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Social capital for beultb

Preface to the series

The recently published Acheson Report on Inequalities in Health and the Government’s

pubhc health strategy ‘Our Healthier Nation’, recognise that the solutions to major pubhc

health problems such as heart disease, cancers, mental health and accidents are complex.

They will require interventions which cut across sectors to take account of the broader

social, cultural, economic, political and physical environments which shape people’s

experiences of health and wellbeing.

A major challenge is how to influence these broader determinants of health in such a way

that relative inequalities in health can be addressed.

Recent evidence suggests that social approaches to the organisation and delivery of public

health may have considerable potential for health improvement, particularly for those that

suffer most disadvantage in society. The evidence base for moving forward in this field is,

however, somewhat limited.

The Health Education Authority is committed to developing this evidence base and to

testing social approaches to reducing health inequalities and to the promotion of health

and the prevention of disease.

The HEA’s first Research Strategy 1996-99 initiated a programme to investigate the concept

of social capital and to establish the empirical links between aspects of social capital such

as trust, reciprocity, local democracy, citizenship, civic engagement, social relationships,

social support, and health outcomes, access to services, information and to power.

Social capital serves as one coherent construct which will allow us to progress the debate

and discussion about the general importance of social approaches to public health and

health promotion. It ]s however only one part of an approach to health improvement,

which must also clearly embrace structural changes.
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The HIM’s new programme of Social Action Research m hvo city sites will build upon the

evidence produced thus far, to demonstrate the effectiveness of a range of integrated

social approaches, implemented through collaborative initiatives by local authorities,

health authorities and the voluntary sector.

The early work on social capital will also feed into new in-depth analyses of social

networks and citizen power and their importance to health by gender, age, ethnicity and

further explore its relationships to health and inequality in individual and in popdations.

Over Lhe commg year the HEA will be publishing a series of reports summarizing the

initial results of the exploratory work on social capital and Its links to health.

TIMS report presents the results of research commissioned by the HEA to exploit more

fully the data already available in national datasets. The recommendations made by Helen

Cooper and colleagues provide important pointers, for both the future collection of data

and the generation of new hypotheses relating to inequalities in health.

Professor Pamela Gillies

Dzrector of Research

Health Educatzon Authorzty



Foreword

The Health Education Authority (HEA) is committed to tackling inequalities in health in

both its corporate and research strategies, and is currently engaged m a programme of

research to investigate the links behveen health and wellbeing and the wider determinants

of health. The re~atlve influence of structural variables and of individual behaviour on

health has been extensively researched (Drever and Whitehead, 1997; Townsend,

Davidson and Whitehead, 1988; Wilkinson, 1996). However, far less is known about how
social support might influence health and health-related behaviour.

As part of its overall research strategy, the HEA commissioned a secondary analysis of

several large datasets, reported m Part II. The aim of this research project is to analyse the

relationship between social support, health-relaled behav]our and health. The research

project examined how health status and health-related belxwiours – for example, diet,

exercise, smoking and alcohol consumption – are influenced by factors such as stress, and

access to emotional and practical support.

Prior to the secondary .analysls, a literature review of the links between hexlth, health

behawour ancl social support has been carried out, and is reported in Part I. This review

includes an investigation of recent literature dealing with the impact which ‘social capital’

– that is, the characteristics of the social environment – has upon individual and collective

wellbeing.
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PART I

A review of the literature
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Summary

literature

of findings from the

Most research on social support desk with the waYs in which individual’ social resources

influence their health and wellbeing, notably support from members of their social

nehvork, such as friends, family and neighbors. More recently, however, there has been

increasing emphasis on investigating the links between health, health-related behaviors

and levels of ‘social capital’ – that is, the collective social resources to which the family,

neighborhood or community has access. The key findings of the litermure ~eview are

summarised as follows:

Social sum30rt11

Stress can have negative effects on mental health, leading, for example, to depression.

Social support is believed to ‘buffer’ the individual against stress, or to enable him or

her to cope with its effects.

Although it is widely believed that stress has a negative effect on physical health, and

that ill health can cause stress, the mechanisms whereby this occurs have not been

identified. The negative effects of stress on physical health may be mediated by poor

health-related behaviors, such as increased smoking, or may be caused by physiological

factors, such as reduced immune response.

Levels of stress have been found to be higher when individuals feel themselves to be

depressed or socially isolated, ancl perceive low levels of available support.

Social support can have beneficial effects on health regardless of whether the individual

is suffering stress or not. Conversely, a lack of social support can lead to increased risk

of mental health problems, such as depression, regardless of whether the individual

experiences stress or not.

There is evidence to suggest a relationship between social support and physical health

which is mediated by health-related behaviour.

Support from friends, family and health professionals can enhance physical health by

encouraging health-promotion behaviour and discouraging poor health-related
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behaviors, such as over-eating. Conversely, lack of positive support – especially where

there is negmive pressure from other members of the social nehvork – can lead to over-

indulgence in mky behaviors, such as smoking, or undermine the individual’s

attempts to practise health-promotmg behaviors, such as taktng up exercise,

The larger and more diverse an individual’s social network, the more access he or she

WiII have to functional social relationships, and the more potential benefits there are

likely to be for health.

Social nehvork size, degree of nehvork participation and levek of perceived suppor~

increase with socioeconomic status, and for those who are in paid employment, but

decrease with age.

Social support may have a more positive effect on health and health-related behaviour,

especially in times of stress, if it is provided by people of the same gender, age, ethnicity

and socioeconomic background, or by people who have shared sin-alar life-experiences.

Social cat3italJ-

There is a consensus in recent literature that the consLruct of ‘social capltd’ may be

usefully apphed to the study of health and health-related behaviour. Researchers have

measured social capital in terms of the social, collective, economic and cultural

resources available to a fami]yj neighborhood or community.

In addition, some researchers have measured the social, personal, econonuc and

cultural capital of individual members of the family in studies o~ educational

attainment and child development, for example, them access to membership of

community organisations.

Nevertheless, there is – as yet – no [irm agreement among researchers as LOthe exact

components of social capital, although a number of international meetings and

conferences have taken place dedicated to producing a universally acceptable workmg

defmition of the concepl.

At present, the majority of researchers accept Putnam’s definition of social mpital, that

]s, the ‘[eatures of social ]ife such as networks, norms, and social trust that facilitate co-

ordination and co-operation for mutual benefit’ (1995, p. 67). Thus, a social group with

a high level of social capital is likely to be cohesive ancl to have well-developed

networks of communication and mutual support.

The most commonly used measures of social capital are civic participation – for

example, membership of community organisations – and social trust, both of which are

measured in national surveys in the USA but not, m yet, in similar surveys in the UK.

Using US survey data, recent epidemiological research has demonstrated a correlanon
between low levels o{ social capita-l and mortality dlat is mediated by income inequality.

Income inequality is thought to damage social cohesion and integration, thus leading

to lack of social support within the communily, characterisecl by social isolation, which,

in turn, contributes to premature mortality.



1. Introduction

A review of the literature relating to stress, social support and social capital has been

carried out in order to provide background information for a secondary analysis of three

large datasets, the HEA Health and Lifestyle Surveys (1992 and 1993) (HEA, 1995), the

Health Survey for England (1993-1994) (OPCS, 1996) and the General Household

Survey (1994) (Colhoun and Prescott-Clarke, 1996), reported in Part II.

The aim of the research is to analyse the relationships between social support (at the

individual and community level), health behaviour and health. It is hypothesised that lack

of socd support in times of stress can lead to poor health-related behaviors, such as

increased smoking and alcohol consumption, reduced physical exercise, poor diet and

self-neglect. Social support is measured by the amount and frequency of contact with

social network members and in terms of the perceived quality and stability of supportive

relationships. Social capital refers to the social resources of the neighbom-hood and is

measured by individuals’ perceptions of the local environment.

The review provides definitions of terms which will be used in the analysis, and

reformation to guide the construction of social support indices for use in the design of

future Health and Lifestyle cluestionnaires. The utihty of the concept of ‘social capital’ in

researching health behaviour and inequahties in health is also consiclered.

The findings of the literature review indicate that it is necessary to give more weight to the

way both ‘positive’ and ‘negative’ types of social support influence health and health-

related behaviors. ‘Positive’ social support may encourage an individual’s attempts to

change his or her health-related behaviour, wherein these attempts may be undermined

by ‘negative’ social support, for example, if family members or friends continue to smoke

or drink to excess when the individual is trying to stop. In addition, the literature rewew

suggests that health may be affectecl by the characteristics of the local commumty, such as

the amount of support exchanged between neighbors, levels of group affiliation and

frequency of participation in community activities.

Gillies (1997) argues that ‘individualism continues to dominate many of the practical
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health education and disease prevention agendas, at least in industrialised countries’

(p. 29). Several recent publications suggest that there needs to be a shift in emphasis from

the indiwdmd’s characteristics towards an investigation of the wider social, economic,

environmental and cultural determinants of health (Gabbay, 1998; Gillies, 1997; Kawachl

and Kennedy, 1997; World Health Organization, 1997). For this reason, the literature

review distinguishes these two approaches. Chapter 2 examines research into the

relationship between social support and the health of the individual; Chapter 3 exammes

research on the relationship behveen social capital and health, primarily relating to the

level of the community,

At the individual level, social support refers to the companionship and dle practicil,

informational and esteem support which derive from a person’s social network, It has

been theorised that the more opportunities an individual has to interact with other

people, the more social support wdl be available, which, m turn, will have a beneficial

effect on health, heahh-relatecl behaviour and general wellbeing. During the past 20 years,

many psychologists, sociologists and medical researchers have investigated the validity of

this hypothesis and have generated a large bocly of hterature. With the exception of

epidemiological studies which link measures of social integration to longevity and

mortality (for example, Berkman and Syme, 1979), studies of the effects of the amount

and quali~y of social support on health at the individual level tend to dominate the

literature. Research interest has focused on the role social support plays in promoting

cermin health outcomes, notably psychological wellbeing during periods of acute or

chronic stress (for example, Avlson and Turner, 1988; Cohen, 1988; Cohen and

Williamson, 1991). There have been fewer studies of the relationship between social

support and physical health (Cohen, 1988, 1989; Cohen et ~1, 1997), or how social

support may affect health behaviour (Abella and Heslin, 1984; Berkman, 1985; Cohen

and Syme, 1985).

The mechanisms whereby social support affects health are complex, and are still not fully

understood. For example, health affects the ability to maintain social relationships, so that

a reverse causal link may occur. It has been suggested that what is lacking in social support

research is an effective means of measuring levels of social support (Madge and Marmot

1987), that is, a single measure which embraces all its many properties and functions.

Recent writers have suggested that the construct of ‘social capital’ – that is, the social

resources to which an individual has access in the community – may be important to

health and health-related behaviour. Chapter 3 focuses on resemch on ‘social capital’, for

example, Kawachi and Kennedy’s argument that large-scale studies have failed to measure

some important determinants of health:

. . . what has been missing from recent epidemiologcal studies of socd
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relationships and health is the social context in which people hve their lives . . . by

focusing on the outcomes of socially isolated (or well connected) individuals,

epidemiology has neglected the possibility that entire communities or societies

might be lacking in social connections.’ (1997, p. 1038)

Social connectedness – or ‘social cohesion’ – is generated by social nehvork interaction.

According to Kawachi, Kennedy and Lochner, it is ‘the invisible glue’ (1997, p. 2) which

binds communities of people together, gives them a shared sense of identity and enables

them to work together for the benefit of the whole community. As such, social cohesion

is an elusive concept. However, a number of researchers have recently made use of the

term ‘social capital’ to refer to levels of social cohesion at the community and societal level

(for example, Putnam, 1996; Kennedy, Kawachi and Prothrow-Stith, 1996). The concept

of social capital embraces all the social, collective, economic and cultural resources to

which a community or population has access. Levels of sociaI capital therefore indicate a

community’s potential for co-operative action to address local problems and to provide

support for its members in tunes of need. Putnam explains social capital as follows:

‘ . . . “social capital” refers to features of social organization such as nehvorks, norms,

and social trust that facilitate coordination and cooperation for mutual benefit.

For a variety of rewons, life is easier in communities blessed umh a substantial

stock of social capital. In the first place, networks of civic engagement foster sturdy

norms of generalized reciprocity and encourage the emergence of social trust. Such

networks facilitate coordination and communication, amplify reputations, and

thus allow dilemmas of collective action to be resolved . . . At the same time,

networks of civic engagement embody past success at collaboration, which can

serve as a cultural template for future collaboration, Finally, dense networks of

interaction probably broaden the participants’ sense of self, developing the “I”

into the “we”, or . . . enhancing the participants ‘ “taste” for collective benefits.’

(1995, p. 67)
Research using social capital as a measure of social cohesion is still in its infancy, and

opinions vary as to which indicators of social cohesion should be used. The majority of

researchers tend to adopt those used by Putnam, Leonardi and Naneui (1993) in their

study of Italian regional governments, that is, ‘levels of social trust’ and ‘civic

activity/group affiliation’ (Kennedy, Kawachi and Prothrow-Stith, 1996), but – as the

literature review demonstrates – researchers have used a number of other indicators.

In the studies examined in Chapter 3, researchers have found that the higher the level of

social capital – as a measure of social cohesion and co-operation – the more health

benefits accrue for the members of the community concerned, The concept of social

capital is therefore of particular interest to the HEA. The HEA wishes to develop a

greater unc[erstandmg of its properties because a number of researchers (for example,
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Karl et nl, 1994; Putnam, 1996) suggest that projects in which social capital has been

successfuuy used and generated – for example, in sports c]ubs or in agricuhurd co-

operati~~es – provide ‘templates’ (Putnam, 1995, p. 67) for the generation of social capital

m other locations and for other purposes, such as health care and health promotion. One

contribution health promotion organisations like the HEA could make to addressing

inequalities in health is to advise health educators about projects which use existing stocks

of social capital and – in the process – generate reserves which can be put to use in other

areas.



2. Social sup-port and the

health of the individual

This chapter exammes literature dealing with the relationship between access to ‘social

support’, health and health-related behaviour. In this context, social support refers to the

companionship and practical, informational and esteem support which the individual

derives from interaction with members of his or her ‘social network’, incklding friends,

colleagues, acquaintances and famdy members.

In this part of the review, we examme the large and somewhat controversial body of

research which focuses on conceptualizing social support and investigating its role in

promoting or undermining health, Research has shown that dle presence or absence of

social support can have a direct effecl on health and mortality, and also on the heal~h and

wellbeing of those who provide emotional and practical support for others. Friends and

family members may have a positive or negative influence on an individual’s health-related

behaviors.

In this area of research, there is a greater emphasis on psychosocial health because social

support is believed to play an important role in moderating the effects of stress, particularly

on mental health (for example, Brown and Harris, 197 S). Assumhg that an individual is

cognitively aware of the stress, social support is thought to protect or buffer them against

its effects (Cohen and Wills, 1985), or help them to cope with stress. We begin by assessing

the role of stress in determining health and health-related behaviour.

1. Stress, stressors and strains
Thoits (clung Holmes and Rahe, 1967) has defined the terms ‘stress’ and ‘stressor’ as ‘any

environmental, social or internal demand which requires the individual to readjust his or

her usual behaviour patterns’ (1995, p. 54).



10 A REVIEW OF THE LITERATURE

Many researchers have been concerned with identifying and differentiating between a

variety of potential stressors, for example, sources of acute stress, such as bereavement

(Brown and Harris, 1978; Coyne and Downey, 1991; Kessler, Price and Wortman, 1985),

chronic stressors (or ‘strains’), such as unemployment or work problems (Avison and

Turner, 1988; Billings and Moos, 1984; Pearlin and Johnson, 1977) and more minor ‘daily

hassles’, such as missing a train, breaking a cup or even receiving an unexpected gift

(Thoits, 1995).

‘Positive’ and ‘negative’ stress
There has been some disagreement among researchers about ‘positive’ and ‘negative’

events, and whether or not these give rise to different amounts and types of stress, or affect

both mental and physical health. Turner and Avison (1992) argue that the stress effects of

an event depend on whether it has a positive or negative meaning for the individual

concerned. In cases where the individual can find no positive meaning in an event, the

severity of stress effects depend upon how well or badly he or she comes to terms with it.

Brown and Harris (1978), Coyne and Downey (1991), Kessler, Price and Wortman (1985),

Tausig (1983) and Thoits (1983) argue that it is negative events and experiences that are

more likely to have an adverse effect, notably on mental health. Creed (1985) and Lin and

Ensel (1989) claim that negative events and experiences me more likely to have an adverse

effect on physical health, which may be cumulative (Cohen and VWiarnson, 1991).

However, Holmes and Rahe (1967) do not differentiate between positive and negative

stressors; they claim that the accumulated stress effects of all potentially disruptive life

events in a year (such as the death of a partner, starting a new job, the birth of a child and

moving house) can over~ax or exhaust an individual’s physical and mental resources, thus

making him or her more vulnerable to ill health and physical injury.

The social correlates of stress
A number of researchers have found that people from lower socioeconomic groups do not

necessarily suffer more disruptive and/or unpleasant events in them lives than those with

higher socioeconomic status (for example, Brown and Harris, 1978; Lin, Dean and Ensel,

1986; Turner, YUheaton and Lloyd, 1995); however, evidence suggests that they are more

likely to experience chronic strain (for example, McLeod and Kessler, 1990; Turner,

Wheaton and Lloyd, 1995). Disadvantaged social groups – for example, older people and

those from lower socioeconomic groups – may be more vulnerable to certain types of

stressor, or may suffer greater ill effects from stress (McLeod and Kessler, 1990).
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Mirowsky and Ross (1989) explain these differences in re~ctivity in terms of the

stratification system which can lead some individuals 10 feel that they are powerless and

lack control, a hypothesis which might help to explain certain health-related behaviors,

such as self-neglect, Pearlin (1989) and Reissman (1990) argue that stress is related to the

individuals social roles, which, in turn, are determined by factors such as ethnicity and

gender. Thoits (1987) argues that the more social roles an individual has, the larger their

social network is likely to be and the more likely he or she is to suffer stress resulting from

network events. However, this may be counterbalanced by higher levels of perceived

social support. In terms of gender, men may be more susceptible to work-related stress

and women may be more likely to suffer stress as a result of events which occur in the lives

of relatives and other members of their social networks (for example, Kessler and McLeod

1984; Turner and Avison 1989).

Stress and health
According to Madge and Marmot (1987), there is a widespread intuitive feeling among

researchers that a reciprocal causal relationship exists between stress and health, that is,

stress can cause health problems and ill health can cause stress. However, there has been

no satisfactory demonstration of the mechanisms by which causation might operate,

although Orth-Gomer, Perski and Theorell (1983) and Marmot and Morris (1985) (both

cited m Madge and Marmot, 1987) argue that not being able to demonstrate exactly how

something works does not mean that it does not exist.

Madge and Marmot (1987) also point out that although establishing causation is difficult

in every area of research, the problem is exacerbated in this cme by the elusive nature of

the concept of ‘health’, which can be measured in many different ways, for example, in

terms of how well or ill the individual feels, according to the absence or presence of

disease, or according to the type of disease and its perceived severity or prognosis. Using

disease as a measure of health presents its own problems, since many years can elapse

behveen the onset of a disease and its diagnosis, in which case it might be difficult for the

individual to recall periods of stress from a long time before.

There has also been considerable debate amongst psychologists and psychiatrists about

the characteristics of ‘stress’ and how it should be measured; in consequence, memures of

both stress and health tend to differ from study to study. Thoits (1995) suggests that it

may be difficult to establish a causal relationship simply because no one has yet found the

right combination of type of stress and health outcome, or set of outcomes – for example,

Cohen and Wilhamson (1991) have found that there is a relationship between depression

and coronary heart disease which might be explained by stress.
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The extent of knowledge nbout the relationship behveen stress and health therefore

remmns at the level of ‘links’ and ‘associations’ between speclflc types and degrees of

stress and certain mental and/or physical ailments (Madge and Marmot, 1987). Cohen

and Williamson (1991 ) suggest that links behveen stress and physical diseases may operate

differently from those behveen stress and mental health problems; Ganster and Victor

(1988) suggest that the lmk might be explained by physiological mechanisms, perhaps by
a suppression of the immune system or by the ‘overstimulation’ (p. 26) that is caused by

the body’s fight-or-flight response to slress, which manifests, for example, as a rise in

blood pressure.

The issue is further complicated by the host of social and economic factors which have

been founcl to affecl both levels of stress and health, for example, gender, age, ethnicity

and socioeconomic status, which in Lurn can affect people’s standard of housing, the type

of envmonrnent in which they live, the type of work they do, their experience 0[

unemployment, their lifestyle and their health-related behaviors, such as smoking or

poor nutrition. Indeed, Madge and Marmot (1987) argue that some apparent links

between work stress and morbidity could be the result of social factors outside the

working environment. Health- clamaging behaviors which have been attributed to stress

– such as smoking – are also likely to be the result of social factors, such as poverty.

2. Social support
I-Iaving considered some of the ways in which stress might adversely affect health, we now

examine the relationship between social support, health and health-related behaviour.

Social support may affect health by moderating the consequences of stress, or may have a

more direct effect on health and health-related behaviour,

This section considers how social support is defined in research hterature, One of the

most common criticisms of social support research is lack of consistency in terms of how

it is conceptualised and measured (for example, Madge and Marmot, 1987). There appear

to be almost as many definitions and measures of social support as there are studies of it,

although, as ~his literature review demonstrates, this criticism can equally apply to the

concepts of ‘stress’ and ‘health’.

Structural and functional
Many researchers have been concerned with

social support, for example, differentiating

support
identifying and Iabelling various types of

between its ‘struchual’ and ‘functional’
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aspects (House smd Kahn, 1985; Ban-em, 1986; House, Landis and Urnberson, 1988). The

structural features of social support include the way in which social relationships are

organised, for example, whether or not individuals have a ‘social network’ comprising a

number of relatives, friends and acquaintances; how frequently they have contact with

other IIe.hVOk members; whether or not they live alone; and how often they take part in

soc]al activities. A wide range of functions have been attributed to social support, such as

helping to integrate the individwd into wider society; giving practical help; supplying

information; enabling the recipient to express his or her feelings; bolstering the

individual’s self-esteem; and moderating the health effects of stress (Cohen and Walls,

1985; Kessler, Price and Wortman, 1985).

The consensus view in the social support literature is that the larger and more cliverse an

individwd’s social network, the more access he or she will have to functional relationships,

and the more potential benef]ts are likely to accrue for health. For example, Berkrnan and

Breslow (1983) found that an inclividual’s risk of dying of heart disease or cancer increases

as the size of his or her social nehvork decreases; Cohen et al. (1997) found tha~ the larger

and more diverse an individual’s social nehvork, the greater hls or her resistance to the

common cold. However, both Madge and Marmot (1987) and Thoits (199-5) speculate

that it might be more beneficisd to health and wellbeing to have only one close functional

relationship than to have a large social network of unsupportwe acquaintances. Ehbbarcl

(1985) argues that social network size is of less importance for those who are able to
mobilise support effecuvely, that is, individuals who have a sense of control and who are

trusting of other people.

Perceived and received support
In terms of function, researchers have identified three different types of social support –

instrumental, irdormatlonal and emotional (House, 1981; House and Kahn, 1985).

However, these have been found to be so closely related that the key issue in terms of

health tends to be whether support is ‘received’ in some tangible form, such as having

someone listen to one’s troubles, or is ‘perceived’ by the individual to exist, [or example,

whether or not he or she feels loved by a significant other or believes that emotional

support would be forthcoming in times of stress. It has been found that levels of perceived

support have the greatest effect on mental health (for example, Dunkel-Schetter and

Bennett, 1990; Wethington and Kessler, 1986), nopably when the individual believes they

are under stress.
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The social distribution of support
Less research interest has been shown in the social dlstt-ibution of social support, but

researchers have found that married people tend to report higher levels of perceived

support than single people (Ross and Mirowsky, 1989; Turner and Marine, 1994) and that

women tend to report slightly higher levels of perceived support than men. Thoits (1987)

has found that the more social roles an indwidual has, the larger his or her social network

is likely to be, which, while n increases the risk of stress from network events, nevertheless

raises the level of perceived support.

Belle (1987) has found thal women’s network relationships tend to be more intensive and

are thus perceived as being more supportive. Working women may be at more risk of

stress as a result of having a larger network and more social roles – for example, employer,

colleague, mother, spouse – but they are hkely to have access to higher levels of perceived

support. Flaherty and Richman (1989) suggest that women may be more sensitive to their

own and others’ need for support; thus, although they may be more likely to offer support

to others, they may feel in need of more support themselves, which may not be

forthcoming. Ginn, Arber and Cooper (1997) point out that almost half of older women

(aged 65 and older) in Britain are widowed and are more likely to live alone. A key
rese~rch issue is the extent to which those who live alone both perceive and receive less

social support, and whether this differs between men and women.

Researchers have found that network size, clegree of nehvork participation (Thoits, 1982;

Turner and Marine, 1994) and levels of perceived support (Ross ancl Mirowsky, 1989;

Tholts, 1984) increase with socioeconomic status and for those in paid work, bul decrease

with age (for example, Thoits, 1984; Turner and Marine, 1994), for example, as people

leave the workforce. The increasing frailty of men and women with advancing age leads

to higher demand for formal practical support from statutory and voluntary agencies, and

an increased need [or informal support at a time of life when social networks are likely to

be shrinking m size,

Social support and health
Many explanations of the lmk behveen social support and health are ‘stress-centred’, that

is, they are based on the assumption that s~ress has tidverse effects on health which can be

prevented, moderated or cushioned by social support. However, some researchers have

found that social support can have ‘main’ effects on health, that is, benign or beneficial

effects on mental and/or physical health – measured in terms, for example, of general

wellbeing or dle absence of the symptoms of disease – regardless of whether the

individual is suffering stress or not (Barrera, 1986; Cohen and Wills, 1985; Gottlieb, 1983;
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Thoits, 1985). Conversely, according to Coyne and Downey (1991), a lack of social

support can lead to increased risk of mental health problems, such as depression,

regardless of whether the individual experiences stress or not.

Main effects of social support on health can be direct or mediated, for example, by an

inchvidual’s own health-related behaviour (the relationship between social support and

health behaviour is discussed below under ‘Social support and health-related behavior’).

In terms of direct effects on health, Wise (1986, cited in Ginn, Arbor and Cooper, 1997)

found that dealing with problems of loneliness can promote the healing of leg ulcers, and

Cohen et al. (1997) have found that, for people aged between 18 and 55, having a large

and diverse social network enhances resistance to upper respiratory tract infections,

although they have been unable to discover why this should be the case. Social support

might also have a direct effect on health when an individual’s health needs are looked after

by a relative or friend (Berkman, 1985), such as preparing nutritionally balanced meals

and maintaining a clean, safe and comfortable envmonrnent. However, this does not

necessarily mean that the individual will feel healthy, nor that he or she will be free from

disease, or even that he or she will report a high level of perceived support.

In terms of mental health, Wills (1985, cited in Ganster and Victor, 1988) has found that

the effects of stress include low self-esteem, and feelings of powerlessness and lack of

personal control, which might in turn lead to depression, lack of selLcare and increased

susceptibility to illness. Social support may therefore enhance mental health in a number

of ways, for example, by providing opportunities for interaction and help with practical

~asks, thus relieving loneliness and raising levels of perceived support; by assisting the

individual to cope with the ‘hassles’ of everyday life by giving reassurance that the

individual is loved and valued, which enhances self-esteem and feelings of self-worth; by

giving reassurance and feedback about the individual’s competence, thus helping to

restore a sense of mastery and control; and by helping the individual to reassess the nature

of the stressor and to devise ways of coping or coming to terms with it (Ganster and

Victor, 1988).

Much less is known about the mechanisms linking social support and physical health.

Cohen and Williamson (1991) suggest that lust the physical presence of a significant other

may help to regulate an individual’s emotional state, which in turn helps to regulate the

immune system, especially in times of stress. Ganster and Victor (1988) suggest that if

stress affects health through raised blood pressure or suppression of the immune system,

then the beneficial health effects of social support might operate by reducing the effects

of the fight-or-flight response or by strengthening the Immune system. CasselI (1976) and

Cobb (1976) argue that one of the ways in which social support might influence health is

by enhancing resistance to disease, and Uchmo, Cacioppo and lGecolt-Glaser (1996)

claim that social support has a beneficial effect on the endocrine, cardiovascular and



16 .4 RIIVIE\V Olz TI-IELITtZRATURE

immune systems. It is still the case that very little is known about the relationship between

social support anddisease onset, althougb there has been some research intlmmea (for

example, Bedcman and Syme, 1979; House, Robbins and Metzner, 1982). The onset or a

disease might occur many yems before it is diagnosed and, as in Lhe case of stress research,

it can be di[ficuh for the individual to recall the circumstmces which prevaded such a

long time before, such as stressors and levels of social activity.

Social support and mortality
In their meta-analysis of social support studies, Schwarzer and Leppin (1992) found that,

m comparison with people m marital relationships, hvice as many single people die of

coronary heart disease, ant] three times as many single men and hvice as many single

women die of pulmonary disease, They also suggest that one of the reasons why

researchers have found that men are more likely than women to die in the first six months

after the de~tb of their partner (Helsing and Szklo, 1981; Ward, 1976) 1s that, for many

men, their only close functional relationship is with their wi[e – indeed, for some men,

their wife may be their only nehvork member.

Men tend to be older than their wives and women tend to outlive men (Arber and Ginn,

1990, 1991). As Thoits (1982) and Turner and Marino (1994) hiive found, the size of ‘an

individud>s nehvork tends to decrease with age; therefore, of those who are widowed in

old age, men are likely to be older, on average, than women tmd to have smaller networks.

Consec]uendy, men wiclowed in old age are less likely than widowed women to have either

perceived or received support in coping with grief (for example, McGloshen and

O’Bryatlt, 1988), and are therefore more likely to feel isolated and to become clinically

depressed (Coyne and Downey, 1991) or suicidal. This may lead recently widowed men

to neg]ect themselves – for example, by faihg to eat propedy – thus compromising their

immune systems and putting themselves at risk of cardiovascular disease and other health

problems.

