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T

he eating disorders and related symptoms (body dissatisfaction, dietary restraint) are commonly believed to be
socially stratified such that higher prevalence of these
phenomena are found among women of higher social class.
However, empirical research on this position has been mixed.1
A notable feature of this literature is that social class is almost
always measured as an individual level attribute. In this paper,
we take the position that the inconsistent findings regarding
the role of social class reflects—in part—the failure of extant
research to consider the affluence of an individual’s local environment, in addition to her personal level of wealth.
In considering the determinants of health outcomes in
general, there is growing evidence that an individual’s local
environment or neighbourhood is an important source to
consider.2 In particular, economic features of the neighbourhood have been associated with individual health phenomena
including smoking,3 physical activity,4 and body weight.5 This
neighbourhood level approach has been less evident in the
psychological literature, and to our knowledge is non-existent
in the literature on body dissatisfaction. Thus, in this study we
introduce a neighbourhood level and individual level approach
to the study of the relation between affluence and body
dissatisfaction. The role of body dissatisfaction as a risk factor
in the eating disorders underlies a substantial literature on
this topic; however, the focus of this paper is body dissatisfaction in its own right.

BACKGROUND
Body dissatisfaction: A public health problem?
Body dissatisfaction is commonly reported by women in
industrialised countries. Across women ranging in age from
adolescence to midlife, research has consistently demonstrated that a large proportion if not a majority of women in
any given sample report being dissatisfied with their
bodies.6–8

