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Social capital for health

Preface to the series

The recently published Acheson Report on Inequalities in Health and the Government’s
public health strategy ‘Our Healthier Nation’, recognise that the solutions to major public
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 setvices, 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 1s however only one part of an approach to health improvement,
which must also cleatly embrace structural changes.
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The HEA’s new programme of Social Action Research m two 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 eatly 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 individuals and in populations.

Over the coming year the HEA will be publishing a series of reports summarising the
initial results of the exploratory work on social capital and 1ts links to health.

This 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, {or both the future collection of data
and the generation of new hypotheses relating to inequalities in health.

Professor Pamela Gillies

Drrector of Research
Health Education Authority



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 ol
research to mnvestigate the links between health and wellbeing and the wider determinants
of health. The relative 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, {ar 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 in Part II. The aim of this research project is to analyse the
relationship between social support, health-related behaviour and health. The research
project examined how health status and health-related behaviours — for example, diet,
exercise, smoking and alcohol consumption — are mnfluenced by factors such as stress, and
access to emotional and practical support.

Prior to the secondary analysis, a literature review of the links between health, health
behaviour and 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 1

A review of the literature

Lin Fee, Sara Arber, Jay Ginn and Helen Cooper



Summary of findings from the

literature

Most research on social support deals with the ways in which individuals’ social resources
influence their health and wellbeing, notably support from members of their social
network, such as friends, family and neighbours. More recently, however, there has been
increasing emphasis on investigating the links between health, health-related behaviours
and levels of ‘social capital’ — that is, the collective social resources to which the family,
neighbourhood or community has access. The key findings of the literature review are
summarised as follows:

Social support

(]

@

Stress can have negative effects on menral 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 behaviours, 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, and 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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behaviours, such as over-eating. Conversely, lack of positive support — especially where
there is negative pressute [rom other members of the social network — can lead to over-
indulgence in risky behaviours, such as smoking, or undermine the individual’s
attempts to practise health-promoting behaviouts, such as taking up exercise.

The larger and more diverse an individual’s social networl, the more access he or she
will have to functional social relationships, and the more potential benefits there are
likely to be for health.

Social network size, degree of network participation and levels of perceived support
increase with socioeconomic status, and [or 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 simudar life-experiences.

Social capital

]

There is a consensus in recent literature that the construct of ‘social capital’ 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 family, neighbourhood or community.

In addition, some researchers have measured the social, personal, economic and
cultural capital of tndividual members of the family in studies of educational
attainment and child development, for example, their access to membership of
comimunity organisations.

Nevertheless, there is — as yet — no {irm agreement among researchers as to the exact
components of social capital, although a number of international meetings and
conferences have taken place dedicated to producing a universally acceptable working
defiition of the concept.

At present, the majority of researchers accept Putnam’s definition of social capital, that
15, the “features of social lile 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 and 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, as yet, in similar surveys in the UK.
Using US survey data, recent epidemiological research has demonstrated a correlation
between low levels of social capital and mortality that is mediated by income inequality.
Income inequality is thought to damage social cohesion and integration, thus leading
to lack of social support within the community, characterised by social 1solation, 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 soctal support in times of stress can lead to poor health-related behaviours, 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 neighbourhood and is
measured by individuals’ perceptions of the local environment.

The review provides definitions of terms which will be used in the analysis, and
information to guide the construction of social support indices for use in the design of
future Health and Lifestyle questionnaires. The utility of the concept of ‘social capital’ in
researching health behaviour and inequalities in health is also considered.

The {indings 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 behaviours. Positive’ social support may encourage an individual’s attempts 10
change his or her health-related behaviour, whereas 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 trymng to stop. In addition, the literature review
suggests that health may be affected by the characteristics of the local community, such as
the amount of support exchanged between neighbours, levels of group affiliation and
frequency of participation in community activities.

Gillies (1997) argues that ‘individualism continues to dominate many of the practical



6 A REVIEW OF THE LITERATURE

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 {rom
the individual’s characteristics towards an investigation of the wider social, economic,
environmental and cultural determinants of health (Gabbay, 1998; Gillies, 1997; Kawachi
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 examines
research on the relationship between social capital and health, primarily relating to the
level of the community.

At the individual level, social support refers to the companionship and the practical,
informational and esteem support which derive {rom 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 will be available, which, in turn, will have a beneficial
effect on health, health-related 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 latge body of literature, With the exception of
epidemiological studies whi¢h link measures of social integration to longevity and
mortality (for example, Betkman and Syme, 1979), studies of the effects of the amount
and quality 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
certain health outcomes, notably psychological wellbeing during periods of acute or
chronic stress (for example, Avison 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 4/, 1997), or how social
support may affect health behaviour (Abella and Heslin, 1984; Berkman, 1985; Cohen
and Syme, 1983).

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 research on ‘social capital’, for
example, Kawachi and Kennedy’s argument that large-scale studies have failed to measure
some important determinants of health:

3

. what has been missing from recent epidemiological studies of soctal
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relationships and health is the social context in which people live 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 network 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 social capital therefore indicate a
community’s potential for co-operative action to address local problems and to provide
support for its members in times of need. Putnam explains social capital as follows:

. “social capital” refers to features of social organization such as networks, norms,
and social trust that facilitate coordination and cooperation for mutual benefit.

For a variety of reasons, life is easier in communities blessed with 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 patticipants’ “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 Nanetti (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 understanding of its properties because a number of researchers (for example,
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Kari et al, 1994; Putnam, 1996) suggest that projects in which social capital has been
successfully used and generated — for example, in sports clubs or in agricultural co-
operatives — provide ‘templates’ (Putnam, 1995, p. 67) for the generation of social capital
1n other locations and for other purposes, such as health care and health promotion. One
conttibution 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 support and the
health of the individual

This chapter examines 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’, including {riends,
colleagues, acquaintances and family members.

In this part of the review, we examine the large and somewhat controversial body of
research which focuses on conceptualising social support and investigating its role in
promoting or undermining health. Research has shown that the presence or absence of
social support can have a direct effect on health and mortality, and also on the health 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
behaviours.

In this area of research, there is a greater emphasis on psychosocial health because social
supportt is believed to play an important role in moderating the effects of stress, particulatly
on mental health (for example, Brown and Harris, 1978). Assuming that an individual is
cognitively aware of the stress, social support is thought 10 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 (citing 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’ (1993, p. 54).
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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 eflects 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 are more likely to have an adverse
effect on physical health, which may be cumulative (Cohen and Williamson, 1991).

However, Holmes and Rahe (1967) do not differentiate between positive and negative
stressors; they claim that the accumulated stress effects of 4l/ potentially distuptive 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 overtax 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 their lives than those with
higher socioeconomic status (for example, Brown and Harris, 1978; Lin, Dean and Ensel,
1986; Turner, Wheaton 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).



SOCIAL SUPPORT AND THE HEALTH OF THE INDIVIDUAL 11

Mirowsky and Ross (1989) explain these differences in reactivity in terms of the
stratification system which can lead some individuals to feel that they are powerless and
lack control, a hypothesis which might help to explain certain health-related behaviours,
such as self-neglect, Pearlin (1989) and Reissman (1990) argue that stress is related to the
individual’s 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 siress 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 in 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 case 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 yeats can elapse
between 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, measures 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 Williamson (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 about the relationship berween stress and health therefore
remains at the level of ‘links’ and ‘associations’ between specific types and degrees of
stress and certain mental and/or physical ailments (Madge and Marmot, 1987). Cohen
and Williamson (1991) suggest that links between stress and physical diseases may operate
differently from those berween stress and mental health problems; Ganster and Victor
(1988) suggest that the link 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 stress, which manifests, for example, as a rise in
blood pressure.

The issue is [urther complicated by the host of social and economic factors which have
been found to affect both levels of stress and health, for example, gender, age, ethnicity
and socioeconomic status, which in turn can affect people’s standard of housing, the type
of environment in which they live, the type of work they do, their experience ol
unemployment, their lifestyle and their health-related behaviours, 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-damaging behaviours which have been attributed to stress
— such as smoking — are also likely to be the result of social {actors, such as poverty.