In more general terms, House, Landis and Urnberson (1988) report that social isolation

can lead to increased mortality in both humans ancl ammals. Likewise, Kawaclu and

Kennedy (1997) claim that ‘socially isolated people die at two or three times the rate of

well connected people, presumably reflecting the [ormer’s limited access to sources of

emotional support, instrumental support (for example, fulancial aid), and other forms of

support’ (p. 1038).
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Social support and health-related behaviour
Researchers suggest that the effects of social support on health can be either direct or

mediated by health-related behaviour (for example, Cohen, 1988). If an individual has a

large socml network, then they have more potential access to a wider range of information

about the best ways in which to promote good health. As a result, they might be

encouraged to make lifestyle changes, such as giving LIp smoking or reducing alcohol

consumption, which in turn will lead to a reduced risk of disease. The argument that

social support enhances self-esteem and feelings of self-wordl (Wills 1985, cited in

Ganster and Victor, 1988) – thus leading to less risk of depression and self-neglect – can

also be applied to health behaviour.

In addition to giving the individual access to a wide range of information about health and

helping him or her cope with periods of ill health (Jerrome, 1990), social integra~ion also

provides social controls and pressures which can influence them heahh-related behaviour.

Schwarzer and Leppin (1992) point out that other people can exert an influence on an

individual’s health in a number of ways, not all of them benign or beneficial. ThLIs, social

support can have either ‘positive’ or ‘negative’ effects. ‘Negatwe’ social support refers to

the way in which the behaviour of family members or friends might encourage individuals

to take up risky practices, such as smokmg (Gottlieb and Baker, 1986; Wills and T’aughan,

1989), or undermine then- attempts to make behrwioural changes, such as reducing

alcohol consumption. For example, McBride et u] (1998) found that pregnant women

whose partners continue to smoke are less likely to give up smoking successfully than

women whose partners are non-smokers, and Stanton and McGee (1996) found that 3 per

cent of their sample were actively encoumging – or forcing – their peers to try smoking.

‘Positive’ social support refers to the way in which a spouse, friends or family members

can enhance health by encouraging health-promoting behaviors (Urnberson, 1992), for

example, by joining in with attempts to lose weight or give up smoking (McBride et al,

1998), and helping an individual to follow a special diet or take regular exercise.

Researchers (Gottlieb 1983, 1988) have written extensively about designing supporl

interventions (in the work place, in specific communities or among peer groups) to

encourage health-promoting behav]ours, such as glvmg Llp smoking and practicing ‘safer

sex’. However, the evidence suggests that health promotion campaigns might be far more

e[fective if more were known about the relationship between stress, social support and

health, and about the mechanisms whereby support encourages health-prornotmg

behaviors. For example, it has been suggested dlat support may have a more positive

effect on health or heahh behaviour, especially in times of stress, if it is provided by people

of the same gender, age, ethnicity and socioeconomic background, or by people who have

shared similar Me-experiences (House, 1981; Cohen and McKay, 1984).
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The ‘costs’ of social support
Thoits (1995) has found that the ‘costs’ of social support, for both supporter and

recipient, can sometimes ouhveigh its benefits for health. Citing Rook (1992), she poinls

out that some support attempts may harm the recipient rather than enhance wellbeing

because supporters may be seen as ‘interfering’, or they maybe well-meanmg but inept.

According to Coyne and Downey (1991), low perceived support might well indicate that

an individual has very few potential supporters; alternatively, it could mean that he or she

has several relationships but feels that they are unsatisfactory in some way Even when an

individual reports a high level of perceived support, received support may fall well short

of expectations. For example, support may be given grudgingly, especia~y by a spouse or

members of the immediate family, which does little to enhance the individual’s self-esteem

or feelings of self-worth, since it is provided out of a sense of obligation and duty rather

than love or affection (Coyne and Downey, 1991: Thoits, 1992). Similarly, supporters

might consider the indwidual to be incapable of doing anything for themselves, in which

case the individual might feel ovenvhelmed by unwelcome support. Thoits (I 995, citing

Aneshensel, Peadin and Roberleigh, 1993) points out that giving support out of a sense

of duty or obligation can subject the supporter, as well as the receiver, to physical and

psychological stress which might have adverse effects on his or her health, Some support

relationships, for example, within family networks, are based on perceived obligations to

care, or on perceived ‘rights’ to be cared for. Ginn, Arber and Cooper, 1997 (citing

Crohan and Antonucci, 1989) pou-tt out that because they are based on reciprocity and

mutual interests, ‘friendships affirm identity and self-worth in a way that relationships

with extended families may not’ (p. 3 I ).

3. Measures of social support
This section examines how social support is most commonly measured for research

purposes. The limi~ations of certain of these measures are highlighted and discussed,

notably the use of marital status.

Social networks and integration
In terms of both structure and function, researchers (House and Kahn, 1985; Vaux, 1988)

have identified three separate components of social support – relational content, social

network composition and social integration. The relational content of social support is

measured in terms of satisfaction with the quality of support and the meaning it has for

the individual; issues such as conflict and control may also be taken into account.
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Berkman (1984) advocates that social nehvork content should be measured m terms of the

widest possible riinge of factors, including network density, homogeneity and gender

composition. Social integration is measured in terms of whether or not an individual has

any social relationships and, if he or she does, how often and with how many people they

have contact (House, Landis and Umberson, 1988); the number of active social roles an

individual has – for example, mother, friend, colleague, sibling – can also be used as a

measure of their degree of social integration (Thoits, 1983). The most commonly used

measures of social integration, especudly in epidemlologlcrd studies, are marital status,

frequency of contact with network members, and group affiliations, such as being a

member of a church.

Significant others
The commonest measure of perceived support is whether or not an individual has a close,

confiding relationship with a significant other. Having someone to confide in has been

found to reduce the adverse health effects of stress (Cohen and Wills, 1985), as does

believing that love and esteem are available from a significant other, such as a spouse or

partner (Sarason, Pierce and Sarason, 1990). However, the use of marital relationships as

a measure of social support can be called into question, because ‘being married/in a

partnership’ does not give any indicmion of network size, or of levels of perceived or

received support. Nor does being married necessarily mean that an individual either gives

or receives support or can expect to receive support from his or her partner m times of

crisis; indeed, Waring (1985, cited by Madge and Marmot, 1987) argues that whether or

not a marital relationship has positive health benefits depends on the extent to which each

partner feels that their supporl of the other is reciprocated.

Nevertheless, L-Inumber of researchers have founcl that married people report higher

levels of perceived support than single people (for example, Ross and Mirowsky, 1989;

Turner and Marine, 1994), and Kulik and Mahler (1989) found that received support

from a spouse has a beneficial effect on health. They measured levels of spouse support

by counting the number of times men who were recovering from heart surgery were

visited by their wives, and they found that men who received high levels of support from

their wives using this measure made a more speedy recovery and were released from

hospital an average of 1.26 days earlier than men who received lower levels of su~Port.

Issues of personal agency and meaning
Much of the research into social support has been based on rather sweeping assumptions,

for example, that all marital relationships are close, confiding and mutually supportive;
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thal everyone zuu71t.~to be involved m intense supportive relationships, such as marriage

or close frlendshlp; that the more friends an individual has, the more support is available

to them; that all types of stress are potentially harmful to health; and that social

relationships generally have bemgn or beneficial effects (Madge and Marmot, 1987;

Schwarzer and Leppin, 1992; Thoits, 1995). In social support research, too htde attention

has been paid to the personal meanings which events and relationships have for

individuals (Maclge and Marmot, 1987; Thoits, 1994). For example, some marital

relationships are characterised by conflict rmher than mutual support and affection

(Coyne and Downey, 1991) and, in consequence, bo~h partners maybe subject to chronic
stress. In such circumstances the acute stress of divorce can have positive effects on

psychological wellbeing; indeed, Thoits (1995) argues that supposedly stressful events,

such as divorce, are sometnnes ‘problem-solving acts’ engineered by the individual ‘to

solve otherwise intractable problems’ (p. 58). In addition, Reissman (1990) and Silver,

1300n and Stones (1983) (both ciLed by Thoits, 1995) have found that, after a period of

adjustment to their new circumstances (during which there may indeed be health

problems, such as depression), some people me able to attach a very positwe meaning to

the experience of divorce; women are likely to report that they feel more self-confident

ancl in control of dleir lives, and men are likely to feel better able to communicate their

feelings to others.

Problems with measuring social support
As in stress research, measures of social support and health vary from study to study,

which makes it difficult to compare results and evaluate studies. This is an area in which

more qualitative research might be useful, since Lhe consensus amongst commentators is

that the most widely used measures of social integmtion and/or perceived social support

may not be capturing these phenomena with any stiatistlcally useful clegree of accuracy,

Once again, using marital status as an example, all this measure indicates is the presence

in an individual’s life of one person who might – or might not – be a source of support.

As Coyne and Downey (1991) point out, being in a happy, supportive marital relationship

can indeed reduce the risk of clinical depression but ‘this positive effect is dwarfed by the

negative one of being married and unable to talk to one’s spouse’ (p. 412). They go on to

argue that researchers may be looking at social support from the wrong end of the

telescope, because ‘the apparent benefits of having support may in large part represent

freedom from the deleterious effects of relationships that are conflictual, insecure, or

otherwise not sustaining’ (Coyne and Downey, 1991, p. 413).

Being in a marital relationship could indicate the existence of a wide social nehvork of

children, family members and friends (Ginn, Arber and Cooper, 1997); however, these

relationships might be a source of stress rather than support (Thoits, 1995), or might not
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be perceived as supportive by the inchviclual. Being unrmmied, widowed or dworced –

especially in old age (Ginn, Arber ancl Cooper, 1997) – might well indicate that someone

is socially isolated, has a very small social network and has no close functional

relationships; however, many single people – especially those in younger age groups –

have busy social llves , several close confldmg relationships, and large diverse social

networks. Single measures, such as ‘marital status’, cannot mke account of age- or gender-

related variations in network size and perceived support over time, nor of the meanings

which events and circumstances have [or the persons concerned.

Social capital
Uchino, Cacioppo and Kiecolt-Glaser (1996) argue that it is important to conceptualise

social support as a multidimensional construct, and Madge and Marmot (1987, p. 93 )

suggest that ‘the ideal study’ of social integration and support would mice account of

factors such as variations in social support over time, and gender differences in perceivec{

and received support. Some writers have used the term ‘social capital’ as a chamcterlstic

of individuals in order to measure their access to a variety of resources, including social

support. For example, in his stucly of ‘clcopping out’ of high school, Coler-mn (1988)

apphed the term ‘social capital’ to parent–child interaction within the family, as well as to

parent-to-parent interaction wnhm the community; Coleman’s study is examined m more

detail in Chapter 3.

More generaLly, however, the term ‘social capital’ is applied to those features of a

community or society which promote cohesion and a sense of ‘belonging’, ancl which

enable its members to co-operate for the benefit of all. Morgan (1986) argues that ‘social

capital resources inhere in the social ties of a network. These resources are recognized by

individuals as infonna~ion channels and general social support’ (p. 39). Networks of

communication and mutual support which span age, class, gender and other social

clivides, and promote trust within and between groups, are important features of the types

of socu-d relationship which generate high levels of social capital (Hogan, 1998). Social

capital – m a characteristic of communities rather than indwiduals – is the focus of

Chapter 3.
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Social capital and the health

the community

Recent studies, for example, by Diehr et al (1993), E~awssy and McIntyre (1996) and

Evans et al (1989) have investigated the health and health behaviors of people living in

different types of community environment. Evans et al. (1989) found that living in

overcrowded circumstances can lead people to withdraw from social contact, thus leading

to a breakdown in socially supportive relationships and adverse consequences for health;

Diehr et al. (1993) found significant differences behveen the communities they examined

in terms of smoking, consumption of alcohol and fat, and using seat-belts. They conclude

that the environment has an effect on health-related behaviors, and suggest that

changing the community environment 1s one way in which it might be possible to change

individual health behaviors. Likewise, Gabbay (1988) suggests that researchers and

policymakers need to address ‘not just the causes of disease but the causes of the causes:

poverty, inequalities, social exclusion, unemployment, and all the other features of the

physical and social environment that converge to undermine health’ (p. 1). Kawachi and

Kennedy (1997) point out that, because research has tended to focus on health-related

social resources – such as social support – that derive from social network interaction at

the individual level, ‘the social context in which people live their lives’ has been neglected.

Thus, researchers have ignored the possibility ‘that entire communities or societies might

be lacking in social connections’ (p. 1038).

A number of epidemiologists, including Kawachi, Kennedy ancl colleagues, have

embarked on a programme of rese.mch using the concept of ‘social capital’ to investigate

the links between health, mortality and the social resources that are available at the

community and societal level. This chapter examines some of this research, and also looks

at studies in areas unrelated to health which nonetheless provide useful insights into the

way in which ‘social connections’ might be regenerated for the purposes of promoting

good health for the whole community.
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Putnam (1995) defines social capital as the ‘features of social organisation such as

networks, norms, and social trust that facilitate coordination and collaboration for mutual

benefit’ (p. 67). Coleman (1988) conceptualised social capital as deriwng from interaction

behveen dle social, human and financial resources available to an individual or

community. Various criteria have been used by Coleman (1988), Putnam (1995) and

others to measure levels of social capital. Thus, the ‘stocks’ of social capital which are

available at the collective level may include any or all of the following elements:

e Social resozme~, such as informal reciprocal or altruistic support arrangements behveen

neighbors or colleagues, or within and behveen friendship networks, neighbourhoods

and specific ‘communities’. Community is defined as groups of people who share a

collective sense of identity and purpose as a result of having a common personal

characteristic, belief or interest, such as locality, hfestyle, disability, occupation,

religious faith, age, ethnicity, sexuality or social class.

o The collectwe resources of a neighborhood or community, nor~bly the level of civic

activity, including tenants’ associations, food co-operatives, volunteer co-ordination

schemes, CNeighbourhood Watch’ schemes and credit unions; the level of trust and

communication behveen neighbors and community members; the degree of collective

trust in institutions such as the police ancl government bodies; levels of fear of crime;

feelings of ‘belonging’ and social cohesion; access to sources of welfare provision.

o Economzc resow-ce.r, including Ievek of unemployment in an area or within a particular

community, the quality of the environment, including housing and ameruties; the level

of local crime.

o Cultwal re.rources, such as the perceived quality of local schools, libraries, meeting

places and performance venues.

1. Coleman, Putnam and social capital
James S. Coleman (1988; also, Bourdieu, 1986) was among the first to bring the term

‘social capital’ to widespread attention. Robert Putnam has expanded on many of

Coleman’s themes and has written more extensively and prolifically about ‘social capital’

than any other writer; consequently, in adchion to his own extensive body of research and

commentary, much of the social capital literature consists of critiques of Putnam’s work

m this field.

Social capital and co-operation
Putnam (1993) claims that, ‘if properly memured’ (p. 5), social capital can indicwe the
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human resources to which the members of a community have access. He suggests that the

higher the level of human resources available in the community – me~sured in terms of

social capital – the easier it is for people to work together for the common good. The more

people work togedler, the more social capital is produced; however, the less people work

co-operatively together, the more the community’s ‘stocks’ of social capital will be

depleted, and the harder it wdl be for them to work effectively together in dle future.

Social capital is therefore a ‘moral resource’, supplies of which increase with use, unlike

physical capi~d – such as food or cash – supplies of which are depleted with use, Like

financial capital, however, ‘social capital is productive, making possible the achievement

of cerlain ends that in its absence would not be possible’ (Coleman, 1988, p. S98).

Furthermore, social capital is a ‘public good’, like fresh air, that is not the private property

of any of those who benefit from it and cannot be marketed like other comrnoditles.

Putnam (1993) rogues that there has been a decline in recent years of co-operative actions

for mutual benefit. All the members of a community would undoubtedly benefit if they

were to co-operate but, as ‘games Lheory’ has demonstrated, people tend to weigh up the

persorxd costs and benefits of taking any action, Putnam (1993, 1996) argues that more

and more people are deciding that they will not join in with promoting a cause which, if

it succeeded, would directly enhance their own wellbeing, because, if the cause fails, they

will have wasted valuable time and effort, and will be no better off. If they do not expend

any of dleir own resources they w]lI not be any worse off if the muse fails, and if it

succeeds through other people’s efforts they will be better off anyway.

Networks, norms and trust
It is this type of logic which was found to be prevalent m the most unsuccessful of the

newly-established Italian regional governments studied by Putnam, Leonardi and Nanetti

(1993). They expecled to find that certain ‘obvious’ factors would explain a regional

government’s success or failure, for example, Its pohtlcrd affiliations or ideology, the levels

of poverty or affluence in the region, and the degree of stability or mobility within its

population. The wealthiest regions had the most successful governments; however,

Putnam, Leonardi and Nanetti (1993) concluded that the regions were not successful

because they were rich, but were rich bemuse they were civic-minded. That is, they found

that the bes~ predictor of success or fadure was whether or not the region had ‘strong

traditions of civic engagement – voter turnout, newspaper readership, membership of

choral societies and htermy circles, Lions clubs, and soccer clubs’ (p. 2).

Putnam, Leonardi and Nanetti (1993) found the most unsuccessful] governments, such as

that of Sicily, to be ‘mefficieut, letharglc and corrupl’ (p. 2), and the regions they governed

LO be ‘uncivic’, that is, characterised by lack of a sense of citizenship and civic
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responsibility, and fear of crime. Akhough people living in these areas demandecl more

severe penaltles, there was a tendency to believe that laws were meant to be broken and

that crime was an issue for the ‘bosses’ to deal with rather than the ciuzens; on the whole,

the people felt ‘powerless, exploited and unhappy’. In comparison, they found that the

most successful governments, such as that of Tuscany, were characterised by innovation

and initiative; their leaders were honest and cared about sLlch issues as equal

opportunities for all; they had introduced, for example, job-training and investment

programmed, and projects to improve health facihes and environmental standards.

Putnam, Leonardi and Nanetti found the more successful regions to be affluent, dynamic

and democratic ‘cwic communities’ (p.2), characterised by high levels of trust between

citizens; the norms in such regions were that people would abide by the region’s laws and

be fair m their dealings with each other and, on the whole, the citizens valued ‘solidarity,

civic participation and integrity’.

Generating social capital
Putnam (1993) argues ~hat the more successful of the Italian regional governments serve

as role-models for those engaged in trying to solve major social problems elsewhere in the

world. Their success demonstrates that dynamic civic nehvorks both generate, and are

themselves generated, by co-ordinated effor~. Furthermore, such networks allow for the

communication of information, for example, about the trustworthiness, or othenvise, of

particular groups or persons; Coleman (1998, citing Merry, 1984) claims that gossip

among network members acts as a form of ‘collective sanction’ (p. S106) and helps to

prevent crime and other deviant behaviors.

The successful regional governments also show how participation in one area of social life

can increase levels of social capital in completely unrelated areas (Coleman, 1988;

Putnam, 1993, Putnam, Leonardi and Nanetti, 1993). Putnam (1993) uses the example of

Tuscan choral societies in which people participate simply because they enjoy singing;

nevertheless, their participation serves to enhance the community’s overall stocks of social

capital, including the social trust which helps to reduce the incidence of crime. If social

capital consists of ties of norms and trust thal can be generated by belonging to a small

local club but which potentially benefit the whole society, it therefore follows that

investment made in one area of social capital can increase stocks in many other areas

(Putnam, 1993). For example, investment in education and training alone might have the

potential to improve communication skills, enhance self-confidence, improve job

prospects and enable people to move into employment and out of poverty, which in turn

could boost the individual, local, regional ancl national economy and give people access

to better housing, better nutrition and better health.
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Putnam (1993) argues that social capital cm affect economic growth mow directly by

fostering ‘sturdy norms of generalized reciprocity: I’fl C{Othis for yoL1 now, in the

expectation that down the road you or someone else will return the favor’ (p. 3). An

example of SOCM1capital working in this way is the ‘nehvorking’ through which deals are

struck and information is exchanged in the business community, Business people may also

be linked by relationships that exist outside the single context of work, for example, they

may share the same background, educational experience, hobby or religlon, with such

‘multiplex’ relationships allowing ‘the resources of one relationship to be appropriated for

use m others’ (Coleman, 1988, p. S109). Coleman (1988) and Putnam (1993) discuss the

very close-knit diamond-broking community in NewYork m which levels of mutual trust

are so high that dealers allow customers to take gemstones worth many thousands of

pounds to their own offices for closer examination ond assessment. In such cases,

successful collaboration with little or no abuse of’ trust encourages further collaboration

in the future; sanctions – such as ostracism and withdrawal of privileges – also prevent

abuse of trust.

However, close-knit nehvorks can be very exclusive and may not extend across class,

gender or ethnic boundaries. Coleman (1988) points out that ‘the wholesale cliamond

market in New York City . , . is Jewish, with a high degree of intermarriage, living m the

same community in Brooklyn, and going to the same synagogues> (p. S99). He argues that,

like many other specialist business communities, ‘it is essentially a closed community’ (p.

S99); therefore some people maybe excluded from enjoying the benefits of sharing, for

example, the type of’ reformation which would help them find a job (Coleman, 1988;

I?ortes and Landolt, 1996). Putnam (1993) and Kawachi and Kennedy (1997) note that

members of Afro-American and other ethnic groups living in run-down inner-city areas

are often excluded in this way. Putnam reports that, in consequence, churches in some

areas have begun to ‘network’ on behalf of’ members of’ their congrega~ion or the local

community in general. By using their own network contacts and by pledging their own

stocks of social capital as ‘collateral’ —notably, their good reputations for trushvorthiness

and honesty – churches vouch for people who do not have a good repupatlon of their own,

for example, individuals with criminal records or former drug-addicts, when they try to

obtain loans or look for work. The churches put their trust m people not to let them

down, and, for the individual concerned, having so much trust placed in diem can give

a tremendous boost to their self-esteem ancl morale.

Putnam (1993) argues that this type of large-scale social support can enhance social

capital for the whole community, and that policymakers should take note of initiatives

which successfully generate social capital when they plan interventions to tackle problems,

such as deteriorating standards of’ education in schools. Coleman (1988) found that it is

not the superior abilities of students which make some schools more successful educators

of children, but the high levels of social capital generated by parental interest and
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involvement m the educational process. Coleman uses the example of a district school in

the USA where Asian parents were observed to buy two copies of every textbook, one for

their child and one for the mother, who, regardless of her own level of educational

attainment, would follow the syllabus in order to be able to help her chfld do well in his

or her lessons. Putnam (1993) believes that parental choice schemes represent flawed

logic, because allowing choice in the pubhc sector leads parents who are interested and

involved m their chddren’s education to opt for schools with ‘a good reputation’, which

is a form of social capital. This leaves so-called ‘sink schools’ to cater for pLlpils whose

parents are less likely to contribute to generating or re-generating these schools’

dwindling stocks of social capital.

Kawachi and Kennedy (1997) point out that success m adult life maybe influenced by the

number of ‘network contacts’ made during education and in the neighborhood. Thus,

people who live in depressed and run-down areas and attend ‘sink schook’ are unlikely to

establish these types of mutually beneficial social relationships. Kawachi and Kennedy

(1997) argue, therefore, that ‘concepts hke . . . social capi~al are inherently “ecological”,

that is, they are characteristics of places, not individuals’ (p. 1039). People who possess

more social and cultural resources in the form of education and initiative are more likely

to be successful in employment and to move away from inner-city areas to the affluent

suburbs. This outward migration effectively deprives a decaying community of the very

people who are likely to have the drive and energy to imtiate the regeneration of social

capital (Putnam, 1993).

2. Measuring social capital
The concept of ‘SOCM1capital’ includes the following types of resources available to a

community or locality:

o social resources, such as formal and informal support nehvorks

o collective resources, including soci,al trust

o economic resources, such as levels of unemployment

o cultural resources, such educa~ional facilities.

The majority of researchers accept Putnam’s definition

‘features of social organization, such as nehvorks, norms,

of social capital, that is, the

and social trust that facilitme

coordination and cooperation for mutual benefit’ (1995, p. 67). Thus, researchers who use

data from national or international socml surveys tend to measure social capital in terms

of levels of social trust and group affiliation (Putnam, 1996; Kennedy, Kawachi and

Prothrow-Stnh, 1996). Questions covering these issues are included in most US large-

scale surveys, such as the General Social Survey (GSS); Putnam (1996) used data from this
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survey to support his hypodlesis that levels of social mpitd are declining m contemporary

American society, However, these measures are not available in most UK national social

surveys.

Other researchers have collected qusditalive and qumtitative data in smaller-scale local

studies; for example, Flora (1995) investigated the relauonship between susti~inable

agriculture and social capital in rural communities, and measured social capital in Lerms

of’ community effectiveness’. In their stuc]y of the relationship between social capitid and

violence in an urban setting, Sampson, Raudenbush and Earls (1997) used a similar

expression - ‘community efficacy’ - which they measured m terms of levels of trust and

social integration; they found that the higher the level of community efficacy, the lower

the level of violence.

Social capital and educational attainment
Coleman (1988) investigated the relationship between eclucat]onal achlevenlent and levels

of social capital in the family and surrounding adult community, LIsing graduation from

high school, or ‘dropping out’ beforehand, as measures of educational achievement. He

argues that any analysis which examines the effects of social capital should take account

o{ the interaction behveen ‘human capital’ (that is, personal and cultural resources) and

‘social capital’ (that ]s, socml and economic resources) (S1 10). He therefore conceptualised

‘social capital’ not only as a characteristic of the individual, and of 111sor her family, which

could be measured using social surveys, but also as a chamcteristic of the commumty in
\i,llich they live, He Llsed the fo]lou,ing measLlres of person~ and family resources:

socioeconomic status: ‘a single variable constructed of parents’ education, parents’

income, father’s occupational s~atus, ancl household possessions’ (p. S1 11)

ethnicity

number of siblings

number of residential moves (and thus changes of school)

whether or not the mother worked before her children started school

the mother’s expectations of her children’s level of educational attainment

leve] of communication between chddren and parents about personal matlers

whether or not both parents were present in the household.

Coleman (1988) used the following measures of social capital in

commumty:

a ‘the social relationships that exist among parents’ (p. S113),

information and levels of trust

@ norms of acceptiable behaviour, and sanctions

the surrounding adult

no~~bly, exchanges of
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e affiliation with local organisations.

He found that access to social capnal both within the family ancl m the surrounding adult

community had ‘considerable value in reducing the probability of dropping out of high

school’ (p. S1 19). For example, Roman Catholic and other denominational schools had

significantly lower drop-out rales than non-denominational independent and pubhc

sector schools. Coleman claims that this difference resulted from the higher levels of social

capital avdable to v1l pupils (even when stocks of social capital were low wnhin some

individuals’ families) as a result of their parents sharing the same religious affiliation and

norms of’acceptable behaviour – and, in all probability, living in the same area, belonging

to the same clubs and talking amongst themselves about the progress and behaviour of

their own and other people’s children.

Social capital and child development
More recently, Runyan et al (1998) have investigated the relationship between social

capital and the wellbeing of 600 pre-school children taking part in a longitudinal study of

neglect and child-abuse. They measured social capital in terms of the characteristics of the

child’s family; thus, each child’s social capital was measured by awarding one point for

each of the following:

~ having two or more parents or adult carers in the home
e social support being available for the mother or female carer

o having no more than one sibling

o neighbourhood support being available for the family

o regular church attendance.

Measuring each child’s progress using standard developmental tests, Runyan e~ al, (1998)

found that only 13 per cent were ‘doing well’; however, having the benefit of only one of

the indicators of social capital increased the chances of ‘doing well’ by 29 per cent, and

having the benefit of any three of the indicators increwed the chance of thriving by 66 per

cent. The sum of all the indicators – rather than any one single indicator – was most

strongly associated with a child’s wellbeing. However, the three individual elements of

social capital which best enhanced the chance of a child thrlvmg were found to be church

membership, the level of the female carer’s perceived support and the availability of

neighborhood suppor~ Runyan et al. (1998) found church affiliation to be “particularly

important because it revolved both child and parent in the same social nehvork.
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Social capital in agricultural communities
Flora (1995) identified a number of indicators of enhanced social cohesion and Lncreased

collective endeavour during her study of rural communities m the Great Plains and Corn

Belt areas of the USA. In his review of Flom’s study of sustainable agriculture, Campbell

(1995) reports that she compared hvo communities where ‘sustainable’ agricultural

practices had been introduced (for example, reducing or eliminating the use of chemical

fertdlsers, insecticides and weed killers) with two communities where ‘conventional’

farmmg methods still prevailed. The aim of Flora’s sludy was to investigate whether or not

sustainable agriculture enhanced the levels of social capital mmilable to the surrounding

community. She measured social capital in terms of the community’s ‘effectiveness’, which

she defined as its ability to identify problems and find appropriate solutions.

Campbell (1995) reports that levels of cohesion and effectiveness remained roughly the

same in the two ‘conventional’ farming communities over the five-year study period,

whereas the hvo ‘sustainable’ communities ‘experienced significant increases in their

ability to mobihze commumty resources’ (Campbell, 1995, p. 2). Flora (1995) Identified a

number of indicators of enhanced social rapital. These ranged from increased debate

between local residents, focusing on the pros and cons of sustainable agriculture, to dle

introduction of a state-backed community development plan; Lhe setting up of small local

companies to cater for dle needs of sustainable farmers; and increased participation in

local organisations and politics. Flora (1995) suggests that the mechanism whereby

sustainable agriculture might enhance social capital is the introduction into the

community of ‘the problem-solving mindset that is integral to sustainable farmmg, the

ability to adapt to local conditions while striving towards economic, environmental and

social goals’ (cited in Campbell, 1995, p. 3).

Social capital and health promotion
A number of researchers (for example, Daly, 1997; Kreuter, Lezin and Baker, 1998) are

interested in the concept of social capital m a means of investigating the failure of

community health programmed, Kreuter and colleagues claim that ‘there is evidence to

suggest that at least some portion of so-called “program-failures” is likely to be

attributable to pre-existing social factors, one of which may be manifested by low levels

of social capmtl’ (1998, p. 1). In a future comparative study Kreuter and colleagues intend

to measure four components of social capital – trust, civic participation, social

engagement and reciprocity – in communities which have been estimated (by residents

and community leaders) to have high and low levels of social capital. The aim of dleir

study is ‘to create a conmnmity-]evel measure of social capital’ that is ‘at once practical

and valid’ (1998, p. 2). Kreuter, Lezin and Baker point out that akhough Kawachi,
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Kennedy and colleagues (Kennedy, Kawachi and Prothrow-Stith, 1996; Kawachi and

Kennedy, 1997) and Wilkinson (1992, 1996) have recently highlighted the link between

social, politiml and economic factors and health, funding for community-based health

promo~ion remains ‘tied to a specific health rategory’ (Kreuter, Lezin and Baker, 1998,

p. 3), such as HIV/AIDS or coronary heart disease. Kreuter, Lezin and Baker therefore

believe that it is essential to find an effective means of measuring social capital in order to

persuade fund-holders to include an inventory of local social capmd when plmmmg

community-based prevention programmed; in this way, ‘funders would be able to make

more informed decisions about the most productive ways to contribute infusions of

health-related funding to a given community – either to bolster the capacity that is

requisite for successful interventions, or move directly to the interventions themselves’

(1998:3).