Furthermore, this dissatisfaction seems to carry notable
consequences for health and wellbeing among these women.
It has been linked with greater depressive affect, lower overall
quality of life, fewer pleasant feelings (energetic, happy,
upbeat), and more unpleasant feelings (for example, fatigued,
tired, worn out)9 among adult women. Also among adult
women, body dissatisfaction has been associated with diminished sexual interest and sexual activity, less enjoyment of
sex,10 and with marital dissatisfaction, independent of the
woman’s body size.11
Body dissatisfaction may also adversely influence health
behaviours. It may prevent participation in physical activity,12
because a woman who is dissatisfied with her body may be
reluctant to exercise in public and/or for which she must wear
revealing clothing (for example, swimming). In addition, as
smoking cessation is linked with weight gain, body dissatisfaction may be one reason why women are reluctant to stop
cigarette smoking13 despite the far more negative health consequences of failure to stop. Among middle aged women, body
dissatisfaction may also influence medical decisions at menopause. Women have cited perceived cosmetic benefits and
anti-aging effects of hormone replacement therapy as reasons
for choosing or not choosing this therapeutic option at
menopause.14 15 Finally, body dissatisfaction is linked with
unhealthy weight loss tactics and disordered eating among
women of various age groups.7
The widespread nature of body dissatisfaction, coupled with
its consequences for health and wellbeing, render this topic an
important one for further investigation. As there is substantial
overlap among the body dissatisfaction and eating disorder
literatures, we drew from research in both areas to create an
appropriate empirical and conceptual backdrop for this
research.
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Body dissatisfaction and the role of affluence
A common stereotype about eating disorders and related
symptoms such as body dissatisfaction is that they are more
prevalent in women of higher social class, although empirical
findings on this relation have been mixed.16 Some research has
supported the existence of a positive gradient between socioeconomic status and disordered eating symptoms.17–20 Other
studies have demonstrated an inverse relation,21 22 or no
relation at all.1 23–25
As a backdrop to these contradictory findings, eating disorders are quite clearly “illnesses of the affluent” when viewed
on a global scale: they are most prevalent in Western, industrialised countries,26 which by definition are characterised by
relative wealth. Despite reports of eating disorders and symptoms outside of Western cultures,27 these phenomena none the
less remain far more common in countries of relative
affluence. On the basis of this global social distribution,
researchers have identified features of these “wealthy”
environments that are linked with eating disorders; most
notably, the thin ideal body shape held for women. Within
Western societies, the existence of eating disorders and body
dissatisfaction seems to have coincided with an increasingly
thin standard of beauty as indicated by the size of female
models28 who continue to be underweight by normative
standards.29 Moreover, it has been documented that greater
exposure to media portrayals of this thin ideal is linked with
higher likelihood of eating disorder symptoms.30 31 Greater
internalisation of these “standards” has likewise been linked
with greater body dissatisfaction.32 Overall, it seems that body
dissatisfaction is a feature of wealthier environments (and
their concomitant sociocultural risk factors) on a global scale,
but it is currently unclear whether they covary with individual
wealth within these industrialised countries.
A new focus: the local environment
Interestingly, despite the interest in socioeconomic status as a
salient feature of the eating disorders, research has remained
limited to these two extremes of socioeconomic status:
individual wealth on the one hand and global affluence on the
other. There have been no investigations into the role of intermediate level affluence—that is, the wealth of an individual’s
immediate living environment (or neighbourhood) on body
dissatisfaction. This is despite there being several lines of
thinking pointing to the importance of this level of influence.
Firstly, broader sociocultural factors (that is, thin standard
for women’s bodily attractiveness) observed in wealthier
countries may be filtered through, and thereby made more or
less salient by, local environmental factors including individuals (family, peers, work colleagues), goods (fashion magazines, diet food products), and services (gyms, weight loss
centres, particular clothing stores), and these factors probably
covary with the affluence of the local environment.2 For
example, it is conceivable that in a wealthier neighbourhood,
fashion magazines and diet products are more readily
available and affordable, work out facilities and fashionable
clothing stores are more plentiful and popular, and perhaps
individuals are generally more invested in their bodies and
appearance. In such an environment there may emerge a local
or “micro” culture in which appearance investment is the
norm. The broader sociocultural emphasis on appearance is
thereby accentuated in this particular local environment.
In addition, it is probable that individual income—the indicator of socioeconomic status typically used in existing
studies—is gauged by an individual against the income or
social class of his or her neighbours, rendering individual
social class a relative term that depends upon the social class
of the surrounding area. For example, a poor individual living
in a poor environment probably has different experiences than
a poor individual living in a wealthier environment. This
shows that both individual and local environmental affluence
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are important to consider, and failure to include the latter may
have contributed to inconsistencies evident in the research on
affluence and eating disorder symptoms. We aim to clarify this
inconsistency by considering, independently, the income of
the woman and of her local environment.
Finally, current thinking on social determinants of
health3 33 34 suggests that an examination of neighbourhood or
small area variations may increase understanding of pathways
or mechanisms through which socioeconomic factors influence health. Unlike statewide or nationwide comparisons,
neighbourhood level analyses highlight environmental features that are proximal to the individual, and that may thereby
have particular relevance to the health of residents. In other
words, social and physical aspects of the neighbourhood may
be identifiable as proximate mediators of the relation between
affluence and a given health outcome. To date, this neighbourhood level approach has been implicated primarily in population health studies of health behaviours and chronic illness. To
our knowledge it has not been applied to largely psychological
outcomes such as eating disorders and body dissatisfaction.
Thus, in this paper we wish to merge two perspectives: (a)
body dissatisfaction, for which research is overwhelmingly
psychological (and individualistic) in nature, and (b) neighbourhood level determinants of health (affluence in particular), which has emerged largely from research in population
health and epidemiology. Towards this end, we reviewed
research from the following three bodies of literature: (a) the
social stratification of body size, (b) the viability of neighbourhood level determinants of individual health in general, and
(c) the apparent importance of the local environment within
the specific context of eating disorders, to which body dissatisfaction is related.
Social stratification of body size
Body size, arguably the strongest predictor of body dissatisfaction among women,20 is clearly stratified by socioeconomic status within industrialised societies. An inverse relation between
individual socioeconomic status and body mass index has been