2. Social support

Having 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 literature. 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 deflinitions and measures of social support as there are studies of it,
although, as this literature review demonstrates, this criticism can equally apply to the
concepts of ‘stress’ and ‘health’.

Structural and functional support

Many researchers have been concerned with identifying and labelling various types of
soctal support, for example, differentiating between its ‘structural’ and ‘functional’
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aspects (House and Kahn, 1985; Barrera, 1986; House, Landis and Umbetson, 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 {requently they have contact with
other network members; whether or not they live alone; and how often they take part in
soctal activities. A wide range of functions have been attributed to social support, such as
helping to integrate the individual 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 Wills,
1985; Kessler, Price and Wortman, 1985).

The consensus view in the social support literature is that the larger and more diverse an
individual’s social networlk, the more access he or she will have 1o functional relationships,
and the more potential benefits are likely to accrue for health. For example, Berkman and
Breslow (1983) found that an individual’s risk of dying of heart disease or cancer increases
as the size of his or her sacial network decreases; Cohen ez 4/, (1997) found that the larger
and more diverse an individual’s social network, the greater his or her resistance to the
common cold. However, both Madge and Marmot (1987) and Thoits {1995) speculate
that it might be more beneficial to health and wellbeing to have only one close functional
relationship than ro have a large social network of unsupportive acquaintances. Hibbard
(1985) argues that social network size is of less importance {or those who are able to
mobilise support effectively, 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, informational 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 10 be whether support is ‘received’ in some tangible {orm, 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), notably 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 distribution 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 Marino, 1994) and that
women tend to repott slightly higher levels of perceived support than men. Thoits {1987)
has found that the more social roles an individual has, the larger his or her social network
is likely to be, which, while 1t increases the risk of stress from network events, nevertheless
raises the level of perceived support.

Belle (1987) has found that 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 likely 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 hall of older women
(aged 65 and older) in Britain are widowed and are more likely to live alone. A key
research issue is the extent to which those who live alone both perceive and receive less
social support, and whether this dilfers berween men and women.

Researchers have found that network size, degree of network participation (Thoits, 1982;
Turner and Marino, 1994) and levels of percetved support (Ross and Mirowsky, 1989;
Thouts, 1984) increase with socioeconomic status and for those in paid work, but decrease
with age (for example, Thoits, 1984; Turner and Marino, 1994), for example, as people
leave the worklorce. 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 1n size,

Social support and health

Many explanations of the link between social support and health are ‘stress-centred’, that
is, they are based on the assumption that stress has adverse 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, {or example, of general
wellbeing or the 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 suppott on health can be direct or mediated, {for example, by an
individual’s own health-related behaviour (the relationship between social support and
health behaviour is discussed below under ‘Social support and health-related behaviour’).
TIn terms of direct effects on health, Wise (1986, cited in Ginn, Arbor and Coopet, 1997)
found that dealing with problems of loneliness can promote the healing of leg ulcers, and
Cohen ef 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 (Betkman, 1985), such as preparing nuttitionally balanced meals
and maintaining a clean, safe and comfortable envitonment. 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 sel{-care 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
tasks, 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 {eelings of self-worth; by
giving reassurance and f{eedback about the individual’s competence, thus helping to
restore a sense of mastery and control; and by helping the individual to reassess the nature
ol 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 just 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. Cassell (1976) and
Cobb (1976) argue that one of the ways in which social support might influence health is
by enhancing resistance to disease, and Uchino, Cacioppo and Kiecolt-Glaser (1996)
claim that social support has a beneficial effect on the endocrine, cardiovascular and
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immune systems. It is still the case that very little is known about the relationship berween
social support and disease onset, although there has been some research in this area (for
example, Berkman and Syme, 1979; House, Robbins and Metzner, 1982). The onset of a
disease might occur many years before it is diagnosed and, as in the case of stress research,
it can be difficult [or the indivicual to recall the circumstances which prevailed such a
long time beflore, such as stressors and levels of social activity.

Social support and mortality

In their meta-analysis of social support studies, Schwarzer and Leppin (1992) {ound that,
1n comparison with people 11 marital relationships, twice as many single people die of
coronary heart disease, and three times as many single men and twice 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 death of their partner (Helsing and Szklo, 1981; Ward, 1976) 1s that, for many
men, their only close functional relationship is with their wife — indeed, for some men,
their wife may be their only network 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) have found, the size of an
individual’s networl tends to decrease with age; thereflore, of those who are widowed in
old age, men are likely to be older, on average, than women and to have smaller networks.
Consequently, men widowed 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’Bryaat, 1988), and ate therefore more likely to feel solated and to become clinically
depressed (Coyne and Downey, 1991) or suicidal. This may lead recently widowed men
to neglect themselves — for example, by failing to eat properly — thus compromising their
immune systems and putting themselves at risk ol cardiovascular disease and other health
problems.

In more general terms, House, Landis and Umberson (1988) report that soctal isolation
can lead to increased mortality in both humans and anumals. Likewise, Kawachi 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, financial 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 social 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 up smoking or reducing alcohol
consumption, which in turn will lead to a reduced risk of disease. The argument that
social suppott enhances self-esteem and feelings of self-worth (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 inlormation about health and
helping him or her cope with periods of ill health (Jerrome, 1990), social integration also
provides social controls and pressures which can influence their health-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. Thus, social
support can have either ‘positive’ or ‘negative’ effects. ‘Negative’ 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 smoking (Gottlieb and Baker, 1986; Wills and Vaughan,
1989), or undermine their attempts to make behavioural changes, such as reducing
alcohol consumption. For example, McBride ez 4/ (1998) found that pregnant women
whose partners continue to smoke are less likely to give up smoking successfully than
women whose partnets are non-smokers, and Stanton and McGee (1996) found that 3 per
cent of their sample were actively encouraging — or forcing — their peers to try smoking.
‘Positive’ social support refers to the way in which a spouse, [riends or {family members
can enhance health by encouraging health-promoting behaviours (Umberson, 1992), for
example, by joining in with attempts to lose weight or give up smoking (McBride et a/,
1998), and helping an individual to follow a special diet or take regular exercise.

Researchers (Gottlieb 1983, 1988) have written extensively about designing support
interventions (in the work place, in specific communities or among peer groups) to
encourage health-promoting behaviours, such as giving up smoking and practising ‘safer
sex’. However, the evidence suggests that health promotion campaigns might be far more
elfective if more were known about the relationship between stress, social support and
health, and about the mechanisms whereby support encourages health-promoting
behaviours. For example, it has been suggested that support may have a more positive
effect on health or health behavious, 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 life-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 outweigh its benefits for health. Citing Rook (1992}, she points
out that some support attempts may harm the rectpient rather than enhance wellbeing
because supporters may be seen as ‘interfering’, or they may be well-meaning 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, especially by a spouse or
members of the immediate family, which does little to enhance the individual’s self-esteem
or {eelings 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 overwhelmed by unwelcome support. Thoits (1995, citing
Aneshensel, Pearlin 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) point out that because they are based on reciprocity and
mutual interests, ‘{riendships affirm identity and sel(-worth in a way that relationships
with extended families may not’ (p. 31).

3. Measures of social support

This section examines how social support is most commonly measured for research
purposes. The limitations 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 network content should be measured m terms of the
widest possible range of factors, including network density, homogeneity and gender
composition. Social integration is measured in tetms 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, [riend, 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, especially in epidemiological 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 indication of network size, or of levels of perceived or
received support. Nor does being matried necessarily mean that an individual either gives
ot receives support or can expect to receive support from his or her partner in times of
crists; 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 support of the other is reciprocated.

Nevertheless, a number of researchers have found that married people report higher
levels of perceived support than single people (for example, Ross and Mirowsky, 1989;
Turner and Marino, 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 {rom
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 support.

