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Abstract
We assessed the relationship between differences in indicators of social capital before and during the
COVID-19 pandemic, and their association with self-reported measures of psychological distress. The
data was analyzed from an existing cluster randomized control trial (the Healthy Neighborhoods Project)
with 244 participants from New Orleans, Louisiana. Differences in self-reported scores between baseline
(January 2019-March 2020) and participant’s second survey (March 20, 2020, and onwards) were
calculated. Logistic regression was employed to examine the association between social capital
indicators and measures of psychological distress adjusting for key covariates and controlling for
residential clustering effects. Participants who reported higher than average scores for social capital
indicators were signi�cantly less likely to report increases in psychosocial distress between pre and
during the COVID-19 pandemic. Those who reported higher-than-average sense of community were
approximately 1.2 times less likely than those who reported lower than average sense of community
scores to experience increases in psychological distress before and during the global pandemic (OR = 
0.79; 95% CI = 0.70,0.88, p ≤ 0.001), even after controlling for key covariates. Findings highlight the
potentially important role that community social capital and related factors may play in the health of
underrepresented populations during times of major stress. Speci�cally, the results suggest an important
role of cognitive social capital and perceptions of community membership, belonging, and in�uence in
buffering changes of mental health distress experienced during the initial period of the COVID-19
pandemic among a population that is majority Black and female.

INTRODUCTION
With the o�cial declaration of the global pandemic in March 2020, there has been extensive attention
given to tracking its impact on public health in the United States. As highlighted by many engaging in the
discourse around health equity, the compounded syndemic of structural racism ampli�es the effects of
underlying systemic barriers and macro-level racism, adding additional strains to the mental health and
well-being of communities of color.1 Increasing psychological distress has been shown to be associated
with increased risk of poor health across most populations, with evidence of higher rates of chronic
disease, asthma, cancer, and diabetes.2 There is growing evidence that individuals with pre-existing
physical conditions of hypertension, chronic kidney disease, diabetes, cardiovascular disease,
cerebrovascular disease, and chronic obstructive pulmonary disease are at a higher risk for
hospitalization and early death when diagnosed with COVID-19.3 Furthermore, there are mixed �ndings
from research exploring the association between pre-existing mental health diagnosis with increased risk
for COVID-19 related hospitalization and mortality.3

Although we may not understand the mechanisms through which mental health may affect individuals’
risk for COVID-19 related health outcomes, we have ample evidence that Black, Indigenous and
communities of color have experienced higher rates of COVID-related mortality.4,5 Across the country,
there is a continuous pattern that Black, Latinx, and individuals of marginalized identities have been
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adversely affected by the pandemic. A survey from the Commonwealth Fund found that Latinx and Black
adults reported experiencing economic hardships almost 2 to 3 times more than White adults at early
stages of the pandemic.6 In national surveys, more people of color reported experiences of anxiety and
depression.7 Given the deep and lasting history of systemic racism in the US, Black and Brown
communities continue to be disproportionately affected by the compounded stressors exacerbated by
instabilities and uncertainties associated with the pandemic’s everchanging progress.4,8,9

Addressing how social determinants of health are affecting families during the pandemic can be di�cult,
but there is opportunity to investigate how resiliency may be strengthened while navigating moments of
uncertainty. Research into global crises reveals possibilities for buffering psychological distress through
increasing meaningful social connections and fostering a sense of community. Findings from studies on
mental health resilience among communities of color highlight mechanisms that may be particularly
salient. A recent study on the trajectories of psychological resilience and mental health distress
throughout a period from March 10 to August 4, 2020, highlights a protective relationship among adults
reporting high levels of resilience (as measured by the Brief Resilience Scale) with lower odds of mental
distress.10 Additionally, the authors reported populations within their sample including, males, Black
adults, those over 50 years old, and adults with graduate degrees had higher odds of reporting higher
resilience, as compared to individuals living below the poverty line.10

Connectedness and resilience can be indicators of social capital, which as an overarching concept has
been de�ned in many ways. Cohen and Prusak11 offer this de�nition of social capital as “active
connections among people: the trust, mutual understanding, and shared values and behaviors that bind
the members of human networks and communities and make cooperative action possible”. This
conceptualization of social capital highlights the agency that relationships and connections can inspire.
Furthermore, focusing on indicators of social capital within neighborhood spaces present opportunities
for understanding how relationships among neighbors and within local networks can have an effect on
mental health and psychological distress. Aspects of social capital have been affected by changes
brought on by the pandemic, including major shifts to patterns of socialization and employment as a
result of stay-at-home orders, school shutdowns, and upholding guidance related to physical distancing.
While there is evidence of rede�ned patterns to socializing, including the unique role of social media and
technology, there are still barriers faced by communities in neighborhoods with limited access to public
spaces, poor conditions of public spaces, or concerns of crime and safety.12–14