consistently documented among women in these societies.18 35
Importantly, as overweight and obesity become common among
the lower class, a thin body is reinforced as a mark of affluence,
or of social distinction.36 It follows, theoretically, that it is the
wealthy who will aspire to be thin, and who in turn will be most
distressed by a discrepancy between their own body and that of
the ideal (that is, experience the most body dissatisfaction). This
leads to the position that body dissatisfaction should show predictable social patterning, with body dissatisfaction being more
prevalent among wealthier women. As mentioned above, this
pattern has been demonstrated,19 37 but contradictory findings
also exist.21 24
Small area variations in health outcomes
Increasingly, population health researchers are examining small
area or neighbourhood variations in health outcomes, as well as
features of the local environment that enhance or hinder the
health of its members.3 33 38 This line of thinking emerged from
evidence of geographical variation in health status, whereby
groups of people living in different locales are found to differ
reliably in health behaviours and outcomes including smoking
rates, physical activity involvement, and cardiovascular illness.
This research emerged against the backdrop of a “social
determinants of health” model, which emphasises risk factors
that are social, cultural, economic, and political in nature.39 40
Much of this research has focused on socioeconomic features of
the community or neighbourhood, and has generally indicated
that poorer areas, and areas in which income is unevenly
distributed, suffer the worst health consequences.34 Moreover,
this impact of community or neighbourhood socioeconomic
status on individual health is over and above the impact of individual socioeconomic status.2
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Of relevance to this paper, such small area variation has
been documented in body size, with more disadvantaged
neighbourhoods having a higher proportion of obese individuals as well as a higher average body mass index.5 This suggests
that the affluence of one’s local environment has an impact on
body size. If these lower income areas are somehow more
accepting of larger body sizes, and if the reverse is also true,
that more affluent areas are more demanding of a thin body
size, we can hypothesise that women’s body dissatisfaction
will show area patterning whereby body dissatisfaction is
more prevalent in higher income neighbourhoods than in
lower income neighbourhoods.
Indirect evidence for small area variation in eating
disorders and related symptoms
Finally, some research in the eating disorder literature
suggests that the notion of between neighbourhood differences may be particularly relevant to this topic. A unique feature of the eating disorder literature is the documentation of
various “micro-environments” that are associated with, or
that seem to facilitate, the emergence of eating disorder
symptoms. Heightened prevalence of “drive for thinness”,
dietary restraint, and full blown eating disorders have been
found within discrete, definable contexts such as ballet
class,41–44 modelling schools,43 and private girls’ schools.22 Such
findings seem unique to the eating disorder literature; they are
not evident in research on other health phenomena.
Demonstrable differences in the prevalence of eating disorder
symptoms between individuals within versus outside such
environment highlight the importance of an individual’s
immediate environment in the development of these symptoms, and thus provides compelling rationale for the
examination of the neighbourhood (that is, simply another
type of immediate environment) as a determinant or risk factor for eating disorder symptoms.
The current study
In summary, there is much interest yet little consensus about
the role of social class in the eating disorders and body dissatisfaction. Research on the clear social stratification of body
size, the viability of neighbourhood level factors as determinants of health, and the importance of the local environment
in the context of eating disorder symptoms, impelled us to
examine the impact of neighbourhood level affluence on the
body dissatisfaction of women residents. We believe that this
topic holds some unique interest from the perspective of
population health and social inequalities because, while existing research on neighbourhood health effects has focused on
outcomes that are inversely related to socioeconomic status
(higher socioeconomic status associated with better health
outcome), the eating disorders and body dissatisfaction may
show a unique reverse pattern, namely, higher socioeconomic
status linked with worse outcome. Two questions are at the
centre of this investigation. Firstly, is there between neighbourhood variation in body dissatisfaction? Secondly, to what
extent can this variation be attributed to individual and
neighbourhood affluence, respectively?
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(61%) reported English as the language they typically speak at
home, whereas 34% reported usually speaking in French (4%
reported both French and English). The mean age of these
women was 40.18 years (SD 9.73), and mean body mass index
was 24.03 kg/m2 (SD 4.54). Just over half (n=478, 53.4%) were
“dissatisfied” with their body weight. The proportion of
women who reported being “dissatisfied” increased with
increasing body mass index category (categories based on
Canadian standards from National Health and Welfare45):
namely, 31%, 43%, 74%, and 86% of “underweight” (body
mass index <20), “acceptable weight” (body mass index
20–24.9), “some excess weight” (body mass index 25–27), and
“overweight” (body mass index >27) women, respectively,
reported body dissatisfaction. Average annual individual
(family) income category was between $30 000 and $60 000,
and 18.5% of these women were considered “low income”
(reported annual family income of less than $20 000).
Characteristics of the small areas of interest
In this study, a “neighbourhood” corresponds to a census
tract. The 52 neighbourhoods were deliberately selected for
their diversity in socioeconomic status, as follows. Within the
three provinces, municipality defined regions were selected
according to their degree of urbanisation (large urban, small
urban, suburban, and rural). Within each of these categories,
efforts were made to select census tracts that were high,
medium, and low in affluence (defined in terms of average
family and household income, as well as the percentage of low
income families residing in the area). In most cases (n=44), a
municipality defined region encompassed several census
tracts and therefore it was possible to select neighbourhoods
(census tracts) of varying degrees of affluence within them.
However, in two instances, a municipality defined region contained only a single census tract and therefore that single census tract was used in these cases. Furthermore, three rural
regions were each divided into “village” to indicate residence
in the commercial agglomeration of the region, and “township” to indicate residence in the surrounding areas, yielding
the final six neighbourhoods for a total of 52. Although there
is much debate over the conceptual and empirical definition of
neighbourhood,33 we, like other researchers46 opted to use a
census-based spatial definition in order to have access to systematically gathered economic information about our areas.
Across the 52 neighbourhoods used in this study, the mean
neighbourhood income was $61 280 and ranged from $26 927
to $190 068. Average population size of the neighbourhoods
was 4924 and ranged from 1118 to 12 973, with one outlying
value of 44 882. The mean neighbourhood percentage of low
income families was 20.3% and ranged from 1.7% to 62.7%.
The neighbourhoods with the highest average income were
usually, but not always, the neighbourhoods with the lowest
proportion of low income families. The mean age of women
within the neighbourhoods ranged from 33.4 years to 46.8
years, with within neighbourhood standard deviations ranging from 5.52 years to 13.06 years.
Measures