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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that everyone wants to be involved mn intense supportive relationships, such as marriage
or close {riendship; that the more {riends 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 benign or beneficial effects (Madge and Matmot, 1987;
Schwarzer and Leppin, 1992; Thoits, 1995). In social support research, too little attention
has been paid to the personal meanings which events and relationships have for
individuals (Madge and Marmot, 1987; Thoits, 1994). For example, some marital
relationships are characterised by conflict rather than mutual support and affection
(Coyne and Downey, 1991) and, in consequence, both partners may be 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 sometimes ‘problem-solving acts’ engineered by the individual ‘to
solve otherwise intractable problems’ (p. 58). In addition, Reissman (1990) and Silver,
Boon and Stones (1983) (both cited 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 are able to attach a very positive meaning to
the experience of divorce; women are likely to report that they feel more seli-confident
and in control of their 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 ol social support and health vary from study to study,
which makes it difficult to compare results and evaluate studies. This is an atea in which
more qualitative research might be useful, since the consensus amongst commentators is
that the most widely used measures of social integration and/or perceived social support
may not be capturing these phenomena with any statistically useful degree 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 ol 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 relattonship could indicate the existence of a wide social network 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 individual. Being unmarried, widowed or divorced —
especially in old age (Ginn, Arber and Cooper, 1997) — might well indicate that someone
is socially isolated, has a very small social netwotk and has no close functional
relationships; however, many single people — especially those in younger age groups —
have busy social lives, several close confiding relationships, and large diverse social
networks. Single measures, such as ‘marital status’, cannot take account of age- or gender-
related varations in networlk size and percetved 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 take account of
factors such as variations in social support over time, and gender di{ferences in perceived
and received support. Some writers have used the term ‘social capital’ as a charactenistic
of individuals in order to measure their access to a variety of resources, including social
support. For example, in his study of *dropping out’ of high school, Coleman (1988)
applied the term ‘social capital’ to parent—child interaction within the family, as well as to
parent-to-parent interaction within the community; Coleman’s study is examined in 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’, and which
enable its members to co-operate for the benelit of all. Morgan (1986) argues that ‘social
capital resources inhere in the social ties of a network. These resources are recognized by
individuals as information channels and general social support’ (p. 39). Networks of
communication and mutual support which span age, class, gender and other social
divides, and promote trust withm and between groups, are important features of the types
of social relationship which generate high levels of social capital (Hogan, 1998). Social
capital — as a characteristic of communities rather than individuals — is the {ocus of
Chapter 3.



2. Social capital and the health
of the community

Recent studies, for example, by Diehr e 2/ (1993), Ellaway and Mclntyre (1996) and
Evans ef al (1989) have investigated the health and health behaviours of people living in
different types of community environment. Evans e 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 between the communities they examined
in terms of smoking, consumption of alcohol and fat, and using seat-belts. They conclude
that the environment has an eflfect on health-related behaviours, and suggest that
changing the community environment 1s one way in which it might be possible to change
individual health behaviours. 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 10 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 and colleagues, have
embarked on a programme of research 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 {or 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 deriving from interaction
between the 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 resources, such as informal reciprocal or altruistic support arrangements between
neighbours or colleagues, or within and between 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, lifestyle, disability, occupation,
religious {aith, age, ethnicity, sexuality or social class.

e The collectwe resources of a neighbourhood or community, notably the level of civic
activity, including tenants’ assoctations, food co-operatives, volunteer co-ordination
schemes, ‘Neighbourhood Watch’ schemes and credit unions; the level of trust and
communication between neighbours and community members; the degree of collective
trust in institutions such as the police and government bodies; levels of fear of crime;
feelings of ‘belonging’ and social cohesion; access to sources of welfare provision.

o Econonuc resources, including levels of unemployment in an area or within a particular
community; the quality of the environment, including houstng and amentties; the level
of local crime.

@ Cultural resources, 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 addition to his own extensive body of research and
commentaty, much of the social capital literature consists of critiques of Putnam’s work

1n this field.

Social capital and co-operation

Putnam (1993) claims that, ‘if properly measured’ (p. 5), social capital can indicate 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 tesources available in the community — measured in terms of
social capital — the easier it is for people to work together for the common good. The more
people work together, 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 will be for them to work effectively together in the {uture.
Social capital is therefore a ‘moral resource’, supplies of which increase with use, unlike
physical capital — such as [ood or cash ~ supplies of which are depleted with use. Like
{inancial capital, however, ‘social capital is productive, making possible the achievement
of certain 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 [rom it and cannot be matketed like other commodities.

Putnam (1993) argues that there has been a decline in recent yeats 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 theory’ has demonstrated, people tend to weigh up the
personal costs and benelits of taking any action, Putham (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 their own resources they will not be any worse off if the cause fails, and if it
succeeds through other people’s elforts they will be better of{ anyway.

Networks, norms and trust

It is this type of logic which was found to be prevalent in the most unsuccessful of the
newly-established Ttalian regional governments studied by Putnam, Leonardi and Nanetti
(1993). They expected to {ind that certain ‘obvious’ factors would explain a regional
government’s success or failure, for example, its political affiliations or ideology, the levels
of poverty or aflluence 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 because they were civic-minded. That is, they found
that the best predictor of success or failure was whether or not the region had ‘strong
traditions of civic engagement — voter turnout, newspaper readership, membership of
choral societies and literary 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 ‘mnefficient, lethargic and corrupt’ (p. 2), and the regions they governed
to be ‘uncivic’, that is, characterised by lack of a sense of citizenship and civic
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responsibility, and fear of crime. Although people living in these areas demanded morte
severe penalties, 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 citizens; on the whole,
the people felt ‘powetless, 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 such issues as equal
opportunities for all; they had introduced, for example, job-training and investment
programmes, and projects to improve health facilities and environmental standards.
Putnam, Leonardi and Nanetti found the more successful regions to be affluent, dynamic
and democratic ‘ctvic 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 in their dealings with each other and, on the whole, the citizens valued ‘solidarity,
civic participation and integrity’.

Generating social capital

Putnam (1993) argues that the more successtul 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 networks both generate, and are
themselves generated, by co-ordinated effort. Furthermore, such networks allow for the
communication of information, for example, about the trustworthiness, or otherwise, 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 behaviours.

The successful regional governments also show how patticipation 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 that can be generated by belonging 10 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 and national economy and give people access
to better housing, better nutrition and better health.
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Putnam (1993) argues that social capital can affect economic growth more directly by
fostering ‘sturdy norms of generalized reciprocity: I'll do this for you now, in the
expectation that down the road you or someone else will return the favor’ (p. 3). An
example of social capital working in this way is the ‘networking’ 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 religion, with such
‘multiplex’ relationships allowing ‘the resources of one relationship to be appropriated for
use 1n others’ (Coleman, 1988, p. $109). Coleman (1988) and Putnam (1993) discuss the
very close-knit diamond-broking community in NewYork 1n which levels of mutual trust
are so high that dealers allow customets to take gemstones worth many thousands of
pounds to their own offices for closer examination and assessment. In such cases,
successful collaboration with little or no abuse of trust encourages further collaboration
in the [uture; sanctions — such as ostracism and withdrawal of privileges — also prevent
abuse of trust.

However, close-knit networks can be very exclusive and may not extend across class,
gender or ethnic boundartes. Coleman (1988) points out that ‘the wholesale diamond
market in New York City . . . is Jewish, with a high degree of intermarriage, living 1n 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.
$99); therefore some people may be excluded from enjoying the benefits of sharing, for
example, the type of information which would help them find a job (Coleman, 1988;
Portes and Landolt, 1996). Putnam (1993) and Kawachi and Kennedy (1997) note that
members ol 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 congregation 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 trustworthiness
and honesty — churches vouch for people who do not have a good reputation 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 1n people not to let them
down, and, for the individuals concerned, having so much trust placed in them can give
a tremendous boost to their self-esteem and 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 child do well in his
or her lessons. Putnam (1993) believes that parental choice schemes represent {lawed
logic, because allowing choice in the public sector leads parents who are interested and
involved 1n their children’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 pupils 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 1n adult life may be influenced by the
number of ‘network contacts’ made during education and in the neighbourhood. Thus,
people who live in depressed and run-down areas and attend ‘sink schools’ are unlikely to
establish these types of mutually beneficial social relationships. Kawachi and Kennedy
(1997) argue, therefore, that ‘concepts like . . . social capital 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 inrtiate the regeneration of social
capital (Putnam, 1993).