Given the impact of the challenges presented by the pandemic on mental health and the important role
that neighborhood conditions may play in buffering or exacerbating pandemic related stress, this study
aims to explore how dimensions of social capital (operationalized as sense of community and
neighborhood collective e�cacy) are associated with changes in self-reported psychological distress and
perceived stress among a sample of primarily Black residents living in low-income neighborhoods in New
Orleans, Louisiana–an area experiencing great inequities in rates of COVID-19 infection, morbidity, and
mortality15. In this study, we examine how self-reported indicators of social capital among residents in
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New Orleans affect changes in self-reported psychological distress and perceived stress following the
�rst several months into the COVID-19 pandemic. We hypothesized that residents with higher measures
of social capital, operationalized as indicators for greater perceived sense of community and collective
e�cacy, would experience less self-reported distress and perceived stress before and during the COVID-19
pandemic time periods.

METHODS
The study draws on secondary survey data from an existing cluster randomized control trial funded by
the National Institute of Health (NIH, R01HD095609) with additional funding support from the Robert
Wood Johnson Foundation’s Evidence for Action Program. The parent study, referred to as the Healthy
Neighborhoods Project (HNP), is taking place across 23 neighborhoods in New Orleans, and is aimed at
testing the impact of neighborhood beauti�cation on violence prevention and overall health. The parent
study includes a longitudinal cohort portion that follows the experiences of neighborhood residents
throughout the 5-year project. The current study sample is a sub-sample of 244 respondents with both
baseline data collected before the COVID-19 pandemic (January 2019-March 2020), and Wave 2 data
collected following the stay-at-home orders from city o�cials beginning March 20, 2020, and onwards.16

All methods in the study are in accordance with relevant guidelines and regulations.

Data collection. Trained interviewers collected survey data utilizing RedCap™ software in person (5%, n = 
12) and over the phone (95%, n = 232). Participants with different modes of data collection did not differ
in any way according to sociodemographic factors, exposures, or outcomes of interest in the present
study. Both baseline and Wave 2 surveys took approximately 45 minutes to complete, and respondents
provided consent to participate before enrollment. The Tulane University Institutional Review Board
approved the study.

Measures. Dependent variables. To capture differences in self-reported mental health distress and stress,
the Kessler 6 (K6) Psychological Distress Scale and Perceived Stress Scales (PSS) were included in the
parent study. The K6 scale measures the frequency of “non-speci�c psychological distress” with six
items, each ranging from zero for “none of the time” to four for “all of the time”. Questions focus on
negative feelings/emotions and related ability to carry out normal activities and care-seeking.17 The
items are reduced into a summary score, with higher scores indicating greater psychological distress.
Scores of 5 and over indicate moderate psychological distress and 13 and over indicate serious
psychological distress.17 The index demonstrated internal reliability in the parent sample (Cronbach’s
alpha = 0.89).

The PSS was measured using four items where each item was scored ranging from zero for “never” to
four for “very often”. Positive items were reverse coded and then a total score was obtained by
aggregating across all 4 items.18 The scale also demonstrated internal reliability in the parent sample
(Cronbach’s alpha = 0.71). To examine change in self-reported mental health, difference scores for K6 and
PSS scores were calculated between each participant's baseline (pre-pandemic) and Wave 2 (during
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pandemic) responses. An increase in change scores for either measure indicated an increase in self-
reported mental health distress or perceived stress over time and was coded as one to indicate a decrease
or zero to indicate no change.

Independent variables. Social capital was assessed with two separate indicators—Sense of Community
and Collective E�cacy. Sense of community was measured using the sense of community index (SCI), a
validated tool that measures perceptions of connection and membership to a group or community. The
SCI includes 12 items, scored on a “mostly true/mostly false” scale for each item, resulting in total scores
ranging from zero to twelve. Lower scores indicate a lower perception of a sense of community.19 The
SCI also included two subscales to measure emotional connection to community as well as sense of
belonging to community or membership. Each subscale was made up of six questions.19 The SCI scale
was designed to include an overall score and subscales scores that capture more speci�c constructs for
sense of membership, sense of in�uence, reinforcement of needs, or shared emotional connection.19

Scale items included responding to statements such as, “I can recognize most of the people who live in
my neighborhood”, “I care about what my neighbors think of my actions”, “I have in�uence over what this
neighborhood is like”, and “If there is a problem in this neighborhood people who live here can get it
solved”. Within our sample, the SCI demonstrated strong reliability (Cronbach’s alpha = 0.85).