Body dissatisfaction
METHODS
Participants
The original sample, from which our sample was drawn,
included over 3000 adult men and women age 24–56 who
resided in 52 neighbourhoods defined by census tract
boundaries (selected from urban, suburban, and rural sites) in
the provinces of Alberta, Ontario, and Quebec, Canada. All
participants reported having lived in their particular neighbourhood for at least one year. For this study, we used data
from a subset of 895 women: this data subset included all
female participants for whom complete data were available on
variables used in our analyses.* The majority of these women

Body dissatisfaction was assessed using a single item: “are you
happy with your current body weight or would you like to
.............................................................
*An independent samples t test indicated that women with complete data
on “income” and “body mass index” did not differ on “body
dissatisfaction” (our outcome variable) from those women with missing
data on either or both of these two variables (t (1627)=−0.861, p=0.71).
Furthermore, a χ2 test indicated that patterns of missing data on body
mass index (n=167) and on body dissatisfaction (n=22) were random
across neighbourhoods (χ2 (52)=63.99, p=0.12 for body mass index; χ2
(52)=33.98, p=0.98 for body dissatisfaction).
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weigh more or less than you do?”. Response options included
“happy with current body weight”, “would like to lose
weight”, “would like to gain weight”, and “don’t know/decline
to respond”. Among those who responded, responses were
then re-coded to create a dichotomous variable: “satisfied”
(happy with current body weight) versus “dissatisfied”
(would like to lose or gain).† Although the use of a single item
for measurement may be limited in terms of psychometric
evaluation, it is noteworthy that a one item assessment
method is commonly used in population surveys that have
assessed body dissatisfaction or desire to lose weight.8 47

Individual level affluence
Individual affluence was indicated by a dummy variable indicating “low income” or not. This information was based on the
following question: “which of the following numbers best
approximates your total family income over the past 12
months”: “less than $5000”, “between $5000 and $10 000”,
“between $10 000 and $15 000”, “between $15 000 and
$20 000”, “between $20 000 and $30 000”, “between $40 000
and $60 000”, “over $60 000” and “don’t know/decline to
respond”. Among the numerical responses, those who
indicated “between $15 000 and $20 000” or lower were designated “low income”. All others were designated “not low
income”.

Neighbourhood level income
Data on average family income for each neighbourhood were
downloaded from Statistics Canada 1996 census tract
databases. “Average family income” includes the average
income of all census families, defined as families of married
couples (with or without never married children), families of
common law couples (with or without never married
children), and lone parent families of either sex. Income refers
to total money income received in 1995 by all family members
15 years and older.48

Body mass index
Body mass index (kg/m2) was calculated based on height and
weight values provided by participants. Although self report
values of height and weight are not without problems (women
tend to underreport their weight and overestimate their
height49), it is also generally true that self report and measured
values of weight and height are quite highly correlated
(r>0.90 for adults50).