Other research has focused on investigating the ways in which sociaI capital might be built

or regenerated and used as a resource in the promotion of health. Gillies (1997) reviewed

a large number of health promotion initiatives world-wide for the World Health

Organization and the Health Education Authority. She found that the most successful of

these focused on the health needs of dle community rather than on indiwdual health-

related behaviour. Successful initiates utilised and generated social capital by exploiting

existing alliances and partnerships at the local, regional and national level, ancl Iinkmg

members of the lay, medical, academic and business communities. GilLies believes that

understanding the underlying mechanisms of ‘nehvorking’ is essential in situations where

social capital needs to be built ‘from scratch’. She found that models of ‘best practice’

were flexible enough to adapt to sudden changes in local, regional and national

circumstances, and clearly demonstrated how individual and groups ‘networked’ with

each other to exchange information and collaborate in health promotion activities.

Hyden (1998) also believes that models of ‘best pmctice’ – either their own or those of

other groups – encoumge people to engage m collective action. However, Hyden points

out that unsuccessfd efforts to generate social capital, especia~y where people lose trust

in each other, can ruin future attempts, since ‘trust, once destroyed, is difficult to re-build’

(p, 29), Putnam’s research (1993, 1996) into declining levels of trust in contemporary

America is examined in the next section.
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3. Measuring the correlates of levels of
social capital
Putnam (1993, 1996) claims that, since the end of World War II, there has been a steady

decline in levels of social trust, measured im social surveys in the USA by individuals’

responses to this type of stmernent: ‘Most people can be trusted – or would most people

try to take advantage of you if they could?’ (National Opinions Research Centre surveys,

1986–90, cited in Kawachi and Kennedy, 1997). Putnam (1993, 1996) argues dlat there

has been a decline in individual levels of social trust, together w]th a corresponding

dechne in group affiliation, which indicates an overall decline in social capital throughout

the USA since the end of the 1940s. In a lengthy and detailed article entitled ‘The strange

disappearance 0[ civic America’, Putnam (1996) explains how, using data from the yearly

US General Social Survey (GSS), he came to dlis conclusion. His arguments are

summarised as follows:

Education
A high level of educational achievement is slrongly correlated with increased civic

engagement. Putnam (1996) suggests that this is because better-educated people generally

have more money and ‘skdls, resources and inclinations that were imparted to them at

home and in school’ (p. 4). Therefore, civic engagement shotdd have increased as

educational levels rose during the post-war years, yet participation has declinecl during

the past 25 years regardless of levels of educational achievement. Putnam argues that

education remains such an important correlate of participation that it must be taken into

account when exploring other potential correlates of civic engagement.

Mobility and locality
US census data show that levels of residential mobdity have remained almost constant for

the past 50 years; Putnam therefore argues that the decline in participation during this

period cannot be explained by mobility and the difficulty of putting down ‘roots’ in a new

community. The types of community organisation used to measure group affihation vary

considerably from area to area, but Putnam found that levels of trust and participation

are, overall, a little higher in rural areas, small towns and the suburbs than in inner-city

areas. Despite these small differences, there is a very similar level of decline in trust and

participation in all parts of the USA; nevertheless, Putnam maintains that ‘where we five

and how long we’ve lived there matter for social capital’ (p. 5).
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Time
There is no evidence to suggest that the decline in community participation can be

accounted for by what Putrmm terms ‘busy -ness’ (as measured by thne-buc!get studies).

He found that employed people tend 10 belong to more groups than people outside the

workforce, but that female parl-lime workers tend to have higher levels of trust and

participation than female full-time workers and women who do not work. In general,

however, Putnam found that working longer hours is associated with higher levels of

participation, and he therefore concludes dlat ‘if people are dropping out of community

life, long hours do not seem to be the reason’ (Putnmn, 1996, p. 6).

Income
Holding educa~ion conslanl, people on low incomes, and those who feel financially

insecure, tend to participate less and to be less trusting than people with higher levels of

income. However, there has been a reduction m trust and participation across all levels of

mcorne, w]th a slightly higher level of decline among the affluent rather than low or

rmddle-income groups. Putnam therefore concludes Lhat ‘poverty and economic

inequality are dreadful, growing problems for America, but they are not the villains of tbn

piece’ (7.996, p. 6).

Gender
Putnam found that women belong to slightly fewer voluntary groups than men but devote

more time to them, and that women spend more time socializing informally. Controlling

for education, relative declines in organisational membership and involvement area httle

higher for women, but absolute declines are much the same for women and men.

Women and work
The increased movement of women into the workforce during the past 50 yems is

associated with the decline in both Lrust and participation; however, the association is far

weaker than Putnam expected it to be, Non-worki& women belong to clifferent types of

organisations (for example, school-related groups) than working women (for example,

professional associations); working women tend to belong to more voluntary groups, and

to devote more time to orgamsatlonal involvement overall, than non-working women. The

decline in trust and particq]ation has increased more rapidly for non-working than for

working women, and t]me-budget da~a indicate that a ‘major decline in informal
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sociahsiug since 1965 has also been concentrated among housewives’ (Putnam, 1996,

p. 7). Community involvement is therefore rising shghtly among working women and

declining among non-working women. Putnam suggests that, in the past, women with

initiative and organizing skills had no choice but to devote their energies to community

activities; these are now the types o{ women who me most likely to enter the workforce,

‘thus lowering the average level of civic engagement among the remaining homemakers

and raising the average among women in the workplace’ (1996, p. 7).

Marriage, divorce and the family
‘Successful marriage’ (Putnam, 1996, p. 8) IS associated with higher levels of trust and

civic involvement, especially when there are children in the family. Controlling for

education, age, ethnicity ’and so on’ (p. 8), Putnam found that single men and women are
sign~icandy less ~<elY 10 be trustfilg,or to participate, than those who are married or

widowed. There is some evidence to suggest that ‘loosening of family bonds’ is associated

with the decline in civic participation, partly because ‘the family is, by some accounts, a

key form of social capital’ (p. 8). In the USA there has been an increase in the ra~e of

divorce, notably clurmg the 1960s and 1970s; an increase in the number of one-parent

famihes; a doubling of single-person households since 1950; and a steep rise in the

proportion of adults who are ‘currently unmarried’ (Putnam, p. 8). A reduction m the

number of ‘successful marriages’ seems to be associated with a decline in levels of trust

and participation, but may be mediated through a number of other factors; for example,

Putnam suggests that among divorced people it might be reduced levels of income that

are associated with less trust and participation.

Government policy
Some government policles, such as ‘slum clearance schemes’, can undermine social capital

by severing local community ties, whereas others, such as the Head Start social and

educational progrmnme in the USA, can help LOenhance trust and increase stocks of

social Capital. Putnam found no evidence in the GSS data to suggest that the extent of a

stwe’s welfare involvement or its level of welfare spendiilg are associated with levels of

social trust or participation. However, using data from the 199o–l World Values Survey,

Putnam found a positive correlation behveen social mpird and state involvement in
~Telfare provision,buthepointsOutthat‘thisSirnpkbivariate anidysis, of course, cannot

tell us whether social connecteclness encourages welfare spending, whether the welfare

state fosters civic engagement, or whether both are the result of some other unmeasured

factor(s)’ (1996, p. 9).
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Ethnicity and racism
In response to claims that the level of civic engagement of white Americans has dechned

more rapidly since racial desegregation in the 1960s, Putnam argues that levels of social

capital – measured in terms of both participation and trust – have declined equally rapidly

among all ethnic groups during the same period. .Furthermore, the decline in

participation has been no more rapid among ‘avowedly racist or segregationist whites’

than among ‘more tolerant whites’ (Putnam, 1996, p. 9),

Age and cohort
Putnam found that age, like education, is a major predictor of civic engagement and trust.

In comparison with younger people, he found that older Americans – until they reach

their late 80s – tend to be more gregarious and to belong to more organisations, ancl are

more likely to read newspapers and to vote. Putnam found that until the mid-1970s

people tended to participate more and to become more trusting as they grew older.

However, a)though older people’s levels of participation and trust continue to be higher

than those of younger people, successive cohorts since the 1970s have become less

trusting, and have been less likely to participate in community activities, as they have

become older, Putnam argues that this decline results from the gradual demise over the

past 20 years of what he calls ‘the long civic generation’ (1996, p. 11) of people W]1O

reached adulthood before the 1950s. For example, controIhng for education he found

that, in comparison with people born in the 1960s, people born in the 1920s belong to

nearly twice as many community organisations, are hvice as likely to trust other people,

are twice as likely to vote, and read newspapers three times m often. Putnam claims that

‘each generation that reached adulthood since the 1940s has been less engaged in

community affairs than its predecessor’ (1996, p. 12); however, the effects of this

reduction were masked by increased levels of educational achievement, and became

apparent only when the cohorts born from the late 194os onwards began to reach

adulthood during the 1960s.

Television and technology
Having examined all the most likely causes of the decline in social capital – measured in

terms of civic engagement and social trust – Putnam concludes that the ‘prime suspec~’

(1996, p. 15) is television. Television became increasingly popular from the late 1940s
onwards, the point at which the last of ‘the long civic generation’ reached adulthood and

the first of the more socially disconnected cohorts was born. Watching television now

accounts for 40 per cent of Americans’ leisure-time and, controlling for education,
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income, age, ethnicity, locality and employment, is strongly and negatively correlated with

social trust, group afflhation and community involvement. Putnam suggests that new

forms of communications technology might foster increased levels of ‘couch-potato

behaviour’ (1996, p. 15), leading to an even more rapid decrease m levels of civic

engagement.

Critiques of Putnam’s thesis
Schudson (1996) questions Putnam’s criteria for measuring the decline in participation,

such as membership of a club or political party. He argues thfit between 1967 and 1987,

par~iclpation m the USA rose rather than fell, for example, that ‘participation in a

community problem-solving organisation’ rose from 31 per cent m 1967 to 34 per cent in

1987 and ‘working with others on a local problem’ rose from 30 per cent to 34 per cent

during the same period (1996, p. 1). Schudson argues that ‘Putnam’s measures may, in

fact, overlook several types of civic activity’ (1996, p. 1), such as occasional involvement

in so-called ‘single issue’ CIVICactivity, for examp]e, to oppose a road-builcling scheme or

the export of live am.mals. In addition, belonging to several clubs or groups does not mean

that an individual is more ‘civic-minded’ than someone who belongs to only one

organistition, such as a church. Multiple group membership gives no indication of an

individwd’s degree of commitment, nor does belonging to just one organisation indicate

the many cwic activities that might be involved, such as being a volunteer drwer, rming

funds, and liaising with other community groups in the area. Furthermore, Skocpol

(1996) notes that the US General Social Survey (GSS) – Putnam’s principal source of data
—asks about the ‘types’ of organisat]ons to which respondents belong, rather than asking

for a list of group or community activities. Using this measure, the GSS data does indeed

show a decline in membership of formally constituted organisations, such as bowling

leagues, but does not take account of the thousands of people who regularly go bowhng

in informs] groups of friends or neighbors.

Skocpol (1996) also believes that Putnam (1996) has underestimated the effect on social

capital of women taking them leadership and organisational skiUs into the workplace.

Skocpol claims that, although there has been an undoubted downturn in civic engagement

since the 1960s, ‘what has changed hm less to do with TV watching than with shifLing elite

allegiances’ (1996, p. 3). She argues that, in the past, middle-class women in partictiar

were prime movers in local cross-class communiLy organisations, and that many of them

were married to local business leaders and professionals. These women and men viewed

civic activiLy as a ‘stepping stone’ to positions of greater authority in the community and

business worlcl, but, according to Skocpol, ‘their counterparts now do better if they work

long hours ancl neLwork with each other through extra-local professional or trade

associations, while dealing with politlcs by sending checks to lobbying groups
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headquartered in Washington DC’ (1996, p. 4). Skocpol (1996) also questions the

‘Tocqueville romanticism’ (1996, p. 4) which she believes underpins much of Putnam’s

argument, that is, the capacity – Identified by the French writer Alexis de Tocqueville

(1966) - of post-revolutionary American citizens to org~nise themselves to solve locial

problems without being directed by central or local government. Skocpol points out that

right-wing pohticians in the USA have seized on the notion that the ability to band

together to ‘get things clone’ still lies dormant in the Arnerlcan people, and have used it

to support the argument that this type of social capital would spontaneously regenerate if

welfare support were to be reduced or withdrawn altogether. Skocpol comments that it

would be ironic

‘if, after pulling out of locally rooted associations, the very business and

professional elites who blazed the path towmds local civic disengagement were

now to turn around and successfully argue that the less privileged Americmls they

left behind are the ones who must repair the nation’s social connectedness, by

pulling themselves together from below without much help from government or

their privileged fellow citizens.’

(1996, p. 6).

4. Social capital, social inequality and
health
Ichiro Kawachi, Bruce Kennedy and colleagues have recently carried out a number of

studies investigating the relationship behveen economic inequality and health, and have

suggested that economic inequahty reduces social cohesion and integration, and increases

social isolation. Kari et al (1994), and others, have discussed the relationship between

social capital and health-relatecl social problems, and have suggested ways in which the

concept of sociaI capital might assist policymakers to address problems of health care and

health promotion.

In a number of studies, social capital has been measured in terms of levels of civic trust

and participation in commumty activities (for example, Putnam, Leonardi and Nanetti,

1993). Kawachi, Kennedy and colleagues have used measures of social capital to indicate

the level of social cohesion in a community or society, which, they argue, has important

implications for health: ‘ . . . that social cohesion enhances wellbeing is by now a well-

established fact. Ever since Durkheim’s study of the causes of suicide, numerous

epidemiological studies have shown that people who are socially integrated live longer’

(Kawachi and Kennedy, 1997, p, 1038). Kawachi, Kennedy ancl Lochner (1997) cite the
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study of Alameda County in California by Berkman and Syme (1979) in which it was found

that regardless of ‘risky’ behaviors, such as smoking, drinking and t&ing too httle

exercise, the rates of momhy (from all causes) of people with few socd relationships were

between twice and three times as high as those [or people with larger social networks.

Kawachi and Kennedy (1997) suggest that social cohesion is undermined by increased

income inequality between rich and poor, which in turn causes hostility and mistrust.

Kawachi, Kennedy and Lochner (1997) cite the example of Roseto, a small town in

Pennsylvania, where many of the residents are descendants of migrants from the same

Italian village. During the 1950s, the rate of heart attacks in Roseto was found to be in the

region of 40 per cent lower than the local average, yet residents were no less likely to

smoke, to take too ]itde exerc]se or to be overweight than other Pennsylvanians. The only

major difference behveen Roseto and other towns in the area was the ‘social cohesiveness

and ethos of egalitarianism that characterized the community’ (1997, p. 1); all the

residents of Roseto enjoyed a similar level of income and standard of living, and

‘conspicuous consumption’ was frowned upon (1997, p. 2). By 1965, however, younger

people had sought work outside the community and levels of income had begun to vary

from family to family one or two people flaunted their wealth by buying expensive cars

and taking exotic holidays, and other better-ofI families followed suit. As income

inequalities within the community became visibly apparent, so the rate of heart attacks

rose until, by the micl-1970s, it was the same as that of other nearby towns.

Using data from surveys conducted in the USA, Kennedy, Kawachi and Prothrow-Stith

(1996) found a strong correlation behveen income inequality and overall mortality, and
also cleaths from heart disease, homicide and cancer. Kennedy and colleagues measured

income inequality using the ‘Robin Hood Index’, which calculates the amount of

redistribution of income from rich to poor that would be required to achieve equality of

income; they found a correlation between income inequality and both social mistrust and

levels of community participation (measured by membership of clubs, interest groups and

church congregations). In addition, alley found a strong correlation between mortality and

high levels of social mistrust and low levels of community involvement.

Kmvachi, Kennedy and Lochner (1997) argue that income inequality, when measured

using the Robin Hood Index, leads to a reduction in levels of social capital, because ‘the

larger the income gap, the lower is ci~izens’ trust in each other’ (1997, p. 4), and the lower

the levels of participation in community organisations, Furthermore, they argue that

income inequality can explain differences in mortality between nations – for example, the

USA has a very high standard of living yet has a lower life expectancy (76.1 years in 1993)

than some poorer countries. The same authors suggest that this is bemuse the distribution

of wealth is less polarised in countries such as the Netherlands (77.5 years) and Spain

(77.7 years), and they point out that the countries with the smallest gap between tke



SOCIAL CAPITAL AND THE I-IEALTHOF THE COMMUNITY 39

incomes of rich and poor have the highest life expectancy, that is, Sweden (78.3 years) and

Japan (79,6 yems). Kawachi, Kennedy and Lochner (1997) and Wilkinson (1996) claim

that although life expectancy has increased in recent years in the USA, it might have been

higher and the increase more rapid had it not been for the effects on health of the

widening gap behveen the incomes of rich and poor.

Kawachi and Kennedy argue that the relationship between income inequality and

mortality seems to be ‘mediated through the withering of social capital’ (1997, p. 1039).

A study by Kawachi, Kennedy and Lochner (1997) tests this hypothesis by investigating

the relationship between social capital and public health using dara from a survey

conducted in 39 American states. Although Putnam (1996) found only small differences

in levels of social capital from state to state, using alternative survey data, Kawachi,

Kennedy and Lochner (1997) found that ‘there me quite marked geographical variations

in civic trust and association membership across the United States, and when these

indicators of social capital are arrayed against regional differences in mortality and

morbidity, the resulting correlations are striking’ (1997, p. 2), They found that higher

average mortality rates are associated with lower levels of social trust and with lower levels

of membership of voluntary groups, and that there is a strong correlation between levels

of social trust and measures of self-reported wellbeing. Because Putnam has repeatedly

used ‘bowling alone’ as a metaphor for the decline in social capital, Kawachi and

colleagues also investigated the relationship between league participation and heahh, and

found that ‘bowling league membership turns out to correlate rather well with who lives

and dies’ (1997, p. 4).

5. ‘Health as a civic question’’”
As Coleman (1988), Gillies (1997) and many others have pointed out, social capital is a

resource that is generated by interaction among people and which enables them to

collaborate for the benefit of all. The World Health Organization (WHO) defines health

promotion as ‘a key inves~ment’:

‘Health promotion, through investment and action, has a marked impact on the

determinants of health so as to create the greatest health gain for people, to

contribute significantly to the reduction of inequalities in health, to further human

rights, and to build social capital . . . Health promotion is carried out by and with
people, not CMor to people. It improves both the ability of individuals to take
action, and the capacity of groups, organizations or communities to influence the

determinants of health’.

(Jakarta Declaration, WHO, 1997)

*Kariefal (1994)
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Thus, better standards of health cm be promoted by collaborwive efforts within the

community (WHO, 1997; Kari et d, 1994),and social capital enables ‘the achievement

of certain ends that in its absence would not be possible’ (Coleman, 1988, p. S98),

As Gillies (1997) points out, health has hitherto been seen primarily as a characteristic of

the individual, hence the emphasis in health promotion on making individual behavioral

changes. However, the Jakarta Declarmion (WHO, 1997) highlights ‘the need to under-

stand and adclress those factors which affect health, but which are beyond the control of

individual influence on behaviors or experience’ (Gillies, 1997, p. 4), such as education,

income inequality, unemployment, housing and the quality of the local neighborhood.

The role of the medical expert
Although it R increasingly recognised that there are broader determinants of health than

individual behmiour (Gillies, 1997), Kari etal (1994) argue that there needs to be a

change in the relauonsh]p between health professionals and those who consult them if

health 1s to become a truly collaborative endeavour. At present, this relationship –

whatever form It takes – is underpinned by ‘the notion that expert medical knowledge can

somehow fix dle consequences of unheal~hy lifestyles no matter what choices we rmke

and rescue us from the pain and fear of death’ (Kari et al, 1994, p. 1). Furthermore, the

same authors argue that health has increasingly come to be regarded as a commodity
which r.m be bought and SOIC1rather than as a ‘public goocl’.

In the past, a paternalistic expert/patient relationship predominated (Kari et al, 1994) in

which patients were expected to do whatever they were told would benefit dleir health,

without questioning the wisdom and authority of the medical profession. In this type of

relationship, the pat]ent takes on the ‘sick role’ (Parsons, 1975) and relinquishes control

over his or her health. However, the ‘sick role’ has certain advantages for the patient; on

the grounds of ill health, the individual can avoid onerous soci,al responsibilities, and ]s

freed from taking responsibdity for his or her own state of health. In recent years, the

expert/patient relationship has been replaced by a more commercial expert/customer

relationship characterised by ‘patient empowerment’, which amounts to little more than

allowing people a limited amount of choice between approved providers of specific

services. Clients of the health services believe that they have a ‘right to choose’, yet even

those with private rnedicd insurance can be disadvmtaged if there are no ethnic surgeons

or dentisls on the list of approved practinoners, or if the treatment they want or need is

excluded from their policy (Kari et al., 1994). Clients believe themselves to be

‘empowered’, but ‘the tendency to ‘professionalise’ local networks often disempowers the

very people who seek to lake action and gain influence over determinants of health’

(Coronary prevention Group, 1997, p. 2).
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‘Templates’ of success
Gillies (1997) and others have found that there are many health promotion initiates

world-wide which can serve as models of best practice and ‘templates’ (Putnam, 1995,

p. 67) of success. For example, Kari etnl.(1994) discuss several Americm initiatives

which aim to develop collaborative relationships between health advisers and their clients,

and to encourage civic activity as a means of promoting good health. This type of initiative

is underpinned{ by the notion that individual choices can have community-wide effects,

and by the notion that health professionals are citizens themselves and need to interact

with other citizens in order to raise standards of health and health cm-e for the whole

community. Karl et al cite the Oregon Health Reform Plan, which was seen as a

controversial exercise because it allowed ordinary citizens to participate in determining

Oregon’s ‘core health values’ and in deciding how the state’s health-care services should

be managed. Instead 0[ a committee of pohcymakers and medical professionals deciding,

on them behalf, how the state’s limited health resources should be allocated, lay people
~,ere ~vited to givetheiropfilionsandto&CUSS the issues involved. In some cases, lay

notions of priority medicd treatments differed from those of medical professionals. For

example, m comparison with physicians and surgeons lay people gave cosmetic surgery a

far higher priority, but public opinion prevailed on this issue and the plan was voted in by

the US senate; the states of Georgia and California have recently initiated similar public

consultation projects.

Another example cited by Kari et al. (1994) is ‘Hospice Austin’ (Texas) which increased

ethnic group involvement in the hospice movement by raising funds to sponsor nursing

scholarships; student nurses work part-time in their own communities while in training,

and give a commitment to work for the hospice movement for at least two years after

graduation. In addition, ‘Hospice Austin’ increased ethnic group volunteers by asking

local church leaders to speak to their congregations about dle movement. Ethnic minority

volunteers and nurses have, in turn, been able to assist the hospice movement to tailor its

services to the needs and beliefs of specific communities. In this way, for example, hospice

workers learned that assisting with the care of a terminally ill member of an Ehspanic

family can be difficult or impossible without the full co-operation of the male head of the

household. As in the case of social support at the individual level, there is evidence to

suggest that interventions are more likely to be successful if support comes from people

who have shared the same – or very similar – life experiences, or are members of the same

community. Cox (1997) argues that in health promot]on projects, for example, ‘it H much

harder to convince a population to take on healthier lifestyles if the messages come from

people they do not trust’ (p. 4).

‘Templates’ of success need not be related directly to health (GiUies, 1997; Kari et d,

1994; Putnam, 1993, 199-5, p. 67); they can be found in activities as diverse as animal
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rights protests, parent–teacher associations, parlsb councils, campaigns to protect the

environment, sports teams, irrigation projects in the developing world and chess clubs in

the former Soviet Union. Any type of project in which it can be shown that social capital

has been simultaneously exploited and generated by means of forming alliances and

partnerships, and from which clear benefits Ior the whole community – and not just a few

‘insiders’ – have resulted, will serve as a model. ‘Where levels of social capital were low

before the project began – m in the case of ‘Hospice Austin’ – successful collaborations

demonstrate how community interest and action were mobilised and sustained. Kari et al
(1994) also point out that when social capital is successfully generated through health-

related projects, this can extend outwards into the wider community, not only as

improved stmdards of general health but also as networks of communication which can

be used to address other social problems.



4. Conclusions

The research examined in Chapter 2 highlights the importance of social integration and

social support for the health and wellbeing of the individual. Friends, family members and

health professionals can provide support in a number of ways, for example, by providing

care, and practical and emotional support in times of stress and illness, and by relieving

social isolation and loneliness. Furthermore, although both ‘negative’ influences and lack

of social support can undermine an individual’s attempts to make health-related

behavioral changes, such as giving up smoking, ‘positive’ social support can enhance his

or her chances of success. Nevertheless, Gillies (1996, 1997) founcl that only one in four

individuals successfully change their health-related behaviour, and they tend to be people

who are ‘better off, better motivated and better educated’ (1997, p. 4). Thus, individuals’

stocks of social capital – that is, the social, personal, economic and cultural resources to
which they have access – can exert a considerable influence over their health experience.

Furthermore, the opportunities which individuals have to accumulate social capital tend

to be closely related to the levels of social capital available to their family, neighborhood

or community. The way in which it might be possible to quantify levels of social capital,

for use as a single variable in future research into health and health-related behaviour,

needs to be investigated further.

Many researchers are of the opinion that there needs to be a change of emphasis in health

promotion research, that is, a shift in focus from changing individual behaviour towards

making changes iu the neighbourhood, community or social system (Gabbay, 1998;

Gillies, 1997; Kawachi and Kennedy, 1997). Chapter 3 focused on social capital m a

conceptual and analytical tool for investigating the wider determinants of health, that is,

those factors over which the individual has limited control, such as poverty, income

inequality and environmental problems. Smaller-scale studies have generally used a

number of indicators to estimate the level of social capital available within a family or

community, whereas epidemiolog]cal and larger-scale studies have made use of only one

or two measures of social capital, notably ‘trust’ and ‘group affiliation’ (or ‘civic

engagement’). Levels of social trust are not, as yet, measured in any of the UK national
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social sLu-veys, although use can be made of zdternative indicators of social capitzd such as

degree of satisfaction with the local social environment (see analyses in Part II).

Furthermore, a number of researchers point out that, in US studies, ‘group affiliation’ is

generally measured in terms of the types of organisations to which an individual belongs.

Asking respondents to name specific organisations or activities, and to estimate how many

hours they devote to them each week, woL&l give a far more accurate indication of group

al%hation.

In addition to a lack of research using UK data, other issues raised by this literature review

include the need for more research into Putnam’s argument thot social capital – measured

in terms of social trust and group affiliation – has declined since the end of World War II

as a result of increased television viewing. Putnam’s hypotheses have serious implications

for health and health-related behaviour. The WHO’s Jakarta Declaration (1997) makes it

clear that sedentary lifestyles are a major health risk in many parts of the world, and claims

that one of the ways in which good health might be promoted is through the generation

of social capital. notably through community participation, However, noi only does

Putnam (1996) suggest that millions of people are becoming increasingly sedentary ‘couch

potatoes’ as a result of excessive television viewing, but he also argues that television is

encouraging people in the USA and elsewhere to play a less active role in community life.

A number of researchers have questioned I?utnam’s arguments; for example, it has been

suggested that certain types of community participation, such as taking part in single-issue

campaigns, are increasing rather than decreasing (Schudson, 1996), and that new

technologies will leacl to increased rather than decreased social interaction – albeit at a

distance. Furthermore it may well be that the rise in government-promoted individualistic

ideology in both the UK and USA is more to blame for any recent decline in social trust

and civic engagement than watching 100 much television, Nevertheless, there needs to be

more research in order to determine whether social capital is in decline in the UK, and, If

it is, what the reasons for this n-ught be. Although a great deal of optimism has been

generated by models of best practice, gaming an understmding of any potential barriers

to building social capital 1s of paramount importance for those involved in health

promotion.



Appendix: Methodology

This review of the literature relating to social support, social capital, health and health

behaviour involved an extensive and systematic semch of library catalogues, and of

journals published during the past 20 years in the fields of medicine, nutrition, nursing,

dentistry and the social and behavioural sciences. A number of text, CD-Rem and online

databases were examined, including Sociofile, PsycLIT, and several Meclline facilities.

The website of the British Medical Association provided a link to a reliable, free-of-charge

Medhne, which gives unregistered users access to some full-text articles. In addition,

certain fu~-text articles were obtained via the websites of the lktzsh Medzcd ]omtzal, the

]oztrual of the America/zMedzcal As>oczatzon and The Lancet. The search-engines which

consistently provided the most comprehensive results about research into social support

and social capital were ‘Excite’ and ‘Aka Vis’ta’. The Social Sciences Information Gateway

(SOSIG) also provided links to useful social science websites world-wide.

There 1s as yet no firm agreement among researchers as to the exact components

of social capltd. The debate is continuing, much of it conducted using the Internet

as a forum, which itself is a manifestation of lhe type of social capital which has the

potential to bridge a number of social chasms, including class, locality and ethnicity

(lMitchell, 1996, cited in Gillies, 1997). Although the recent rewew of health promotion

initiatives by GiUies (1997) demonstrates that the concept of social capit.d has world-wide

applications, the majority of articles about social capital have appeared in American

publications – most notably the online journal The AmzericanProspect – ancl therefore

tend to refer to organisations and actlwties which are specific to the USA. The collection

of social capita] literature ]s smd in comparison with the volume of studies of social

support or stress, and includes what Putnam has called ‘the seemingly unrelated bocly

of research on the sociology of economic development’ (1995, p. 66). The British Library

for Development Studies at the Institute of Development Studies (University of Sussex)

has a collection of articles in this field. The Library Cata]ogue websiie address is:

http://www.ids,ac.uk/bids/bids.htm
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A particularly useful feature of the US online literature is that many full-text articles can

be downloaded or printed dmectly from the screen. Links to other sites of interest are

occasionally provided within the text, although some articles do not provide details of

other authors’ work which is cited in the text. Website addresses for publications which

can be accessed in this way are given in the references to Part I, although it should be

noted that these may be subject to change.
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Eixxmdary analysis of British

data

Helen Cooper, Sara Arber and Jay Ginn



Summary of Part H

Part I provided a literature review of research on the links between social support and

social capital m relation to heallh and health-related behaviour. Part II examines social

support and social capital in re]alion to health and health-related behaviour using three

British national datasets: the HEA Health and Lifestyles Survey (HALS) for 1992, the

I-Iealth Survey of England (HSE) for 1993-4, and the General Householcl Survey (GI-IS)

for 1994.

