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Recent evidence suggests that the foreclosure
crisis, emerging in full force in 2007, has had
devastating effects on the housing market and
on the condition of housing units in neighbor-
hoods with high rates of foreclosure. Economic
models point to significant neighborhood ex-
ternalities associated with increases in fore-
closure rates,1,2 and extant research suggests
that the impact of an economic downturn may
first be felt through depression.3

Depression, in turn, has important implica-
tions for physical health, quality of life, and the
cost of medical care.4 Research on the associ-
ation between neighborhood social context and
depression suggests that the surrounding
neighborhood environment may have inde-
pendent effects on depression, over and above
individual influences.5

Research on foreclosure and health is lim-
ited, but ecological analyses suggest an associ-
ation between a spike in foreclosures and use of
health services, such as unscheduled hospital
visits.6 To our knowledge, no research has
examined the role of the economic downturn,
or the “Great Recession,” in the onset of de-
pression with a focus on the residential context
in which individuals observe economic de-
cline.6 We therefore explored the onset of
depression over the interval of the economic
downturn with a unique data source, the
National Social Life, Health, and Aging Project
(NSHAP), and with attention to one visible sign
of economic decline—household foreclosures.

Fortuitously, NSHAP wave 1 (W1) was
collected in 2005 and 2006 and wave 2 (W2)
in 2010 and 2011, thus bounding the eco-
nomic downturn and foreclosure crisis. We
linked these data with national foreclosure data
to examine the effect of neighborhood fore-
closure rates on the onset of depressive symp-
toms. NSHAP is a study of older adults (‡ 57
years), a group for whom the experience of
foreclosure in the residential environment may
be particularly relevant.7 More than 1.5 million
older adults lost their homes between 2007

and 2011; by 2011, the foreclosure rate for
this age group was more than 8 times what it
had been at the inception of the crisis. The
Federal Reserve reports that nearly one half of
households whose head is aged 65 to 74 years
have no retirement account savings,8 making
the value of one’s home, and the fear of its loss,
of even greater concern. Although the absolute
risk of foreclosure may still be relatively low for
older adults, the experience of an increase in
that risk in the immediate neighborhood envi-
ronment may nevertheless have consequences.
Furthermore, the effects of foreclosure at the
neighborhood level may be borne most heavily
by older residents. Retirement and mobility
limitations may diminish the radius of routine
activity; the immediate neighborhood envi-
ronment may then become more important
because the greater share of one’s day is spent
in neighborhood space.9

Drawing on physical and social disorder
approaches in urban sociology and research
on neighborhoods and mental health in social
epidemiology,10---14 we hypothesized that

increased foreclosure rates in the immediate
environment and the corresponding decline
in the condition of housing may affect onset of
depression and reports of depressive symp-
toms. A key component of our model was that
foreclosure and deteriorated housing, the in-
creased presence of vacant or abandoned
buildings, and the associated potential for
increased criminal activity15 may have signif-
icant consequences for mental health. Physi-
cal disorder (e.g., boarded-up buildings,
infrastructure deterioration) may combine
with indicators of social decline (e.g., crime,
loitering), leading to a depressed mood, fear,
and social withdrawal.16,17 Mental health
states such as these may discourage contact
among residents18,19 and lead to lower levels
of street activity,20 further disconnecting
older adults from potentially important sour-
ces of local social support and interaction.
Thus the erosion of neighborhood life that
accompanies high rates of foreclosure may
have a significant impact on the mental health
of its residents.

Objectives. We examined neighborhood-level foreclosure rates and their

association with onset of depressive symptoms in older adults.

Methods. We linked data from the National Social Life, Health, and Aging

Project (2005–2006 and 2010–2011 waves), a longitudinal, nationally represen-

tative survey, to data on zip code–level foreclosure rates, and predicted the onset

of depressive symptoms using logit-linked regression.