Age
Participants provided their age in years.
Procedure
Participants were recruited through random digit dialling
procedures to participate in a 20 minute telephone interview
on lifestyle and community resources. The data used in this
study were a part of this larger research.
Analytical strategy
In light of our goal of disentangling the impact of individual
level versus neighbourhood level affluence in the prediction of
body dissatisfaction, we used hierarchical linear modelling
analyses, which are appropriate for data in which one level of
analysis (individuals, level 1) are nested within another
(neighbourhoods, level 2). We followed Bryk and
Raudenbush’s51 model building procedure, as follows. Starting
with the unconditional model (no predictor variables), we
.............................................................
†The majority of the “dissatisfied” women reported “wanting to lose
weight” (93%). We ran analyses with and without those who reported
“wanting to gain weight” (7%); results did not differ and thus results
based on data from all women were retained.
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examined the amount of variance in body dissatisfaction (the
outcome variable) that could be attributed to the individual
and neighbourhood levels of analysis. Next, we entered level 1
predictors: age, body mass index, and individual affluence.
These were entered one at a time as random effects; if a
significant variance component was detected, the predictor
was retained as a random effect; if not, the predictor was constrained to be fixed across neighbourhoods. Finally, we
entered the level 2 predictor (neighbourhood affluence), controlling for the level 1 predictors. Non-linear (Bernoulli)
analyses for a dichotomous outcome variable were used, along
with the restricted penalised quasi-likelihood (PQL) method
of estimation, which maximises the estimation of fixed
effects.51 For the fixed effects, results reported are taken from
the population average model with robust standard errors.

RESULTS
The initial unconditional model indicated that there was no
significant between neighbourhood variation in body dissatisfaction (χ2 (51)=8.28, p>0.5). In other words, nearly all the
variation in our outcome variable was of the between person
nature (>99%) rather than of the between neighbourhood
nature (<1%). Therefore, body dissatisfaction was constrained to be fixed across neighbourhoods for subsequent
analyses.
We first added age in years as a level 1 random effects predictor, centred around the grand mean. This enabled us to
determine whether age was associated with body dissatisfaction in a way that differed across neighbourhoods. There was
no significant random effect for age (χ2 (51)=47.05, p<0.5),
indicating that the relation between age and body dissatisfaction was constant across neighbourhoods. Thus, the effect of
age was constrained to be fixed across neighbourhoods for
subsequent analyses.
We next added individual body mass index as a level 1 random effects predictor, centred around the grand mean. This
enabled us to determine whether body mass index predicted
body dissatisfaction in a manner that differed across
neighbourhoods, independent of age. Indeed, the effect of
body mass index was random (χ2 (51)=84.44, p=0.002),
indicating that the relation between body mass index and
body dissatisfaction differed across neighbourhoods. At this
step, we were also able to evaluate the role of age as an
individual level fixed effect. We found that age was
significantly
associated
with
body
dissatisfaction:
t(892)=−2.08, p=0.038, indicating that younger women were
more likely to report body dissatisfaction.
To evaluate the role of individual affluence in predicting
body dissatisfaction, independent of age and body mass index,
we next added our dummy variable indicating “low income”
(<$20 000) versus “not low income” (>$20 000) as a level 1
predictor with a random effect. We obtained a non-significant
random effect for this variable (χ2 (51)=54.90, p=0.105),
indicating that “individual affluence” predicts body dissatisfaction in a way that does not vary across neighbourhoods.
Moreover, entered as a fixed effect, “individual affluence” also
did not predict body dissatisfaction (p=0.33). Thus, in our
data, there is no evidence to suggest that body dissatisfaction
covaries with individual affluence (whether low income or
not). Despite these non-significant findings, we retained this
dummy variable as a fixed effect in the model because we
wanted to evaluate the effect of neighbourhood affluence,
independent of individual affluence.
In the final step, we entered neighbourhood level affluence
(average family income within the census tract), centred
around the grand mean, as a level 2 predictor of the body mass
index-body dissatisfaction relation. In other words, we evaluated whether “neighbourhood affluence” helped to explain
the between neighbourhood variation in the body mass
index-body dissatisfaction relation detected in an earlier step.
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Table 1 Results for hierarchical linear modelling analyses for evaluating the role of age, body mass index, individual
affluence, and neighbourhood affluence on individual body dissatisfaction
Variance components between
neighbourhoods