Material living conditions and socioeconomic posilion were found to be much stronger

predictors of adverse health than measures of social capital and social support in these

surveys.

Out of four measures of social capital derived from the HEA HALS, the strongest

associations with health were found using an index of the individual’s perception of their

‘neighborhood social capmtl’. Social capital influences dle health and reported stress of

women to a greater extent than for men. This suggests that women’s health is more

affected by the quality of their neighbourhoocl than is the case for men, and that low social

capital contributes to feelings of stress among women. Women living in nelghbourhooch

which they percewe to be high in social capital were less hkely to smoke, after controlling

for material deprivation and socioeconomic factors. Community participation was

strongly associated with lower smoking among men and women.

Social support based on contact with friends was more importanl lhan contact with

relatives for influencing health, but a more subjective indicator of social support based on

personal feelings about friends and relatives UMSa more important factor in influencing

health than the amount of contact. There was no evidence that SOCM1support reducecl

levels of stress after controlling for poor material living conditions and socioeconomic

position. Perceived social support from friends and relatives was associated with lower

levels of smoking and a better diet, after adjusting for socioeconomic variables which are

strongly linked to these hvo health behaviors.
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Recommendations
1.

2,

3.

4.

5.

Future health surveys should include measures of social capital, for example, the

measure of neighbourhood social capital derived from the l%lZAHealth and Lifestyles

Survey More information about the extent of community participation in a wider

range of activities and over a longer time period than hvo weeks would also be

valuable. In addition, indicators of social capital which relate to perceptions of trust

and security should be added to future surveys.

Surveys should clearly distinguish between the collection of different types of social

support measures. The more important measures relate to perceived closeness of

relationships with friends and relatives, and the frequency of contact with frzends asked

separately from frequency of contact with relatives.

Measures of social capital and social supporl are related to an indwidual’s age, gender,

socioeconomic circumstances and material living conditions. It is therefore essential

that surveys collect information about all these variables, and examine the contribution

of social capital and social support to health and health-related behaviour after

adjusting for these structural factors.

It is important to measure social capitrd at both the individual level, using surveys (as

in Chapters 5–8), and at the aggregate area or community level. Surveys should include

area level information based, for example, on ACORN classifications or derived from

ward or enumeration district data from the population census. In this way, it will be

possible to undertake multi-level analysis, in order to identify the effects on health of

the quality of the area of residence separately from the effects of the individual’s

perception of their neighborhood.

The present report has not considered black and minority ethnic groups. There is an

urgent need to examine the links between social support and social capital in relation

to the health and health-related behaviour of members of black and minority ethnic

groups.



5. Conceptualizing social

capital and social support using

British survey data

The relative inlluence of structural factors on health and lifestyle has been the subject of

extensive debate in Britain (Townsend, Philhrnore and Bvattie, 1%8; Wilkinson, 1996). ‘There

is substantial evidence that IOW social class and poor material living conditions adversely

infkence health and health behaviour, but much ]ess IS known about the contribution of

social capital and social support (see ~m-t I).

Based on data from three large-scale British surveys, Part II examines the independent

effects of measures of social support and of social capital on health and health behaviour,

after taking into account the social and economic characteristics of the individual and

their household. A particular focus is placed on how gender differentiates the pattern of

these relationships and whether social capital and social support vary according to age

and structural characteristics. The analysis identifies those widl particularly poor social

support and low levels of social capital, as well as those most likely to be in poor health

and engaging in he.alth-damaging behaviour.

One limitation to research in this area has been confusion and considerable diversity in

the definition and measurement of both social support and social capital (see Part I). In

this chapter, we firstly discuss the datasets used in our analysis: the HE-A Health and

Lifestyles Survey, the Health Survey for England and the General Household Survey.

Secondly, we consider how the concepts of social support and social capital can be

measured using data from the HEA Health and Lifestyles Survey, highlighting the analytic

limitations of these measures. It is unlikely that each individual will have equal access to

social support and social capital; therefore we analyse how these vary for men and women

according to their age and key socio-demog-raphlc and socioeconomic characteristics.
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Datasets and analvsis./

The resemch involves the analysis of three complementary national datasets. The age

distribution of men and women in each da~aset N shown in Table 5.1.

Table 5.1. Percentageof men and women in each dataset by age group

HALS, 1992 HSE, 1993-1994 GHS, 1994

Age Men Women Men Women Men Women

16-24

25-34

35-44

45-54

55-64

65-74

75-84

85+

%

N=

191 179

21.7 210

184 181

163 16 I

137 138

10.8 13

1000 1000

2487 2520

135

198

181

164

140

11.9

52

09

1000

14867

126

198

176

154

125

126

74

20

1000

17507

654 563

284 323

61 114

1000 1000

1505 2125

Investigating social mpital and social support based on a secondary analysis of these

national datasets means that we are limited to the original questions included in the

surveys, which were not dn-ectly designed to address the issues being examined in this

research. There are also differences between the surveys in how some concepts are

measured. For example, social class in the HEA Health and Lifestyles Survey is based on

the Registrar General’s classification and most non-employed individuals are excluded

from this measure (see Appendix A), whereas the General Household Survey and the

Health Survey {or England collect social class information based on current or last main

job using a measure of socioeconomic group (SEG) (see Appendices B and C).

our ana]ysis uses cross-tabulation to provide an unc!erstanding of the pattern of

relationships, and these rewdls are presented as figures and tables in each chapter, Actual

percentage values have been included on the figures (rounded to the nem-est whole

number), and, where this was not appropriate, the percentages are given in Lables in

Appendix E. In addition, multiwmiate logistlc regression analysis is used to examine the

rehstive influence of social capital and social supporl on health and health behaviour by

statistically controlling for other re]evant factors, such as age and socioeconomic position.

Further information about this procedure and how to interpret the results of logistic

regression analysis is given in Appendix D.
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.ifestyles Survey, 1992
The HEA Health and Lifestyle Survey (HALS) was conducted by MORI in 1992 with a

response rate of 75% (HEA, 1995). Interview data were obtained from 5004 men and

women aged 16–74 years and the data were weighted proportiomd to the household size

of each respondent. This survey asks respondents about the type and quality of social

contact with friends and relatives. It also contains tnformatlon on community activity,

length of residence and the individuals’ perception of the quality of their neighborhood,

which form the basis of our social capital measures. The 13A.LS data include measures o{

reported stress, health status and smoking as well as socioeconomic measures, such as

social class, rnaterlal deprivation and employment status.

2. The Health Survey for England, 1993 and 1994

The Health Survey for England (HSE) 1s an annual interview survey of adults living in

about 10000 private households in England (Colhoun and Prescott-Clarke, 1996).

Combining two years of HSE data (1993 and 1994) gives a large sample of over 30000

individuals aged 16 and above. The survey contains detailed questions on diet and

smoking, m well as a series of questions about perceived social support from friends and

relatives. This information can be related to an individual’s socioeconormc position, level

of reported stress and health status.

3. The General Household Survey, 1994
The 1994 General Household Survey (GHS) contains a special section for people aged

over 65 which includes questions about their ability to perform tasks of daily hvmg and

frequency of contact with neighbors, friends and relatives (Bennett et al,, 1996). The

GHS does not ask these questions related to social support of respondents below 65. Our

analysis is therefore restricted to the over 3000 older people living in private households

in Britain. The survey also includes information about their current smoking behaviour

which can be related to a range of socioeconomic measures including income, housing

tenure, occupational class and living arrangements.

Measuring social capital
Social capital is conceptualised as a ‘community resource’ which is createcl from everyday

social interactions and social neh!rorks ancl k founded upon the principles of trust,
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reciprocity and community participation for mututtl benefit (Putnam, 1993; Bullen and

Onyx, 1998). Social capital is a multi-dimensional concept and may include the collective

economic and cultural resources avilable to a community as ~t7ell as the level of social

trust and social support nehvorks (Putnam, 1993). A detailed review of research literature

on social capital is provided in Part L

Based on large-scale surveys in the US, many researchers have measured social mpltd

according to reporled levels of social trust and group affiliation (Putnam, 1996; Kennedy,

Kawachi and Prothrow-Stith, 1996; Coleman, 1988). Others have used church

membership and neighborhood support to measure community involvement and social

interaction (Runyan, 1998).

Bullen and Onyx (1998) conducted an exploratory survey to identify the underlying

elements of’ social capital. Based on adults aged 18-65 living in one of five commumt]es

in New South Wales, Austraha, a total of eight factors were fount] to capture ‘social

capital’, These were: participation in the local community, proactwity in a social conlext,

feelings of trust and safety, nelghbourhood connections, connections with family and

friends, tolerance of diversity and value of life and work connections.

The Health and Lifestyles Survey (HALS) does not contain any questions on social trusl,

tolerance or perceived value of hfe or work which could be used to indicate social capital.

However, respondents are asked six queslions about the area in which they live: whether

they enjoy living in their neighborhood, if neighbors look after one another, whether

they perceive the area lobe safe and to have good facilities for young children, leisure and

transport. Responses to these six questions were combined (see Appendix A) and used to

provide an index of social capital in the individud’s neighbourhood. It is impormnt to

note that this is a measure of the individual’sperception of the level of social capital in their

neighborhood, rather than an area-level characteristic of the surrounding environment.

In addition, the components of our neighborhood social capital scale maybe culturally

specific rmd may nor be gender neutral; for example, women may be more aware of issues

relating to personal safety than men.

Respondents who perceive their environment as being safe 10 hve in, with good facilities

and strong neighborhood ties benefit from living m an area with a high level of social

capital, whereas those who report that they feel unsafe, lack community facilities and

neighborhood support do not. For our analysis we distinguish behveen four levels of

perceived social capital based on their scored response: low (score –6 to O), medium

(score 1–2), high (score 3-4) and very high (score of 5-6) – see Appendix A. V7e refer to

this measure as tzezghbourboodsocial capztal.

Quantitative indicators of social capital, based on surveys of individuals, complement
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existing aggregate level analyses of social capital (see Pm-t I) and allow the distribution of

social capitil to be zmalysed based on large and representative samples of the population.

They also provide a valuable supplement to qualitative work based on small localised

communities. However, any attempt to capture the complexity of a social environment

within an empirically derived scale has limitations, and a neighborhood social capital
score cannot adequately reflect all the different dimensions of social experience within an

individual’s local community (Bullen and Onyx, 1998). To improve our measurement of

social capitzd we supplemented the above index with other measures from HALS relating

to community activity, social integration and experience of crime and/or attack.

ConZtmtZity activity was measured according to whether or not the respondent

participated in a voluntary or community group, wm involved in any religious activities or

attended an adult education class in the last hvo weeks (see Appendix A). Putnam (1993)

suggests that involvement in community activities or ‘civic engagement’ may develop new

social nehvorks and facilitate the development of social mpital through shared norms,

trust and reciprocity. This HALS measure is based only on reported community ac~ivity

in the last hvo weeks; it provides no indicator of the time devoted to this activity or the

individual’s role within the community or voluntary group.

We distinguish ‘social integration’ from social support relating to contact with friends and

relatives, which is discussed later. We assessed .roczul itztegr~tzonindirectly according to

the length of time an individual had been living in the area, which we assume is related to

involvement in inforrmal social networks. Putnam (1996) argues that residential mobility

and difficukies in ‘putting down roots’ in a new community have an important bearing on

social capital, as measured by levels of social trust and group affiliation, We distinguished

between those who had been resident for one yem or less compared with an intermediate

period of residency (2–3 years and 4–9 years) and long-term residency of 10 years or more.

It has been argued that when social capital is high and members of a community have a

common understanding and adherence to social norms, then the level of crime and

violence is very low (Sampson, Raudenbush and Earls, 1997). Questions in HALS ask

respondents whether or not they have experienced theft, mugging, break-in or another

crime, or whether they have suffered racist abuse or physical attack in the last year.

Positive responses to any of these questions are combined in our analysis and are Vaken to

indicate low social capital, as shown by experience of crime or attack.

The social correlates of social capital
Previous research based on large-scie surveys has shown that social capital increases with

advancing age (Putnam, 1996) and this is confirmed in the HALS data using our measure
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of neighbourhoocl social capital. Figure 5.1 shows that the percen Page of men and women

with lugh social mpital varies significantly according 10 their age. Over half of older

people aged 55–74 years report high social capital compared with 36% of women and

only 27 Y. of men aged 16–24 years, Older age groups may have more favorable

perceptions of their living environment or be more likely to live in better-quality areas

than younger people, Women aged between 16 and 34 years are more likely to have high

social capital than men of the same age, bul behveen the ages of 35 and 64 there is little

gender difference, with men slightly more likely to have high social capital than women in

the oldest age group.

Pmmcipatlon in community activities is also more likely with increasing age, especially for

women. Figure 5.2 shows that older women are much more likely to participate in a

commumty actnJi ty than then younger counterparts, with approximately one-thmd aged

behveen 45 and 74 involved in voluntary, relig]ous or community groups in the last two

weeks, compared with 24 ‘Z of women aged 35-44 and only 12% aged 16-24 years. Men

aged 25 and above have a much lower level of community participation than women, and

although community actwity increases from 14 YOto 20% between the ages of 25–34 and

3544 years, for men there is no further increme with advancing age.

The age-related increase in social capital and the greater commumty participation of older

women suppor~s results from US survey data showing greater levels of social trust and

community participation among older adults. Putnam (1996) argues that these age

differences represent a generaliomd decline in social trust ancl social capital rather Lhan

differences clue to stage in the life course, but it ]s impossible to assess these arguments in

our study based on cross-sectional data.

The increased labour market participation of women has been highlighted by Putnam

(1996) m one factor associated wltb the decline in social capital over time. He argues that
women who tmditiondl y were mos 1 actively revolved in facilitating local cot-ml unity

activity and social networks are now more likely to enter paid employment and centre

their social actwity and networlcmg around the workplace (Putnam 1996; Skocpol, 1996).

In spite of the mcreasmg employment participation of British women, they are

nevertheless much more likely to be involved in community activities than men (see

Figure 5.2).

In Britain there 1s little variation in neighborhood social mpitial according to

employment status, apart from verY low levels reported by the unemployed. I?igure 5.3

shows about half of dl men and women have a high social cqxtal score, with the exception

of the unemployed. For both sexes, being uuemployecl is associated with decreased social

capital, with only 40% 0[ women ant] 37% of men scoring 3 or more on our scale.
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Our results show that economic inactivity because of retirement, looking after the home

or being in full-time education is not associated with lower neighbourhood social capital

relative to those in paid employment. However, social capital 1smarkedly reduced among

unemployed men and women who are excluded from the paid labour force. Putnam’s

(1996) analysis of the American General Social Survey (GSS) did not distinguish behveen
the unemployed and the economically inactive, but the former may have a more severe

lack of financial resources and be more likely to live in a poorer quality neighborhood.

Figure .5.4 clearly shows much lower community participation among the unemployed

compared with the employed and the economically inactive. This is particularly marked

Ior women, with community pm-ticlpation three times more likely among women who

work full-time (21 %) and newly four tnnes as great for women who are non-employed or

employed part-time compared with the unemployed. Unlike Putnam (1996) our results

do not suggest that paid employment erodes neighbourhood social capital and

community participation, as part-time work is positively associated with both of dlese

measures. However, those who me unable to find paicl work are less actively involved in

community activity and rate their living environment more negatively. To the extent that

our measure of neighbourhood social capital provides an ‘indicator of area-level

characteristics, we would expect even lower social capital among the unemployed living

in areas with high unemployment. For example, an individual WidlOLltpaid work wfll slti

benefit from living in a safe area, whilst an area with few community facilities is likely to

be perceived less favorably by the employed ancl unemployed alike.

Measuring social support
The concept of social support has been measured in numerous ways by researchers, but

a common approach is to distinguish between its ‘structural’ and ‘functional’

components. The former denotes the way in which social networks are organised and

composed, the frequency of contact with friends and relatives and participation in social

activity (House and Kahn, 1985; Barrera, 1986; House, Landis and Umberson, 19SS). The

funct]ons of social support include the availability of network members for practical help,

information and emotional support. A furlher distinction is often made between social

support that is ‘perceived’ to exist by the indwidual and actual ‘received’ social support

(see Part 1).

The main limitation of using HALS data to memure social support is that the questions

were originally designed as hdimtors of ‘psychosocial health’. Respondents are asked

whether they have any close friends and close relatives that they see or speak to on a

regular basis (where ‘regular’ is defined by the respondent). Using this information we
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distinguished between those who say they have close friends and relatives, those with

close relatives only, close friends only, and those who are not in close contact with friends

or relatives (see Appendix A). It could be argued that this measure of perceived close

cot7tL2ct covers o structural aspect of social support, by indica~ing the relative importance

of friends and relalives in their social network, as well as perceived social support.

However, O’Reilly (1988) argues that an individual’s social network has multiple functions,

of which social support is only one, and each of these should therefore be viewed as

distinct concepts. The HALS data do not allow us to specify the different dimensions of

social support that may be received from social network members, for example, whether

‘close contact’ refers to emotional support, a confidant(e) or practical assistmce. It is also

impossible to distingmsh between ‘everyday’ social support (Weiss, 1974) and ‘crisis’

support (Cobb, 1976), which may be perceived and recalled differently by the individual

(o’Reilly, 1988). TO place social support into a real-life context, other researchers have
usecl questionnaires to describe a hypothetical situation and then ask respondents to

indicate whether or not support would be available in that situation, and if so, by whom.

In addition to perceived social support, an alternate is to measure actual or ‘received’

social support or the extent of social interaction. From HALS we have derived a measure

based on reported contact with fr]ends and family over the two weeks preceding the

survey. Respondents were aslcec{separmely about friends and relatives m terms of whether

or not they had any of the following four types of contact: went to visit them, went out
with them, spoke on the telephone or received visns. Responses to these four items were

scored and used to create two indicators: actual corltact wztb relatwes and actual contact
wzthfrzend.r (see Appendix A). Using these two scales we can distinguish behveen those
~J1th little or no contact over the two-week period, some contact (2–3 types) or maximum

contact across all four types. The main limitation of these measures is that we are forced

to rely on the assumption that greater contact with friencls mld family will be positively

related to social support. In addition It is likely Lhat the items scored on these scales will

be influenced by geographical proximity to friends and relatives.

Having a chronic illness which impairs mobility may reduce the amount of contact with

friends and relatwes. However, a severe illness or disability may increase contact with

relatives who are providing emotional and/or practical support. We are only able to

establish whether or not a conmct was made with friends or relatives over a hvo-week

period and have no information about frequency of each of the four types of contact. It is

therefore possible that someone may speak to geographically distant relatwes on the

telephone every day, but still score only 1 on the actual contact with relatives scale.
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The social correlates of social support
Table 5.2 shows how our three measures of social support: perceived close contact with

friends and relatives; actual contact with friends and actLMl contacl with relatlves vary

according to age for men and women. Women are more likely than men to report that

they have close friends and relatives that they see on a regular basis, but there is little

variation according to age. The proportion who have the maximum of 4 types of contact

with friends over a Lwo-week period decremes with increasing age for men and women,

whilst actual contact with relatives cloes not vary by age for either sex.

studies have shown that social supporl, as measured b}~a supportive and understanding

confidant(e), is more likely to be available to married rather than single people (Ross and

Mirowsky, 1989). Women reportedly develop more intensive social attachments than men

(Belle, 1987), and there is some evidence that men are more likely to benefit from
supportive relationships within marriage than women (Umberson, 1992; Cramer, 1993).

Figure -5.5 shows how perceived close contact with friends and relatives differs for men

and women according to them rnarmd status. Men who are divorced are slightly less likely

to say they have both close friencls and relatives than married or single men, but

comparable proportions of widowed, divorced and married men report having close

relatives only. For both sexes, the single and divorced me most likely to report close

friends only [rather than close relatives), which could suggest thal close rela~ionships for

the married are more likely to be centred around home and farndy ties. For men and

women who are widowed, contact with close friends (and not close relatives) remains at

a low level similar to that for the married, and there is some evidence that widowers are

more likely to be socially isolated from contact with close friends ancl relatives.

As discussed earlier, the length of time living in an area may relate to the degree of social

integration, which m turn is linked to social capilal. The degree of integration into a

community may also influence the availablhty or receipt of social support. Figure >.6

shows tha~ length of residence is significantly associated with having both close friends

and relatives. hlen and wornen who have lived in an area l’or one year or less are less likely

to have contact with both close friends and relatives than longer term residents. This

could suggest that residential mobility disrupts or impairs social support received from an

established social network. However, our resul 1s show that short-term residents are most

likely to have close contact either only with relatives or only with close friends. They are

more likely to lack contact with either friends or relatives.



Table5.2. Social support from friends and relativesby age group: men and women aged 16-74 years

Men Women

16-34 35-54 55-74 All 16-74 16-34 35-54 55-74 All 16-74

[a) Perceived close contact with friends
and relatives

Both close friends and relatwes

Close relatives only

Close friends only

No close friends or relatwes

Yo

N.

[b) Actual contact with friends in last 2 weeks

4 types of contact

2-3 types of contact

O-1 type of contact

%

N=

[c) Actual contact with relatives in last 2 weeks
4 types of contact

2-3 types of contact

O-1 type of contact

%

N=

74

12

11

4

100

1015

45

33

22

100

1015

20

44

37

100

1015

71

16

9

5

100

862

22

39

39

100

862

19

48

34

100

864

75

16

5

5

100

607

20

32

49

100

608

la
49

35

100

607

73 80 79 78

14 7 11 12

9 10 8 3

5 2 3 3

100 100 100 100

2484 982 863 676

31 40 26 22

34 38 42 35

35 22 32 44

100 100 100 100

2485 981 863 676

19 23 22 22

46 50 50 51
35 27 28 27

100 100 100 100

2436 981 863 675

79

10

2

2

100

2621

30

39

31

100
26~o

22

51

27

100

2519

la) P <001 for men and women, (b) P <0001 for men and women: (c) P (ns) for men and women
Source HEA Health and Lifestyles Suwey, 1992
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*Actual percentages are shown in tables in Appendix E.
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Structure of Part II
Access to a supportive social network has been shown to be positively related to the

physical and mental health of individuals (see Part I) whilst low levels of social

capital are associated with poor self-assessed health (Kawachl, Kennedy and Lochner,

1997). The presence of social support and social capital may serve to bolster self-esteem

or protect the individual against the presumed damaging effects of stress on health.

Chapter 6 considers the pattern of these relationships m detail using data from the 1-llA

Health and Lifestyles Survey. Measures o{ social capital and social support are related to

reported stress, self-assessed health and chronic illness for men and women aged 16–74

years after accounting for socioeconomic differences in stress and health sPatus. We also

consider whe~her any positive association between social support or social capital and

self-assessed health is mediated by stress.

Social support and social capital may benefit health indirectly by influencing health

behaviour. Chapter 7 includes the analysis of two health-related behaviors: smokmg and

diet. Resuhs are primarily based on data from the Health Sm-vey for England but results

are also presented for smoking and social capital based on the HEA Health and Lifestyle

Survey. This chapter examines whether quality of diet and cigarette smokmg vary

according to perceived social support from friends and relatives after controlling for

struc~ural factors, such as social class and material deprivation, that me known to be

strongly associated with these heahh behawours.

In Chapter 8 we focus on the health and health behaviour of older people aged 65 and

above using data from the General Household Survey. Socml support measures are based

on reported frequency of contact with neighbors, friends and relatives. ‘iVe investigate

whether the association between these measures ancl self-assessed heahh ancl smoking

behaviour can be accounted for by structural factors or functional disability in later life.

Chapter 9 draws conclusions about, firstly, the ways in which social capital and social

support themselves vary according to age, gender and social characteristics and, secondly,

how these influence the health status, reported stress, cliet and smoking behaviour of men

and women in different ways. Thirdly, it highlights the relalive importance of structural

[actors, social capital and social support in determining health and health behaviour.



60 Relating social capital and

social SI.q?portto health statl.ls

and reported stress

How social capital and social support relate to the health of individuals h-em different

socioeconomic backgrounds has been the subject of little large-scale research in Brimin.

Chapter~ demonstmted how these concepts could be quantified using data from the 19!92

Health and Lifestyles Survey (H~LS) (HEA, 1995) and the potential limitations of these

measures. In this chapter we investigate how levels of social support and social capital are

associated with self-assessed health, limiting long-standing illness and reported levels of

stress among men and women aged 16–74 years. The relative influence of social support

and social capital is compared to structural indicators of material Iivmg circumstances,

social class and employment status. Details of all the variables used in this analysis me

included in Appendix A.

Socioeconomic position, perceived
stress and health status
We use four indicators to capture different dimensions o{ an individual’s socioeconon-uc

position and nmterial living environment. Our analysis includes the individual’s

occupational social class, their highest educational quahfication, current employment

status and a scored index of ‘personal deprivation’. The latter measure is based on the

material resources available to each individual in then- household, such as central heating

and car ownership. Details about how this scale wias constructed are given in Appendix A.

The HALS data include the respondent’s assessment of the amount of stress they have
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experienced over the preceding 12 months. We focus on those who report large amounts

of stress, but it is possible that such stress can be positwe as well as negative depending

on its meaning to the individual concerned (Turner and Avison, 1992).

Figure 6.1 shows a significant relationship between occupational social class and stress for

men and women aged 16–74 years. Women currently employed in the highest social class

are substantially more likely to report a large amount of stress compared wmh men in this

class and with women in other classes. For men, stress is greatest in class II and then

consistently decreases in the manual social classes. These findings are likely to reflect the

work-related stress of those employed in professional occupations, particularly women,

with lower occupational groups generally reporting lower levels of stress, Relatively high

levels of stress are reported by the unclassified group, which in HALS includes those who

are not currently m employment; 20’% of men and 24% of women in this group report

large amounts of stress.

Women who are divorced are more than twice as likely to report high stress as single,

married or widowed women (Figure 6.2). Marital dissolution is also associated with

greater stress for men, with married and single men reporting the least stress over dle last

year. lt is impossible to tell from this cross-sectional survey daw whether high levels of

stress contribute to marital breakdown, or whether the loss of a spouse through death or

divorce is responsible for the raised levels of reported stress.

Health status is measured according to whether the respondent has a limiting long-

standing illness (LLI) or rates their general health as less than very good (see Appendix

A). The likelihood of having LLI or poor general health has been shown to be greater

among the lower socioeconomic groups than among those who are more advantaged

(Townsend, Phillimore and Beattie, 1988; Arber, 1997). Table 6.1 shows a strong

association between material deprivation (as measured by the personal deprwation index
—PDI) and LLI for men and women. For all age groups, those living m the most

materially deprived conditions (PD1 score ~+) are more likely to hme a chronic illness

than those with a PDI score of O, and this is particularly marked for men aged 35–54 and

older women aged 55–7LI years.

Relating social capital and social support
to reported health status and stress
We begin by analysing the relationship behveen social ciapital, reported health status and

stress, to consider whether individuals with low social capital are more likely to report

poorer health and greater stress than those with high social capital.
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Fig. 6.2. Percentagereporting large amounts of stress by marital status men and
women aged 16-74 years
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Table 6.1. Percentagereporting limiting long-standing illness by personal
deprivation (PDI)score: men and women aged 16-74 years

PDI score

o 1 2 3+ All P (Sig)

(a) Men

16-34
N=

35-54

N=

55-74

N=

,411aged 1r3-74

N=

5

(428)

10

(538)

23

(312)

11

(1278)

6

(277)

10

(141)

40

(120)
15

(540)

9

(147)

15

(62)

34

(57)

16

(266)

13

(106)

29

(60)

37

(69)

24

(235)

7 <005

(958)

12 <0001

(802)

30 <0.01

(558)

14 <0.001

(2319)

(b) Women

16-34 6 10 9 16 9 <001

N= (75) (238) (132) (150) (894)

35-54 14 20 25 22 17 <005

N= (493) (143) (74) (73) (784)

55-74 21 32 29 42 27 <001

N= (293) (158) (1031 (64) (618)

All aged 16-74 13 19 20 23 17 <0001

N= (1160) (539) (309) (287) (2296)

Source HEA Health and Lifestyles Survey, 1992

Figure 6.3 shows how the measure of neighbourhoocl social capital derived from the

HALS is associated with having a limiting long-standing illness, reporting that general

health is less than very good and reporting high levels of stress over the last year. For men,

there is no clear evidence that a low level of neighborhood social capital is associated

with greater stress, but some evidence that men with a very high level of neighbourhood

social capiPal are more likely to report very good general health dlan those widl low social

capital. For women, very high social capiPal is significantly associated with good general

he&h. Approximately half of women with very high neighbom-hood social capital report

that their general health is very good, which decreases to 43% among those with low

socml capital. Women with a low neighborhood social capital score are also significantly

more ldcely to report high stress and limiting long-standing illness compared with those

who have very high social capital, whereas for men there 1s no sta~istlcally sign]f]cant-

relationship between social capital and the three heal~h measures. Our results suggest that

the relationship between nelghbourhood social capital and health is gendered, with

women’s health being adversely affected by a poor social and living environment, but this

is less evident for men.

