residents, and among
the top 20% of 77 Chicago community areas with high heart
disease mortality rates.55 Random assignment of treatments
to noncontiguous communities avoided the problem of
women having acquaintances assigned to the opposite con-
dition choosing to walk together and causing treatment con-
tamination. To make the study logistically feasible, women
were staggered into the study over 3½ years (2001–2005);
thus, it was not possible to randomly assign the intervention
to the community health center site after all the subjects were
recruited.

Subjects

Recruitment efforts were concentrated within a 3-mile ra-
dius of the health centers and included distribution of print
materials, presentations at community sites, and newspaper
announcements.56 Participants were also recruited through
social networking. All recruitment materials had eligibility
criteria and site-specific information, including telephone
numbers and contact information. Women were recruited to
one of two community health centers (ET or MT), and, thus,
were not aware of the alternate treatment. To be eligible the
women had to have no signs or symptoms of cardiovascular
disease (CVD), have no participation in regular moderate or
vigorous exercise (i.e., 30 minutes two or more times a week in
the preceding 6 months), and be without any disabilities
preventing activity. After initial screening over the telephone,
women were scheduled for further screening at their respec-
tive community health center. Data collection included a
health history and physical assessment, lipoprotein level, and
height and weight with a nurse practitioner and a maximal
aerobic fitness test with an exercise physiologist.

Of the 628 women screened, 281 women met the eligibility
criteria and enrolled in the study56; 156 women were recruited
at the ET site and 125 women at the MT site. For the purpose of
the analysis presented here, 3 women whose neighborhoods
extended into an adjacent state (Indiana) were excluded, for a
total sample of 278 women.

Protocol and intervention

Following final eligibility screening at the community
health center, women completed study questionnaires (in-

cluding depressive symptoms) and were oriented to their
treatment. Behavioral strategies based on Social Cognitive
Theory (problem solving, role modeling, supportive feed-
back) and the Transtheoretical Model were applied system-
atically.57

Women in both treatment groups received a tailored
walking prescription from the program’s exercise physi-
ologist to walk a minimum of three times a week within their
target heart rate range determined by a baseline maximal
aerobic test. Women were to walk two times per week for the
first 4 weeks and to gradually progress to walk three or more
times per week for 20–30 minutes within their moderate-
intensity target heart rate. The frequency of walking was set at
a minimum of 3 days a week based on the finding of King
et al.58 that adherence in a home-based walking program
dropped as a result of the increasing difficulty in maintaining
the recommended minimum of five times a week. Healthy
People 2010 indicates that if frequency falls below 3 days a
week, however, people are less likely to adhere to a regular
pattern of exercise.59 Thus, the overall expectation was
68 walks over 24 weeks.58 The women’s walks were recorded
on heart rate monitors and exercise logs.

The ET also had four weekly 1-hour motivational work-
shops designed to be culturally sensitive to African Ameri-
can women based on focus groups held with community
women.46 Each workshop began with a 10-minute video fea-
turing African American role models discussing the featured
topic and were led by a staff member of the same ethnicity who
was familiar with the community. Workshops were followed
by tailored supportive staff telephone calls weekly for 3 weeks
(weeks 5–7) and every other week for 14 weeks (weeks 10–22)
during a 24-week adoption phase. Women were encouraged
to add purposeful walking for leisure to their daily activity but
were also encouraged, because of the known benefits of life-
style physical activity on cardiovascular health9 and psycho-
logical health,60 to seek additional utilitarian walking. Women
returned to the community health center between weeks 8 and
9 to have their heart rate monitor data downloaded and at
the end of adoption (24 weeks) to download heart rate moni-
tor data and to complete study questionnaires (including de-
pressive symptoms).

Measures

Depressive symptoms. The 20-item Center for Epide-
miological Studies-Depression (CES-D) scale was used to as-
sess symptoms associated with depressed mood in the
preceding week. Participants responded on a scale from 1
(rarely or none of the time) to 4 (most or all of the time), and
responses were summed for a total score.61 A Cronbach’s
alpha of 0.88 in a large probability sample of African Ameri-
cans has been demonstrated62; the Cronbach’s alpha for this
sample was 0.71.