2. Measuring social capital

The concept of ‘social capital’ includes the (ollowing types of resources available 1o a
community or locality:

® social resources, such as formal and informal support networks

collective resources, including social trust

economic resources, such as levels of unemployment

cultural resources, such educational facilities.

e @ 8

The majority of researchers accept Putnam’s definition of social capital, that is, the
‘features of social organization, such as networks, norms, and social trust that facililate
coordination and cooperation for mutual benefit’ (1995, p. 67). Thus, researchers who use
data from national or international social surveys tend to measure social capital in terms
of levels of social trust and group affiliation (Putnam, 1996; Kennedy, Kawachi and
Prothrow-Stith, 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



28 A REVIEW OF THE LITERATURE

survey to support his hypothesis that levels of social capital are declming 1n contemporary
American society. However, these measures are not available in most UK national social
surveys.

Other researchers have collected qualitative and quantitative data in smaller-scale local
studies; for example, Flora (1995) investigated the relationship between sustainable
agriculture and social capital in rural communities, and measured social capital in terms
of ‘community effectiveness’. In their study of the relationship between social capital and
violence in an urban setting, Sampson, Raudenbush and Earls (1997) used a similar
expression — ‘community efficacy’ — which they measured 1n 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 educational achievement and levels
of social capital in the {amily and surrounding adult community, using graduation {from
high school, or ‘dropping out’ beforehand, as measutes of educational achievement. He
argues that any analysis which examines the effects of social capital should take account
of the interaction between ‘human capital’ (that is, personal and cultural resources) and
‘social capital’ (that 1s, social and economic resources) (S110). He therelore conceptualised
‘social capital’ not only as a characteristic of the individual, and of his or her family, which
could be measured using social surveys, but also as a characteristic of the community in
which they live. He used the [ollowing measures of personal and family resources:

® socioeconomic status: ‘a single variable constructed of parents’ education, parents’
income, father's occupational status, and household possessions’ (p. S111)

ethnicity

number of siblings

number of residential moves (and thus changes of school)

whether or not the mother worked belore her children started school

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

level of communication between children and patents about personal matters
whether or not both parents were present in the household.

® @ & © © e @

Coleman (1988) used the [ollowing measures of social capital in the surrounding adult

community:

® ‘the social relationships that exist among parents’ (p. S113), notably, exchanges of
information and levels of trust

@ norms of acceptable behaviour, and sanctions
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e affiliation with local organisations.

He found that access to social capital both within the family and i the surrounding adult
community had ‘considerable value in reducing the probability of dropping out of high
school’ (p. S119). For example, Roman Catholic and other denominational schools had
significantly lower drop-out rates than non-denominational independent and public
sector schools. Coleman claims that this difference resulted from the higher levels of social
capital available to 4/l pupils (even when stocks of social capital were low within 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 a/ (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 patents or adult carers in the home

@ social support being available for the mother or female carer

® having no more than one sibling

@ neighbourhood support being available for the family

@ regular church attendance,

Measuring each child’s progress using standard developmental tests, Runyan ez 4/, (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 increased 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 thriving were found to be church
membership, the level of the female carer’s perceived support and the availability of
neighbourhood support; Runyan ez 2/, (1998) found church affiliation to be particularly
important because it involved both child and parent in the same social network.
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Social capital in agricultural communities

Flora (1995) identified a number of indicators of enhanced social cohesion and mcreased
collective endeavour during her study of rural communities 1n the Great Plains and Corn
Belt ateas of the USA. In his review of Flora’s study of sustainable agriculture, Campbell
(1995) reports that she compated two communities where ‘sustainable’ agricultural
practices had been introduced (for example, reducing or eliminating the use of chemical
fertilisers, insecticides and weed killers) with two communities where ‘conventional’
farming methods still prevailed. The aim of Flora’s study was to investigate whether or not
sustainable agriculture enhanced the levels of social capital available 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 [ind 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 petiod,
whereas the two ‘sustamnable’ communities ‘experienced signilicant increases in their
ability to mobilize community resources’ (Campbell, 1995, p. 2). Flora (1995) identified a
number of indicators of enhanced social capital. These ranged from increased debate
between local residents, focusing on the pros and cons of sustainable agriculture, to the
introduction of a state-backed community development plan; the setting up of small local
companies to cater for the 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 farming, 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 {[or example, Daly, 1997; Kreuter, Lezin and Baker, 1998) are
interested in the concept of social capital as a means of investigating the failure of
community health programmes. Kreuter and colleagues claim that ‘there is evidence to
suggest that at least some pottion of so-called “program-{ailures” is likely to be
attributable to pre-existing social factors, one of which may be manilested by low levels
of social capital’ (1998, p. 1). In a future comparative study Kreuter and colleagues intend
to measure {our 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 their
study is ‘to create a community-level measure of social capital’ that is ‘at once practical
and valid’ (1998, p. 2). Kreuter, Lezin and Baker point out that although 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, political and economic f{actors and health, funding for community-based health
promotion remains ‘tied to a specific health category’ (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 capital when planning
community-based prevention programmes; in this way, ‘funders would be able to make
more informed decisions about the most productive ways to conttibute 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 social 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 success{ul of
these focused on the health needs of the community rather than on individual health-
refated behaviour. Successful initiatives utilised and generated social capital by exploiting
existing alliances and partnerships at the local, regional and national level, and linkmg
members of the lay, medical, academic and business communities. Gillies believes that
understanding the underlying mechanisms of ‘networking’ is essential in situations where
social capital needs to be built ‘from scraich’. 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 individuals and groups ‘networked’ with
each other to exchange information and collaborate in health promotion activities.

Hyden (1998) also believes that models of ‘best practice’ — either their own or those of
other groups — encourage people to engage m collective action. However, Hyden points
out that unsuccessful efforts 10 generate social capital, especially 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 in social surveys in the USA by individuals’
responses to this type of statement: ‘Most people can be trusted — or would most people
try to take advantage of you if they could?’ (National Opinions Reseatch Centre surveys,
1986-90, cited in Kawachi and Kennedy, 1997). Putnam (1993, 1996) argues that there
has been a decline in individual levels of social trust, together with a corresponding
decline 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 of civic America’, Putnam (1996) explains how, using data from the yearly
US General Social Survey (GSS), he came to this conclusion. His arguments are
summarised as follows:

Education

A high level of educational achievement is strongly correlated with increased civic
engagement. Putham (1996) suggests that this is because better-educated people generally
have more money and ‘skills, resources and inclinations that were imparted to them at
home and in school’ (p. 4). Therefore, civic engagement should have increased as
educational levels rose during the post-war years, yet patticipation has declined 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 mobility have remained almost constant {or
the past 50 years; Putham 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 al{{iliation vary
considerably {rom area to area, but Putham found that levels of trust and participation
are, overall, a little higher in rural areas, small towns and the suburbs than in mner-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 live
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 Putham terms ‘busy-ness’ (as measured by time-budget studies).
He found that employed people tend to belong to more groups than people outside the
workforce, but that {emale part-time 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 [ound that working longer hours is associated with higher levels of
participation, and he therefore concludes that ‘il people are dropping out of community
life, long hours do not seem to be the reason’ (Putnam, 1996, p. 6).

Income

Holding education constant, 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 1n trust and participation across all levels of
income, with a slightly higher level of decline among the affluent rather than low or
middle-income groups. Putnam therefore concludes that ‘poverty and economic
inequality are dreadful, growing problems for America, but they are not the villains of #bzs
piece’ (1996, p. 6).