Sirnilar]y there is a significant positive relationship between general health and community

activity for women but not for men (Table 6.2). Of women who were active in the

community 52 ?40 reported very good health, but among those who were not involved in
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Source HEA Health and Lifestyles Survey, 1992

Fig. 6.3. Neighborhood social capital and health status: men and women aged
16-74 years*
“Actual percentages are shown ]n Append!x E
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Table6.2. Percentagereporting very good health by community activity: men and
women aged 16-74 years

Men Women

Community No community All Community No community All
activity activity activity activity

General health

Very good 50 46 47 52 45 47

Falriy good 45 46 46 43 46 45

Fairly poor 4 6 6 4 7 6

Very poor 1 2 2 1 2 2

% 100 100 100 100 100 100

N= 438 2039 2477 628 1879 2507

Men P (ns), Women P <001

Source HEA Health and Lifestyles Survey, 1992

Table 6.3. Levels of stress accordingto whether victim of crime or attackin last
year: men and women aged 16-74 years

Men Women

Not victim Victim of crime All Not victim Victim of crime All
andlor attack and/or attack

No stress 19 4 17 16 3 14

Small amount 34 34 34 35 29 35

Moderate amount 31 42 33 30 36 30

Large amount 15 21 16 20 31 21

70 100 100 100 100 100 100

N= 2135 334 2468 2252 252 2504

P <0001 for men and women

Source HEA Health and Lifestyles Survey, 1992

community activity the proportion wm only 45 %. For men, a greater proportion of those

involved in community activity reported very good health, but this was only slightly

reduced among non-active men. A small proportion of men and women

rated their health as very poor and this was slightly greater among the non-active groups.

However, there is likely to be a reciprocal causal relationship between community

participation and health; community activity may promote good health and poor health

may limit the extent to which an individual is able to participate in community activities.

An experience of crime or attack in the last year is strongly associated with stress for both

men and women (Table 6.3 ). Nearly one-third of these women and 20% of men report a

large amount of stress compared with 20% of women and I> % of men who have not been

the victim of crime or attack in the last year. Women are more likely than men to report a

large amount of stress regardless of whether they have been a victim of cm-ne, with men

more likely to report no stress at all in the last year.



Table 6.4. Percentageof men and women reporting very good health by age and social support from friends and relatives

16-34

. . ...–—---Iwen women

35-54 55-74 All 16-74 16-34 35-54 55-74 All 16-74

(e) Perceived close contact with friends

and relatives

Both close friends and relatwes

Close relatwes only

Close friends only

No close friends or relatwes

P [Slg)

(b) Actual contact with friends in last 2 weeks

4 c017tacts

2-3 contacts

O–1 contact

P (Sig)

(d Actual contact with relatives in last 2 weeks

4 contacts

2-3 contacts

O-1 contact

P (Slg)

47 (746)

49 [117)

47 (109)

41 (43)

ns

50 (460)

45 (330)

45 (225)

ns

45 (202)

48 (443)

48 (370)

Ins

50 (606)
49 (134)

48 (73)

43 (40)

ns

51 [192)

52 (330)

44 (336)

Ins

52 (162)

47 (407)

49 (290)

11s

44 (451)

40 (94)

35 (27)

20 (28)

ns

50 (120)

43 (190)

39 (29 I )

ns

49 (107)

42 (288)

40 (205)

11s

47 [1805)

46 [346)

46 (214)

36 (111)

ns

50 (772)
47 [353)
43 (852)

<005

50 (787)

44 (73)

43 (100)

34 09)

m

52 (338)
47 (376)
44 (215)

ns

48 (471) 52 (229)

46 (1140) 48 (490)

47 (866) 47 (259)

ns ns

54 (675)

41 (91)

40 (66)

36 (22)

<005

57 (222)

54 (361)

42 (271)

<001

52 (188)

53 (429)

46 (238)

11s

41 (529)

38 [81)

47 (48)

41 (17)

Ins

51 (144)

43 (236)

34 (294)

<001

43 (145)

36 (345)

47 H 84)

ns

49 (1991)

41 (245)

43 (213)

37 (57)

<005

53 [754)

49 (972)

39 (730)

<0001

50 (563)

46 (1263)

47 [681)

ns

co
0

ns = not statlatlcally slgnlf[cant at P <005 level
Base tnulmbers are given m brackets

Source HEA Health and Lifestyles Survey, 1992
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Previous research suggests that social support can have a positive influence on health and

wellbeing, for example, a slgmficant other may care for an individual’s health needs or

encourage lifestyle behaviors that promote better health. Table 6.4 shows how the l%WS

measures of perceived and received social support are related to whether men and women

report very good general health, For men in all age groups and women aged between 16

and 54, those without close iliencls or relatives are less likely to report very good health

than those who report having both close friends and relatives (Table 6.4 (a)). For men in

all age groups there is little difference between those reporting close friends and relatives

and those in close contact with friends or relatives only. However, only36 YOof men with

no close friends or relatives rate their health as ‘very good’ compared with 47 % with both

close friends and relatives. For women, there is more variation in the reported health

status of those with close friends and/or relatives. Over half of women aged 35–54 with

close friends and relatives report very good general hea]lh, but this falls to approximately

40% among women in close contact widl only one of these groups and is lowest at 36%

for women without close friends or relatives.

Friends seem to be more important for good health than relatives (Table 6.4(b)).

l.ncreasing contact with friends is positively related to general health, widl over half of

men and women aged 16–74 ye~rs reporting very good health when they have the

maximum of four types of contact with friends over a two-week period compared with

43% of men and 39’XOof women who have Iiwle or no contact during this time period.

This difference IS especially marked for older men and women where the proportion

reporting very good health is consistently reduced as contact with friends becomes more

infrequent.

The relationship between contact with relatwes ancl health is more inconsistent and does

not reach statistical significance. The greatest proportion of men aged 16–34 and older

women aged 55–74 report verY good he~lth when there is little or no contact with relatives

(Table 6.4(c)). However, in sonle age groups there is a suggestion that frequent contact
with relatives is positively related to health status, particularly for olcler men. Overall our

results suggest that actual contact with friencls is more strongly associated with self-

assessed health than contact with relatives over a short time period of hvo weeks.

Although our results indicate that social support is positively related to health, it is likely

that health status itself will have different and opposing influences on the type and

amount of social support received. For example, having a Iimlting long-standing illness or

disability may reduce visiting and outside social activities with friends and relatives, but

increase home visits by relatives who may provide practical support.
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Summary
The measures of social capital and social support from the HALS data were significantly

associated with reported health status and stress. High neighborhood social capital and

contact with friends and relatives were associated with better health outcomes and reduced

stress, especially for women. Older age groups were most likely to have high social capital

and greater community participation and women’s health was more strongly associated

with these social factors than for men. For both sexes, a high number of contacts with

friends was positively related to general health, whereas actual contact with relatives was

not significantly associated with health status. However, social capital and social support

themselves vary according to an indwidual’s socioeconomic position; being unemployed

was associated with low nelghbourhood social capital and less community participation,

whilst marital status influenced the amount of contact with friends and relatives.

Numerous research studies have shown dlat socioeconomic cbaracterlstics are associated

with reported health and stress for both sexes (’Townsend, Phdlimore and Beattie, 19S8;

McLeod and Kessler, 1990), although the structural position of men and women may

differ (&ber, 1997; Arber and Cooper, 1999).

It N therefore important to control for age, sex and socioeconomic characteristics in order

to examme the relative influence of social capital and social support on health status. We

examine three measures of health: the reporting of less than very good general health,

limiting long-standing illness and high levels of stress, using multivariate loglstic

regression analysis (see Appendix D). Separate models are computed for men and women

to highlight any gender differences in the effects of social capital and social support on

reported health and stress after adjusting for any variation associated with their

socioeconomic position.

Multivariate analysis
We use three outcome measures: Table 6.5 shows the odds of reporting large amounts of

stress over the last year, Table 6.6 presents the odds of reporting less than very good

generzd health, and the odds of having a linuting long-standing illness (LL1) are given in

Table 6.7. T\vologistic models are presented in each table; the first includes age, mard

status and indicators of socioeconomic position, and the second adds all social capital and

social support measures to examine their association with health and stress after adjusting

for age and socioeconomic variation. In each of these tables, only the overall ‘best fn’

model is presented (see Appenchx D). The results are given separately for men and
women to flustrate any gender differences in the factors associated with health ands u-ess.
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Reported stress for men and women aged 16-74
years
Model 1 (Table 6.5) shows that age is more strongly associated with reported high levels

of stress for women than for men. Women aged 35-44 and 45–54 have higher levels of

stress than the youngest age group (the reference category); their odds ratio of stress

increased by 860/0 and 620/0 respectively compared to women aged 16–24 years, which

may relate to stresses associated with the main years of family formation and paid

employment. The youngest age group of men (16–24 years) are most likely to report large

amounts of stress, with older men aged 65–74 years having sigmficantly lower stress than

this group.

Marital status is strongly associated with stress, but differently for men and women. Single

men me significantly less likely to report large amounts of stress relative to married men,

whereas the odds ratio of stress for single women is comparable to the reference category

(the married or cohabiting). Divorced women have an odds ratio of over hvo of reporting

large amounts of stress compared to their married counterparts, after controlling for age

and socioeconomic factors in the model. The odds ratios of stress are increased for men

and women who are widowed, but do not reach statistical significance.

As shown in Figure 6.1, women currently employed in the highest social class occupations

me more likely than any other social class to report large amounts of stress, with some

evidence that men in class II have an increased likelihood of reporting stress. Among

those groups that are not currently employed and are therefore excluded from the

occupational social classes, the sick and disabled are more likely to report stress than class

I, although this is only statistically significant for men.

For both sexes, the odds ratio of reporting large amounts of stress increases with material

deprivation. Among those living in the most materially deprived conditions (PD1 score of

3+), the odds of high stress are increased by 94~0 for men and677. for women compared

with those with a PD1 score of O. The finding that the highest social classes and most

materially disadvantaged have Lhe greatest reported stress could indicate two different

types of stress: work-related stress and stress associated with a lack of material resources.

These could have different consequences for health and wellbeing.

Three of the four measures of social capital were selected into the final model (Model 2),

but none of the measures of social support reached statistical significance after controlling

for the other factors in the model. The three social capital measures significantly improved

the fit of the model for women but none reached statistical significance for men. The odds

ratios are presented for both sexes in Table 6.5 to facilitate comparison between men and
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Table 6.5. Odds ratios for experiencing large amounts of stress: men and women
aged 16-74 years

Men Women
Model 1 Model 2 Model 1 Model 2

Age
16-24
25-34
35-44
45-54
55-64
65-74

Marital status
Married/cohabltmg
Single

W[dowed

Dworced/separated

Social class
I
II
IIIN
IIIM
IVN
Long-term unemployed
In education/trainmg
Sick/disabled
At home

PDI score
o

1
2

3+

Neighborhood social capital
Very high

H]gh
Medium
Low

Whether victim of crime or attack
No
Yes

Length of time living in area
10+ years
4-9 years
2–3 years
1 year or less
N=

t
100
097
090
090

063
042”

tt
100

060”
190

157

ttt
100

145
093
079
0 6s

1 10
074
225’
199

t
100

107
145

1 94**

I 906

ns
100
096
099

102
075
050’

tt
100

0 65*
198

154

ttt
100

145
095
082
071

1 18
074
224”
211

t
100

104
132
1.79””

ns

100
132
127

135

ns
I 00
136

ns

I 00
1 15
1.27
1 53’

1906

ttt
100
135
1 86-*
1 62*

099
063

ttt
100

1.06
138
.232***

tt
100
069

041
066
048

055
063
133
067

t
100
110
141
1.67”’

2444

ttt
100
151
2 *6+**

1 91*”

1.29
085

ttt
100
1 18

141
.237...

tt
I 00
072

045
073
051

059
066

159
074

ns
100

099

I 23
129

ttt
1.00
I 45*
147’
24, *,*

t
100
1 50’

t
100
097

123
1 74**

2444

ALLR 787 118 1065 454

A df 19 7 19 7

Slgmflcance of difference from reference category “P< O 05, “f< O01: “*‘ P <000 I
Slgnlflcance of vanab]e m the model tP <005, tt P <0 01; ttt P <0001
Variables not statwmally signhcant m the final model, educational level, employment status, involvement vwth

friends, km involvement, close contact with trlends/relatwes, cormmunlty actwlty

Source HEA Health and Lifestyles Survey, 1992
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~,olnell and to sho~v that social ~lpita] influences stress for women o~y. The overau

contribution of social capilal measures to the fit of the model is much less than for the

socioeconomic factors entered in Model 1, and is shown by the change in LLR for men

and women (see Appendix D).

There is a significant reverse association behveen neighborhood social capital and stress

for women. Women with low neighborhood social capital have an odds ratio more than

hvice as high of reporting large amounts of stress relative to women whose level of social

capital IS very high. The odds ratio of slress is increased for men with low social capital,

but does not vary significandy from the reference category.

Being dle victim of crime or attack is significmdy associated with stress for women but

not for men after controlling for material deprivmion ancl social class m the model. Being

resident in an area for one year or less is associated with greater stress for both sexes

relative to long-term residents of 10 or mot-e years, but this variable only reaches overall

statistical slgnificcmce for women.

Adding measures of social capital to the model does little to aIter the association between

socioeconomic position and stress for men, with materially deprived and sick/disabled

men most likely to report large amounts of stress, and stress is significantly lower for

single and older men. Women aged behveen 35 and 54 years remain most likely to report

large amounts of stress, along with divorced/separatecl women, but personal deprivation

is no longer a significant predictor of stress. This could suggest that differen~ial levels of

social capital in the area of residence can explain at least part of the association behveen

structural disadvantage and stress for women, Women living in the most materially

deprived circumstances also tend to live in areas with lower neighborhood social capltal,

and negative perceptions of their living environment and community may contribute to

their greater levels of repel ted stress.

Limiting long-standing illness (LLI) for men and
women 16–74 years
There is a strong association behveen age and reporting limiting long-standing illness.

Table 6.6 shows that 16–24-year-old men and women are least likely 10 have a chronic

illness, with the highest odds of LLI found for those aged 45–54 years relative to this

group (Model 1), after controlling for employment status and PDI in the model.

The only hvo measures of socioeconomic position which were significantly associated

wtth LLI were employment status and the PDI measure of nmterial deprivation; social
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Table 6.6. Odds ratios of limiting long-standing illness: men and women aged 16-74
years

Men Women
Model 1 Model 2 Model 1 Model 2

Age

16-24

25-34

35-44

45-54

55-64

65-74

Employment status

Work full time

Work peit time

Unemployed

Non-employed

PDI score

o
1

2

3+

Neighborhood social capital

Very high

H]gh

Medwm

Low

Contact with friends

4 contacts

2–3 contacts

O–1 contact

ttt
100
337””

3 26’**

7.09”’”
6~,***

3 66***

tit
100

3 lj~.,.

1 86*
J 2~**.

tt t
100 100
1 43* 139*

159’ 146

2.17”** 1 90”’

ns

100

093
123

127

t
100
I 34

164”*

ttt
1,00
109

1 94+’

441*”’
3 34.++

.2 ~4**+

ttt
100
1.09

245”
3 ,4.+*

ttt
100
110

1 91”

3 95*”’
3 34***

.24g*. *

ttt
100
I 12

2 42**
3*,***

t t
00 1.00
6.2.. 1 50”+

47 ‘ 131
83*. * 149’

tt

100

1.27

1 59’
, gq...

ns

100

106
135

N= 2004 2004 2552 2552

ALLR 3040 122 1949 199

A df 11 5 11 5

Slgrxflcance of difference from reference catego~, ‘P< 005, *+P <001, ‘<* P <0001
Slgniflcance of variable m the model tP <005, ttP <001, tttP <0001
Variables not statistically slgn]flcant m the final model marital status, social class, educational level, kln involvement,
commun[ty actwlty, close contact with friends and/or relatlves, length of time hvmg m area, whether wctlm of crime
or attack

Source HEA Health and Lifestyles Survey, 1992

class did not have a significant effect (Model 1). 17u11-kne workers are least likely to have

a chronic illness, with an odds ratio of over six for non-employed men and over three for

non-employed women compared to those employed full time. Being unemployed is also

significantly associated with having a hmiting long-staling illness for both sexes, and men

working part time have a more than three times higher odds ratio than those employed full

time. Women working full time and part time have similar low levels of LLI. These results



RELATING SOCIAL CAPITALANDSOCIAL SUPPORTTO HEALTHSTATUS 87

are likely to represent a ‘healthy worker’ effect (Sterling and Weinkarn, 1985), with only
the healthiest men and women being selected mto paid employment and retained by the
labour force.

After controlling for employment smtus and age, material deprivation is significantly
associated with the likelihood of LLI (Model 1), For men there is a linear increase in the

odds ratio of LLI as material deprivation increases, with men living in the most materially
deprived conditions having an odds ratio more than two times higher of reporting LLI

than those with no deriva~ion on our PDI scale. Women who are not materially deprived

(PDI score O) are also least likely to have a chronic illness, with the odds ratio increased
by 83 % for the most materially deprived.

When social capital and social support measures are added (Model 2), neighborhood
social capital is significantly associated with LLI for women but not men, whereas contact
with friends is statistically significant in the model for men only. Women with a medium
or low level of neighborhood social capital have their odds ratio of LLI significantly
increased by -59% and 94% respectively compared to women with very high

neighborhood social capital after controlling for the other variables in the model. This
contrasts with men where low neighbourhood social capital is not significantly different
from the reference category and overall neighborhood social capital does not make any

significant contribution to the model. However, men who had little convict with friends
over a hvo-week period (O–1 types of contact) are significantly more likely to have a
reported chronic illness dlan those with the maxunum of four types of contact during this
time (Model 2). For women, involvement with friends is not significantly associated with

their chronic health status after controlling for their level of social capital and
socioeconomic position, although the odds ratio of LLI is higher (I .35) for women with
minimal con~act compared to the reference category of four types of contact.

The overall influence of social capital and social support measures on limiting long-
standing hess in these logistic models is much lower thm for socioeconomic factors.

However, the addition of these variables in Model 2 weakens the association between
material deprivation and LLI, although the odds ratio is still significantly increased by

907. among men and 49’%. among women who are most deprived. This could suggest that
some of the adverse effects of living in poor material circumstances on health are related
to neighbourhood social capital and contact with friends.

One explanation for these findings is that individual who me rmatermllydeprived are also
more likely to report living in a neighbourhood with a low level of social capilal, and this
is associated with chronic ill health – particularly for women. However, it is also likely that
community resources, such as transpotl and leisure (both of which are included in our
social capital measure) may be more unsatisfactory for those with LLI than for those with
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no chronic illness, due to restricted mobility, for example. Similarly, social support gained
from conwct with friends (but not relatlves) may be made more problema~ic for those
with LLI, and decreased contact, particularly for men, may contribute to greater feelings

of social isolation and lower social capital.

The association between employment status and LLI 1s not weakened by con~rolling for

social capital and social support, with the odds ratios of LLI greater for the non-employed
in Model 2 than in Model 1. The non-employed group includes the long-term sick and

retired, both of whom will have higher than average levels of LLI.

Very good general health for men and women
16–74 years
There IS little difference in the reporting of very good general health for men of ddlerent
ages, and for women there is a curved relationship with better health reported by women
aged 35-44 years (lModel 1). Men aged 16–24 are most likely to report very good general
health, with the oldest age group of men and women aged 65–74 being significantly more
likely to report their general health as being less than very good relatlve to the reference

category of 16–24-yem-olds (Table 6.7; Model 1), after social class and material

deprivation are included in the model.

Geneml health status is strongly associated with social class (Model 1), with men in class
I most likely to report very good health. The odds ratio of less than very good health is
more than doubled for those in social class IIIN, the long-term unemployed and those in
full-time education, and substan~ially increased for those employed m manual
occupations (classes HIM to V) relative to social class L Women in social classes I and II
are most likely to report very good general health, but although the odds ratio shows

poorer health in lower social classes, the likelihood of poor general health is not

significantly different from class I. Women who are long-term unemployed are
significantly more likely to rate their health as less than very good and, as expected, being

sick/disabled is strongly associated with poor subjective health for men and women,

After controlling for social class and age, material depriwmon was not significantly
associated with general health for men, but the odds ratio of less than very good general
health was significantly increased for women with a PDI score of 1 or more (Model 1).

Overall, adding age and these two measures of socioeconomic position substantially
improves the overall fit of the model (as shown by the Log Likelihoocl Ratio) by 90.7 for
men and 143.0 for women.
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Table 6.7. Odds ratios of lessthan very good general health: men and women aged
16-74 years

Age

16-24
25-34
3544
45-54
55-64
65-74

Social class

II

IIIN

IIIM

WIV

Long-term unemployed

FT education

Sick/dleabled

Looking after home or family

PDI score

o

2

3+

Neighborhood socialcapital

Very h]gh

High

Medium

Low

Contact with friends

4 contacts

2-3 contacts

O-1 contact

Stress in Iaet12 months

None

Small amount

Moderate amount

Large amount

N=

Men
Model 1 Model 2 Model 3

ns

100

1 19

1,14

1 19

110

169”

ttt

100

138

212””’

1 82**

1 79**

2 48***

281”””

1007+”
143

ns
1.00
125
127
129

1939

ns t

100

1.16

107

1.09
104
1 57+

ttt
100
133

2 07”*
174’ “
172+
2 33-+
2 83”+’
g,o.. +
147

ns

100

123
120
119

ns

100

1 10

105

132”

t
1.00
130’
134*

1,00

108

093

103

104
169’+

+tt
100
130

2 14***

1 95*”

1 97*”

257”*”

3 12*’*

976””’

163

ns

100

123
1 17

1 15

ns

100

109
099
120

t
1.00
1.33””
137’+

ftt
100
i 00
178***
2.00””

women
Model 1 Model 2

ttt
100

074

072”

095

101

145”

ttt

100

084

1 19

156

128

343’

1 12

7.76”*

158

tl t

100

1 49’**

1 76***

1 50””

2491

tt
100

074

069’

089

097

133

ttt

100

087

1.24

1.62

131

3 42+

122

7 74”+

163

tt

100

141”
1 62*’

130

ns

100

123
128

141”

tt

100

1 17

149’”

Model 3

ttt

100

0 67*

061**

086

099

1 61+

ttt

100

091

144

187

158

3 93*

131
~ 37+,.

185

tl

100

1 43’*

1 58**

128

ns

100

1 18

I 20
125

tt
100
1 14
148’”

ttt

1.00

150”
261””’
291”*”

ALLR 907 135 445 1430 183 666
Adf 16 5 3 16 5 3

S[gnlfmance of difference from reference category *P< O 05, ‘*P< O01, ““’ P <0001
S[gnlflcance of variable m the model tf <005, ttP <001, tttP <0001
Variables not statletlcally slgnlflcant m the final model, marital status, educational level, employment status, whethel
victml of crime or attack, km involvement, percewed close friends and relatwes, length of time m area, commumty
actwky

Source HEA Health and Lifestyles Survey, 1992
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The measure of neighbourhoocl socml capital was selected into the final model when men

and women were combined in the analysis, but does not reach overall statistical
significance when men and women are examined separately, However, despite this lack of
statistical significance, there is a suggestion that men and women with low neighborhood

social cq?ital are most likely to report poor health (Model 2).

Involvement with friends was the only measure of social support slgmflcmtly associated
with general health. The variables measuring actual contact with relatives and perceived
close contact with friends and relatives were not selected mto the final model. For both
sexes, having the maximum of four types of contact with friends over the two-week period
was positively associated with good general health (Model 2).

Adding social capital and involvement with friencls m Model 2 does not alter how age and
social class relate to general heakh. However, for women, the association between
material deprivation and reported general health is weakened. As in Table 6.6, these

findings suggest that the materially deprived are also more likely to lack aclive
involvement with friends and to have a low level of neighborhood social capital. The
former may be facilitated by adequate financial or material resources, such as a car or
telephone, whilst living in materially deprived household circumstances is likely 10 be
associated with living in areas with a low level of neighborhood socud capital.

Model 3 examines whether ~he association of social mpital and social support with self-
assessed health can be accounted for by variation in the amount of stress reporled by
these gloups. Controlling for stress improves the fit of the mode] by LPI.5for men and 66,6
for women, which is greater than dle contribution of social capital and social support in
Model 2, but substantdy lower than thal of age and socioeconomic variables in Model 1.

For both sexes, stress is strongly associated with subjective health after controlling for
socioeconomic position, social capital and social support. Men and women reporting
moderate or large amounts of stress are much more likely to report less than very good
health than those with no stress over the preceding twelve months (Model 3).

Adding stress to the model does little to alter the association behveen social class and
general heahh for men and women, and material deprwation remains a significant
predictor of subjective health for women, However, the odds ratio of reporting less than
very good health is no longer significantly increased for men and women with low social
mpital once stress is included in the model. Decreased social supporl, as measured by
reduced contact with friends, is still associated with poorer general health for men and
women after controlling for stress. These findings could indicate that mLlch of the
association between social capital and general health is not a direct one, but is mediated
by stress. If individuals with low social capital are more likely to experience stress which
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is negatively related to their general health, then this lends support to the theory ~hathigh
social capital can act as a ‘buffer) against the adverse effects of stress on heath. However,
there is no evidence that the poorer subjective health reported by those in less frequent
contact with friends is related to higher levels of reported stress among this group.

Discussion and conclusions
Our analysls shows an age-related increase in social capital and community activity. There
is little difference in the proportion of men and women reporting high levels of

neighborhood social capital, but women are more likely to participate m community
actwity than men. It is not possible to establish whether these age differences are because
social capitzdhas decreased over successive generations or whether individual perceptions
about their area of residence change over the life course.

Our results confirm previous research that has established a direct association between
socioeconomic position and health status, with men and women who are disadvantaged
in terms of their employment status, social class and material resources most likely to have
limiting long-standing illness and poorer general health (Arber, 1977). Material

deprivation and social class are also associated with a high level of stress. Disadvantaged
groups may be more vulnerable to certain types of stressor (McLeod and Kessler, 1990)
or experience a reduced sense of control (Ross and Mirowsky, 1989).

Women who are divorced/separated report greater levels of stress than married, single or
widowed women, and single men have the lowest levels 01 stress. We found some evidence
to suggest that marital status can influence the composition of an individual’s social
network, with the divorced/separated and single more likely to have contact with close
friends only and the married more likely to have family ties. These differences in social
support between the married and non-married may account for some of ~he variation in
health and reported stress behveen these groups.

Overall our analysis shows that health and levels of stress are much more strongly related
to socioeconomic factors than to socud capital and social support. These are themselves

related to an individual’s social and economic resources. However, neighborhood social .

capital is independently assocratecl with stress and health for women after controlhng for
socioeconomic factors. Alternative measures o{ social capital – namely, being the victim of
crime and/or attack or living m an area for a short amount of time – are significantly

related to stress for women but not for men,

For men, LLI and stress are not significantly related to socd capital, but general health
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is poorer mnong those with low neighborhood social capital. However, for both men and
women there is some evidence to suggest that stress can account for part of the association
behveen social capital and general health; low neighbourhood social capital does not
significantly predict poor subjective health after adjusting for levels of reported stress.

The finding that social capital is gendered is an important one because it suggests that
women’s health is affected by dleir social environment to a greater extent than for men.
For both sexes, their socioeconomic posiuon is the mam discriminator of ill health and

stress.

The memures of social support were not significantly associated with stress after

controlling for socioeconomic position and social capital. Th]s suggests that having access
to a social support network of friends and relatives is not fundamental to moderating or
alleviating stress after adjusting for these other factors.

Conmct with friencls was more closely associated with self-msessecl health and Iirnitiig
long-standing illness than contact with relatives or the perceived closeness of these
relationships. Contrary to previous research (Kessler, Price and Wortman, 1985), we
found no evidence that social support, which is inferred in this study from social contact
with friends ancl relatives, functions to ‘buffer’ the individual against the adverse effects

of stress on health, since the associa~ion between generrd health and reported stress was
not reduced by controlling for contact with friends. Our results support the suggestion

that social Supporl from friends is positively related to health regardless of an irdvidual’s
level of stress (Barrera, 1986; Cohen and Wihs, 1985), but there is no significant
association between health and contact with relatives.

Overall our results highlight the importance of examining variation in health and stress
within the wider context of an individual’s physical and social environment, including
access to material resources, employment status, neighbourhood social Capital and
sources of social support. Individuals who are ‘socially exclucled’ from the ]abour market,
who feel dissatisfied with them social environment or who lack economic resources are at
greater risk of stress and of poor health. Although social support and social capital are

weaker determinants of health and stress than socioeconomic factors, these measures
continue to have a significant independent influence on health and reported stress,

particularly for women,



7e Social factors affecting diet

and snm.king

Chapter 6 demonstrates that social sLlpport ant] socia] capita] are related to health status,
particularly for women, One expkmatlon for this relationship is that living in a supportive
locality and having a large social network promotes better health behaviour, which
ultimately benefits health (Cohen, 1988). The absence of these may result in a tendency
towalds self-neglect and health-damaging behaviour.

This chapter uses data from the Health Survey for England (HSE) to examine how
perceived social support from friends and relatives is associated with hvo health-related
behaviors: quality of diet and clgm-ette smokmg. Since this survey does not provide any

information indicating social capital, we also use the HEA Health ancl Llfeslyles Survey
to investigate whether social capital (see Appendix A) influences the likelihood of

smoking among those aged between 16 and 74 years.

Health behaviors have been shown to be socially patterned, with the lower
socioeconomic groups most likely to smoke and least hkely to eat healthy foods (Ginn,
Arber and Cooper, 1999; Dowler and Calvert, 1995). However, it is not known whether
low social capital or less social support from friends and reIatives is positwely or
negatively associated with diet for men and women in different age groups. For example,
a high level of social integration may foster heahh behaviour, encouraging an individual
to lose weight or give Llpsmoking (McBride e~al, 1998; Gottlieb and Green, 1984). Social
support may be beneficial in buffering stress, with stress associated with an increased

likelihood of smokmg (Graham, 1993) and overeating (Greeno and Wing, 1994).
However, there is some evidence that peer pressure may encourage negative hedtb
behaviors, such as heavy drinking and smoking (Stanton and McGee, 1996).

In this chapter, we exmnme the nature of the relationship between social support, social
capital and health behaviour, after controlling for underlying socioeconomic variation in
diet and smoktng as well as other possible confounding factors, such as health status and
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reported levels of stress. Our analysis presents results separately ior men and women,
owing to estabhshed gender differences in these health behaviors (see Cooper, Ginn and
Arber, 1999).