Walking adherence. Adherence to walking frequency
was calculated as the percentage of the prescribed minimum
of 68 walks completed during the adoption phase of the in-
tervention. Adherence was measured with heart rate moni-
tors, a walking logbook, and an automated telephone
response system.54 Briefly, women wore a Polar Accurex Plus
Heart Rate Monitor (HRM) (Warminster, PA) during each
walking session. The monitor was programmed with the
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woman’s target heart rate range based on her baseline maxi-
mal aerobic fitness test. The wrist monitor can store individual
data files for 67 hours of information. Women were encour-
aged to carry a small walking logbook with them and record
the day, time, and duration of each walk. Women were to
report their walking every week from their logs through an
automated telephone response system that provided prompts
for data entry. Staff tracked calls and made reminder tele-
phone calls to women when no reports were registered for
3 weeks. The data from these three sources were compared,
and duplicate data were eliminated. If no data were recorded
in any of the three measures for a particular week, the par-
ticipant was assumed to not have walked.

Neighborhood characteristics. Using both objective and
perceived measures, we assessed two neighborhood envi-
ronmental characteristics: deterioration and crime. Home
addresses for all participants were available and geocoded to
StreetMap USA using ArcGIS 9.1 (ESRI, Redlands, CA). Based
on the assumption of a 30-minute walk at a moderate pace
(4 mph), women’s neighborhoods were defined as, and en-
vironmental characteristics measured within, 1-mile radial
buffers around their homes. Other neighborhood studies have
also used 1-mile radii.63 However, we also tested the sensi-
tivity of our findings to objective environmental measures
derived based on ¼-mile radial buffers, considered an ap-
propriate distance for utilitarian walking (e.g., walking to
store), around their homes.64

Neighborhood deterioration. Objective neighborhood dete-
rioration was measured as the mean of two standardized
scores (Z-scores) for the percent vacant housing units and
percent net land area with abandoned buildings or rubble lots
in the neighborhood (a¼ 0.79). Drawn from the Census 2000
Summary File 1 (SF1), percent of housing units that were
vacant was based on census blocks intersecting the partici-
pant’s neighborhood. The percent net (minus water) land area
in the neighborhood that was abandoned buildings or rubble
lots was derived from the 2001 Land Use Inventory for Me-
tropolitan Chicago (category 4220).65 Higher scores indicate
greater neighborhood deterioration. Perceived deterioration
was measured with a single item from the Neighborhood
Problems Scale,66 which allows participants to rate their
neighborhood. Participants rated how much of a problem
abandoned houses or buildings were in their neighborhood
on a 3-point scale: not a problem (0), somewhat of a problem
(1), and big problem (2).66 Because of the skewed distribution,
the measure was dichotomized to not a problem (0) and
somewhat or a big problem (1).

Neighborhood crime. Objective neighborhood crime was
measured as the annual number of police-reported inci-
dents of violent person-to-person crimes (homicide, robbery,
aggravated assault, criminal sexual assault) in the neighbor-
hood. As described elsewhere,67 exact counts of neighbor-
hood crime incidents were aggregated from police files for
women living in neighborhoods entirely inside Chicago.
However, outside Chicago, the smallest spatial scale at which
violent crime incidents were available was by municipality
from the Annual Illinois Uniform Crime Report Database
(2002–2005).68 Thus, for neighborhoods completely outside
Chicago, number of violent crime incidents was estimated

based on crime densities (number of crimes per unit land
area), according to the proportion of the neighborhood in each
municipality. For neighborhoods that were partially inside
and partially outside Chicago, exact crime counts for the
Chicago portion were combined with weighted crime densi-
ties for the suburban portions. Crime data were applied to
correspond to the majority year in which the woman partici-
pated in the intervention.