Results. Multiple stages of the foreclosure process predicted the onset of

depressive symptoms, with adjustment for demographic characteristics and

changes in household assets, neighborhood poverty, and visible neighborhood

disorder. A large increase in the number of notices of default (odds ratio [OR] =

1.75; 95% confidence interval [CI] = 1.14, 2.67) and properties returning to

ownership by the bank (OR = 1.62; 95% CI = 1.06, 2.47) were associated with

depressive symptoms. A large increase in properties going to auction was

suggestive of such an association (OR = 1.45; 95% CI = 0.96, 2.19). Age, fewer

years of education, and functional limitations also were predictive.

Conclusions. Increases in neighborhood-level foreclosure represent an important

risk factor for depression in older adults. These results accord with previous studies

suggesting that the effects of economic crises are typically first experienced through

deficits in emotionalwell-being. (AmJPublic Health. 2014;104:498–505. doi:10.2105/

AJPH.2013.301566)
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METHODS

These data came from 2 waves of the
NSHAP survey, a nationally representative
longitudinal probability sample of older
adults.21 The sample design involved selection
with probability proportional to size and over-
sampling of African Americans, Hispanics, and
the oldest old (‡ 85 years), with a minimum age
for inclusion of 57 years. The final weighted
response rate was 75.5%, and the W1 sample
size was 3005.22 Of the original 3005 partic-
ipants, 2261 returned to be reinterviewed in
2010 (W2); 430 were deceased, 139 were in
too poor health for inclusion, 4 were residing
in a nursing home, and 171 could not be
located. We restricted our sample to those
2261 persons who survived or were able to
participate in W2 (75.2%).

We geocoded NSHAP respondents’ home
addresses and linked them to tract data from
the 2000 and 2010 censuses, the 2009
American Community Survey (ACS),23 and zip
code---level data purchased from RealtyTrac,
the authoritative source of data on foreclo-
sure.24 From the census and ACS we obtained
the number of housing units and the propor-
tion of people living in the respondent’s tract
who were below the poverty line, respectively.
Note that the lag between the 2000 census and
W1 is longer than that between the 2010
census and W2. Also note that the 2009 ACS
aggregates across the 2005---2009 interval to
determine estimates of those living in poverty.
RealtyTrac data provided the number of
housing units in a zip code that experienced
foreclosure during the 2 field periods, as well as
information on state-by-state differences in
foreclosure processes. We focused on 3 stages
of the foreclosure process—notice of default,
auction, and transition to real-estate---owned
(REO), which we schematize in Figure 1. Notice
of default is the initial stage of the process in
which homeowners are alerted to a mortgage
account in arrears (typically 60---90 days in
default). Assuming that the mortgage holders
are unable to repay the lender, the property is
then taken to auction, where it may be pur-
chased by a third party. However, if no buyer
purchases the property, it reverts to ownership
by the lender, usually a bank. If a property
reaches this final stage, it is described as REO.
Note that borrowers may successfully repay

their mortgages and third parties may pur-
chase foreclosed properties at auction,
meaning that a property that exists at one
stage of the process will not inevitably pro-
ceed to the next stage. Each stage also may
lead to increases in visible disorder (e.g., piles
of mail and newspapers, unmowed lawns,
signage indicating foreclosure) as borrowers
disinvest in the upkeep of their homes as
foreclosure approaches, or, in other cases,
are evicted. We therefore count “foreclosure”
not as a single variable but as a complex
process that may affect neighborhood condi-
tions and quality, and thus depression,
through all 3 foreclosure stages.

Throughout this analysis, foreclosures are
given in terms of the percentage of housing
stock that received notices of default, went to
auction, or became REO between the W1 and
W2 field periods. RealtyTrac also allowed us to
examine which respondents lived in states with
judicial versus nonjudicial foreclosure pro-
cesses. Judicial processes tend to be slower
because the process must be approved by
a judge, who may have a considerable backlog
of cases.

In addition to using the administrative data
sources described in this section, the NSHAP
project team asked field interviewers, at both
waves, to rate the condition of the respondent’s

building and street. From interviewer reports
we constructed a scale, “neighborhood disor-
der,” that reflected visible physical disorder in
the respondent’s built environment (at W1,
a = 0.76; at W2, a = 0.81). The disorder scale
comprised 2 items: (1) How well kept is the
building in which the respondent lives? and (2)
How well kept are most of the buildings on the
street (1 block, both sides) where the respon-
dent lives? Possible responses were as follows:
very poorly kept (needs major repairs), poorly
kept (needs minor repairs), fairly well kept
(needs cosmetic work), and very well kept.