Gender

Putnam found that women belong 1o slightly [ewer voluntary groups than men but devote
more time to them, and that women spend more time socialising informally. Controlling
for education, relative declines in organisational membership and involvement are a little
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 years is
associated with the decline in both trust and participation; however, the association is far
weaker than Putnam expected it to be. Non-working women belong to different 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 organisational involvement overall, than non-working women. The
decline in trust and participation has increased more rapidly for non-working than for
working women, and time-budget data indicate that a ‘major decline in informal
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socialising since 1965 has also been concentrated among housewives’ (Putnam, 1996,
p. 7). Community involvement is therefore rising slightly among working women and
declining among non-working women. Putnam suggests that, in the past, women with
initiative and organising skills had no choice but to devote their energies to community
activities; these are now the types of women who are 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 martiage’ (Putnam, 1996, p. 8) 1s 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
significantly less likely 10 be trusting, 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 rate of
divorce, notably during the 1960s and 1970s; an increase in the number of one-parent
families; 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 i the
number of ‘success{ul marriages’ seems to be associated with a decline in levels of trust
and participation, but may be mediated through a number of other factors; {or 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 policies, such as ‘slum clearance schemes’, can undermine social capital
by severing local community ties, whereas others, such as the Head Start social and
educational programme in the USA, can help to enhance trust and increase stocks of
social capital. Putnam found no evidence in the GSS data to suggest that the extent of a
state’s welfare involvement or its level of welfare spending are assoctated with levels of
social trust ot participation. However, using data from the 19901 World Values Survey,
Putnam found a positive correlation between social capital and state involvement in
welfare provision, but he points out that ‘this simple bivariate analysis, of course, cannot
tell us whether social connectedness encourages welfare spending, whether the welfare
state {osters 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 declined
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, and 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, although 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 who
reached adulthood before the 1950s. For example, controlling for education he found
that, in comparison with people born in the 1960s, people born in the 1920s belong to
neatly twice as many community organisations, are twice as likely to trust other people,
are twice as likely 1o vote, and read newspapers three times as 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 {rom the late 1940s 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 suspect’
(1996, p. 13) 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 affiiation 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 i 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 that between 1967 and 1987,
participation in the USA rose rather than fell, for example, that ‘participation in a
community problem-solving organisation’ rose from 31 per cent 1n 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’ civic actwvity, for example, to oppose a road-building scheme or
the export of live animals. 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
organisation, such as a church. Multiple group membership gives no indication of an
individual’s degree of commitment, nor does belonging to just one organisation indicate
the many civic activities that might be involved, such as being a volunteer driver, raising
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 organisations 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 bowling
in informal groups of {riends or neighbours.

Skocpol (1996) also believes that Putnam (1996) has underestimated the ellect on social
capital of women taking their leadership and organisational skills into the workplace.
Skocpol claims that, although there has been an undoubted downturn in civic engagement
since the 1960s, ‘what has changed has less to do with TV watching than with shifiing elite
allegiances’ (1996, p. 3). She argues that, in the past, middle-class women in particular
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 activity as a ‘stepping stone’ to positions of greater authority in the community and
business wotld, but, according to Skocpol, ‘their counterparts now do better if they work
long hours and network with each other through extra-local professional or trade
associations, while dealing with politics 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 — 1dentified by the French writer Alexis de Tocqueville
(1966) — of post-revolutionary American citizens to organise themselves to solve local
problems without being directed by central or local government. Skocpol points out that
right-wing politicians in the USA have seized on the notion that the ability to band
together to ‘get things done’ still lies dormant in the American people, and have used it
to supportt 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 towards local civic disengagement were
now to turn around and successfully argue that the less privileged Americans 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 {ellow 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 between economic inequality and health, and have
suggested that economic inequality reduces social cohesion and integration, and increases
social isolation. Kari er al (1994), and others, have discussed the relationship between
social capital and health-related social problems, and have suggested ways in which the
concept of social 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 community activities (for example, Putnam, I.eonardi 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 atgue, 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 and 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’ behaviours, such as smoking, drinking and taking too little
exercise, the rates of mortality (from all causes) of people with few soctal relationships were
between twice and three times as high as those for 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 tumn causes hostility and mistrust.
Kawachi, Kennedy and Lochner (1997) cite the example of Roseto, a small rown in
Pennsylvania, where many of the residents are descendants of migrants from the same
Italian village. During the 1950s, the rate of heart artacks 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 litile exercise or to be overweight than other Pennsylvanians. The only
major difference between 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 stmilar 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 {launted their wealth by buying expensive cars
and taking exotic holidays, and other better-of[ families followed suit. As income
inequalities within the community became visibly apparent, so the rate of heart attacks
rose until, by the mid-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 between income inequality and overall mortality, and
also deaths (trom 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, they found a strong correlation between mortality and
high levels of social mistrust and low levels of community involvement.

Kawachi, 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 citizens’ 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 because the distribution
of wealth is less polarised in countries such as the Nethetlands (77.5 years) and Spain
(77.7 years), and they point out that the countries with the smallest gap between the
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incomes of rich and poor have the highest life expectancy, that is, Sweden (78.3 years) and
Japan (79.6 years). 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 between 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 data from a sutvey
conducted in 39 American states. Although Putnam (1996) found only small di{ferences
in levels of social capital from state to state, using alternative survey data, Kawachi,
Kennedy and Lochner (1997) found that ‘there are 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 cotrelations 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 health, and
{ound 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 investment’:

‘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 &y and with
people, not ox or 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)
*Kari e al (1994)
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Thus, better standards of health can be promoted by collaborative efforts within the
community (WHO, 1997; Kari e al, 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 behavioural
changes. However, the Jakarta Declaration (WHQ, 1997) highlights ‘the need to under-
stand and addzess those factors which affect health, but which are beyond the control of
individual influence on behaviours or experience’ (Gillies, 1997, p. 4), such as education,
income inequality, unemployment, housing and the quality of the local neighbourhood.

The role of the medical expert

Although it 1s increasingly recognised that there are broader determinants of health than
individual behaviour {(Gillies, 1997), Kari ef al (1994) argue that there needs to be a
change in the relationship between health professionals and those who consult them if
health 1s to become a truly collaborative endeavour. At present, this relationship —
whatever [orm it takes — is underpinned by ‘the notion that expert medical knowledge can
somehow fix the consequences of unhealthy lifestyles no matter what choices we make
and rescue us from the pain and fear of death’ (Kari ef 4/, 1994, p. 1). Furthermore, the
same authors argue that health has increasingly come to be regarded as a commodity
which can be bought and sold rather than as a *public good’.

In the past, a paternalistic expert/patient relationship predominated (Kari ez af, 1994) in
which patients were expected to do whatever they were told would benefit their health,
without questioning the wisdom and authority of the medical profession. In this type of
relationship, the patient 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 social responsibilities, and 1s
freed from taking responsibulity 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 “tight to choose’, yet even
those with private medical insurance can be disadvantaged if there are no ethnic surgeons
or dentists on the list of approved practittoners, or il 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 initiatives
world-wide which can serve as models of best practice and ‘templates’ (Putnam, 1995,
p. 67) of success. For example, Kari ez al. (1994) discuss several American 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 care for the whole
community. Kart ez a/ 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 of a committee of policymakers and medical professionals deciding,
on their behalf, how the state’s limited health resources should be allocated, lay people
were invited to give their opinions and to discuss the issues involved. In some cases, lay
notions of priority medical treatments differed from those of medical professionals. For
example, 1n 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 e 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 the 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 Hispanic
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 promotion projects, [or example, ‘it 1s much
harder to convince a population to take on healthier lifestyles if the messages come [rom
people they do not trust’ (p. 4).

“Templates’ of success need not be related directly to health (Gillies, 1997; Kari ef al,
1994; Putnam, 1993, 1995, p. 67); they can be found in activities as diverse as animal



42 A REVIEW OF THE LITERATURE

rights protests, patent—teacher associations, patish councils, campaigns to protect the
environment, sports teams, irtigation projects in the developing wotld 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
partnetships, and from which clear benefits [or 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 — as in the case of ‘Hospice Austin’ — successful collaborations
demonstrate how community interest and action were mobilised and sustained. Kari ef 4/
(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 standards 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
behavioural changes, such as giving up smoking, ‘positive’ social support can enhance his
or her chances of success. Nevertheless, Gillies (1996, 1997) found that only one in four
individuals success{ully 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, neighbourhood
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 in the neighbourhood, community or social system (Gabbay, 1998;
Gillies, 1997; Kawachi and Kennedy, 1997). Chapter 3 focused on social capital as a
conceptual and analyrical 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 epidemiological 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 surveys, although use can be made of alternative indicators of social capital such as
degree ol 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, would give a far more accurate indication of group
affiliation.