Perceived neighborhood crime was measured with seven
items from the Neighborhood Problems Scale,66 which in-
cluded problems with stealing, destroying property, guns and
violence, disrespect for laws=rules=authority, rape or sexual
assaults, getting attacked or robbed on the street, and illegal
gambling. Participants rated the degree to which each item
was a problem in their neighborhoods on a 3-point scale: not a
problem (0), somewhat of a problem (1), and big problem (2).
The seven items were summed for a score range from 0 to 14,
where a higher score indicated greater perceived neighbor-
hood crime. There was strong internal consistency (a¼ 0.90).

Covariates=individual characteristics

Demographic variables of age, marital status, education,
and income as well as body mass index (BMI) were included
as covariates in multivariate analyses. Age was measured in
years. Marital status was designated as married or not mar-
ried (reference category). Educational status was high school,
GED, or less; some college or vocational school; and college or
above (reference category). Annual household income was
measured using 11 categories each with $10,000 increment
from <$10,000 to �$100,000. BMI was calculated by dividing
weight (converted to kilograms) by height (converted to me-
ters) squared (kg=m2).69

Statistical analysis

Multiple attempts were made to schedule and reschedule
missed assessments at 24 weeks.54 Overall, 69% of the ET
group and 53% of the MT group participated in completing
questionnaires at 24 weeks (total n¼ 107, 62%). The most
common reason for nonparticipation in the 24-week ques-
tionnaire assessments was health problems (34%) followed by
work demands (22%). Nine women dropped out of the study,
2 women moved out of state, and 4 women were lost to contact
during the 24 weeks of adoption. When comparing those with
missing questionnaires with those who completed question-
naires at 24 weeks, there were no differences on individual
characteristics (age, marital status, education, income, BMI,
baseline depressive symptoms) or neighborhood characteris-
tics (deterioration, crime). Further, 26 women did not return
walking adherence data during the 24 weeks (3% ET vs. 18%
MT, p> 0.01). Women with adherence data did not differ from
those without adherence data on individual characteristics
or neighborhood characteristics. To be conservative, women
without reported adherence data were treated as not walking.

Rubin70 has demonstrated that imputing missing values
will almost always produce more valid results than dropping
the missing observations. In this study, substantial informa-
tion on individual characteristics was available to help predict
what missing values might be for depressive symptoms. One
method of using this information efficiently is to use Rubin’s
propensity score method.70 The propensity method combines
the most informative predictors for depressive symptoms in
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the database and then uses this index to guide the imputation
of missing scores. We employed the multiple imputation
procedure using PROC MI (SAS Inc., Cary, NC) with the
propensity score method to impute the missing values for
depressive symptoms.71,72 This data imputation was con-
ducted prior to the main analysis. Because of the 38% missing
data for 24-week depressive symptoms scores, a sensitivity
analysis was done to determine the overall impact of missing
data on study results. Study results were unchanged across
levels of 10% to 40% missing data.

Data were summarized using descriptive statistics (e.g.,
means and standard deviations [SDs] for continuous vari-
ables; frequencies and percentages for categorical variables).
Site differences were estimated using intraclass correlations
for baseline depressive symptoms, age, income, and neigh-
borhood characteristics (perceived and objective neighbor-
hood deterioration and crime). The mean intraclass
correlation was <0, indicating no significant site effects. As a
consequence, data were analyzed without including a nesting
term in the regression models. Ordinary least squares re-
gression was the primary multivariate analytic strategy. Hy-
pothesis 1 was addressed first by assessing for change in
depressive symptoms between baseline and 24 weeks for the
ET and MT groups using paired samples t tests and then by
regressing depressive symptoms at 24 weeks on group=
treatment assignment controlling for neighborhood charac-
teristics, baseline depressive symptoms, and individual cov-
ariates (demographics, BMI).