Unlike the measures of social support used in Chapter 6, the HSE dam include a more

‘subjective’ measure of social support based on personal feelings about family and friends
rather than frecluency of contact with these groups (Appendix B). A series of seven
questions ask whether the indwidual feels loved, happy, important and accepted, and can
rely on others for care, support and encouragement, Together, this information provides

a measure of perceived social support. These responses are scored according to whether
the respondent considers that they m-e true, partly true or untrue and respondents are
classified into one of the following groups: no lack of social support, some lack of social
support and severe lack of social support (see Appendix B for further detds). Since this
measure dif<ers from the measures of social support based on types of social contact
(discussed in Chapter -5), the following section analyses vw-iation according to key
socioeconomic and demogtwphic characteristics of men and women before considering
any association with their health behaviour.

perceived social support
Figure 7.1 shows the percentage of men and women in different age groups who are
classed as having a severe lack of social support. Women are less likely to have a severe
lack of socm.1support than men in each age group. For both sexes, the oldest and youngest
age groups are least likely to have adequate social support from friends and family. This
is especially marked among men, with 201% of 16–24-yem-olds and .21% aged 85 and
above having a severe lack of social support compared with 15% of men aged q~–~q
years.

Living arrangements are significantly associated with levels of social support (Figure 7.2).
Those who are divorced/separated or single are more likely to have a severe Jack of social
support than the married, but within these groups hving alone is more strongly associated
with the absence of social support than living with others. Approximately 30 % of male
divorcees who live alone have a severe lack of social support from friends and family
which falls to 22% among the divorced/sepm-ated living with olher people; only 14 O/.of

married men have a severe lack of social support. Men who are widowed and living alone
are more likely to have a severe lack of social support than widowers living with others,
but there is no difference between the married and widowers living with others. Women
who are single and living alone are most likely to have a severe lack of social support, but
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Fig. 7.7. Percentageof men and women with a severe lackof socialsupport by age
group
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Fig. 7.2. Percentageof men and women with a severe lackof socialsupport by
living arrangements: men and women aged 16+

.
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support, with little variation among women who are widows, married or cohabiting.
married or divorced,being widowed is not strongly associated with a severe lack o f social
the proportion is nearly halved for single women living with others. Unlike the never

have infrequent contact with friends and relatives (Table 5.1) and a severe lack of
friends and relatives as an indicator of social support. Men are more likely than women to
These results are consistent withthose found in Chapter 5 using frequency o f contact with

~ e ro r not the individual lives alone or with other people.
support than the married,with additional differences in social support accordir
riends and relatives (Figure 5.5) and more likely to have a severe lack o f perce
ived social support. The divorced/separated are less likely to report close cor

in paid employment, are full-time students or retired.
inactive group are morelikely to have a severe lack of social support than women who are
These differences are much less marked for women, but the unemployed and other
have a severe lack of social support compared with under 15% o f f u h i m e workers.
support. More than one-quarter of men who are unemployed or economically inactive
Figure 7.3 shows that paid employment is positively associated with perceived social

n
r l r

0M a l e

Female

employment status
Fig. 7.3.Percentage of men and women with a severe lack of social support by
Source: Health Surveyfor England, 1993 and 1994
P C 0.001 tor men and women
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We begin our analysis by investigating how this indicator of perceived social support

influences the likelihood of having a heahhy diet for men and women in different age
groups and socioeconomic circumstances. Smoking behaviour is then related 10 memures
of social supporl and socu-dcapital, using data from the HSE ant{ HALS respectively.

Quality of diet
The Health Survey for England asks respondents to report their consumption of a range
of different foods, and we used this information to assign a ‘cliet score’ indicating the
relative ‘healthiness’, or quality, of their diet. A large negalive score indicates an unhealthy
diet high m sugar, cakes, salt and saturated fats and low m fruit, vegetables and fibre-rich

foods, whilst a high positive score reflects the reverse pattern (see Appendix B). The
overall mean diet score is approximately zero, but women’s diets are more healthy than
men’s, with average scores of 1.2 I ancl – 0.86 respectively.

Figure 7.4 presents the average diet scores of men and women in different age groups.
There is a culvilinew relationship between age and quality of diet for both sexes, w]th the
poorest diet among those aged 16–24 and 85+ and the healthiest cliet among those in their
late 40s and early >0s. Women aged 16–24 have the worst average diet score of –4.6, which
increases to +2.6 for those aged 45–54 and falls below zero for women aged 7’5 and above.

\Vith the exception of the youngest age group, men have lower aver~ge diet scores than
women in each ~ge group; men’s score only rises above zero between age 45 and 6+.

The quality of diet eaten varies linearly with the Personal Deprwation Index score (Figure

7.5). Men m the most materially deprived group (score L!+) have the poorest diet, with an
average diet score of –3 .9. This compares with a diet score of –2.3 for those with a PDI
score of .2 and a cliet score of approximately zero for the most materially advmtaged

group. A similar gradient in diet scores is found for women, with corresponding PDI
scores of –2.7, –0.3 and 2.5. Men and women in materially disadvantaged groups are
much less likely to eat fresh fruit, vegetables and high-fibre foods than those v.mh
adequate material resources. This suggests that loItT income and lack of access to a car can
place constraints on the type of foods they can obtain.

Occupational socml class is strongly dissociated with quality of diet based on the
consumption of vegembles, sugar and fat (see Appendix B). Figure 7.6 shows a linear class
gradient for both sexes in each age group below 7.5 years. Men and women in the
professional and managerial classes are substandly more likely to have a healthy diet than

those in the manual classes. IVomen who have never worked are more likely to eat healthily
than those in the unskilled class, but less likely than women employed in non-manual
occupations.
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Fig. 7.4. Mean diet scores for men and women aged 16+ by age group
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Fig. 7.5. Mean diet scoresfor men and women aged 16+ by Personal Deprivation

Index



SOCIAL FACTORS AFFECTING DIET AND SMOKING 99

mmagerial
W ProfesslonaV

nL~~~~

ncm-manual
0Routine

managerial
profession&

qUnskilled

nSsmi-SkiIIed

W Skilled manualI1
16-34 35-54 55-74 75+

Man- .... . all age groups

m

1I
I
I

II I
16-34 35-54 55-74 x +

W Profesw
manager

rn L~~~~

nSkilled manuai

mn-manual
0Routine

managma
professionall

nNever w o r k e d

qUnskiiled

W Semi-sblled

Souroe: Health Survey for England, 1993 and 1994
P < 0.001 for all age groups
Women

socioeconomic group'
Rg. 7.6.Percentage of man and womenwith a healthy diet' by age and

*Defined as a positlve diet swre (see Appendix E): tActua1 percentagesa r e listed in Appendix E.



100 SECONDARYAN/\I.YSIS OF BRITISH D,\TA

%
25

20

15 ❑ Male

10
K Female

05

0

-05

–1 .0

–1 5

-2.0

–2 5

–3 o
E[nPlowd Employed FulMme Rcwred At home Other Unemployw
fL1ll-tlm@ parl-t]mc s!udent Imxtlve

Source Health Survey for England, 1993 and 1994

Fig. 7.7. Mean diet scores for men and women aged 16+ by employment status

Being in paid employment is associated with a healthier diel (Figure 7.7). The average diet
score of the unemployed is –2.7 for men and –0.2 for women compared with –0.5 and
+2. I respectively for men and women employed full time. The gender difference in

quallty of diet is particularly marked among those who are employed part-time.

Figure 7.8 shows the average cliel scores of men and women according 10 perceived social
support from friends and relatives. For men, a severe lack of social support is strongly
associated with a poor diet, as shown by the large negative score of –3.5 for men aged
16–34 compared with a score of –1 for men of the same age with no lack of social support.
For women in each age group, the average diet score is highest for those with adequate

social support and lowest among those with a severe lack of social support. The effect of
lack of social support in diet is much strongel among younger than older age groups.

The results confirm previous research (Cooper, Ginn and Arber, 1999; Ginn, Arber and
Cooper, 1998), showing a strong relationship between older people’s health behaviour
and structural factors, with the lower social classes and the most materially deprived least
likely to engage in health-promoting activity. A poor diet was significantly more likely

among those with a severe lack of perceived social support than for those with sufficient
social support from family and friends.
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IVhltivariate analysis: quality of diet
Logistic regression analysis is used to assess the relative influence of socioeconomic
position and social support on diet qunlity. UsirLgthe HSE dam, models are first presented
which ShOWthe odds of having a diet score less than zero, according to differences in

socioeconomic position, age and health status. Social factors are then added to the models

to examine how they are independently related to diet after controlling for the other
variables in dle model. Finally, a measure of stress (see Appendix B) is added in a third

set of models to assess whether a high level of stress is independently associated with this
health behaviour.

Table 7.1 presents the odds ratios of having a poor diet separately for men and women
aged 16 and above. Model 1 shows that men aged 16–24 years and women aged 8>+ are
most likely to have a poorer than average diet after controlling for health status,
socioeconomic group and material resources. For both sexes, a good diet is positively
associated with good general health. However, those with a chronic illness are more likely
to have a healthy diet than those without. This is likely to reflect the negative effects of a

poor diet on health together with a tendency for those with chronic health problems, such
as diabetes, to Improve them diel.

Class is strongly associated with diet; the odds of n poorer than average diet are over hvo
times higher for men and women in manual occupations compared with the
professlonaUnlanagerial group, and a poor diet is also more likely among those who have

never worked relative to this group. In addition to social class, material deprivation 1s
strongly associated with a poorer diet. The odds of a poorer than average diet are
significantly increased by 2.47 for men and 2.80 for women w]th a PDJ score of 4 or more
compared to those with a PDI score of zero.

Both living arrangements and social support are significantly associated with diet after
controlling for these structural factors (Model 2). There is no difference in quality of diet
between those who m-emarried mld cohabiting. Women who are widowecl and living with

others have a poorer diet than married women, whilst lone widows have a better diet than
married women. The results suggest a similar trend for men, although falling short of

statistical significance. Single men living alone are least likely to have a poor quality diet,
whilst the diet of single women and the divorced/separated does not differ significantly

from the n-mried after controlling for dtierences in socioeconomic position and social support.

Diet is strongly associated with social support; a severe lack of social support significantly
increases the odds of a poorer than average diet by 4LI0/0for men and 3-50/0for women
compared to those having no lack of social support. (A poor diet is also more likely among
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Table 7.1. Odds ratios of having a poorer than average diet: men and women aged
16+

Men Women

Model 1 Model 2 Model 3 Model 1 Model 2 Model 3

Age

1&24
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Skdled manual
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PDI score

o

2

3
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100

0 82***
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, 83***
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1 70***
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Continued on next page
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Table 7.1. continued

Men Women

Model 1 Model 2 Model 3 Model 1 Model 2 Model 3

Sociel support ttt ttt ttt ttt

No lack of soc!al support 100 100 100 100

Some lack of social supporl 1.16””’ , ,~*** , ,~*** 1 17*+*

Severe lack of soc]al support 1.44+”’ , ~q,,, 1 35*+” 1 37”’”

Stress tt tt
None 100 100

Lhtle o~3**. 092

Moderate amount o 8.3* 084’”

Quite a lot o 83** 080’”’

Great deal 084 101

N= 14046 16586

ALR (Adf) 9724 (20) 793 (9) 174(4) 1297.2 (20) 555 (9) 185(4)

Slgnlflcance of difference from reference category “P< O05, ●’P <001, “*P< O001
S[gnlflcance of variable m the model tP< 005, t FP< O01, tttP< 0001

Source Health Suwey for England, 1993 and 1994

men and women experiencing some lack of social support relative to this group.) The
strong effect of structmal factors on diet is httle affected by including social support in

the models.

There is no evidence that the quality of diet deteriorates as levels of reported stress
increase (Model 3). The results show the opposite trend, with a poor diet less likely among
men and women experiencing stress. The effect of social support on diet remains
unakered when stress is added to the model, which suggests that the influence of social
support on diet 1s not mediated by stress.

Cigarette smoking
This section uses data from the HSE to consider differences in smoking for men and
women aged 16 and above according to perceived social support. The analysis is

supplemented where appropriate with results from the HEA Health and Lifestyle Survey

(wS) showing variauon in smoking behaviour of adults aged 16-74 years using the
measures of social capital and community participation introduced in Chapter 5.
Equivalent measures of smoking are used in both surveys (see Appenclices A and B), but
it is important to be aware of the ddferent sample design of the HSE and HALS (see
Chapter 5).
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~;g. 7.9.Percentageof men and women currently smoking cigarettesby age group

The HSE data show the well known age-related decrease in smoking for both sexes

(Figure 7.9). There is no gender difference in smolfilg for 16-24 -year-olds, but men above
this age are shghtly more likely to smoke than women, with the greatest gender difference
in smoking among the oldest group, aged 8> and above.

Smoking is strongly associated with material hvmg conditions for men and women of all
ages (Figure 7.10). For adults under 75 years with a maximum Personal Deprivation Score

o{ 4+, the proportion of current smokers is more than doubled compared to those with
no ma~erial disadvantage (PDI score O). This gradient in smoking 1s also evident among

older age groups: 270/~of the most materially disadvantaged men and 200/o of women
aged 75+ in this group are smokers compared to 50/0and 80/0of older men and women
who do not live in materially deprived conditions.

Figure 7.11 confirms ~hat social support from [riends and relatives is associated with
lower levels of smoking among men and women, suggesting that lack of perceived support
from these sources may reduce health-damaging behawour. For those under 75 years
there is a clear gradient in smoking according to the adequacy of soclal support. Over

407. of 16–34-year-olds who have a severe lack of social support are current smokers,
whereas less than a third of men and women smoke among those with social support.

Differences in smoking according to level of social support are less pronounced for men
aged over 7.5 and women over -55 years,
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In HALS. regular smokers who have triecl to give L1pare asked to give their reasons for
re-stm-ting. Of those who were unsuccessful in quitting smoking, So/O said they re-startecl
because of stress and this was significantly more likely among women than men. However,
men were more likely than women to say they re-startec{ because of encouragement to smoke
from friends and colleagues, in other words – peer group pressure. Approximately ~ % of
those who had re-stat-ted saicl that help and SL]PPOLI from family members would aid them
m gmng up smoktng, while j % indicated that support from friends would be beneficial.

Figure 7.12 uses HALS da~a to examine the relationship belween our measure of
nelghbourhood social capilal based on perception of the locality (see Chapter 6 and
Appendix A) and smoking in those aged 16–74 years. For women, smoktng is associated

with low nelghbourhood social capital. Only 20 % of women hving in areas with very high
social capital are smokers, but over 30~0 smoke among those wilh a medium levd of social
capital and 40% when neighboudlood SOCM1capi~~l is low. This consistent gradient in
smoking rales according to the level of social capital is found for all age groups of women,
with smoking approximately doub]ed for those reporting low soclal capital relative to

those with very high levels of social capital. In contrast, the association behveen social
capital ancl smoking is less consistent for men. Men with a low level of social capital are
most likely to be smokers in each age group, but the proportion of smokers does nol
consistently reduce m the level of neighbourhoocl social capltd increases.

Table 7.2. Percentageof men and women currently smoking by community activity
and age group

Men Women

Community No community P (Sig) Community No community P (Sig)
activity activity activity activity

16-34 19 38 <0001 24 35 <001

N= (145) (866) (Ial) (79a)

35-54 24 37 <001 16 39 <0001

N= (169) (690) (230) (632)

55-74 la 29 <005 12 26 <0001

N= (124) i4a3) (22 I) (449)

All 16-74 21 35 <0001 17 34 <0001

N= (43a) (2 039) (632) (I a7a)

Source HEA Health and Liestyles Survey, 1992

Individuals’ involvement in community actnmies, such as voJuntary or rehgious groups, is .
strongly msociatecl with their smoking behaviour. Table 7.2 shows that the smoking rale

is 21 YOamong men who engage in community actiwty but 3-570 among those who do not.
These differences in smoking are even more ]marked for women, increasing for those aged

3S-~4 years from 16% among those who are active in the community to j9~0 among the
non-active. Thus, neighbourhood social capital, community activity and social support are

all associated with a lower likelihood of smoking, parliculady among women.
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Multivariate analysis: cigarette smoking
Data from the HEA Health and Lifestyles Survey were used to assess the relanonship
between smoking and social capital. Indicators of socioeconomic position and social

capnal were entered into a logistic regression model which also controlled for age and
differences in health status and reported stress. Graphs of the odds ratios from this model
are presented separately for measures of social capital and socioeconomic position to
show the relative association of these factors with smoking.

Tab]e 7.3, Model 1 presents the odds of being a current smoker for adults in the Health
Survey for England, after controlling for age, health status, socioeconomic position and
moterial resources. For both sexes, the likelihood of being a smoker significantly

decreases with advancing age after adjusting for the other factors in the model. The odds
ratio of smoking is reduced by 88 ‘XOfor men and 91 YOfor women aged 85+ compared to

the youngest age group of 16–24-year-olds.

Men and women who report good general health are least likely to smoke, with the odds

ratio of smoking significantly increased by 60 ‘Io for men and ~~O\Ofor women who rate

their health as ‘bad’. In contrast, the likelihood of being a current smoker is reduced for
those reporting chronic illness compared to those with no long-standing illness – a
difference which is statistically significant after adjusting for age, socioeconomic position
and subjective health s~~tus. These results are likely to reflect the adverse effects of
smoking on health and life expectancy as well as an incremecl tendency to quit smoking
because of long-term ill health.

Smoking is strongly associated with strucmral factors. The odds of being a smoker are
greatest for those in the unskilled group relative to the professlonrJ/managerial class (the
reference category), whilst women who have never worked m-esignificmtly less likely to

smoke than the reference category. The likelihood of smoking substantially increases m
malerial hving conditions worsen. Among those with a Personal Deprivation Index score

of 4+, the odds of smokmg me 3.8 times higher for men and 4.74 times higher for women

compared to those who are materially advantaged (PDI score O). After controlling for
socioeconomic group and material resources, employment status is not a significmt
predictor of smoking.

Lack of social support and certain living mrangements were both significantly associated
with smoking after controlling for structural factors. Including these variables improved
the fit of the model by 77.9 for men and 87.6 for women (Model 2). There is a significant
difference in likelihood of smoking between the married” and the cohabiting, with men
and women in the latter group being more hkely to smoke. Men who are widowed and
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Table7.3. Odds of smoking cigarettes:men and women aged 16+

Men Women

Model 1 Model 2 Model 3 Model 1 Model 2 Model 3

Age

16–24
25-34

35-44
45-54

55-64
65–74

75-84
85+

General health

Good

Fair

Bad

Chronic iIlness

No long-standing Illness

Chrormc Illness

Socioeconomic group

Professional/managerial

Lower professional and managenal

Jumor non-manual

Skilled manual

Semi-skilled

Unskilled

Never worked

PDI score

o

1
2

3

4+

Living arrangements

Married

Cohabmng

Single with others

W]dowed with others

Divorced/seperated with others

Single Iwes alone

Widowed Iwes alone

Divorced/separated lives alone

Social eupport

No lack of soc]al support

Some lack of social supporl

Severe lack of support

ttt
100

1,02
095

081+”
o 55”**
040+”

o 19-**
o 12””*

ttt
100
, 58**+

, 60***

ttt
100
0 86***

ttt
100

140”’”
1 38’”*

189**’
f go+**

2 28***
087

ttt
100
, 65.**

2 17’”

3 54***

380””

ttt
100

095

088

0 76*’

051’””
0 37.. +

o 17’*’

010’”’

ttt

100

1.58*”*

1.59’**

ttt

100

0 85*”*

ttt

100

139”’”
, 3,*, *

1 86”*

1,87’**

2.29*+*

091

ttt

100
, 62***

2 ,0.+*

3 33**.

3 ~7***

ttt
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, rj2**+

091

137
, 65.**

095

1 39*
, 6q*,*

t

100

1 10*

1 10

ttt
100

095

088

0 75”*

0.50”””
0 .36+.+

o ,7**.
o ,0***

ttt

1.00
, 58***

1 59***

ttt

1.00

0 86’+’

ttt

1.00

1.40”””

138**”
186**
187***
227””

091

‘ttt

100
161‘*”

209’”
33, ..*

3 44***

ttt

100
, 53***

091

139

1 65***

O 96

1 39*
, 60***

t

I 00

111”
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ttt
100
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ttt
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ttt
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ttt
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Cormnued on next page



Table 7.3. continued

Men Women

Model 1 Model 2 Model 3 Model 1 Model 2 Model 3

Stress ns Ttt

None 100 100
Little 090 092

Moderate amount 092 092

Clulte a lot 092 109

Great deal 1 10 , ~z.+”

N. 14171 16797

ALLR (Adf) 13815 (20) 77.9 (9) 69 (4) 1585.9 (20) 87.6 (9) 320 (4)

Significance of difference from reference category “P< O05, ““P c O01, “ ‘*P c O00I
Slgnlflcance of vanable m the model tf <005, tt P <0 01; tttP <0001

Source Health Survey for England, 1993 and 1994

living alone m-esignificantly more likely to be cm-rent smokers than the married, but there
is no such difference for women. Being dworced/separated is strot-q$y associated with
smoking regardless of whether the indiwdud lives alone or with others. The odds ratios
of smoktng are significantly increased by over 600/0for divorced/separated men relative
to married men. The odds for divorced/separa~ed women me increased by approximately
half compared with married women. Whereas single men are no more likely to smoke
than married, single women living alone are more likely to smoke than married women.

Smoking IS least likely among men and women who have social support. The odds ratio
of current smoking is significantly higher for those who have some lack of social support
and for women with a severe lack of social support. The posilive relationship between
lack of social support and smoking remains after controlling for structural factors and
living arrangements, showing that percewed social support [rem friends and relatives has
an independent influence on this health behaviour. However, adding this variable to the

model has little effect on the much stronger relationship between structural factors and

smoking.

Model 3 shows an association behveen slress and current smoking among women, but not
men. Women with high reported stress levels have odds of smoking 42% higher than
those with the lowest stress. This may be a response LOfcehngs of stress (C.raham, 1993).
There is no evidence that stress can account Ior the greater smoking of men and women
who lack social support, as this relationship remains unchanged when stress IS included
in the model

Using data from HALS, we next analyse how smoking is related to social capnal and
community actlwty. Figure 7.13 presents the odds ratios of smoking after adjusting for
socioeconormc and socio-demographic factors, namely age, sex, social class, employment
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Fig. 7.73. Odds ratios of current smoking by measures of socialcapital:for men and
women aged 16-74 years after controlling for age, socioeconomicposition, health
status and reported stress

status and material deprivation (see Appendix B). For women, the likelihood of smoking
consistently increases as the level of neighborhood social capital decreases, bul this
gradient is not evident for men after controlling for the other variables in the model. For

women, the odds of smoking are 2.13 times higher when neighborhood social capital is
low, compared uuth the reference category (very high neighborhood social capital), For
both sexes, those involved in community activity are less likely to smoke. The odds ratio

of current smoking is significantly increased to 1.7 I for men and to 2.2 I for women who
do not participate in any voluntary or community group act~vity,

The benefits of neighborhood social capital and commumty participation on smoking
behaviour exist independently of age, socioeconomic group, material deprivation, heahh
status and reported ]evek of stress. However, Figure 7.14 shows that structural factors

(social class and material deprivation) are more strongly associated with smokmg than
neighborhood social capital and community activity.

For men there is a statistically significant association between smoking and social class,

with the odds of smoking j .26 times higher for men in social classes IV and V compared
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to those in social class 1. Women in the highest social class are also least likely to be
current smokers, but this class variation does not reach statistical significance after

controlling for other factors in the model. However, women living in the most materially
deprived conditions (as indicated by a high PDI score) have substantially higher odds of
smoking compared to those who are materially advantaged, with a significant gradient in
smoking also evident for men as them level of material deprivation increases.

Compared to the reference category of full-time workers, unemployment is associated
with greater smoking for men only, whilst the odds of smoking are significantly reduced

for men and women who are economically inactive and for women who work part time.

Discussion and conclusions
The results have shown that both social support and social capital are independently
associated with health behaviour after controlling for the structural position of men and
women. However, much less of the variation in diet is accounted for by social support
than by social class and material cleprwation. Similarly, smoking is less strongly associated
with social capital and social support than with socioeconomic factors,

A lack of material resources strongly increased the likelihood of smoking or having a
poorer than average diet for men and women, with these health-damaging behaviors
more common among the lower social classes and the unemployed. This confirms
previous work demonstrating the importance of socioeconomic resources in determining

a healthy lifestyle (Cooper, Ginn and Arber, 1999; Marsh and McKay, 1994; Dowler and
Calvert, 1995). There was some evidence that stress increased the likelihood of smoking
among women after controlling for them socioeconomic position, but stress did not
influence diet quality.

Those with adequate social support are least likely to have an unhealthy diet, whilst a lack
of social support from friends and relatives increases the likelihood of smoking,
particularly among women, These findings support work based on German survey data

(Hartel, Steiber and Keil, 1988) showing that increased social ties and contacts reduce the
likelihood of smoking after adjusting for age, gender and educational level. We found no
evidence that stress can account for the greater smoking and poorer diet of men and
women who lack social support.

Chapter 6 showed that social capital, as indicated by percep~ions of the quality of the
neighborhood, was significantly associated vnth the health status of women but not men

after controlhg for other factors (Table 6.6), Neighborhood social ciapital is also a
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significant determinant of health behaviour among women only; low neighborhood
social capital is associated with smoking. This suggests that the quality 01 the socud
environment has a more important influence on women than men, in terms of both their
health and health behaviour. However, the beneficial effect of community actiwty in
decreasing the Iikelihoocl of smoking applied to both men and women. Gottlieb and
Green (1984) reported that smoking behaviour was reduced among men and women with
regulor church attendance after controlling for structural factors, and these authors
suggest that social control may account for the positive influence of community activity

on health behaviour.

The finding that the divorcecl/separated were more likely to smoke and that being
previously married was msociated with a poorer quality diet and smoking among some

groups suggests that being married can have a posi~ive influence on health-related
behaviour (Broman, 1993; Umberson, 1992; Cooper, Ginn and Arber, 1999). Previous
research hm suggested that the bene[its of marriage on health behaviour are mediated by
social support or sharecl socioeconomic resources. The loss of support from a spouse
through marital clissolution or death may worsen health behaviour, at least in the short
term. In contrast, our results show that differences in health behaviors between the
married and non-married remain after adjusting for socioeconomic differences and
variation in perceived social support.



8. The effect of social support

cm the heakh and smoking

bduwimr of older people

It has been argued that social support becomes more Important [or mamtziining good
health with advmcing age (Minkkr, 1984). Chmlges m the lives of older people, such as
retirement, widowhood and relocation, may disrupt established sources of social support

or bring about changes in the type of social support given and received. The presence of
supportive social networks n2ay ‘buffer’ the individual against adverse health outcomes or
health-damaging behavlour or serve to reduce stress and improve self-esteem, which

ul~imately benefit health ancl health behaviour (see Part 1).

Research in this area has tended to neglect older age groups in favour of those under the
age of 65 years, even though the size and availability of social nelworks have been shown

to vary with age (Kahn, 1979; Phdlipson et al, 1998). There ]s evidence to suggest that
social support networks differ for men and women (Shurnaker and Hill, 1991) and these
gentler differences may be particularly marked in Jater Me. For example, the greater
longev]ty of women means that they are more likely to become widowed, live alone and
experience greater material deprivation and disability than men of the same age (Arber
and Cooper, 1999; Arber and Ginn, 1991), All of these factors may contribute to lower
social supporl and greater feelings of social isolation, which may be detrimental to health
and heahh-relaled behaviour.

Socioeconomic position is strongly associated with the physical health status and health-
related behaviour of older age groups (Cooper, Ginn and Arber, 1999). Those from lower

social classes and income groups are more likely to report chronic dlness, poor general
health and functional disabdity (Arber and Cooper, 1999), and smoking is greatly
increased relative to the higher socioeconomic groups (Cooper, Ginn and Arber, 1999;
Arber, Cooper and Ginn, 1999). However, although social support has been found to be
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positively associated with health and health behaviour among older people (Bromau,

1993) the relative contribution of social support compared to structural factors in
influencing health and health behaviour requires further investigation.

This chapter uses nationally representative clata from the 1994 General Household Survey

(Bennett et d, 1996) to assess the role of social support and structural [actors in relation
to the general health and smoking behaviour of older people aged 65 and above.

There is some debate about what constitutes social support for older age groups, with
some authors arguing that statutory support services are most important for maintaining

good health (Minkler, 1984). Our analysis of the GHS shows that the overall use of three
voluntary or statutory services (meals on wheels, lunch c]ub and day centre) is very low
among those aged 65+ at approximately 8 ?40.However, the use of these sm-wcesis strongly
associated with functional disability for older men and women (Table 8.1). It is therefore
not possible to assess the clirection of causation between health and the use of these
services using cross-sectional data.

Table 8.1. Percentageof men and women using statutory/voluntary services” by
level of functional disability, aged 65+

Level of functional disability

None Slight Moderate Severe All P (Sig)

Men 2 7 14 20 6 <0001

N= {806) (338) (168) (123) (1435)

Women 3 8 15 24 9 <0001

N= (894) (482) (349) (301) (2026)

All 2 8 15 22 8 <0001

N= (1700) (820) (517) (424) (3461)

‘Includes meals on wheels, lunch club and day centre

Source General Household Survey, 1994

Our measure of social support is based on visits to and visits received from friends and
relatives, as well as contact with nelghbours (see Appendix C). These measures can be

used to assess social connections with others (Barrera, 1986), but the GHS data gwe no
indication about the quality of the social contact. It is not possible to examine older
people’s conpact with friends, children and other relatives separately, which is an
important lirmtation, as these types of cormacts are likely to be differentially motivated and

to have a different meaning for the older person. For example, contact with friends is
usually voluntary, whereas family ties are often based on a sense of obligation (Antonucci,

1990). Our analysis of the HEA Health and Lifestyles Survey in Chapter 6 suggests that
social support from friends is more important for health than contact with relatives.

As our measure of social support is based on meeting friends and relatives, they are likely
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to be influenced by the level of functional disability rind the chronic health status of older
people. For example, impaired mobility will hmit the ability to go out and visit others,
whereas visits made to the home by friends and relatives may become more frequent as a
result of the older person’s poor health and need for assistance. Due to the problems in

establishing the direction of causation behveen visiting patterns and limiting long-
stmding dlness or functional disability, our study uses respondents’ own assessment of
their general health in ~helast year. This provides an indicator of subjective wellbeing.