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 that social capital — measured
in terms of social trust and group alliliation — has declined since the end of World War IT
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 majot health risk in many patts 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, not only does
Putnam (1996) suggest that millions of people are becoming mcreasingly 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 Putham’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 lead 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 too 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 might be. Although a grear deal of optimism has been
generated by models of best practice, gatning an understanding 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, soctal capital, health and health
behaviour involved an extensive and systematic search of library catalogues, and of
journals published during the past 20 years in the [ields of medicine, nutrition, nursing,
dentistry and the social and behavioural sciences. A number of text, CD-Rom and online
databases were examined, including Sociofile, PsycLIT, and several Medline facilities.
The website of the British Medical Association provided a link to a reliable, free-of-charge
Medline, which gives unregistered users access to some full-text articles. In addition,
certain {ull-text articles were obtained via the websites of the Britzsh Medical Journal, the
Journal of the American Medical Association and The Lancet. The search-engines which
consistently provided the most comprehensive results about research into social support
and social capital were ‘Excite’ and ‘Alta Vista’. 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 capital. The debate is continuing, much of it conducted using the Internet
as a forum, which itsel( is a manifestation of the type of social capital which has the
potential to bridge a number of social chasms, including class, locality and ethnicity
(Mitchell, 1996, cited in Gillies, 1997). Although the recent review of health promotion
initiatives by Gillies (1997) demonstrates that the concept of social capital has world-wide
applications, the majority of articles about social capital have appeared in American
publications — most notably the online journal The American Prospect — and therefore
tend to refer to organisations and activities which are specific to the USA. The collection
of social capital literature 1s small in comparison with the volume of studies of social
support or stress, and includes what Putnam has called ‘the seemingly unrelated body
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 Catalogue website address is:

http://www.ids.ac.uk/bids/bids.him
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A particularly useful feature of the US online literature is that many full-text articles can
be downloaded or printed directly 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 ate given in the references to Part I, although it should be
noted that these may be subject to change.
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PART II

Secondary analysis of British
data

Helen Cooper, Sara Arber and Jay Ginn



Summary of Part II

Part T provided a literature review of research on the links between social support and
social capital n relation to health and health-related behaviour. Part II examines social
support and social capital in relation to health and health-related behaviour using three
British national datasets: the HEA Health and Lifestyles Survey (HALS) for 1992, the
Health Survey of England (HSE) for 19934, and the General Household Survey (GHS)
for 1994,

Material living conditions and socioeconomic position 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
‘neighbourhood social capital’. Social capital influences the 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 neighbourhood than is the case {or men, and that low social
capital contributes to feelings of stress among women. Women living in neighbourhoods
which they percetve to be high in social capital were less likely 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 important than contact with
relatives for influencing health, but a more subjective indicator of social support based on
personal feelings about {riends and relatives was a more important {actor in influencing
health than the amount of contact. There was no evidence that social support reduced
levels of stress after controlling for poor material living conditions and socioeconomic
position. Perceived social support [rom {riends and relatives was associated with lower
levels of smoking and a better diet, after adjusting for socioeconomic variables which are
strongly linked to these two health behaviours.
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Recommendations

1. Future health surveys should include measures of social capital, for example, the
measure of neighbourhood social capital derived from the HEA Health and Lifestyles
Survey. More information about the extent of community participation in a wider
range of activities and over a longer time period than two weeks would also be
valuable. In addition, indicafors of social capital which relate to perceptions of trust
and security should be added to future surveys.

2. 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 frrends asked
separately from frequency of contact with relatives.

3. Measures of social capital and social support are related to an individual’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.

4. It is important to measure social capital 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 neighbourhood.

5. 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. Conceptualising social
capital and social support using
British survey data

The relative in{luence of structural factors on health and lifestyle has been the subject of
extensive debate in Britain (Townsend, Phillimore and Beattie, 1988; Wilkinson, 1996). There
is substantial evidence that low social class and poor material living conditions adversely
influence health and health behaviour, but much less 1s known about the contribution of
social capital and social support (see Part ).

Based on data from three large-scale British surveys, Part IT 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 identilies those with particularly poor social
support and low levels of social capital, as well as those most likely to be in poor health
and engaging in health-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 HEA 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; therelore we analyse how these vary for men and women
according to their age and key socio-demographic and socioeconomic characteristics.
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Datasets and analysis

The research involves the analysis of three complementary national datasets. The age
distribution of men and women in each dataset 1s shown in Table 5.1.

Table 5.1. Percentage of men and women in each dataset by age group

HALS, 1992 HSE, 1993-1994 GHS, 1994

Age Men Women Men Women Men Women
16-24 191 179 135 126 - -
25-34 21.7 210 198 198 - -
35-44 184 181 181 176 - -
45-54 163 161 164 154 - —-
55-64 137 138 140 125 - -
65-74 10.8 13 11.9 126 654 56 3
75-84 - - 52 74 284 323
85+ - - 09 20 61 114
% 1000 1000 1000 1000 1000 1000
N= 2487 2520 14867 17 507 1505 2125

Investigating social capital 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 directly 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 ol socioeconomic group (SEG) (see Appendices B and C).

Our analysis uses cross-tabulation to provide an understanding ol the pattern of
relationships, and these results are presented as {igures and tables in each chapter. Actual
percentage values have been included on the figures (rounded to the nearest whole
number), and, where this was not appropriate, the percentages are given in tables in
Appendix E. In addition, multivariate logistic regression analysis is used to examine the
relative influence of social capital and social support on health and health behaviour by
statistically controlling for other relevant 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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1. The HEA Health and Lifestyles 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 proportional to the household size
of each respondent. This survey asks respondents about the type and quality of social
contact with {riends and relatives. It also contains information on community activity,
length of residence and the individuals’ perception of the quality of their neighbourhood,
which form the basis of our social capital measures. The HALS data include measures of
reported stress, health status and smoking as well as socioeconomic measures, such as
social class, material 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 30 000
individuals aged 16 and above, The survey contains detailed questions on diet and
smoking, as well as a series of questions about perceived social support {rom friends and
relatives. This information can be related to an individual’s socioeconomic 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 living and
frequency of contact with neighbours, {riends and relatives (Bennett ef a/, 1996). The
GHS does not ask these questions related to social support of respondents below 65. Qur
analysis is therefore restricled 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 Iiving arrangements.

Measuring social capital

Social capital is conceptualised as a ‘community resource’ which is created from everyday
social interactions and social networks and is founded upon the principles of trust,
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reciprocity and community patticipation for mutual benefit (Putnam, 1993; Bullen and
Onyx, 1998). Social capital is a multi-dimensional concept and may include the collective
economic and cultural resources available to a community as well as the level of social
trust and social support networks (Putnam, 1993). A detailed review of research literature
on social capital is provided in Part 1.

Based on large-scale surveys in the US, many researchers have measured social capital
according to reported levels of social trust and group affiliation (Putnam, 1996; Kennedy,
Kawachi and Prothrow-Stith, 1996; Coleman, 1988). Others have used church
membership and neighbourhood support to measure community involvement and social
interaction (Runyan, 1998).

Bullen and Onyx (1998) conducted an exploratory sutvey to identify the undetlying
elements of social capital. Based on adults aged 18-65 living in one of five communities
in New South Wales, Australia, a total of eight factors were found to capture ‘social
capital’. These were: participation in the local community, proacttvity in a social context,
[eelings of trust and safety, neighbourhood 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 trust,
tolerance or perceived value of hife or work which could be used to indicate social capital.
However, respondents are asked six questions about the area in which they live: whether
they enjoy living in their neighbourhood, if neighbours lock after one another, whether
they perceive the area Lo be sale 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 individual’s neighbouthood. It is important to
note that this is a measure of the individual’s perception of the level of social capital in their
neighbourhood, rather than an area-level characteristic of the surrounding environment.
In addition, the components of our neighbourhood social capital scale may be culturally
specific and may not 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 1o live in, with good facilities
and strong neighbourhood ties benefit {rom living m an area with a high level of social
capital, whereas those who report that they feel unsafe, lack community facilities and
neighbourhood support do not. For our analysis we distinguish between four levels of
perceived social capital based on their scored response: low (score —6 to 0), medium
(score 1-2), high (score 3—4) and very high (score of 5-6) — see Appendix A. We refer to
this measure as neighbourbood social capital.