To address hypothesis 2, 24-week depressive symptoms
were regressed on walking adherence and neighborhood
characteristics (perceived and objective neighborhood dete-
rioration and crime) as well as baseline depressive symptoms
and individual covariates. Interaction terms were added to
test whether walking adherence moderated the effect of the
neighborhood characteristics on depressive symptoms (hy-
pothesis 3). Statistical significance was established at an alpha
level of 0.05. All statistical analyses were performed using
SAS 9.1 statistical software. Regression assumptions, includ-
ing those for multicollinearity, were assessed and met.

Results

Participants

Of the study participants, 66.5% resided within the Chicago
city limits. On average, the women were 48.5 years of age (SD
6.0), 41% were married, and 39% had a college education or
above (Table 1). Mean annual household income was between
$40,000 and $49,999 with 39.2% of the women having an an-
nual household income of <$40,000. Overall, 45% of the
women described their incomes as low and 52% as medium.
The percent of land in the women’s neighborhoods that was
abandoned buildings or rubble lots ranged from 0 to 28.4%
(M¼ 3.1%). The percent of homes that were vacant ranged
from 0 to 24.9% (M¼ 7.8%). The mean baseline BMI for the
entire sample was in the class 1 obesity category (30.0–34.4).73

The mean depressive symptom score at baseline was 11.3.
Twenty-six percent of the women perceived abandoned
houses or buildings to be either somewhat or a big problem in
their neighborhood. The annual number of violent crime in-
cidents in their neighborhoods ranged from 4 to >2000
(M¼ 703). This included from 0–37 homicides. The mean
score on perceived neighborhood crimes was relatively low at

3.2, with a possible low of 0 and high of 14. There were no
significant differences between the treatment groups (ET and
MT) on any of the baseline individual or neighborhood
characteristics. Thus, baseline equivalence was established.
Across both treatment groups, the participants completed
38% of the prescribed walks, but adherence was higher in the
ET group (45%) than in the MT group (29%).

Study hypotheses

Paired samples t tests revealed a significant reduction in
depressive symptoms from baseline to 24 weeks for the ET
group, but not for the MT group (Fig. 1). When controlling in
regression analysis for baseline depressive symptoms, how-
ever, individual characteristics, including baseline depressive
symptoms, age, marital status, education, income and BMI
group, and neighborhood characteristics, treatment was no
longer significant.

Table 2 shows regression of 24-week depressive symptoms
on adherence to walking, baseline depressive symptoms,
individual characteristics, and neighborhood characteris-
tics. As expected, baseline depressive symptoms were posi-
tively associated with depressive symptoms at 24 weeks. No

Table 1. Descriptive Statistics for Individual

Characteristics, Neighborhood Characteristics,

Baseline Depressive Symptoms, and Adherence

to Walking

Sample characteristics
Total sample

(n¼ 278)

Individual characteristics
Age, mean (SD) 48.5 (6.0)

Marital status, %
Married 41
Not married 59

Education, %
High school=GED or less 17
Some college=vocational 44
College or above 39

Annual household income, mean (SD)a 4.6 (2.7)
BMI, kg=m2, mean (SD) 34.4 (7.2)
Baseline depressive symptoms

CES-D, mean (SD) 11.3 (7.9)
CES-D >16, % 25

Neighborhood characteristics
Neighborhood deterioration

Objective deteriorationb

Percent abandoned buildings
or rubble lots,b mean (SD)

3.1 (3.7)

Percent vacant housing,b mean (SD) 7.8 (4.5)
Perceived deterioration, %

Somewhat or a big problem 26
Not a problem 74

Neighborhood crime
Objective, total annual violent

crime, mean (SD)b
703 (559)

Perceived crime,c mean (SD) 3.2 (3.4)
Walking adherence, mean (SD) 38.0 (35.0)

aAnnual household income was measured on an 11-point scale in
$10,000 increments, ranging from <$10,000 (0) to >$100,000 (10).