Our outcome was significant depressive
symptoms, a dichotomous measure derived
from the Centers for Epidemiologic Studies
Depression Scale (CES-D) that was asked of our
NSHAP respondents. This version of the
CES-D uses the 11 questions from the Iowa
Short Form of the CES-D.25 Following previous
analyses and recommendations from the
NSHAP investigative team (Martha K. McClintock,
written communication, 2011), we dichoto-
mized the CES-D at 8 (range = 0---22). This
corresponds to the established cut point for the
Iowa Short Form, which is used to identify
those individuals with significant and persistent
depressive symptoms.25 We chose depression
as an outcome on the basis of existing empirical
work suggesting that economic downturns tend

FIGURE 1—The foreclosure process in the United States.
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to have a more immediate impact on mental
rather than physical health.26We hypothesized
that living in a neighborhood with a high rate of
foreclosure will lead to symptoms of depression
through a general sense of disinvestment,
concern over the value of one’s own assets or
the assets of one’s neighbors, and fewer op-
portunities for social interaction.

Our analysis made use of logit-linked re-
gression to predict depressive symptoms. We
predicted whether the respondents developed
symptoms between the 2 waves, restricting the
risk pool for becoming depressed to those
respondents who did not report depression at
W1. We used changes in predictors where
applicable (changes in percentage of foreclo-
sure, percentage poor, neighborhood disorder,
household assets, marital status, limitations in
activities of daily living, and whether the re-
spondent moved between the 2 waves). The
NSHAP measured assets by asking respondents
to provide the approximate amount of assets
held in their homes, cars, rental properties,
businesses, savings, stocks, mutual funds, and
pensions, over and above their loans. Activities
of daily living limitations included difficulty
walking a block, walking across a room, dress-
ing, showering, eating, toileting, driving, and
getting in and out of bed.27 We were con-
cerned about functional limitations because
respondents who are more physically disabled
may be more likely to experience depression.28

Our regression employed sampling weights,
Taylor linearized standard errors, and adjust-
ments for primary sampling unit clustering and
sample stratification to obtain correct point and
variance estimates.22

To address missing data, we made use of
multiple imputation with chained equations
(MI-ICE) to create imputed values.29 A total of
2.7% of respondents had missing data on the
dependent variable, 3.0% on percentage of
REO property, 0.4% on ethnicity, 0.2% on
employment status, and 53.9% on changes in
assets; 38% of these data were missing from
W1 and 36% from W2 (high percentages of
missing data are common for data on assets and
income in large-scale social surveys). MI-ICE
operates by predicting each variable in the
analysis using all other variables, one variable
at a time. We carried out imputation with these
data in wide format, predicting values of the
variable at W1 and W2; we then used these

imputed values to produce indices of change,
restricting our regressions to analyze only
returning respondents who were not depressed
at W1 (n = 1883).30 We carried out each
regression with 20 imputations, estimating
correct standard errors for coefficients by
summing within- and between-imputation var-
iance.29---31When asked to report household
assets, some respondents did not give a single
number but rather provided an upper and
lower bound, so we imputed household income
using interval regression.31We employed aux-
iliary variables in the imputation process, so
we retained the imputed cases for the de-
pendent variable.30 We conducted all analy-
ses with Stata version 12 statistical software
(StataCorp LP, College Station, TX); to restrict
regressions to the subpopulation of respon-
dents who met our inclusion criteria, we used
SVY settings and the MI estimate command
with the SUBPOP option.32 We present re-
sults as odds ratios (ORs) with 95% confi-
dence intervals (CIs).