Parameter

Variance estimate (µ)

SD

df

χ2

p value

Intercept
BMI (centred)

µ0
µ1

Constrained to zero
0.018

–
0.13

–
51

–
84.44

–
0.002

Within neighbourhood fixed effects

Parameter

Coefficient

SE

t ratio

p value

Intercept
Age
Individual affluence*

γ00
γ20
γ30

0.26
−0.013
−0.21

0.059
0.006
0.22

4.31
−2.08
−0.98

0.0001
0.038
0.33

Between neighbourhood effects

Parameter

Coefficient

SE

t ratio

p value

Intercept
Neighbourhood affluence† (centred)

γ10
γ11

0.27
0.000002

0.027
0.000001

10.15
2.59

0.0001
0.013

Final model
Level-1
Level-2

Body satisfaction = β0 + β1 (BMI) + β2 (age) + β2 (individual affluence*)
β0
β1
β2
β3

=
=
=
=

γ00
γ10 + γ11 (neighbourhood affluence†) + µ1
γ20
γ30

*Individual affluence = dummy variable: “low income” (<$20000) v not (>$20000); †neighbourhood affluence = centred variable: mean average family
income across census tract boundary.

Results indicated that the variable body mass index-body dissatisfaction relation was indeed influenced by the affluence of
the neighbourhood: t(51)=2.59, p=0.013). The direction of
this relation was such that the more affluent the neighbourhood, the stronger the relation between body mass index and
body dissatisfaction. Thus, for a given body mass index, a
woman living in a neighbourhood of above average affluence
was more likely to report body dissatisfaction than a woman
living in a neighbourhood of average affluence or low affluence,
and this was independent of whether she was low income or
not at the individual level.‡ In other words, there was no
evidence for an interaction between individual and neighbourhood levels of affluence: the impact of neighbourhood
affluence on the body mass index-body dissatisfaction relation
emerged regardless of the woman’s individual affluence.
To illustrate this pattern of results, the following probabilities of body dissatisfaction, reported for a “non-low income”
woman, were computed (recall that the proportion of body
dissatisfaction across the entire sample was 53.4%). A woman
with an above average body mass index (approximately 28.6
kg/m2, corresponding to the “overweight” category) had an
89% likelihood of reporting body dissatisfaction if she lived in
a neighbourhood of above average affluence (approximate
average income $90 770), versus an 82% likelihood of reporting body dissatisfaction if she lived in a neighbourhood of
average affluence (approximate average income $61 280), versus
a 71% likelihood of reporting body dissatisfaction if she lived
in a neighbourhood of below average affluence (approximate
average income $31 790). The values were more striking for a
woman with an average body mass index (approximately 24
kg/m2; “normal weight”): such a woman had a 71% likelihood
of reporting body dissatisfaction in a neighbourhood of above
average affluence, a 58% likelihood in a neighbourhood of average
affluence, and a 43% likelihood in a neighbourhood of below
average affluence. The highest probability of “body dissatisfaction” (among non-low income women) was found for a
.............................................................
‡We re-ran analyses using an alternative measure of body dissatisfaction
for the outcome variable: discrepancy between ideal and actual weight.
Results from these analyses were consistent with those reported in the text;
namely, neighbourhood affluence emerged as a marginally significant
predictor (p=0.055) of a variable relation between body mass index and
actual-ideal discrepancy.

< average BMI
average BMI
> average BMI

100

80

60

40

20

0

> average income
neighbourhood

average income
neighbourhood

< average income
neighbourhood

Figure 1 Proportion of women reporting body dissatisfaction by
body mass index and neighbourhood affluence; reported for a
non-low income woman (at least $20 000 annual income).

woman with an above average body mass index living in a neighbourhood of above average affluence (89%); the lowest probability was found for a woman with a below average body mass index
(approximately 19.5 kg/m2, “underweight”) living in a neighbourhood of below average affluence (19%). Results are presented
in table 1, and illustrated in figure 1.
The pattern of results obtained for “low income” women
(not shown) was essentially identical except all proportion
values were slightly (1%–2%) lower.