bBased on 1-mile radial buffers.
cScore ranged from 0 to 14, with higher score indicating more

perceived crime.
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relationship was found between depressive symptoms and
marital status or years of education. However, higher annual
household income was predictive of lower depressive
symptoms at 24 weeks. Consistent with our hypothesis, per-
ceived neighborhood deterioration was positively associated
with depressive symptoms, but, unexpectedly, objective
neighborhood deterioration was negatively associated with
depressive symptoms at 24 weeks. That is, women who per-
ceived more neighborhood deterioration at baseline had
higher depressive symptoms at 24 weeks, whereas higher
objectively measured neighborhood deterioration was asso-
ciated with lower depressive symptoms. Neither objective nor
perceived neighborhood crime was associated with depres-
sive symptoms. Consistent with our hypothesis, walking
adherence had a significant negative association with de-
pressive symptoms, indicating higher walking adherence was
predictive of lower depressive symptoms at 24 weeks. The
model accounted for 42% of the variance in depressive
symptoms at 24 weeks (adjusted R2¼ 40%). In a separate re-
gression model testing interaction effects between the neigh-
borhood environment characteristics and adherence to
walking, none of the interaction terms were significant (data
not shown), thus providing no evidence that walking adher-
ence moderated the effect of the neighborhood characteristics
on depressive symptoms. Regression results were consistent
in models that tested deterioration and crime separately and
that included objective neighborhood environmental mea-
sures (deterioration, crime) for ¼-mile radial buffers.

Secondary analyses

To further explore the unexpected negative association be-
tween objective neighborhood deterioration and depressive

symptoms at 24 weeks, we conducted a stratified analysis by
income level (Fig. 2). Using a mean split for income, we found
a significant negative relationship between objective neigh-
borhood deterioration and depressive symptoms in the
low-income group (<$40,000). In the high-income group
(>$40,000), however, there was no relationship between ob-
jective neighborhood deterioration and depressive symptoms.

Discussion

We believe we are among the first to examine the influence
of adherence to physical activity and neighborhood charac-
teristics on depressive symptoms within the context of a be-
havioral physical activity intervention. Further, it is among
the first studies to look at a behavioral physical activity in-
tervention and its impact on depressive symptoms in African
American women. As expected, walking adherence was as-
sociated with lower levels of depressive symptoms at
24 weeks. We found that group assignment was significant in
the bivariate analyses, with a significant decrease in depres-
sive symptoms from baseline to 24 weeks for women in the ET
group but not for women in the MT group. However, in re-
gression analyses, group assignment was not associated with
lower depressive symptoms at 24 weeks. Thus, like the find-
ings of King et al.,40 our results suggest that staff support may
not be the critical factor in the relationship between physical
activity participation or adherence and positive psychological
outcomes. Further, our study lends additional support to the
only identified extant longitudinal observational study of
African American women that found prior physical activity
was associated with reduced odds of depressive symptoms.30

Controlling for the effects of baseline depressive symp-
toms, our results suggest that higher adherence to a walking
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FIG. 1. Depressive symptoms by treatment group over time.
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intervention had independent effects on depressive symp-
toms. Adherence to walking, however, did not appear to
buffer the deleterious effects of perceived neighborhood de-
terioration, as demonstrated by the lack of interaction be-
tween adherence and neighborhood characteristics. The
stresses of living in neighborhoods perceived to be deterio-
rated may be so encompassing that physical activity does not
distract the overall impact. Unexpectedly, objective neigh-
borhood deterioration had a significant negative effect on
depressive symptoms at 24 weeks: as objective neighborhood
deterioration increased, there was a decrease in depressive
symptoms. When we examined these results by income level,
the negative association was found only in the lower-income
women. This suggests that when compared with women with
lower incomes living in more deteriorated neighborhoods
(who seemed to be protected against depressive symptoms),
those with comparable incomes living in less deteriorated
neighborhoods seemed to be vulnerable. It is possible that
lower-income women living in less deteriorated neighbor-
hoods experience more stress in meeting daily needs, feel more
isolated, or experience discrimination or relative deprivation.
Another potential explanation is related to widespread hous-
ing relocations. Prior to and during the course of the study,
sweeping changes in low-income housing availability were
taking place in the neighborhoods where participants lived.
Throughout Chicago’s near west side, where one of the study
sites was located, whole neighborhoods were transitioning to
middle-income and high-income row housing, forcing out
some lower-income residents. Elsewhere in the city, large
high-rise housing projects were being demolished to make
way for mixed low-income and middle-income low-rise
housing. This neighborhood change also caused the relocation