In addition to incorporating the SCI, neighborhood collective e�cacy was assessed with survey items
taken from measures developed by Sampson and colleagues20 which included 8 items scored on a 5-
point scale ranging from 1 (“strongly disagree”) to 5 (“strongly agree”), for total scores ranging from 8 to
40. To measure collective e�cacy, participants responded to statements such as, “You can count on
adults in this neighborhood to watch out that children are safe and don't get into trouble”, “The police
protection in my neighborhood is adequate”, “I can trust the government in New Orleans to do what is
right for my neighborhood”, and “If there is a problem around here, the neighbors get together to deal with
it”. Lower scores indicated a lower sense of perceived neighborhood collective e�cacy. The measure
demonstrated reliability in our sample (Cronbach’s alpha = 0.85).

Covariates. The covariates included in the study are related to the sociodemographic backgrounds of the
participants. These variables included age, sex, relationship status, education, employment status, and
participant attitudes about COVID-19 prevention. Age was measured continuously and ranged from 20 to
80 years. The responses were recoded into 9-year categories, “20–29”, “30–39”, “40–49”, “50–59”, “60–
69”, and “over 70”. Sex was measured as a binary variable where 1 indicates “female”, and 0 indicates
“male”. Relationship status was measured in the categories of “married”, “living with a partner”,
“divorce/separated”, “widowed”, “single/never married”, and “multiple”. A response of “multiple” indicates
that the respondent may experience multiple relationship statuses at once. The categories of “living with
a partner” were combined with “married” and, “never married” with “multiple” and “other”, to address the
small percentage of responses (less than 5%). Education attainment included categories of “less than
high school education”, “high school/GED”, “some college”, “college”, and “graduate” levels. Employment
status was recoded so that each category had more than 5% of the sample size for analysis. The
categories are “full time”, “part-time”, “unemployed”, “unable to work because of a disability”, and “other”.
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Other included individuals who identi�ed as retired, full-time homemakers, and individuals in school or a
training program. Attitude around COVID-19 prevention was measured as participant’s response to the
statement “If I don't take preventative action, then I am likely to get COVID-19.” Participants responses
were recoded into three categories- “probably true”, “probably false”, and “not sure/no opinion”.

STATISTICAL ANALYSIS
Data Analysis. Descriptive, bivariate, and multivariate analyses were conducted, including chi-square and
t-test for categorical and continuous bivariate analyses, respectively. Logistic regression was employed to
examine the association between social capital indicators and measures of psychological distress (K6
and PSS), adjusting for key covariates. Regression models were analyzed separately for each measure of
social capital and mental health outcome—increases in psychological distress or perceived stress—before
March 2020 and during the COVID-19 pandemic from March 2020 vs. no change or decrease. All
analyses were performed with Stata/BE 17.0.

RESULTS
Slightly more than half of the total sample population reported experiencing an increase in psychological
distress between baseline and Wave 2 data collection. Table 1 presents the sociodemographic
background data of individuals involved in the study, strati�ed by changes in psychological distress from
the pre-COVID onset and during the pandemic. The average age of participants was 52 years. About 70%
of the sample identi�ed as female and 30% as male. A majority self-identi�ed as non-Hispanic
Black/African American (77%), roughly 15% identi�ed as non-Hispanic White, with 4% identifying as non-
Hispanic other, and the remaining 4% identifying as other (ethnically Hispanic). Nearly 40% of study
participants identi�ed as single, a little over 25% identi�ed as married or living with a partner, 10%
identi�ed as widowed, 11% identi�ed as divorced or separated, and the remaining 14% identi�ed being in
other types of relationship statuses. Almost 39% of the participants identi�ed having full-time
employment. Among respondents who reported an increase in psychological distress, 10% reported
experiencing unemployment, as compared to 5% of respondents who reported a decrease or no change in
psychological distress before and during the pandemic.