Quantitative indicators of social capital, based on surveys of individuals, complement
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existing aggregate level analyses of social capital (see Part I) and allow the distribution of
social capital to be analysed 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 neighbourhood 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
soctal capital we supplemented the above index with other measures {rom HALS relating
to community activity, social integration and experience of crime and/or attack.

Community activity was measured according to whether or not the respondent
participated in a voluntary or community group, was involved in any religious activities or
attended an adult education class in the last two weeks (see Appendix A). Putnam (1993)
suggests that involvement in community activities ot ‘civic engagement’ may develop new
social networks and facilitate the development of social capital through shared norms,
trust and reciprocity. This HALS measure is based only on reported community activity
in the last two 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 soczal integration indirectly according to
the length of time an individual had been living in the area, which we assume is related to
involvement in informal social networks. Putham (1996) argues that residential mobility
and difficulties 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 year or less compared with an intermediate
petiod 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 expetienced 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 taken to
indicate low social capital, as shown by experience of crime or attack.

The social correlates of social capital

Previous research based on large-scale 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 neighbourhood social capital. Figure 5.1 shows that the percentage of men and women
with high social capital varies significantly according to their age. Over half of older
people aged 55-74 years report high social capital compared with 36% of women and
only 27% of men aged 16-24 years. Older age groups may have more favourable
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, but between 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.

Participation 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
community activity than their younger counterparts, with approximately one-third aged
between 45 and 74 involved in voluntary, religious or community groups in the last two
weeks, compared with 24% 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 activity increases from 14% to 20% between the ages of 25-34 and
3544 years, for men there is no further increase with advancing age.

The age-related increase in social capital and the greater community participation of older
women supports 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 generational decline in social trust and social capital rather than
differences due to stage in the life course, but it 1s 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) as one factor associated with the decline in social capital over time. He argues that
women who traditionally were most actively mvolved in facilitating local community
activity and social networks are now more likely to enter paid employment and centre
their social activity and networking around the wotkplace (Putnam 1996; Skocpol, 1996).
In spite of the increasing 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 s little variation in neighbouthood social capital according to
employment status, apart from very low levels reported by the unemployed. Figure 5.3
shows about halfl of all men and women have a high social capital score, with the exception
of the unemployed. For both sexes, being unemployed is associated with decreased social
capital, with only 40% of women and 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
ot being in full-time education is not associated with lower neighbourhood social capital
relative to those in paid employment. However, social capital 1s markedly 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 between
the unemployed and the economically inactive, but the [ormer may have a more severe
lack of financial resources and be more likely to live in a poorer quality neighbourhood.

Figure 5.4 clearly shows much lower community participation among the unemployed
compared with the employed and the economically inactive. This is particularly marked
for women, with community participation three times more likely among women who
work full-time (21%) and nearly [our times 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 these
measutes. However, those who are unable to {ind paid work are less actively involved in
community activity and rate their living environment more negatively. To the extent that
our measure ol 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 without paid work will still
benefit from living in a safe area, whilst an area with few community {acilities is likely to
be perceived less [avourably by the employed and unemployed alike.

Measuring social support

The concept of soctal 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, 1988). The
functions of social support include the availability of network members for practical help,
information and emotional support. A [urther distinction is often made between social
supportt that is ‘perceived’ to exist by the individual and actual ‘received’ social support
(see Part I).

The main limitation of using HALS data to measure social support is that the questions
were originally designed as indicators of ‘psychosocial health’. Respondents are asked
whether they have any close {riends and close relatives that they see or speak to on a
regular basts (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
contact covers a structural aspect of social support, by indicating the relative importance
of friends and relatives 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 soctal 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 1o emotional support, a confidant(e) or practical assistance. It is also
impossible to distinguish 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 supportt into a real-life context, other researchers have
used 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 alternative is to measure actual or ‘received’
social support or the extent of social interaction. From HALS we have derived a measure
based on repotted contact with friends and family over the two weeks preceding the
survey. Respondents were asked separately about {riends and relatives in 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 visits. Responses to these [our items were
scored and used to create two indicators: actual contact with relatwes and actual contact
with friends (see Appendix A). Using these two scales we can distinguish between those
with 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 friends and family will be positively
related to social support. In addition it is likely that 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 relatives. However, a severe illness or disability may increase contact with
telatives who are providing emotional and/or practical support. We are only able to
establish whether or not a contact was made with {riends or relatives over a two-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 relatives 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
{riends and relatives; actual contact with friends and actual contact with relatives 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 two-week period decreases with increasing age for men and women,
whilst actual contact with relatives does not vaty by age for etther sex.

Studies have shown that social support, as measured by 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 dillers {for men
and women according to their martal status. Men who are divorced are slightly less likely
to say they have both close friends 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 are most likely to report close
friends only (rather than close relatives), which could suggest that close relationships for
the married are more likely to be centred around home and family 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 and relatives.

As discussed eatlier, the length of time living in an area may relate to the degree of social
integration, which mn turn is linked to social capital. The degree of integration into a
community may also influence the availability or receipt of social support. Figure 5.6
shows that length of residence is significantly associated with having both close friends
and relatives. Men and women who have lived in an area [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 results 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 etther friends or relatives.



Table 5.2. Social support from friends and relatives by 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 1elatives 74 71 75 73 80 79 78 79
Close relatives only 12 16 16 14 7 11 12 10
Close friends only 11 9 5 9 10 8 3 2
No close friends or relatives 4 5 5 5 2 3 3 2
% 100 100 100 100 100 100 100 100
N= 1015 862 607 2484 982 863 676 2621
{b) Actual contact with friends in last 2 weeks
4 types of contact 45 22 20 31 40 26 22 30
2-3 types of contact 33 39 32 34 38 42 35 39
0-1 type of contact 22 39 49 35 22 32 44 31
% 100 100 100 100 100 100 100 100
N= 1015 862 6083 2485 981 863 676 2620
{c) Actual contact with relatives in last 2 weeks
4 types of contact 20 19 18 18 23 22 22 22
2-3 types of contact 44 48 49 46 50 50 51 51
0-1 type of contact 37 34 35 35 27 28 27 27
% 100 100 100 100 100 100 100 100
N= 1015 864 607 24386 981 863 675 2519

{a) P < 001 for men and women, (b} P < 0 001 for men and women; Ic) P (ns) for men and women

Source HEA Health and Lifestyles Survey, 1992
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[T Neither
close friends
or relative

M Close friends
only

[[] Close relatives
only

[H Close friends
and relatives

Married Single Widowed Divorced

Men
P <0.001

Neither
close friends
or relative

I Close friends
only

[ Close relatives
only

[ Close friends
and relatives

Married Single Widowed Divorced

Women

P < 0.001

Source: HEA Health and Lifestyles Survey, 1992

Fig. 5.5. Perceived close contact with friends and relatives by marital status: men
and women aged 16-74 years*

*Actual percentages are shown in tables in Appendix E.
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Fig. 5.6. Perceived close contact with friends and relatives by length of time living in
area: men and women aged 16-74 years*
*Actual percentages shown in tables in Appendix E.
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Structure of Part I1

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 sell-assessed health (Kawachi, 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 in detail using data from the HEA
Health and Lifestyles Survey. Measures of 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 status. We also
consider whether any positive association between social support or social capital and
sel{-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 behaviours: smoking and
diet. Results are primarily based on data from the Health Survey 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 smoking vary
according to percewved social support from friends and relatives after controlling for
structural factors, such as social class and material deprivation, that are known to be
strongly associated with these health behaviours.

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. Social support measures are based
on reported frequency of contact with neighbours, friends and relatives. We investigate
whether the association between these measures and self-assessed health and 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, diet and smoking behaviour of men
and women in different ways. Thirdly, it highlights the relative importance of structural
factors, social capital and social support in determining health and health behaviour.



6. Relating social capital and
social support to health status
and reported stress

How social capital and social support relate to the health of individuals {rom different
socioeconomic backgrounds has been the subject of little large-scale research in Britain.
Chapter 5 demonstrated how these concepts could be quantified using data from the 1992
Health and Lifestyles Survey (HALS) (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 living circumstances,
social class and employment status. Details of all the variables used in this analysis are
included in Appendix A.