Because we were concerned about nonlinear
relationships between our predictors and our
outcomes, we created several ordinal variables.
We separated age into 3 categories: 57 to 64,
65 to 74, and 75 to 85 years. At W2, these 3
categories were 63 to 69, 70 to 79, and 80 to
90 years. For our change analysis—predicting
who among the nondepressed became de-
pressed at W2—we created 3 categories of
foreclosure for each of the 3 stages of the
foreclosure process. The first group comprised
those whose zip codes experienced a decrease
in the percentage of housing stock foreclosed
between W1 and W2. A decrease may suggest
a very different sort of process than the rest of
the country was experiencing at the time (e.g.,
rapid gentrification that would lead to an
overall decrease in the proportion experiencing
foreclosure). For those neighborhoods that
experienced any increase in the percentage of
housing stock foreclosed or no change at all, we
divided those cases into 2 groups based on the
median value. We then created 3 categories of
foreclosure change, which we labeled (1) de-
crease, (2) no change or small increase, and (3)
large increase. We followed this same process
for all 3 foreclosure types—notices of default,
auction, and REO. We used the middle cate-
gory—no change or small increase—as our
reference group because it was the largest and

most representative category with which to
compare the effect of large increases in fore-
closures rates. Note that we log-transformed
household assets to address nonnormality in
this variable. Finally, we examined multicolli-
nearity among our socioeconomic measures
with pairwise correlations and computation of
variance inflation factors for each of our 3
models. The results indicated that multicolli-
nearity was not a threat to our findings—
pairwise correlations were low, and most var-
iance inflation factors were between 1 and 2
(with the highest at 2.31), far below the
benchmark of 5.33

RESULTS

Figure 2 illustrates foreclosure change, using
the 3 largest metropolitan statistical areas
(MSAs) where NSHAP respondents resided—
Los Angeles, California; New York, New York;
and Chicago, Illinois. Note that the NSHAP data
source was nationally representative and not
limited to urban areas; we drew on these 3
urban centers for illustration since we had
more clustering of respondents in these 3
places. For these purposes, we focused on REO
properties, the largest foreclosure type in our
sample, and show changes in REO foreclosure
rates by zip code for these MSAs. The clusters
within each of the 3 MSAs were primary
sampling units for the NSHAP sampling frame.
We observed a dramatic uptick over the in-
terval for Chicago, New York, and Los Angeles
MSAs, with perhaps the greatest change in Los
Angeles, where only 1 zip code appeared un-
affected by the foreclosure crisis. Although
representing a subset of respondents, these
initial descriptive data suggest that NSHAP
participants were living in communities that
had undergone substantial structural change in
the housing market.

Table 1 includes descriptive data for NSHAP
respondents at both waves and for changes
over the 2 waves. Data on education, age, race,
household assets, and marital status indicate
that these data were nationally representa-
tive.34 Notably, about 10% of NSHAP respon-
dents who did not report significant depressive
symptoms in W1 reported such symptoms in
W2. We also saw a small increase in respon-
dents’ neighborhood disorder (0.06) and a 2%
increase in percentage poor.
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Table 2 includes logistic regressions pre-
dicting the development of significant depres-
sive symptoms between W1 and W2; this was
the critical period (between 2005---2006 and
2010---2011) when these respondents, like the
rest of the country, were exposed to the
economic downturn.

For all 3 stages of the foreclosure process,
residing in an area that underwent an increase
in the percentage of housing stock foreclosed
increased the risk of developing significant
depressive symptoms (for notices of default,
OR = 1.75; 95% CI = 1.14, 2.67; for auc-
tions, OR = 1.45; 95% CI = 0.96, 2.19; for
REO, OR=1.62; 95% CI =1.06, 2.47). We
note that change in neighborhood disorder
was not related to depressive symptoms in

unadjusted analyses (results not shown). In
terms of control variables, adults in the oldest
age category were more likely to develop
significant depressive symptoms between the 2
waves, with, for example, an OR of approxi-
mately 1.84 in the REO category (95% CI =
1.16, 2.92). Adults with a bachelor’s degree or
more were less likely to develop significant
depressive symptoms (OR = 0.42; 95% CI =
0.21, 0.83). Individuals who developed limi-
tations in activities of daily living between the
2 waves were significantly more likely to
experience new significant depressive symp-
toms, with an OR of approximately 1.85 (95%
CI = 1.18, 2.90). Results for these controls
were consistent with previous literature on the
development of depression at older ages.35