We use measures of functional disability, socioeconomic position and frequency of visits

as independent variables in our analysis to try and assess the extent to which level of
disability, social circumstances and contact with neighbors, friends and relatives
contribute to the subjective health status of older age groups. We then analyse the
association of social and structural factors with smoking behaviour.

It is unlikely that all older people wdl have equal access to social support networks, so we
begin by examining variation in older people’s contact with nelghbours, friends and
relatives.

The distribution of social support
among older age groups
The availability and composition of socially supportive networks are not evenly
distributed among older people. Kahn (1979) first suggested that individuals are
surrounded by a ‘convoy’ of significant others during their lifetime, and that the
composition of the convoy varies with age. Findings from survey data generally show that
the social networks of older people m-esmaller than for younger age groups, but that older

women report more close social contacts than older men (Phillipson et d, 1998).

Over two-fifths of older people have frequent contact with their neighbors, 40% of
older women and 4670 of older men see their neighbors nearly every day to talk to.

Having no con~act at al w]th neighbors is more common among women than men.

T~ble 8.2 shows that the frequency of visits to friends and relatives decreases with
advancing age, but the frequency of visits by friends and relatives does not vary
significantly with age. Over half of older people aged 65+ visit their friends and relatwes
at least weekly, and in each age group this is more likely for older women than men.
However, visiting friends is strongly associated with age for both sexes; only 15% of men
and 20 YOof women aged 85+ visit more than once a week, compared with over one-third
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of men and women in their late 60s. Conversely, the proportion of older people who do
not visit friends and relatives increases consistently with age for men and women, from

11 ‘XOaged 65-69 years to 35% of men and 43 Y. of women aged 85 mld above (Table
8.2(a)).

Receiving visits from friends imd relatives does not vary significmtly by age for older
people (Table 8.2(b)) and all but a small proportion of men and women in each age group
receive some visits. Those aged 85+ are most hkely to recewe more than one visit a week

from friends and relatives, particularly among older women.

The age-related decline in visits to friends and relatives and the increase in visits received
from these sources is hkely to reflect increasing levels of chronic ill health and functional
disability mnong older people, particularly older women. The nature of social contact may
change with age; visits to the older person’s home become more frequent and may be
increasingly focused on practical assistance, whilst restricted mobility is likely 10 make
t~avelling to visit friends and relatlves more dlfflcult.

Figure 8.1 shows the percentage of older men and women who do not visit friends or
relatives according to their marital status. Single older men seem particularly isolated,
being unlikely to visit and receive visits from friends and relatives. Widowed older women

and divorced/separated older men are less likely to visit than the married, particularly for
men.

Figure 8.2 shows that hvice as many single women as widows receive no visits: 10%
compared with 570 lack this type of social support This could suggest differences in the
type of social support received by widows rather than dle lack of social support per ~e.

Approximately one-quarter of single and divorced older men CIOnot receive visits from
friends and relatives, with a much lower proportion among the married and widowed

(Figure 8.2). The greater propensity of married men to both receive and make visits to
friends and relatives suggests that marriage is important in maintaining social contacts
whereas single and divorced/separated older men are mLlch less likely to have either

source of social contact. In all, single older men are the most isolated in terms of lack of
~,lsltsmade or received.

J?revious research on older people suggests that a lower socioeconomic position 1s
associated with reduced social contact. Figure 8.5 shows that the frequency of visits to
friends and relatives is strongly associated with income for both sexes. Those in the top
income quintile are most likely to visit friends and relatives more than once a week, whilst
older people on the lowest income are much more likely to report that they do not visit
friends and relatives at all. This supports results from US survey da~a (Krause and



Table 8.2. Social support based on frequency of visits to and from friends and relativesby age group: men and women
aged 65+

Men Women

65-69 70-74 75-79 80-84 85+ All 65+ 65-69 70-74 75-79 80-64 85+ All

65+

(a) Visits to friends/
relativea

More than weekly

Once a week

Wkhln last month

Not wlthm last Imonth

Do Inot gO iO vlelt

%

N=

(a) Visita from friends/
relatives

More than weekly

Once a week

Monthly or less

Do not receive vlets

%

N=

36

23

23

7

11

100

474

40
21

32

7
100
475

32

24

22

9

13

100

461

35

23
35

7

100

461

25

21

21

11

22

100

238

35

?7

32

6

100

238

25 15 30
20 17 22

17 24 22

8 9 7

30 35 17

100 100 100
179 87 1439

42 46 33

26 21 24

24 28 31

8 6 7

100 100 100

178 87 1439

40
21

21

7
11
100
557

43

24

27

5

100

558

39

23

17

6

16

100
605

49

21

24

6

100

605

40
15

17

9
20

100
374

48

22

23

7

100

374

28

17

22

8

26

100

278

44

23

28

5

100

277

20
11
14

12

43

100

220

52

20
23

5

100
220

36

19

18

8

19

100

2034

47

22

25

6

100

2034

Vlsks to friends and relatlves P <0001 for men and women

Vlslts from friends and relatwes P (ns) for men and women

Source General Household Survey, 1994

.
t.)
.
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Fig. 8.f. Percentagewho do not visit friends or relativesby marital status: men and
women aged 65+
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Source General Household Survey, 1994

Fig. 8.2. Percentagewho do not receivevisits from friends or relatives by marital
status: men and women aged 65+
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%
30

28

I n I

ToP 20% 60<80 40<60 20<40 Bottom 20%

Eauwallsed household Income

❑ Men

= Women

P <001 for men and women

Source General Household Survey, 1994

~ig, 8.3. Percentagewho do not visit friends and relativesby equivalised household

income: men and women aged 65+

Borawski-Clark, 1995) and suggests that financial resources may influence the ability of
older people to maintain this type of social interaction, The effect of low income in
limiting outside social contact may be as great as that of disability or the loss of a spouse
in later life, However, we are unable to assess whether the relationship between social

support and socioeconomic resources differs using other indicators of social support,
such as quality of social contact (Krause and Borawski-Clark, 1995) or when contact with
friends and relatives is examined separately (Lang and Carstensen, 1994), because this
data is unavailable in the GHS.

Social support, socioeconomic position
and health
Previous research on the links between social support and the health of older people has
tended to focus more on mortality than on self-reported health status (Minkler, 1984) and

among younger people there has been a preoccupation with the relationship between
social support and mental rather than physical health stmus (see Bloom, 1990).
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Figure 8.4 shows that the frequency of visits to friends and relatives is significantly
msoclatecl with the general health of older men and women. The percenmge reporting
good health consistently decreases as visits to friends and relations become more
infrequent. The proportion with good general health is halved among those who make no
\,isitsat ~ to friends and re]atiI,es compared tothoseIVhO clo so more than once a week.

Frequent social contact may therefore pt-emote a sense of wellbeing, but poor health is
also hkely to reduce the feasibility of visils to friends and relatives.

The relationship between visits received from friends and relalives and self-assessed
health is less consistent (F@re 8,5). For men aged 65–74 years there is no variation in
reported health status, but men aged 75+ who receive visits are more likely to report good
health, although this is not stalisticafly siguiflcant. Older women who have received visits
from friends and relatives in the last month are more likely to report good health; among
those with no visits, only31 % aged 65–74 and 150/0aged 75+ report good health.

Figure 8.6 shows that contact with nelghbours IS positively related to self-assessed health.
C)Ver~ovo of older people who see their neighbors to chat to once a week or more report

good health, compared with approximately 30% for those who have no sLIch contact.
However, as with contact with friends and relatives, it is impossible with cross-sectional
data to assess the direction of causation between health status and social contact.

These results could indicate that frequent contact widl neighbors, friends and relatives

is important m promoting good general health among olc{er men and women. Those
lacking visits from Eriends and relatives or who never visit them have poorer self-assessed

hewlth. However, it is important to consider other possible confounding factors, sLlch as
an incremmg level of {unctlonal disability that may make social contact with others
outside the home more difficult. For example, F]gure 8.7 shows the percentage of older
men and v’omen who do no~ see their neighbors, according to their level o{ functiomd
disabilty. The functional disability scale used is based on the ability to perform everyday
tasks (see Appendix C). Conlact with neighbors who live nearby is clearly recluced as
functional impamnent becomes more severe. Among those with no disability, only a small
proportion do nol see their neighbors; dlis increases to approximately 22% among those
wilh a moderate unpairment and is greatest for older women who are severely impaired

at 30%.

Older people’s sense of wellbeing is likely to reflect the material conditions in wluch they
live, including housing (Arber and Ginn, 1991). Figure 8.8 shows how the health of older

people varies according to whedler they live m owner occupied, rented or local authority
accornmodatlon. Local authoril y tenants are much less hkely to report good health than
those m privately rented or owner occupied housing, which is likely to reflect the more

disadvantaged socioeconomic position of this group. For owner occupiers and local
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Fig. 8.6. Percentagereporting good health by frequency of contactwith neighbors:
men and women aged 65+
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the same type of housing.
for less than five years are more likelyto report good health than longer-termresidents in
of this: older people in owner-occupiedhousing and men l i m g in local authority housing
may have a disruptive influenceon available socialsupport. However, there is no evidence
may make moves to sheltered housing or to live with relatives more likely These moves
in the last five years. Relocationmay be prompted b y retirement, or increased disability
authority tenants a distinction is made according to whether the older person has moved

'good' than those previously in a semi- or unskilled occupation, with women who have
were previously employed in a professionalor managerialoccupation rate their health as
Cooper, 1999).Approximately 25% more men and 15% more women aged 65+ who
based on their last main occupation (Figure8.9),confirmingprevious fmdings(Arber and
There are clear social class differences in self-assessedhealth for older men and women

d and non-manual classesare evident for all agegroups and are particularlyma
' worked also much less likely to report good health. These differencesbetwee '

for older men in their late 60s and early70s and for women aged 75-79 years.
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Social support, socioeconomic position
and smoking
In addition to having poorer self-assessed health, older men in the lower socioeconomic
groups are approx~a~ely twice as likely to smoke cigarettes as men in the non-manual

classes in each age group (Figure 8.10), For women aged 6.5-74 and 75+ there is no
consistent class variation in smoking, Our results are likely partly to reflect cohort
differences in smoking behaviour, as suggested by the clear decline in smoking with

advancing age (see Figure 7.9, p. 105). Older women who smoke are less class divided
than older men.

Cigaretle smoking varies sigmficantly among older people according to their living
arrangements (Figure 8.1 1). Nearly 40% of older men and nearly one-quarter of older
women who are divorced/sepm-ated are current smokers, which falls to approximately

15 ‘X. among older people who are married. Smoking is also higher among single men
relative to the married but is lower among single women aged 65 and above. Older people
who are widowed and living with others are more likely to smoke than older people who

are widowed and living alone. This association between divorce/separation and increased
smoking has been reported elsewhere for older people (see Cooper, Ginn and Arber,

1999) and our findings are consistent with the hypothesis that marriage has a positive
influence on health behaviour, particularly for men (Umberson, 1987, 1992).

In addition to marital status, individuals with access to supportive social relationships
have been shown to engage in less health-diunagmg behaviour (Berkman and 13reslow,

1983; Gottlieb and Green, 1984). Broman (1993 ) found that supportive relationships with
friends reduced smoking after controlling for age, education and the level of income of
men and women. However, this American study did not include those aged 65 and above.
Friends or family members may encourage healthier behaviour or exert social control over
acceptable behaviour, although it would be misleading to assume that social relationships

always promote a healthier lifestyle (see Part I).

Figure 8.12 shows the percentage 0[ older people currently smoking cigarettes by the
frequency of visits received from friends and relatives. There 1s no increase in smoking

among older women as the frequency of visits decreases, but twice as many older men
who do not receive any visits are smokers compared with those who receive visits more
than once a week. There is also some evidence that smoking is greater among men who
do not go out to visit friends and rela~ives, but this is not stmistically sigmf]cant (Figure
8.13). There is no variation in smoking among older women according to their frequency
of visits to friends and relatives. There is some evidence to suggest that older people who



THE EFFECT OF SOCIAL SUPPORT ON THE HEALTH OF OLDER PEOPLE 1 3 1

%

T-
'"r16

r

Men aged Wr74 P c 0.01: 75c Plnsl: All 65+ P < 0.001
Men

manual
qSkilled

nRomne

n al
qF nall

nm-manual

nSemi-1
Unskilled

z o l i

15

;H0
75+ All 85+

nNever

nSemi-/

manual
0Skilled

nF m m e

managem
q Professlonali

mWWlWI

Unskilled

worked

J
Women

1 Age group

and socioeconomic group
Fig. 8.70. Percentageof men and women currently smoking cigarettes by age group
Source: General Household Survey. 19%
Women in all age groups P W



132 SECONDARY ANALYSISOF BRITISH DATA

“/0

40

35

30

25

20

15

10

5

0

20

—

—
Married

Widowed,
hve alone

23 23

10

Single
Vdkk3wed, km DIvorcsd

w 11)others separated
All

❑ Men

R Women

P< 0001 for men, P< O01 for women

Source General Household Survey, 1994

Fig. 8,71. Percentagecurrently smoking cigarettesby living arrangements: men and
women aged 65+

“/0

35

I 31

20 I

16 16 ~ 16 A

More than Once 2
wes~ty week

Wlthln last Not w]thl~
IJot 51 Al

month last month

Men P <001, Women P (ns), All P <005

Source General Household Survey, 1994

Fig, 8.72. Percentagecurrently smoking by frequency of visits receivedfrom friends
and relatives: men and women aged 65+



THE EFFECT OF SOCIAL SUPPORTON THE HEALTI-1OF OLDER PEOPLE 133

❑ Men

U Women

15

10

E

5-

0
Not wlthm
lmt month

More thm
weeHy

Once a !Jmllln last
vmek month

Not at all

P (ns) for men and women

Source General Household Survey, 1994

Fig. 8.73. Percentagecurrently smoking by frequency of visits to friends and
and relatives:men and women aged 65+

%
25

I 22
21

—

❑ Men

II Women

19—

15

10 [

5

0 I
Nearly Several tunes Once.3 ,tionthb

every day a weei week or less
tJOt at all All

P (ns) for men and women

Source General Household Survey, 1994

~~g. 8.14. Percentagecurrently smoking cigarettesby frequency of contactwith
neighbors: men and women aged 65+



134 SECONDARY ANALYSIS OF BRITISH DATA

see their neighbors less than once a month or do not see them at all are more likely to
smoke than those who see neighbors at least once a week (Figure 8.14), but these results
are not statistically sigruficant.

Summary
Social support, m terms of visits to and from friends and relatives, shows significant
variation among older people, with the likelihood of visits to friends and relatives
decreasing with advancing age and lower income. Being married is positively associated
with social support, with older men who are single or divorced/sepamted being most

hkely to lack contact with friends and relatives.

Regular contact with neighbors, friends and relatives is associated with good general
health after controlling for age and there was some evidence that older men who do not
visit friends and relatlves are more likely to smoke than those who wsit more frequently.

Older men and women m the lower socioeconomic groups were less hkely to rate their
health as ‘good’ than the more advantaged social groups and were also more likely to smoke.

Multivariate analysis
Using multivarlate logistic regression analysis we Will, frost, examine the relative
contribution made by socml support and socioeconomic position to the self-assessed

health of older people and, second, assess how these factors are associated with smoking
in later life. For example, we have shown above that older people who do not visit friends

and relatives are least likely to report good health, but it is uncertain whether this can be
directly attributed to the absence of social contact or whether ~hese men and women are
more likely to be socioeconomically disadvantaged. In addition, the older person’s level

of functional disability is associated with the frequency of social contact and self-assessed
health status. It is therefore important to control for both socioeconomic position and
functional disability LOassess whether our measures of social support are independently
associated with self-assessed health.

We frost present logistic models showing the likelihood of reporting ‘less than good’
health, and second, models showing the likelihood of being a current cig~rette smoker. A

series of three models are presented separately for men and women, due to gender
differences in smoking md reported health status in later life, as well as differences in the

structural position and soci’al support networks of older men and women. Only those
variables that reach statistical significance in the fiial model are presented.
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Self-assessed health of men and women aged 65+
Using general health as the dependent variable, the first model examines the initial
association between social support and health status after controlling for age-related
differences and living arrangements. Structural measures of social class, household
income and housing tenure are then added to a second model to assess the relative

contribution of social and structural factors to general health, The final model controls for

older people’s level of functional disabihty to investigate whether any health variation
associated with social support can be accounted for by reduced mobility among older age
groups.

Table 8.3 (Model 1) shows that older people in their late 70s and early 80s are most likely
to report less than good health. Self-assessed health was not significantly associated with
maritaI status and living arrangements; these are therefore not included in the models.

The relationship between social support and health for older people differs according to
whether the measure is based on visits to, or visits received from, friends and relatives. For
both men and women, the odds of reporting less than good health consistently increase as
the frequency of visits to friends and relatives decreases (Model 1). Women who l~avevisited
less frequently than once a week and men who have not visited within the last month are

significantly more likely to assess their health as less than good than those who visit several
times a week. The odds of poor health are over three times as great for older men and
women who do not visit friends and relatives at all compared to the reference category.

This contrasts with the effect of frequency of received visits. lMen who receive visits more
than once a week are more likely to report poor health than those who receive no visits
(Model 1). For women, the relationship is more complex. The odds ratios of poor health

are slightly higher among those who never receive visits and those receiving visits more
than weekly. Women who have received visits within the last month are least likely to
report poor health.

The results for men do not indicate that the absence of this type of social contact
contributes to a poorer health status, rather they suggest that the receipt of visits from
friends and relatives is a response to poorer heakh. The odds of poor heakh are ako
reduced for women who receive weekly or monthly visits from friends and relatives, but
there is some indication that poor health is greater among those who do not receive any
visits.
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Table8.3. Odds ratios for logistic regression of lessthan good generaI health: men
and women aged 65+
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ns

100

1 16

136

1 48*

194’

Household income

ToP 20%

60< 80’%

40< 60%

20<4070

Lowest 20%

tt
100

tt
100

137

133
, g,***

, g5. **

ns

1.00

104

108

143
134

ns

100

109

104
147

i 49

6,,.

54+
9.2**.

ml”’”

it
Length of time in current
housing tenure

Owner 5+ years

titt
100

074

085

225’”

153-

ns

100

062
074
139

135

100 1.00

095 098

0.69 065

189” 155
, ~8*** 1.51”’

Owner <5 years

Renter

Local authority 5+ years

Local authority <5 years —
continued on ne~t page
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continued

Men Women

Model 1 Model 2 Model 3 Model 1 Model 2 Model 3

Degree of disability ttt ttt
None 100 100

Slight (score 1-2) ~ ***. * 204””’

Moderate (score 3-5) * G,*** ~LJ~**,

Severe (score 6-8) 11 40”’” I I 94***

Very severe (score 9-1 2) 2529’” 16a8”’*

ALLR (df) 548 (9) 627 (11) 1475 (4) 384 (8) 857 (12) 1241 (4)

N= 1227 1721

Statlstlcal slgmf[cance of variable m the model, tP <005, ttP <001, tttP <0001
Statlst[cal s]gmflcance of difference from the reference category, “P< O 05, *“P< O01, “‘*P< O001
Variables not statistically s]gnlflcant for men or women In the final model Iwmg arrangements, frequency of contact

with nelghbours

Source General Household Survey, 1994

Lack of contact with neighbotu-s 1s associated with poorer health, but the results are only
statistical signihcant for older women. Women who do not see their neighbors to chat
to have their odds ratio of poor general health increased by39 YOafter controlling for age

and contact with friends and relatives.

The rtdchtion of socioeconomic measures improves the fn of the model by 62.7 for men
and 85.7 for women, as shown by the chmge in the Log Lilcelibood Ratio (LLR) There
is a clear class gradient in reported general health for both sexes, with the professional and
mzmageriidgroup least likely to report poor health. Men previously employed in semi- and
unskilled occupations and women who have never worked are significantly more likely to
rate their health as less than good re]a~ive to this group (Model 2).

Self-assessed health is also strongly associated with income for older women but not older
men. Women in the highest income group are most likely to report good health, with the

odds ratio of less than good health increased in the lowest hvo income groups by 927.
and 89 ‘%0respectively after controlling for social class and the other variables in the model.

Older people living in local authority housing are more likely to report poor general
health than long-term owner occupiers, with the greatest odds ratio among those who
have been resident in local authority housing for a period of five years or more (Model 2).

Adding socioeconomic factors to the model does not change the pattern of relationships
between social support and health, with the exception that the frequency of visi~s from
friends and relatives 1s no longer significantly associated with the health of older women.

As expected, self-assessed health is more strongly associated with functional disability
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than with social support or structural factors, improving the fit of the model by 147,5 for

men and 124.1 for women. For both sexes, there is a linear increase in the odds ratio of

poor generil health as the severity of functional impairment increases.

The association behveen social support and general health is considerably weakened after
controlling for functional disabdny. Thus, the bivarlate relationship found between self-
assessed health and visits to and from friends and relatives is largely explained by variation
in functional ability. However, whereas the odck of poor health decrease for men who
receive infrequent or no visits, the odds ratio of poor health increases among those women
who do not receive any visits from their friends and relatives once disability is added to
the model. Although not statistically significant, this could suggest that the absence of this
type of social support independency contributes to poorer selI-assessed health.

The relationship between contact with neighbors and self-reported health also
disappears once disability is included in the model, reflecting Lhe strong association
between nelghbourly contact and functional disability seen in Figure 8.7. Unlike social

support gained through contact with friends and relatives, this type of social conpact does
not appear to influence perceived health directly, which may be expected if the
relationship is based more on proximity and less on shared interests or famdy ties.

The relationship between socioeconomic position and health is weakened when disabihty is
included in the model, confirming previous work showing that disability is most prevalent
among the lower socioeconomic groups (Arber and Cooper, 1999). However, older
people in the semi- and unskdled class remain significantly more likely to report poor health
than the professional/managerial class, along with older women who have never worked.
Women living on a low income are significantly more likely to report less than good health
after controlling for any differences in functional disability between income groups.

The association behveen local au~hority housing and poor health for men becomes non-
significant when disability is included in the model, which is likely to reflect the greater

disability among this group relative to those in owner occupied accommodation. Women
who have lived in local authority housing for less than five years are significantly more
likely to rate their health as less than good relative to owner occupiers.

Cigarette smoking among men and women aged
65+
To examine the correlates of smoking, age and living arrangements are first entered into
a logistic regression model, as both of these socio-demographic variables have been shown
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to be strongly related to smoking among older age groups. A second model examines

whether these relationships are weakened by controlling for social suppor~. Finally
structural measures are added to assess the relative conmibution of social and structural
factors to the likelihood of being a current smoker.

Table 8.4 (Model 1) confirms that the likelihood o{ smoking signiflcmdy declines for men

and women with increasing age, particularly among women aged 75 and above. The
current living arrangements of older people are strongly associated with smoking (Model
I), Older men who are rnarrled are least likely to be smokers, with the odds of smoking
significantly increased among men who are widowers or single relative married men.

Divorced/separated men have a three times higher odds of smoking than married men.
For women, the odds ratio of smoking is slgnificandy increased by ~8Y0 for widows who
live alone and more than doubled for widows living with others, relative to the married.

The odds are increased for divorced/separated women compared to married women, but
these results are not statistically significant.

None of the three measures of social support added in Model 2 reaches overall statistical
significance after controhng for age and living arrangements. However, the odds ratios
for frequency of contact with friends and relatives are shown where one category of the
variable reriches statistical significance or where a pattern is suggested in the results,

although any conclusions based on odds ratios that are not statistically significant must
remain speculative. However, there is some evidence to suggest that women who receive

visits from friends and relatives once a week or more often are most likely to smoke,
whereas the odds ratio of smoking is dightly increased for men receiving no visits (Model z’).

Turning to visits made to friends and relatives, the odds ratio of smoking is significantly
increased by 740/0for men and 68% for women who do not visit friends and relatives,

with smoking least likely among those who go out several times a week (Model 2). This
result could suggest that visits to friends and relatives reduces the likelihood of smoking
among older people. Once socioeconomic variables are included in the model, smoking
is no longer sigmficantly associated with frequency of making visits for older men,
although the odds of smoking are still greater for those visiting less frequently (lModel 3).

Women who never visit friends and relatives remain significantly more likely to smoke,
although the odds decrwse slightly when socioeconormc position is included in the
~lodel. This suggests that older people who do not visit friends and relatives are more

likely to lack socioeconomic resources than those who make such visits.
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Table8.4. Odds ratios for logistic regression of current cigarettesmoking: men and
women aged 65+

Men Women

Model 1 Model 2 Model 3 Model 1 Model 2 Model 3

Age ttt
65-69 100

70-74 0 66*
75-79 069

80-84 0.44”

85+ O08”’”

Lfving arrangements ttt
Married 100

Single 190”

Widowed hwng alone 2 13’**

Widowed hvmg with others 214

Divorced/separated 3 56*”

Receives visits from friends/relatives

More than weekly

Once a week

W]thm last Imonth

Not w]thm last month

Not at all

Visitsto friends/relatives

More than weekly

Once a week

Wlthm last month

Not wlthln last month

Not at all

Household income

ToP 20%

60< 80%
40< 60%

20< 40%
Lowast 20 Y.

Length of time in current housing tenure

Owner 5+ years

Owner <5 years

Renter

Local authority 5+ years

Local authority <5 years

ttt
100

0 65*

064

040’”
0 06’**

ttt

100

168

222’”*

199

3 22”*’

ns

100

I 03
080

083

142

ns

100

1 10

159

141

1 74*

ttt
100

0 58*’

O 58’

0 36***

or35**”

tt

100

133

1 90*”
254
203

ns

100

107
085

085

1.43

ns

I 00

1 12

154

135

147

tt

100

163
158

2 26’*

2.83***

T?

100

1.67

1.89
263+..

, g6*+*

ttt ttt
100 100

077 074
0 4cJ.*+ 047,++

o ,8*** o ]7**+

013*’* o ,0***

ttt tt
100 I 00

097 098

1.48* 1 45*

2 63”** 2.45**’

1.89 182

ns

100

099

067
084

072

ns

100

119
134

130

168’

ttt
100

072
fJ&+**

o 15’+’+

0.10+”’

ttt

100

093

141
2 87*..

173

rm

100

103
072

085
075

ns

100

119
1.28

126

1 59*

ns

100

120
1.53

152
136

ns

100

063

105

1.20
144*

ALLR (df) 52 7(8) 11 6(12) 52.9(11) 87 4(8) 14 o(9) 154(12)

N= 1232 1728

Statrst]cal sjgn)f)cance of variable m the model t P <005, t tP <0 01; ttt P <0001.
Statlstlcal significance of difference from the reference catego~ *P< O 05, **P< O 01, **”P <0001.
Variables not statistically slgnlflcant for men or women m the final model contact with ne!ghbours, socioeconomic
group
Source General Household Survey, 1994
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Smoking among older people was not significantly associated with socioeconormc group
after including income and housing tenure in Model 3, and so these results are not shown.

Smoking is strongly associated with income and housing tenure for men but not for
women, improving the flt of the model by 52.9 for older men (Model 3). lMen in the

lowest hvo income groups have a two times higher odds of smokmg than those in the top
income quintile, but income is not significantly associated with the smoking behaviour of
older women (Model 3).

Men and women living in owner-occupied housing are least likely to smoke, with the odds
ratio of being a smoker significantly mcreasecl for men living m local authority housing
relative to owner occupiers, particularly those who have been resident for five years or

more. This is likely to reflect an association behveen smoking ancl material deprivation.

For women, housing tenure does not reach ovendl statistical significmce in the model, but
the odds ratio of smoking is significantly increased by 44% among those living in local
authority housing fol less than five years.

The association behveen smoking and divorce/separation becomes non-significant for
men after controlling for their socioeconomic position, and lone widows are no longer

significantly more likely to smoke than the married. This suggests that at least part of the
association between being a divorced/separaled older male or a lone widow and smoking
results from their disadvantaged socioeconomic position rela~ive to married couples.

Discussion and conclusions
Our analysis shows that structural factors are more strongly related to the health and
health behwiour of older people than our measures of social support.

Consistent with previous work on older age groups, smoking and poor self-assessed
health are related to socioeconomic disadvantage (Cooper, Ginn and Arber, 1999; Arber
and Cooper, 1998). Older people living in local audlority housing are most likely to report
less than good health, and low income is strongly associated with poor health among
women but not men. For both sexes, those in the lower socd classes are less hkely to
report good health than those previously employed in professional occupations.

Poor health is associated with infrequent visits to friends and relatives after controlling for
socioeconomic position, but the relationship behveen self-assessed health and this type of
social support is largely explained by wmation m functional abihty among older people.
Older men and women with functional impairment are less likely to go out to visit friends
and relatives than those with no disability. This shows that social support in terms of visits
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to friends and relatives is largely dependent on the mobility and autonomy of older

people. The more subjective indicator of perceived social support used in Chapter 7 (see
Appendix B) is likely to be less strongly associated wnh disability.

However, after controlling for disability, older men who never visit friends and relatives
and older women who have not done so within the last month remain most likely to report
poorer health. This could suggest that the absence of this type of social support can be
detrimental to their reported health status. The living arrangements of older people are
not significantly associated with self-assessed health for men and women.

In contrast, smokmg is strongly associated with living arrangements for older people, but
the frequency of contact wltb friends and relatives is only weakly rela~ed to this health
behaviour. Smoking among men is not significandy associated with social con~act with
friends and relatives after controlhng for socioeconomic position. Married men are lemt

hkely to smoke, and smoking is significantly increased among the divorced/separated and
widowers after controlling for clifferences in their social conmct with friends and relatives.

This supports findings suggesting that the marital relationship is important in promoting
healthier behaviour among men (Cooper, Ginn ancl Arber, 1999; Umberson, 1992).

However, after allowing for socioeconomic clifferences, only men who are widowed and
living alone remain significantly more likely to smoke and there is no significant variation
according to the frequency of visns to h-lends and relatives. This suggests that
socioeconon-uc differences may exist between the married and the divorced/separated,
the former having more access to shared material resources (Wyke and Ford, 1992) and
that those who do not visit friends and relatives are more likely to lack financial resources
than those who visit most frequently.

Unlike men, older women who do not wsit friends and relatives are more likely to smoke

after controlling for their living arrangements, income and housing tenure, which could
suggest that the absence of socml contact can be detrimental to health behaviour. Previous

research suggests that smoking may function to alleviate stress and feelings of isolation

(Graham, 1993), but there is no clear evidence that infrequent visits from friends and
relatives increases smoking and our results suggest that the greater propensity to smoke
among lone widows can partly be explained by their disadvantaged socioeconomic
position relative to the married.