For the study sample, the average perceived neighborhood collective e�cacy score was 28 (range from
8–40), with scores slightly lower for participants who experienced an increase in distress from before-
during the pandemic (p < 0.05). Furthermore, the average sense of community score was a little over 9,
with those who reported experiencing an increase in distress scoring slightly lower scores (although the
association was not signi�cant).

Table 2 presents the results from crude and adjusted logistic regression models for each marker of social
capital (sense of community index and collective e�cacy). From the crude models, respondents reporting
a greater sense of community were signi�cantly less likely to experience an increase in psychosocial
outcomes over time, for both measures of psychological distress (K6) (OR = 0.51, 95% CI = 0.29, 0.91, p ≤ 
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0.05) and perceived stress (PSS) (OR = 0.49, 95% CI = 0.28, 0.87, p ≤ 0.05). Crudely, respondents who
reported higher levels of neighborhood collective e�cacy also reported lower odds of increased
psychological distress over time for both K6 (OR = 0.40, 95% CI = 0.23, 0.71, p ≤ 0.05) and PSS (OR = 0.69,
95% CI = 0.40, 1.19) measures.

When adjusting for the effects of age, sex, relationship status, education level, employment, attitude
around COVID-19 prevention, and cluster-level design, both measures of social capital continued to
exhibit signi�cant and protective associations with changes in psychosocial outcomes. Study
participants who reported a higher-than-average sense of community were approximately 1.2 time less
likely than those who reported lower than average sense of community scores to experience increases in
psychological distress before and during the global pandemic (OR = 0.79; 95% CI = 0.70,0.88, p ≤ 0.001)
when controlling for covariates. Furthermore, the same participants were also slightly less likely than
those who reported lower than average sense of community scores to experience increased perceived
stress differences (OR = 0.84; 95% CI = 0.75, 0.95, p ≤ 0.01).

From the models, higher neighborhood collective e�cacy scores were associated with signi�cantly less
increases in psychosocial outcomes between pre-March 2020 with COVID-19 pandemic timelines,
although the effects were smaller. Participants who reported higher-than-average neighborhood collective
e�cacy scores were 10% less likely than those who reported lower-than-average scores to experience
increases in distress over time (OR = 0.90, 95% CI = 0.85, 0.95, p ≤ 0.001) when controlling for relevant
variables. In addition, participants with higher-than-average neighborhood collective e�cacy scores were
8% less likely than those who reported lower-than-average-scores to experience increased perceived stress
scores over time (OR = 0.92, 95% CI = 0.87, 0.97, p ≤ 0.01).
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Table 1
Individual and neighborhood socio-demographic characteristics of study participants strati�ed by

psychological distress before and during COVID 191

  Increase in
psychological
distress

(N = 116)

No change or decrease in before
psychological distress

(N = 128)

Total

(N = 244)

  Mean (range) / % Mean (range) / % Mean
(range) /
%

Average age (years) 50.90 (22–83) 53.38 (22–94) 52.20
(22–94)

Sex*      

Female 69.83% 69.53% 69.67%

Male 30.47% 30.17% 30.33%

Self-reported racial identity      

Non-Hispanic Black 77.59% 77.34% 77.46%

Non-Hispanic White 12.93% 16.41% 14.75%

Non-Hispanic Other 5.17% 3.13% 4.10%

Other (Hispanic) 4.31% 3.13% 3.69%

Relationship status      

Married/living with a partner 26.72% 24.22% 25.41%

Divorced/Separated 9.48% 12.50% 11.07%

Widowed 10.34% 10.16% 10.25%

Single 38.79% 39.84% 39.34%

Other (Multiple/Never married) 14.66% 13.93% 13.93%

Employment status      

Full-time 37.93% 39.06% 38.52%

Part-time 12.93% 16.41% 14.75%

Unemployed 9.48% 4.69% 6.97%

Unable to work due to
disability

14.66% 17.19% 15.98%

Other 25.00% 22.66% 23.77%
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  Increase in
psychological
distress

(N = 116)

No change or decrease in before
psychological distress

(N = 128)

Total

(N = 244)

  Mean (range) / % Mean (range) / % Mean
(range) /
%

Education      

Less than high school 5.31% 13.71% 9.70%

High school graduate 32.74% 26.61% 29.54%

Some college 36.28% 24.19% 29.96%

4-year college 17.70% 22.58% 20.25%

Graduate or professional
school

7.96% 12.90% 10.55%

Average perceived
neighborhood collective
e�cacy*2

26.10 28.94 27.57

Average sense of community
index score3

8.96 10.36 9.69

1 Psychological distress measured by Kessler Psychological Distress Scale with scores ranging from 10–
50 where higher scores indicate greater distress.