DISCUSSION

Foreclosure not only affects individual
households, its reach is felt by those who are
left with lower-density communities, properties
in disrepair, and a general sense of disinvest-
ment and social withdrawal. Extant literature
indicates that physical signs of disorder are
associated with reports of depression.5,36 Con-
sistent with these findings, we observed a dra-
matic uptick in reports of depressive symptoms
among older adults who were exposed to
communities most severely affected by the
foreclosure crisis. We observed this increase in
analyses of all 3 foreclosure stages, lending
support to the claim that neighborhood-level
foreclosure activity is influential in reports of

FIGURE 2—Annual rates of real-estate–owned (REO) households, by zip code, for (a) wave 1 (2005–2006) and (b) wave 2 (2010–2011): National

Social Life, Health, and Aging Project, United States.
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TABLE 1—Characteristics of the Study Sample: National Social Life, Health, and Aging Project; United States; Waves 1 (2005–2006)

and 2 (2010–2011)

Variable Range % (No.) or Mean 6SD % Observeda

Became depressed between W1 and W2 0 or 1 9.97 (195) 97.30b

Annual percentage receiving notices 1 to 3 100.00

Decrease –0.002 to –0.000 20.77 (483)

No change or small increase 0 to 0.0003 42.23 (983)

Large increase 0.0003 to 0.009 37.00 (861)

Annual percentage auctioned 1 to 3 100.00

Decrease –0.002 to –0.000 13.98 (325)

No change or small increase 0 to 0.001 44.73 (1041)

Large increase 0.001 to 0.018 41.29 (961)

Annual percentage REO 1 to 3 96.99

Decrease –0.192 to –0.000 9.77 (222)

No change or small increase 0 to 0.029 46.18 (1047)

Large increase 0.029 to 1.731 44.05 (999)

Judicial foreclosure process 0 or 1 42.57 (991) 100.00

Change in tract % poor –28.28 to 25.64 1.97 65.66

Change in neighborhood disorderc –3 to 3 0.06 60.64

Female 0 or 1 52.19 (1215) 100.00

Race/ethnicity 1 to 3 99.56

White 83.47 (1936)

Non-Hispanic Black 9.52 (221)

Hispanic 7.01 (162)

Age, y 1 to 3 100.00

63–69 45.01 (1048)

70–79 35.67 (830)

80–90 19.32 (450)

Education 1 to 4 100.00

< high school 15.79 (368)

High school 25.49 (593)

Some college 31.96 (744)

‡ bachelor’s degree 26.76 (623)

Change in log of assets –6.99 to 10.82 –0.04 61.42 46.09

Unemployed (W2) 0 or 1 2.14 (50) 99.77

Moved between W1 and W2 0 or 1 21.92 (510) 100.00

Partner transitions between W1 and W2 1 to 4 100.00

Stayed partnered 62.81 (1462)

Gained partner 1.67 (39)

Lost partner 8.98 (209)

Stayed unpartnered 26.54 (618)

Transitions in ADL limitations 1 to 3 100.00

None, W1 and W2 77.86 (1812)

W1 and W2 2.83 (66)

New limitations in W2 19.30 (449)

Note. ADL = activities of daily living; REO = real-estate–owned; W1 = wave 1; W2 = wave 2. The total weighted sample was n = 2261.
aCalculated as 100 · (observed/2261), where 2261 is the total number of returning respondents.
bCalculated on the basis of the number of cases where depression scores at W1 and W2 could be determined (2200/2261).
cThe disorder scale comprised 2 items: (1) How well kept is the building in which the respondent lives? and (2) How well kept are most of the buildings on the street (1 block, both sides) where the
respondent lives? Possible responses were very poorly kept (needs major repairs), poorly kept (needs minor repairs), fairly well kept (needs cosmetic work), and very well kept. The scale ranges from
0 to 3 at both W1 and W2, and change scores accordingly range from –3 to 3.
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emotional well-being. Although not significant at
the conventional threshold of P< .05, we note
that the finding on auctions (OR=1.45; P
< .077) was in the expected direction and was
consistent with the pattern observed for the other
two forms of foreclosure. We emphasize that the