The association between widowhood and smoking found for older men and women after
controlhng for frequency of visits to and from friends and relatives and socioeconomic
position 1s one wluch requires further investigation. The loss of a spouse has been found
to be associated with greater psychological distress and lower perceived levels of social

support (Umberson, 1992; Wyke and Ford, 1992). Our measure of social support
includes no information as to the quality of that support, and there is no indicator of stress
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in the GHS to assess whether this influences the relationship between social support and
smoking behaviour among older age groups.

Confirming previous research on older men and women (Cooper, Ginn and Arber, 1999),
smokmg is most strongly associated with structural measures; those in local authority
housing me more likely to smoke than owner occupiers and older women living in low
income households are most likely to be current smokers, These measures are more

significant predictors of smoking than social class among people aged 65 and above.



Age and gender are significant determinants of socia] capilzd and social support. With
increasing age, men and women are more likely to have high levels of neighbourhoocl

social capital and participation in community activity is greater mnong older women. This
could reflect real differences between younger and older age groups in the quality of their
living environment, or how that environment is perceived.

Measures of social support based on con~~ct with friends and relatives show that women

aged 16–74 years are more likely to report having close friends and relatives than men of
the same age. Actual contact with friends decreases markedly with advancing age for both
sexes, bu Lthis is not evidenl for conwct with relatives. These results suggest that social

contacts with friends and relatwes may be differentially motivated, which highlights the
value of measuring these contacls separately in social surveys. Among older people aged

65 and above, age significantly determined visits made to both friends and relatives, wilh
visits decreasing as age advances, but the receipt of visits did not vary by age for olcler men
and women.

I-Iowever, interpreting age clifferences in social support using measures of social contact
is problematic, firstly, becwrse lt does not account for differences in physical mobility
which may restrict social activities outside the home and, secondly, because dle actual
pattern of social contact with others may change with age without lowering perceived
social support. A more subjective indicator based on personal feelings about family and
friends found the oldest and youngest age groups to be most likely to lack social support,

with men in all age groups more hkely to lack social support than women. We conclude
that perceived closeness of social support from friends and relatives is more important
than the actual amount of contact with these groups.
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Social support and social capital also vary according to the socioeconomic characteristics
of men and women, An association between unemployment and low neighborhood
social capital suggests that unemployed men and women are more likely to live in poor

quality neighborhoods lacking community facilities and resources than those in paid
work. Being unemployed is also associated with a severe lack of perceived social support,
particularly for men. For both sexes, perceived support from family and friends is most

likely for those employee{ in professional occupations.

A consistent finding in all of our analyses is the strong association between health status
and socioeconomic position. For men and women, those living in the most materially
disadvantaged conditions, the unemployed and those in manual occupations are most
likely to report a chronic illness or poor subjective health.

Smokmg and unhealthy eating vary significantly according to age, and men are more likely
than women to engage in these health-darnagmg behaviors. After adjusting for age
differences, the likelihood of smokmg and eating a poor quality diet is significantly greater
among those who lack material and financial resources compared with the more

advantiiged social groups. These findings suggest that low income and insufficient
material resources constrsiin food choice and that smoking is increasingly a marker for
material deprivation among men and women.

Women are more likely to report stress than men, and high levels of stress are related to
poor health for both sexes and greater smoking among women There N no evidence that
high levels of stress adversely influence quahty of diet.

The influence of social capital smclsocial support on health, stress and health behaviour
is much weaker than the influence of socioeconomic factors, and Lheserelationships differ

for men and women.

Community activity and high neighbourhood social capital are associated with better
health outcomes for both sexes. However, after controlling for socioeconomic factors,

nelghbourhood social capital is only significantly associated with reporting limiting long-
standing illness and high levels of stress for women aged 16–74 years. Our results suggest
that the association between poor general health and low social capital can largely be

explained by the greater amount of stress experienced by women living in poor quahty
neigh bourhoods.

Material living conditions and socioeconomic position remain mLlch stronger predictors
of adverse health than the perceived quality of the local area or involvement in community
activities. I-Iowever, there is some evidence to suggest that individual living in rnateriall y
deprived circumstances are also more likely to live in communities low m social capital;
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the relationship between material deprivation and poor health is weakened by controlling
for variation in neighbourhood social capital.

For both sexes, social support based on contact with friends is more strongly related to

good health than contact with relatives, and this association remains after controlling for
the amount of stress experienced by the individual. Among older people, our analyses

show that frequency of contact wilh friends and relatives is likely to be largely dependent
upon the physical mobility of men and women.

As well as being detrimental to health, poor material living conditions contribute to high
levels of reported stress among those under 75 years of age. Importantly, no measure of
social support was associated widl stress after adjusting for socioeconomic characteristics
of men and women. However, low neighborhood social capital, being the victim of crime
or attack or having lived in the area for a short period of time (I year or less) were
associated with significantly gremer stress among women but not men. These results again
suggest that women’s surrounding environment can contribute to feelings of stress, but

that stress is not sigruflcantly reduced by frequent or close contact with friends and
relatives after controlling for age and structural characteristics.

Perceived social support from friends and relatives is associated with lower levels of
smoking and a better quality diet after adjusting for the strong socioeconomic viiriation
underlying these behaviors; individuals in all age groups with a severe lack of social
support were more likely to be smokers and to have an unhealthy diet compared to those
with adeclume support from friends and family. However, among older adults aged 65+
there was little evidence to suggest that frequency of contact with friends and relatives was
associated with smoking. Individual perceptions of social support from friends and

relatives may be more relevant to understanding differences in smoking behaviour than

measures based on the frequency of contact with these groups. Being divorced/separated
is associated with smoking for all age groups, including for men and women aged 65 and

above.

Neighbourhood social capital has a stronger influence on the smoking behaviour of
women than men aged 16–74 years after controlling for differences in their socioeconomic

circumstances and reported levels of stress. Women’s chances of smoking consistently
increase as nelghbourhood social capital decreases, but there is no significant variation in
men’s smoking behaviour according to the level of social capital in their neighbourhood.

Community participation is linked to lower smoking for both sexes, supporting previous
research which suggests that ‘social control’ may have a role m regulating health
behaviour (Gottlieb and Green, 1984).
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Recommendations
This secondary analysis of existing survey data has derived indicators of social capital and
social support and shown that both vary by age, gender and structural characteristics,
such as employment status and social class. In future research, it is important to consider
the relative influence of socio-demographic and structural factors on health and health
behaviour when analysing the contribution of social support and social capital.

The three surveys used in our analysis contained different measures of social support,
based on frequency of visits to and from friends and relatives (GHS), frequency of contact
and perceived closeness of contact with friends and relatives (HALS) and percewed social

support (HSE). Only the HEA Health and Lifestyles Survey contained information that
could be used to measure social capital of the neighbourhood, based on community
facilities and community involvement.

Our results showed that social capital and social support influenced health, reported
stress and health behaviour differently according to how they were measured. More
research is needed to validate existing measures of social support and social capital, for
example, to explore how the meaning o{ ‘close contact’ and ‘regular contact’ with friends
and relatives may differ for individuals depending on their age, sex, ethnic origin and
social class, as well as other confounding factors, such as geographical proximity. Using
mewures of social capital and social support based on a scored response to a series of
questions, it is important to ensm-e that the component items are gender neutral and do
not contain an ethnic or class bias.

All of the surveys contained a social support measure based on contact with relatives, but
this did not allow us to specify the nature of that relationship in any detail. Our analysis

of the l&4LS suggested that social support from friends is more strongly related to health
than social support from relatives, hence there is considerable value in collecting separate
reformation about these types of social support.

None of the surveys contained measures of social trust or value of life that have been used
in American and Australian surveys to conceptualise social capital (Bullen and Onyx,
1998; Putnam, 1996). More detailed questions which ask the individual to state who
would provide social support on a day-to-day basis or during a crisis would limit the
assumption that frequent social contact with friends and relatives is positively related to
social support.



Appendices

Appendix A. Health and Lifestyles
Survey, 1992

Social capital

Neighbourhood social capital
A summary measure of social capital was based on six questions which ask respondents
about their neighborhood:

Is it a place you enjoy living in?

1s it a place where you personauy feel safe?
Is it a place where neighbors look after each other or not?
Has n good facilities for young children or not?

Has it good local transport or not?
Has It good Ie]sure facilities for people like yourself or not?

Responses to these six questions were scored +1 if the answer was ‘yes’ and –.I if the
answer was ‘no’. A ‘don’t know’ response was gwen a neutral score of O. This gave a
minimum social capital score of –6 and a maximum of 6. These responses were regrouped
as follows

Score –6-O Low social capital
Score 1–2 Medium social capival

Score 3-4 High social capital

Score 5-6 Very high social capital.

For some analyses, the ‘high’ and ‘very high’ categories were combinecl.



HEALTI-IANDLIFESTYLES SUR\7EY149

Whether victi.rnof crime or attack in last 12 months
Based on any ‘yes’ response to any one of these three events:

Personal experience of theft, mugging, break-in or other crime
Verbal abuse due to race or colour
Physical atmck due to race or colour.

Length of time living in area
Recoded into four categories as follows:

1 10 or more years
2 4–9 years

3 2–3 years

4 1 year or less.

Community activity in last 2 weeks (’civic engagement’)
Respondents are asked if they have done any of the following m the past fortnight:

Attended an adult education or night-class course

Participated in a voluntary group or local community group
Participated in community or religious activities.

These responses were counted to give a scale ranging from O (no community activity) to
3 (maximum community activity). This was then collapsed into a hvo-category variable:

1 No community activity

2 Engage in community activity (score is greater than O).

Social support

Close friends and relatives
Respondents were asked if they had any close friends and close relatives that they see or
speak to on a regular basis. The following variable was derived to reflect perceived close
contact with friends and relatwes;
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1 Close contact with friends and relatives
2 Close contact with relatives only
j Close contact with friends ordy

Z! Noclose contact wlthftiendso rrelatives.

Kin involvement in last 2 weeks
Anindicator of involvement with relalives was constructed by counting how many of the
following respondents had in the last two weeks:

Visited relatives
Had relatives visit them
Gone out with relatives
Spoken to relatives on the phone.

This gave a total ranging from O (no kin involvement) to 4 when respondents answered
‘yes’ to all of the above. The scale was combined into three mtegories:

1 4 contacts
2 2–3 contacts

3 O–1 contact.

Kith involvement in last 2 weeks
Anindicator of involvement with friends was constructed by counting how many of the
following respondents had in the last two weeks:

Visited friends
Had friends visit them
Gone out with friends
Spoken to friends on the phone,

This gave a total ranging from O (no kith involvement) to 4 when respondents answered
‘yes’ to all of the above. The scale was combined into three categories:

1 4 contacts
2 2–3 contacts
3 O–1 contact.
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Socioeconomic position

Educational level
This wm based on the highest educational qualification obtained and collapsed into five
categories as shown below:

Eclucatzonal level cate,gorzes

1

2

3

4

5

Higher (degree or equivalent)

A level or equivalent

CSE/GCE O level or equivalent

&Iy other qualification
None

First and higher university degrees, prof.
institute qualification

Nursing qualifications: SEN, SRN, NNEB and
higher diploma
GCE A level; City and Guilds advanced/final

level; ONC/D, B/TEC
Nursing general certificate or diploma
CSE, GCE O levels; trade apprenticeship;
clerical and commercial; City and Guild
Craft/ordinary levelloperative; craft technical
certificate

Insig Award Tech (GCIA); any other
No formal qualification,

Personal Deprivation Index (PDI)
An indicator of the material resources avdable to each individual was constructed by
increasing the score by 1 for .ach of the following items that applied, giving a minimum
score of O and a maximum score of s, Those with a PDI score of 3 or more, which
represents a high level of deprivation, were grouped together.

No central heating in household
No telephone in household
No car available
Home not owned

Income support/social sectmty benefit received.

Employment status
Divided into the following four categories:

1 Employed full-time Full-time, government training scheme

2 Employed part-time Part-time
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2 Unemployed ‘-

3 Non-employed

For <6 months or> 6 months; temporarily siclcldisabled
Retired; at school or in full-time educalion; looking after the
home; long-term sick/disabled.

Social class
Based on the Registrar General’s classification. Five social classes as follows:

1
II

IIIN
IIIM

Iv
v
Unclassifiecl.

Social class information was only collected for respondents who were currently employed,
retired or unemployed for less than 6 months. For the multivmiate analysis, separate
categories have been added to represent those who are long-term unemployed (6+
months), m education or training, sick/d]sabled or looking after the home, and classes IV
and V have been combined.

Health status

General health
Respondents were asked to rate their health as very good, fairly good, fairly poor or very
poor. We distinguish between those with very good health and those with less than very
goocl health (the latter category inchldes any ‘don’t know’ responses).

Limiting long-standing illness
Respondents were asked whether they had any long-standing illness, disability or
infirmity, and those who answered ‘yes’ are asked if this limits their activities in any way.

We use a two-category variable:

1 No hmmng long-standing illness (includes those with non-lumting long-standing illness)
2 Limiting long-standing illness (LLI).

‘Based on respondent’s own ssscssment, not on whether nctwwly seeking paid employment or hours wolked

per week.



HEALTH AND LIFESTYLES SU RVllY 153

Health behaviour

Cigarette smoking
This measure is based on current smoking sPatusand does not include those who indicate
that they used to smoke:

1 Do not smoke cigarettes at all
2 Smoke cigarettes.

Stress

Stress in last 12 months
Based on a self-assessed measure of stress or pressure experienced in the last 12 months:

1 Free from stress and pressure
2 Small amount of stress or pressure

3 Moderate amount of stress or pressure
4 Large amount of stress or pressure.

We have used the same ~our categories for our analysis and have focusecl on those
experiencing a large amount of stress or pressure in the multivariate analysis.
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Appendix
1993 and 1994

B. Health Survey for England,

Social support
Social support is measured in the HSE by responses (wue – score 3, partly true – score 2,
not true – score 1) to the following seven questions in the self-completion section:

‘There are people I know – amongst my family and friends – who . . .

1
2

3
4

5
6

7

do things to make me happy
make me feel loved
can be relied on no matter what happens
would see that I am taken care of if I needed to be

accept me just as I am
make me feel an important part of their lives
give me support and encouragement.

Possible scores ranged from 6 to21, since the score was computed to allow a maximum
of one item to be missing. An HSE-derived variable, PSSSCR2, grouped the scores:

21 No lack of social support
18–20 Some lack
6–17 Severe lack.

Living arrangements
Information on marital status and household composition vms combined as follows:

Married

Cohabiting
Single alone
Widowed alone
DivorcecVsepamted alone

Single with others
Widowed with others
Divorced/separated with others.
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Socioeconomic position

Socioeconomic group
Based on the individual’s current or last main occupation:

1
2

3
4

5
6

7

Managers/employers in large organisations, professionals
Managers/enlployers in small organisations, intermediate non-manual ancillary

‘Routine non-manual, intermediate non-manual supervisory
Skilled manual, manual supervisory, farmers (own account)
Semi-skilled manual, personal service, agricultural
Unskilled manual
Never employed.

Excluded: inadequately described, armed forces

Personal Deprivation Index (PDI)
An indicator of the material resources available to each individual was constructed by
increasing the score by 1 for each of the following items that applied, giving a minimum

PDI score of Oand a maximum of 6. Those with a PDI of four or more, which represents
a high level of deprivation, were grouped together:

No central heatiig in household

No telephone in household
No car m household

Home not owned
Unemployed (rather than economically inactive)
Income support received by anyone in household.

Health status

General health
Respondents were asked to rate them health in general as: very good, good, fair, bad or
very bad. These responses were then collapsed into the following 3 categories:

1 Good
2 Fair

3 Bad.
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Chronic illness
Responclents are asked If they have any long-standing illness, disability or infirmity. A ‘yes’
or ‘no’ answer to this question gave the following two-category variable:

1 No chronic illness
2 Chronic illness.

Health behaviour

Diet quality
A summary measure of diet quality, or Diet Score, was constructed from data in the HSE
by applying Dowler and Calvert’s (1995) method of scoring positively for each
recommended item consumed (indicaled in (a) below), and negatively for each ‘go easy’
item (indicated in (b)). However, because the HSE provides much less information on
diet than was available to Dowler and Calvert, the Diet Score in this report cannot be
compared directly widl their Healthy Diet Score:

(a) Recommended items:

“bread, cereal, “-vegetables, “’fruit, “’pulses scored +1
(b) ‘Go easy’ items:

sugar in tea/coffee, ‘tcakes, “biscuits, ‘sweets,

mar@utter, cooking oil, milk,
salt in cooking/at table scored –1

(c) Neutral items scored O.

Account was vaken in scoring of the type of bread (white O, brown +1 or wholemeal +2),

type of spread (whether butter –3, margarine –2 or reduced fat spread –1 ), type of cereal
(whether high fibre +2), type of milk (whole -1, semi-skimmed O or skimmed +1).
Frequency of consumption was scored where available (inchcated by * in (a) and (b)
above), from a maximum of +3 for recommended foods consumed daily to —3 for ‘go
easy’ foods consumed daily.

The ovetzdl average diet score for men and women aged 16 and above was approximately
zero, at 0.26. For dle purposes of analysis, any individual with a positive diet score was

classed as having a ‘healthy diet’ whikt a negative score indicated an ‘unhealthy diet’. An
example of the scoring used to classify diet is given below: Diet A shows a healthy diet
and cliet B is an example of an unhealthy diet.
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Dzet A

Skimmed milk
Oil used in cooking

Low/reduced fat spread
Wholemeal bread
High fibre cereal
Salt added in cooking

Salt at table occasiotdly
No sugar in tea

Cakes <2 days/week
Biscuits <2 days/week
Sweets rarely
Vegetables daily
Fruit 5–6 days/week

Bread daily

Diet score

score
+1
–1

-1
+2

+2
–1

–1
o

–1
–1
o

+3
+3
+3

+8

Dzet B

Whole mdk
Oil used in cooking

Butter used
White bread

No cereal
Salt added in cooking

Salt at table generally
Sugar in tea

Cakes 2–6 days/week
Biscuits 2–6 days/week
Sweets 2-6 days/week

Vegetables j–j days/week
Fruit 5–6 days/week
Bread daily

Score
-1
–1

-3
0
0

-1
–2
-3

-2
–2
–2
+2
+3
+3

–9

Cigarette smoking
This measure is based on current smoking status and does not include those who smoke
pipes or cigars or those who indicate that they used to smoke.

1 Do not smoke cigarettes
2 Currently smoke cigarettes.

I
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Appendix C.
Survey, 1994:

General Household
adults aged 65+

Social support

Going to visit friends or relatives
In the 1994GHS, respondents aged 65 and over are asked whether or not they go to see or
call in on friends or relatives at all. Those who answer ‘yes’ to this question are asked
whether they do this every day, 2–3 times a week, once a week, I–2 times each month or
less than once a month. Those who indicate that they visit friends or relatives less than
once a month are asked to state whether or not they went within the month preceding
interview. Information from these questions was combined into the following categories
to indicate different levels of social support:

1
2
3
4
5

More than weekly

Once a week
Within the last month

Not within the last month
Not at all.

Receiving visits from friends or relatives
Respondents are asked whether or not they receive visits from friends or relatives at all.
Those who answer ‘yes’ to this quesuon me asked whether they receive visits every day,
2–3 times a week, once a week, 1–2 tunes each month or less than once a month. Those
who receive vlslts from friends or relatives monthly or less are asked to state whether or
not they were visited in the last month. Information from these questions was combined
into the following categories to indicate different levels of received social support:

1

2

3
4

5

More than weekly
Once a week

Within the last month
Not within the last month
Not at all.
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Contact with neighbors
This measure is based on whether or not respondents see their neighbors (excluding
friends or relatives) to chat to. Those who are in social contact with their neighbors are

then asked to indicate whether they see them every day/nearly every day, 2–3 times a
week, once a week, I–2 times a month or less than once a month. This information wm
combined into the following categories:

1 Nearly every day
2 Several Limes a week

3 Once a week
4 Monthly or less

5 Not at all.

For some of the analysis, the fouowing two-category variable has been used:

1 Contact with neighbors (codes 1-4 above)
2 No contact with neighbors (code 5 above).

Socioeconomic position

Length of time in current housing tenure
Information on the length of residency and housing tenure was combined for those living
in owner-occupied and local authority housing. Owing to the small number of older
people living in privately rented accommodation, we did not distinguish between long-

term and short-term residents. The following groups were included in the analysis:

1 Owner occupier, 5+ years
2 Owner occupier, <5 years

3 Private renter
4 Local authority, 5+ years

5 Local authority, <5 years.

Socioeconomic group (SEG)
Socioeconomic group was based on the individual’s own last main occupation.
women, those who hacl never been employed were included as a separate category

For

1 Professional and managerial
2 Routine non-manual
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3 Skilled manual
q Semi- and unskilled manual
5 Never worked.

Income
Household income has been equivalised to take into account the number of adults in the
older person’s household. To create the equivalisecl scale, household income has been
adjusted in the following way:

2 adults m household No adjustment

1 adult in household Dwlded by 0.6

3 adults in household Divided by 1.5

4 adults in household Divided by 2.

Living arrangements
lnfornlation on marital status and household composition was combmecl to distinguish
bemveen the widowed liviig alone and the widowed living with others. h was not possible
to make this distinction for single and divorced/separated olcler people owing to the
smaller numbers of men and women in these groups:

1 Married (includes cohabitees)
2 Single

3 Widowed, living alone
4 Widowed living with others
5 Divorced/separated.

Health status

General health
Respondents were asked to rate their health over the last 12 months as good, fairly good
or not good. We distinguished behveen those reporting good health and those reporting
fairly good or not good health:

1 Good health
2 Less than good health.
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Functional disability
This scale is based on whether or not the respondents indicated that they were able to:

Get up and down steps
Get around the house

Get in and out of bed
Cut toenails themselves
Bath, shower or wash all over
Go out and walk down the road.

The scale has been used in earlier analyses of the GHS (see Arber and Ginn, 1991) in
which these activmes formed a Guttman scale. Each task was scored as follows:

O On your own without difficulty

1 On your own, but with difficulty
2 Only with help from someone else, or not at all.

The resulting summated scale has scores ranging from Oto 12. The scale has a reliability
score of 0.82 using Cronbach’s alpha, showing that the questions used to create the scale
are internally consistent.

The scores were grouped into the following categories to represent the level of functional
impairment. For some analyses, categories 4 and 5 are combined and referred to as
‘severe’, 6+.

1 None
2 Slight (score I–2)

3 Moderate (score 3–5)
4 Severe (score 6–8)

5 Very severe (score 9–12).

Health behaviour

Cigarette smoking
This measure is based on the current smoking stmus of older people, and does not include
those who smoke pipes or cigars or those who indicate that they used to smoke.

1 Do not smoke cigarettes
2 Currently smoke cigarettes.



162 APPENDIX D

Appendix D. Logistic regression:
method and interpretation
Logistic regression enables a prediction to be made about the probability that an event
will or will not occur, by reference to a comparative event. The main feature that
distinguishes logistic regression from linear t-egression is that the dependent variable is
dichotomous, for example, health is ‘good’ or ‘less than good’.

Unlike the Lemt Squares method used in linear regression, the logistic method estimates
the probability of an event occurring using the Maximum Likelihood method (ML). Co-
efficients from the data that make the observed results ‘most likely’ are selected for the

model. The relationship between the independent variables and the probability is non-
linear, hence an iterative method is used which procluces probability estimates coded
between O and 1.

The ratio of probability that an event will occur versus the probability that it will not is
termed the odds. Applied to this report, odds ratios are used to demonstrate the log of
the probability that an individual possessing certain characteristics will, for example,
smoke (p) compared to the probability that a person with iden~ical characteristics will not
smoke. Oclds ratios are presented for each variable inch]ded in the logistic model,
indicating the log of the probability of smoking relative to a reference category, given a

value of 1,0. For example, the reference mtegory for marital status is ‘married’. An odds
ratio greater than 1.0 indicates that the probability of smoking is greater than for the
reference category, whilst an odds ratio less than 1.0 reflects a lower probability of

smoking than for the reference category,

For some of the analyses in Part II, the besl-fitting logistic model has been selected using
a ‘Fonvard Stepwise’ procedure, The first model tested contains only a constant term. At
each step, the variable with the smallest significance level for the score statistic IS entered
into the model (the cut-off value IS Ps 0.05). All the specified variables m the blocks are
then scaled for entry or removal using dle likelihood ratio test (LR). For each variable, a
log likelihood (–2LL) is calculated which demonstrates the effect of removing that
variable from the model. If the resultant significmce level 1sgreater than the cut-off value
then the variable is excluded from the final model.

To assess the relative degree of association of specific independent variables with the
dependent variable, the change in Log Likelihood Ratio (LLR) IS used. This improvement
statistic represents the change in –2LL between successive steps of building a model and
is comparable to the F-change test used in multiple regression.



APPENDIX E 163

Appendix E.
used in some

Tables of percentages
figures

(Base numbers are given in brackek where appropriate)

Fig. 5.5 (p. 71) Perceivedclose contactwith friends and relatives by marital status

Married/ Single Widowed Oivorcedl All
co-habiting separated

(a) Men aged 16-74 yeara
Both close friends and relatwes

Close relatwes only

Close friends only

No close friends or relatwes

%

N=

(b) Women aged 16-74 years
Both close friends and relatwes

Close relatwes only

Close friends only

No close friends or relatwes

%

N=
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8

3
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17

11

4
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10
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5

100
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73

14

9

5

I 00

2430

80

10
8
2

100

2450

Source HEA Health and Lifestyles Survey, 1992

Fig. 5.6 (p. 72) Perceivedclose contactwith friends and relatives by length of time
living in area

10+ years 4-9 years 2-3 yeara 1 yr or leas All

(a) Men aged 16-74 years

Both close friends and relatwes 76 72 65 60 73

Close relatwes only 13 15 13 22 14

Close friends only 8 9 16 B 9

No close friends or relatwes 3 5 6 9 4

?’0 100 100 100 I 00 100

N= 1549 483 237 213 2484

[b) Women aged lE-74 yeara
Both close friends and relatlves 82 78 79 70 80

Close relatwes only 9 11 10 16 10

Close friends only 8 9 9 10 9

No close friends or relatives 2 3 2 5 2

% 100 100 100 100 100

N= 1517 564 209 227 2517

Source HEA Health and Lifestyles Survey 1992
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Fig. 6.3 (p. 78) Neighbourhood social capital and health status

Neighborhood socialcapital. Low Medium High Very high Ail

(a) Men aged 16-74 years

Y. with high stress 19 (641) 15 (644) 16 (703) 13 (408) 16 (2468)

% with less than good health 58 (64 I ) 52 (644) 55 (710) 49 (482) 53 (2477)

YO with Imtmg Iongstandmg Illness 15 (637) 15 (644) 14 (706) 13 (481) 14 (2469)

(b) Women aged 16-74 years

‘Yo with h]gh stress 28 (661) 19 (630) 20 (723) 15 (490) 21 (2504)

‘A with less than good health 57 (658) 54 (632) 53 (727) 46 (490) 53 (2507)

‘Yo with hmmng Iong-standmg ]Ilness 21 (659) 17 (628) 15 (717) 13 (490) 17 (2493)

Source HEA Health and Lifestyles Survey, 1992

Base numbers m brackets

Fig. 7.6 [p. 99) Percentageof men and women with a healthly diet’ by age and
socioeconomic group

16-34 35-54 55-74 75+ All 16+

(a) Men aged 16+ years

Professional/managerial

Lower professional/managerial

Routine non-manual

Skdled manual

Semi-skilled

Unskilled

(b) Women aged 16+ years
F’rofesslonal/managenal

Lower professional/managerial

Routine non-manual

Skilled manual

Semi-skilled

Unshlled

Never worked

54 (596)

44 (687)

37 (595)

28 (1352)

27 (624)

20 (203)

71 [359)

64 (846)

51 (1861)

49 (344)

38 (1066),

33 (205)

46 (915)

58 (1208) 60 (717) 48 (176) 57 (2697)

51 (1060) 53 (619) 37 (1401 49 (2506)

45 (376) 52 (312) 33 (106) 42 (1389)

37 (1665) 39 (1443) 26 (310) 35 (4770)

34 (526) 38 (508) 25 (122) 32 (1780)

32 (157) 26 (178) 19 (36) 25 (574)

76 (375) 76 (164) 60 (42) 73 [940)

72 (1282) 74 (743) 51 (217) 69 (3088)

64 (1878) 63 (1433) 47 (466) 58 (5638)

58 (447) 55 (389) 41 (192) 53 (1372)

52 (1130) 53 (966) 37 (395) 46 (3557)

45 (407) 52 (512) 29 (21O) 43 (1334)

55 (150) 55 (120) 40 (102) 48 (1287)

Source l-lealth Survey for England, 1993 and 1994

Base numbers m brackets d

“Defined as a posmve diet score (see Appendix B).
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Fig. 8.9 (p. 129) Percentageof men and women reporting good health by age group
and socioeconomic group

65-69 70-74 75-79 80+ All 65+

(a] Men aged 65+ yeara

Professional/managenal

Routine non-manual

Skdled manual

Semi-/unskllled

All

(b) Women aged 65+ years

Professional/managenal

Routine non-manual

Skdled manual

Sem[-/unskllled

Never worked

All

58 (171)

40 (49)

42 (165)

32 (92)

46 (486)

54 (88)

50 (190)
40 (48)

41 (202)
23 (22)
46 (558)

55 (153) 43 (67)

39 (41) 41 (22)

43 (163) 26 (99)

25 (103) 34 (47)

43 (467) 35 (238)

48 (94) 49 (58)

45 (205) 38 (125)

41 (56) 36 (40)

32 (220) 21 (123)

45 (20) 14 (22)

41 (607) 33 (373)

44 (86)

29 (35)

35 (87)

22 (49)

34 (265)

37 (94)

33 (138)

19 (43)

22 (169)

21 (45)

27 (408)

52 (477)

37 (147)

38 (514)

28 (291)

41 (1456)

47 (334)

43 (658)

34 (187)

30 (714)

25 (109)

37 (2036)

Source General Household Survey, 1994

8ase numbers ]n brackets
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