2 Percevied neighborhood collective e�cacy eight items measured on a �ve-point scale where higher
scores indicate higher collective e�cacy.

3 Sense of community index measures the aggregate score of true/false (true = 1, false = 0) responses for
12 items that capture subscale responses of sense of membership, integration, in�uence, and shared
emotional connection with scores ranging from 0–12.

4 Neighborhood attachment score includes 7 items measured on a four-point scale where a higher score
indicates higher neighborhood attachment.

*Statistically signi�cant difference at p ≤ 0.05.

Notes. Mean / % of any variable based on < 10% missing.
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Table 2
Impact of Social Capital on Psychologic Distress and Perceived Stress Differences Before and During

COVID-19: Results of Crude and Adjusted Logistic Models

  Crude Models Adjusted Models1

Odds
Ratio

95%CI Odds
Ratio

95% CI

Psychological Distress Differences Outcome (K6)

Model 1: Sense of community 0.51* (0.2911,
0.9054)

0.79§ (0.7038,
0.8834)

Model 2: Neighborhood Collective
E�cacy

0.40* (0.2292,
0.7099)

0.90§ (0.8523,
0.9543)

Perceived Stress Differences Outcome (PSS)

Model 3: Sense of community 0.49* (0.2824,
0.8652)

0.84** (0.7458,
0.9488)

Model 4: Neighborhood Collective
E�cacy

0.69 (0.4011,
1.1867)

0.92** (0.8739,
0.9747)

1 Controlling for age categories, sex, relationship status, education, employment, attitudes around COVID-
19 prevention, and cluster-level effects.

Note

Modeling difference score for both K6 and perceived stress difference. A greater difference score
indicates an increase in psychological distress and perceived stress following the start of the COVID
pandemic

*= statistical signi�cance at p < 0.05

**=statistical signi�cance at p ≤ 0.01

§= statistical signi�cance at p ≤ 0.001

DISCUSSION
This study contributes to the growing literature on the role that social capital may play in buffering
pandemic stress, with both indicators of social capital re�ecting modest protective effects from increased
psychological distress and perceived stress before and during the COVID-19 pandemic. Our models
showed that residents who indicated higher measures of sense of community and collective e�cacy
were also less likely to report increases in psychological distress and perceived stress at the moment of
our study and its timing during the early stages of the pandemic.
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Although the general consensus on the relationship between social capital and its effects on mental
health is mixed, these results corroborate �ndings on the bene�cial role of social capital for mental
health, where higher levels of social capital has been found to be inversely related to mental illness
diagnosis in community and individual contexts.21 Studies linking measures of social capital and
speci�cally the Kessler 6 measures of psychological distress have led to results that support our �ndings.
Relevant studies have reported �ndings in which lower levels of community social capital were
associated with psychological distress.22,23 The bene�ts of social relationships on a more general level
are connected with facilitating positive physiological and cognitive responses that minimize stress or
partaking in risky behaviors.24 Furthermore, there is some evidence that lower perceptions of social
support and smaller networks of social connections are associated with depressive symptoms.25

Our �ndings also add to the growing literature that supports a key role of social capital on outcomes
related to the COVID-19 pandemic and recovery from crisis situations.26 Psychological responses to
navigating “home con�nement” and quarantine during the early stages of the pandemic have been
documented, including negative emotional outcomes and stress regarding managing the burdens and
logistics of securing day-to-day supplies, �nances, and other familial needs.27 In response, fostering
social capital through strengthening community and familial connections is recognized to promote more
trust and sharing of information to inspire preventative action and preparation bene�cial to navigating
changes during this time.26,28 In addition, social capital is theoretically linked to promoting civic norms
outside of formal institutions, and may serve to unite residents to work towards shared goals and
fostering a greater sense of the value of contributing towards collective action.28