of large numbers of lower-income families, often to outlying
suburban areas. In both cases, long-standing neighborhoods
were irrevocably changed. To the extent that these housing
changes affected our study participants, the low-income
women who were forced to relocate may have experienced
isolation and been exposed to discrimination, which has been
associated with depressive symptoms in African American
women.74 This finding warrants additional research.

Interestingly, the relationships between perceived and ob-
jective crime and depressive symptoms were nonsignificant.
Unlike neighborhood deterioration, which is imminently
present, problems with crime are dependent on occurrence. In
follow-up focus groups, women indicated they were aware of
high crime areas and times of the day and sought to avoid
them. Although we did not examine experiences with crime,
a possible explanation is that it is crime victimization or
exposure to violence rather than crime per se that impacts de-
pressive symptoms. In fact, a recent study found depressive=
anxiety disorders were more likely among individuals who
both lived in a high crime area and had witnessed violence in
the past 12 months.19

Prior studies have predominantly used census adminis-
trative units (e.g., census tracts) to define neighborhood for
objective measures.13 A strength of this study was the use of
two different-sized radial buffers (1 mile and ¼ mile) around
their homes to define participants’ neighborhoods. Not only
did this provide a more precise description of the area im-
mediately surrounding the participants’ homes, but it also
allowed us to test the sensitivity of our results to alternative
neighborhood definitions. Nonetheless, findings here suggest
that crime within ¼ mile and 1 mile had similar effects on
depressive symptoms.
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FIG. 2. Relationship between depressive symptoms and objective neighborhood deterioration stratified by income group.
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Limitations

Despite the strengths of this study, there are limitations to
the neighborhood measures that we identified earlier.67 They
include the following: neighborhoods were not sampled to
assure maximum variation in neighborhood characteristics,
temporal inconsistency in the years for which data were
available for the objective deterioration measure and the study
period, and comparable data were lacking for objective crime
for women residing in the urban vs. the suburban areas. With
respect to the latter, the crime results were consistent when the
sample was restricted to Chicago residents only.

Further, treatments were randomly assigned to sites rather
than the accepted random assignment of women to condi-
tions. In community-based research, we are sensitive to
women who want to participate with their friends=family. We
successfully established that the treatment groups were
equivalent on key individual and neighborhood characteris-
tics. With respect to the intervention, although we found that
it was adherence to walking that had an influence on de-
pressive symptoms, both the ET and MT included physical
activity; thus, it is not possible to determine with certainty
whether the reduction in depressive symptoms was due to
physical activity alone or the social support provided in the
ET. Further, we conservatively assumed women were not
walking if no data were reported in any particular week.
Some women who walked indicated that they did not record
their walks or wear their HRM. As noted earlier, there is no
reason to assume they differed by treatment group in this
dynamic.54 Lastly, the percentage of women who participated
in the 24-week measures (62%), although modest, was com-
parable to that reported in an earlier community-based
studies (56%, 61.8%) with African American women of similar
socioeconomic status.75,76

Conclusions

Despite limitations, although adherence to walking did not
offset the adverse effect of perceptions of living in more de-
teriorated neighborhoods on depressive symptoms, our re-
sults suggest that physical activity interventions may have
positive mental health benefits for midlife African American
women. Special attention may need to be given to women
with less financial means who reside in less deprived neigh-
borhoods. Although these women may benefit from physical
activity, future studies should address the mediating factors,
such as social isolation and increased stress, that may place
them at risk for depressive symptoms.
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