respondents in our analysis did not report
depressive symptomatology in W1, prior to the
economic downturn. Interestingly, increases in
neighborhood poverty and visible disorder
were not statistically significant, suggesting that
neither of these contextual factors was

important to the mechanism connecting fore-
closure and depression. This result is consistent
with recent findings in the social sciences
suggesting that the impact of foreclosure on
communities is independent of disorder.37 We
speculate that foreclosure is a sign of disorder
in its own right; a posting of foreclosure,
regardless of the quality of the property in
arrears, signals instability and disinvestment
akin to trash on the street or sidewalks in
disrepair. Thus, foreclosure can embody com-
ponents of disorder even when it may not
immediately lead to other visible forms of
disorder, such as a dilapidated porch or a bro-
ken picture window.

To our knowledge, this analysis is the first of
its kind to examine community-level foreclo-
sure rates and the mental health of older adult
residents. We argue that a focus on older adults
is important given the likelihood of longer
residential tenure and attachment to commu-
nity and neighbors. We surmise that a threat to
a neighborhood’s fabric may be more rapidly
internalized by this population group. Data
linkages such as this one—a national social
survey with national data on foreclosure—are
critical to examining the extent to which
changes in economic circumstances affect
individual-level health status. Our constructed
data source provided a temporal advantage,
allowing us to examine how changes in fore-
closure led to onset of depressive symptoms.

Although the NSHAP data source is novel, it
is limited in its ability to address some ques-
tions pertinent to this body of research. First,
the range of neighborhood measures in the
NSHAP could be more comprehensive, in-
cluding other characteristics of the social and
physical space that NSHAP respondents inhabit
and more precise indicators of physical and
social disorder. We hope that the NSHAP study
will continue to expand its set of neighborhood
context measures. Second, although the focus
on older adults is an appealing feature of the
NSHAP, comparisons across age are not possi-
ble. Future investigations of the relationship
between the foreclosure crisis and depression
onset should include comparisons across age
categories. Third, analyses could examine
smaller units than zip codes. The RealtyTrac
data source is currently not coded at smaller
units of aggregation, but researcher demand or
other incentives might alter the data products

TABLE 2—Results of Multivariable Analysis Predicting the Development of Significant

Depressive Symptoms Between Wave 1 (2005–2006) and Wave 2 (2010–2011),

Using 3 Stages in the Foreclosure Process: National Social Life, Health, and Aging

Project, United States

Variable

Notices of Default,

OR (95% CI)

Auctions,

OR (95% CI)

REO,

OR (95% CI)

Annual % foreclosure

Decrease 1.24 (0.78, 1.97) 1.00 (0.61, 1.64) 1.32 (0.83, 2.13)

No change or small increase (Ref) 1.00 1.00 1.00

Large increase 1.75* (1.14, 2.67) 1.45 (0.96, 2.19) 1.62* (1.06, 2.47)

Judicial foreclosure process 1.04 (0.66, 1.65) 1.13 (0.70, 1.83) 1.14 (0.70, 1.84)

Change in tract % poor 1.11 (0.96, 1.28) 1.09 (0.94, 1.25) 1.09 (0.94, 1.26)

Change in neighborhood disorder 0.99 (0.82, 1.21) 0.99 (0.81, 1.20) 0.99 (0.81, 1.21)

Female 1.23 (0.87, 1.73) 1.21 (0.86, 1.71) 1.23 (0.87, 1.73)

Race/ethnicity

White (Ref) 1.00 1.00 1.00

Non-Hispanic Black 1.12 (0.64, 1.95) 1.11 (0.63, 1.96) 1.12 (0.64, 1.95)

Hispanic 1.09 (0.55, 2.16) 1.06 (0.50, 2.23) 1.09 (0.55, 2.16)

Age at W1, y

63–69 (Ref) 1.00 1.00 1.00

70–79 1.43 (0.98, 2.08) 1.44 (0.99, 2.09) 1.45 (1.00, 2.09)

80–90 1.81* (1.13, 2.90) 1.82* (1.14, 2.91) 1.84* (1.16, 2.92)