DISCUSSION
Our main question pertained to the influence of neighbourhood level affluence on body dissatisfaction. Research on the
relation between social class and eating disorders is mixed,
and we proposed that contradictory findings reflect—in
part—the failure of extant research to consider the affluence
of a person’s local environment as well as individual affluence.
Our investigation encompassed the additional, broader goal of
initiating a merge between two essentially discrepant literatures: the psychological perspective typically taken in research
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on body image, and the epidemiological and population health
perspective that underlies the study of geographical variation
in and socioeconomic determinants of health.
We found that although body dissatisfaction did not vary
between neighbourhoods, the relation between body mass
index and body dissatisfaction did show neighbourhood to
neighbourhood variation—variation that reflected (in part)
the level of affluence of the neighbourhood. For a given body
mass index, a woman living in a highly affluent neighbourhood had a higher likelihood of reporting body dissatisfaction
than a woman living in a neighbourhood of average affluence,
who in turn had a higher likelihood of reporting body dissatisfaction than a woman living in a neighbourhood of low
affluence. This finding was independent of the woman’s individual affluence (whether she was low income or not).
Research on body dissatisfaction consistently implicates
sociocultural standards of female attractiveness as an important macro level determinant of these phenomena. Although
there remains little doubt regarding the existence and
importance of these standards, such a position implies that
these standards are ubiquitous. However, it is reasonable to
suggest that the salience of this standard, as well as the degree
to which it is pursued, varies across smaller living environments. Our results are consistent with this hypothesis. There is
something about highly affluent neighbourhoods that makes
body dissatisfaction more likely, and we suggest that the social
climate in such neighbourhoods is one in which the values of
the broader culture are magnified. For example, it is plausible
that highly affluent neighbourhoods are characterised by a
heightened sense of appearance investment, whereby people
in general are more concerned about their body and
appearance, and in which certain material features exist that
facilitate investment in a person’s appearance (for example,
easy availability of fashion magazines depicting thin models,
high number of weight loss centres or work out centres with a
high emphasis on appearance, clothing stores that cater to a
young, slim female population). Furthermore, perhaps the
disadvantaged neighbourhoods show a lack of these features,
and are thereby characterised by a social climate in which
larger body sizes are accepted and body dissatisfaction is less
common. This would help explain the higher prevalence of
overweight in more disadvantaged areas.5 Additional research
is needed to identify what it is about the affluence of a neighbourhood that translates into different prevalence values of
body dissatisfaction.
To our knowledge, this study is the first to investigate variation in and determinants of body dissatisfaction at the neighbourhood level. One limitation of our data is their cross
sectional nature. We cannot determine whether women experienced body dissatisfaction before living in their current
neighbourhood, or whether it developed since having moved
there, or whether body dissatisfaction or appearance investment influenced the type of neighbourhood she chose to live
in. Greater understanding of these pathways would help us
know whether local environmental affluence acts as a causal
determinant of body dissatisfaction, or whether it acts to perpetuate existing body dissatisfaction, or both. An additional
important limitation pertains to our indicator of individual
level affluence. Because participants provided this information
using ordinal categories (for example, less than $5000,
between $5000 and $10 000, etc), it was necessary to use a
rather rough measure of individual affluence (with dummy
variables) to analyse this information. Furthermore, “income”
is not synonymous with socioeconomic status; a composite
measure including income, education, occupation, and material wealth may have more accurately categorised individuals
in terms of social class.
None the less, our results provide initial support for the role
of neighbourhood level determinants of body dissatisfaction.
This finding should be replicated using a finer indicator of
individual income and perhaps broader indicators of indi-
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Key points
• Body dissatisfaction is common among women and can be
associated with adverse psychological and behavioural
consequences.
• Body dissatisfaction may be more common among high
income women, although research results on this association are mixed.
• In this study we found that for a given body size (BMI), the
likelihood of women’s body dissatisfaction is greater if she
lives in a more affluent neighbourhood.

vidual and neighbourhood social class (education, occupation,
material deprivation). In addition, in line with existing and
emerging neighbourhood level research,33 52 future studies can
begin the important task of identifying and examining pathways and mediating mechanisms of the relation between local
environmental affluence and body dissatisfaction.
.....................
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