Finally, this study adds to the existing literature by including experiences of racial and ethnic minoritized
groups.25 From a similar study in the UK, researchers identi�ed that social capital and psychological
distress were distributed differently across Black and ethnic minorities, raising the importance of
considering diverse experiences across gender and racial identities.25 While this study does not analyze
outcomes by racial and ethnic subgroups, it focuses on a sample of predominantly Black female
residents living in New Orleans, Louisiana. Speci�c to New Orleans, COVID-related mandates, and phases
of the city’s reopening since March 2020 have had varying impacts on the economic, social, and health
equity-related outcomes.29 Black men and women representing a majority of the city’s population were
disproportionately represented among the ranks of essential and frontline workers in New Orleans, and
Black women have been further affected by job losses related to COVID-19 and lower wages for their
labor.30 The strains and burdens experienced by the Black communities in New Orleans were further
ampli�ed by inequities in rates of COVID-19 infection, morbidity, and mortality.15 Additional research into
the nuances of social networks and speci�c mechanisms of buffering for psychological distress are
relevant to better understand the health realities and priorities for Black residents in New Orleans,
Louisiana, and the Gulf South at large.31

Our �ndings re�ect a protective element of social capital among respondents who reported higher than
average sense of community and collective e�cacy scores. One area of critique related to social capital
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raises the need for introducing greater complexity and nuance when teasing out the underlying
mechanisms and theories that motivate the formation of social connections and networks.32 We were not
necessarily able to address this critique in our study directly, but it provides us with direction for future
projects through the incorporation of ethnic identity measures and validated scales to assess the
potential moderating effects of perceived racial or ethnic identities and relationships to social capital and
mental health.

One aspect that may bridge individual social capital (individual perceptions of the community) to
community and institutional social capital within the Black community in New Orleans may be connected
to strong historical and contemporary practices of grassroots mutual aid efforts in New Orleans.33

Mutual aid is a form of civic participation, where people take on the responsibilities for direct care for one
another beyond symbolic acts and into creating new relational patterns and structures to meet folks’
immediate needs.34 Mutual aid has garnered more national attention during COVID-19 under the work of
local institutions and groups led by communities of color, many of whom are directly affected by
structural inequities, and have continued to sustain their efforts to provide resources to community
members.34 Within New Orleans, and Louisiana more broadly, mutual aid societies continue to �ourish to
address the needs of historically marginalized groups. Raising visibility of the organized capacity of
marginalized groups to exercise agency and materially provide for each other’s needs is an important
narrative to counter claims that groups of color are “dependent” on institutions and labeled “resource
poor” in a way that perpetuates unbalanced stereotypes and perceptions of communities of color.33

Despite our �ndings, there are several limitations to this study that must be raised. Primarily, the �ndings
were drawn from a small and select sample of residents and are based on self-reported data which is
subject to recall and social desirability biases. Findings from the study cannot be generalizable to all
residents in New Orleans but serve as a helpful reminder to invest in more holistic conceptions of mental
health that draw connections between individuals and community life. While the sample size was small,
it is representative of many low-income neighborhoods in the city. Finally, there are limitations to our
indicators of social capital, as they do not capture the full conceptualization of the construct. An ongoing
consideration related to operationalizing social capital includes clarifying the type and level of focus of
the measures utilized. Generally, measures of sense of community and collective e�cacy fall within
cognitive forms of social capital that capture community-level characteristics as opposed to individual-
level traits.35 As demonstrated from our �ndings, the sense of community index was found to be a
stronger buffer of psychosocial change scores as compared to the measure for neighborhood collective
e�cacy among the sample population. Neighborhood collective e�cacy may differ from sense of
community by capturing dimensions of neighborhood capacity that extend beyond perceptions of social
connection into the realm of engagement in shared action.

CONCLUSION
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Findings from this study highlight the value of conducting additional research into the relationship of
measures of social capital and particular factors most relevant to underrepresented populations.
Speci�cally, the results suggest an important role of cognitive social capital and perceptions of
community membership, belonging, and in�uence in buffering changes of mental health distress
experienced during the initial period of the COVID-19 pandemic among a population that is majority Black
and female across 23 neighborhoods of New Orleans, Louisiana. Furthermore, incorporating social
capital and its relevance for highlighting existing and long-standing grassroots and community structures
are useful for identifying norms and practices that address local needs and may play a role in promoting
resilience.32 Additional research, partnership, and advocacy into the importance of interdisciplinary
national efforts to support local mechanisms for fostering social connection and belonging, such as
through mutual aid groups can also support mental health, and is an avenue that requires added
attention.

Declarations
DATA AVAILABILITY  

The repository for the related dataset can be found at the following Box link:
https://tulane.box.com/s/ox7h2i4isp8ri7euula6b969blux6585. 
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