Education

< high school (Ref) 1.00 1.00 1.00

High school 0.95 (0.53, 1.71) 0.96 (0.52, 1.75) 0.99 (0.54, 1.80)

Some college 0.64 (0.38, 1.08) 0.65 (0.38, 1.10) 0.65 (0.39, 1.09)

‡ bachelor’s degree 0.44* (0.22, 0.90) 0.41* (0.20, 0.84) 0.42* (0.21, 0.83)

Change in log of assets 1.01 (0.92, 1.11) 1.01 (0.92, 1.11) 1.01 (0.92, 1.11)

Unemployed (W2) 1.40 (0.32, 6.02) 1.46 (0.34, 6.26) 1.46 (0.33, 6.43)

Moved between W1 and W2 1.21 (0.75, 1.94) 1.17 (0.74, 1.86) 1.15 (0.72, 1.85)

Partner transitions between W1 and W2

Stayed partnered (Ref) 1.00 1.00 1.00

Gained partner 0.63 (0.14, 2.78) 0.69 (0.15, 3.10) 0.67 (0.15, 3.07)

Lost partner 1.61 (0.90, 2.89) 1.59 (0.89, 2.84) 1.61 (0.89, 2.91)

Stayed unpartnered 1.29 (0.82, 2.02) 1.33 (0.85, 2.09) 1.36 (0.87, 2.11)

Transitions in ADL limitations

None, W1 and W2 (Ref) 1.00 1.00 1.00

W1 and W2 1.01 (0.30, 3.47) 0.96 (0.28, 3.34) 0.98 (0.28, 3.44)

New limitations in W2 1.86** (1.20, 2.90) 1.84** (1.17, 2.88) 1.85** (1.18, 2.90)

Constant 0.06** (0.03, 0.12) 0.07** (0.03, 0.13) 0.06** (0.03, 0.12)

Note. ADL = activities of daily living; CI = confidence interval; OR = odds ratio; REO = real-estate–owned; W1 = wave 1; W2 =
wave 2. All continuous variables were standardized. The estimation sample was n = 1883.
*P < .05; **P < .01.
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available in the near future. We note, too, that
zip codes only approximate neighborhoods.
Qualitative investigations aimed at smaller,
defined neighborhood spaces could provide
additional insight into the mechanisms linking
increases in foreclosure to depressive symp-
toms. Fourth, we were not able to ascertain
whether the respondent, or those in his or her
social network, was experiencing foreclosure.
Certainly the proximity of the experience could
have implications for mental health. Our con-
trol for household assets helped in some man-
ner to alleviate this concern, but of course it did
not capture what might be occurring in one’s
close social network. Network-based analyses
of the impact of foreclosure would be a fruitful
pursuit, but unfortunately these analyses were
not possible with these data. Finally, extensions
of this research could examine other measures
of emotional well-being and, in time, the phys-
ical symptoms that might manifest themselves
as communities experience decline.

Older residents in neighborhoods with high
rates of foreclosure may need additional sup-
ports to maintain community residence and
weather the effects of the economic downturn.
At the individual level, these supports may
manifest themselves in policies designed to
assist those at risk for foreclosure, including
property tax abatement and mortgage loan
refinancing with the original lender. At the
neighborhood level, communities may want to
consider how best to manage distressed and
abandoned properties so they do not introduce
physically or socially compromised spaces that
older adults must navigate. At the municipal
level, communities may choose to approach the
foreclosure crisis with a particular policy pre-
scription that applies to a range of homeown-
ers. Richmond, California, for instance, is now
pursuing a strategy whereby the city invokes its
eminent domain power (used in other circum-
stances to improve municipal infrastructure or
develop new projects) to buy at-risk mortgages
at market value and resell them to their original
holders at a lower price.38 Efforts such as these
could contribute to prevention, since residents
could readily observe action and activities
meant to benefit the community as a whole.

The costs of depression are difficult to assess,
but depression’s impact has been documented
in lost work days, physical health decline, and
degraded social relationships.36,39 Older adults

who experience depressive symptoms may be
particularly vulnerable to these associated ills
since their health already may be compro-
mised. Our results suggest that some portion of
depression onset in older adults is yet another
consequence of the Great Recession. j
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