Socioeconomic position, perceived
stress and health status

We use four indicators to capture different dimensions of an individual’s socioeconomic
position and material living environment. Qur analysis includes the individual’s
occupational social class, their highest educational qualification, current employment
status and a scored index of ‘personal deprivation’. The latter measure is based on the
material resources available to each individual in their household, such as central heating
and car ownership. Details about how this scale was constructed are given in Appendix A.

The HALS data include the respondent’s assessment of the amount of stress they have
p y
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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 positive as well as negative depending
on its meaning to the individual concerned (Tutner 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 with 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 {indings are likely 1o rellect the
work-related stress of those employed in professional occupations, patticularly women,
with lower occupational groups generally reporting lower levels of stress. Relatively high
levels of stress are reported by the unclassi{ied group, which in HALS includes those who
are not currently in 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 the last
year. It is impossible to tell from this cross-sectional survey data 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 deprivation index
— PDI) and LLI for men and women. For all age groups, those living 1n the most
materially deprived conditions (PDI score 3-+) are more likely to have a chronic illness
than those with a PDI score of 0, and this is particularly marked {or men aged 35-54 and
older women aged 55-74 years.

Relating social capital and social support
to reported health status and stress

We begin by analysing the relationship between social capital, reported health status and
stress, 1o 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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Divorced/
separated

Widowed
Marital status

Marnied/cohab

Single

Fig. 6.2. Percentage reporting large amounts of stress by marital status: men and

Source HEA Health and Lifestyles Survey, 1992
women aged 16-74 years

P < 0001 for men and women
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Table 6.1. Percentage reporting limiting long-standing illness by personal
deprivation (PD]) score: men and women aged 16-74 years

PDI score

0 1 2 3+ All P (Sig)
{a) Men
16-34 5 6 9 13 7 <005
N = (428) (277 (147) (106} (958)
35-54 10 10 15 29 12 < 0001
N= (538} (141) (62) (60} (802)
55-74 23 40 34 37 30 < 0.01
N= (312) {120 (57) (69} (558)
All aged 16-74 11 15 16 24 14 < 0.001
N = (1278} (540) (266} (235) {2319)
{b) Women
16-34 6 10 9 16 9 <001
N= {75} {238) (132} (1501 (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} (103) (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 neighbourhood social capital derived {rom 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 neighbourhood social capital is associated
with greater stress, but some evidence that men with a very high level of neighbourhood
social capital are more likely to report very good general health than those with low social
capital. For women, very high social capital is signilicantly associated with good general
health. Approximately half of women with very high neighbourhood social capital report
that their general health is very good, which decreases to 43% among those with low
soctal capital. Women with a low neighbourhood social capital score are also significantly
more likely to report high stress and limiting long-standing illness compared with those
who have very high social capital, whereas for men there 1s no statistically significant
relationship between social capital and the three health measures. Our results suggest that
the relationship between neighbourhood social capital and health is gendered, with
women’s health being adversely affected by a poor social and living envifonment, but this
is less evident for men.

Similarly 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% reported very good health, but among those who were not involved in
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Fig. 6.3. Neighbourhood social capital and health status: men and women aged

16-74 years*

*Actual percentages are shown in Appendix E
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Table 6.2. Percentage reporting 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
Fairty 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 < 0 01
Source HEA Health and Lifestyles Survey, 1992

Table 6.3. Levels of stress according to whether victim of crime or attack in last
year: men and women aged 16-74 years

Men Women
Not victim  Victim of crime All Not victim  Victim of crime Al
and/or 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
% 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 was 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 15 % 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 crime, with men
more likely to report no stress at all in the last year.



Table 6.4. Percentage of men and women reporting very good health by age and social support from friends and relatives

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 relatives 47 (746) 50 (606) 44 {451) 47 {1805) 50 (787) 54 {676) 41 {529) 49 (1991)
Close relatives only 49 {117) 49 {134) 40 (94) 46 (346) 44 {73) 41 {91) 38 (81) 41 (245)
Close friends only 47 (109) 48 (78) 35 (27) 46 (214) 43(100) 40 (66) 47 148) 43 {213)
No close friends or relatives 41 {(43) 43 {40) 20 (28) 36 (111) 34 {19) 36 (22) 41 (17) 37 (57)
P{Sig) ns ns ns ns ns <005 ns <005
(b} Actual contact with friends in last 2 weeks
4 contacts 50 {460) 51 (192) 50 (120) 50 (772) 52 (338) 57 {222)  511(144) 53 (754)
2-3 contacts 45 (330} 52 (330) 43 (190) 47 (853} 47 {3786} 54 (361) 43 (236) 49 {972)
0-1 contact 45 {225) 44 (336) 39 (291) 43 (852) 44 (215)  421271) 34 (294) 39 {780)
P {Sig) ns ns ns <005 ns <001 <001 <0001
{c) Actual contact with relatives in last 2 weeks
4 contacts 45 (202) 52 (162) 43 (107) 48 471) 52 {229) 52 {183} 43 {14b) 50 (5663)
2-3 contacts 48 (443) 47 {407) 42 {288) 46 {1140) 48 {490} 53 {429) 36 (345) 46 {1263)
0-1 contact 48 {370) 49 {290} 40 {205} 47 (866) 47 (259) 46 (238) 47 (184) 47 1681)
P (Sig) ns ns ns ns ns ns ns ns

VIVA HSILIYG 40 SISATYNV AYVANODHIS 08

ns = not statistically significant at P < 0 05 level
Base numbers are given in 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 significant other may care {or an individual's health needs or
encourage lifestyle behaviours that promote better health. Table 6.4 shows how the HALS
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 {riends 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, only 36% of 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 vatiation in the reported health
status of those with close friends and/or relatives. Over half of women aged 35-54 with
close {riends and relatives report very good general health, but this {alls to approximately
40% among women in close contact with 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)).
Increasing contact with friends is positively related to general health, with over half of
men and women aged 16-74 years 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% of women who have little or no contact during this time period.
This difference 1s especially marked for older men and women where the proportion
reporting very good health is consistently reduced as contact with friends becomes more
mirequent.

The relationship between contact with relatives and health is more inconsistent and does
not reach statistical significance. The greatest proportion of men aged 16-34 and older
wormen aged 5574 report very good health when there is little or no contact with relatives
(Table 6.4(c)). However, in some age groups there is a suggestion that frequent contact
with relatives is posttively related to health status, particularly for older men. Overall our
results suggest that actual contact with {riends is more strongly associated with self-
assessed health than contact with relatives over a short time period of two 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 limiting long-standing illness or
disability may reduce visiting and outside social activities with [riends and relatives, but
ncrease 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 neighbourhood 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
{riends 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 individual’s socioeconomic position; being unemployed
was associated with low neighbourhood social capital and less community participation,
whilst marital status influenced the amount of contact with friends and relatives.
Numerous research studies have shown that socioeconomic characteristics are associated
with reported health and stress for both sexes (Townsend, Phillimore and Beattie, 1988;
McLeod and Kessler, 1990), although the structural position of men and women may
differ (Arber, 1997; Atber and Cooper, 1999).

It 1s therefore important to control for age, sex and socioeconomic characteristics in order
to examine 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 logistic
regression analysis (see Appendix D). Separate models are computed for men and women
to highlight any gender differences in the effects of social capiral 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
general health, and the odds of having a limiting long-standing illness (LLI) are given in
Table 6.7. Two logistic models are presented in each table; the first includes age, marital
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 fit’
model is presented (see Appendix D). The results are given separately for men and
women to illustrate any gender differences in the factors associated with health and stress.
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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 86% and 62% respectively compared to women aged 16-24 years, which
may relate to stresses associated with the main years of family {ormation 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 6574 years having significantly lower stress than
this group.

Marital status is strongly associated with stress, but differently for men and women. Single
men are 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 two 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
are 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
1, 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 (PDI score of
3+), the odds of high stress are increased by 94% for men and 67 % for women compared
with those with a PDI score of 0. The finding that the highest social classes and most
materially disadvantaged have the 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

Model 1 Model 2 Model 1 Model 2
Age T ns Tt 11
16-24 100 100 100 100
25-34 097 096 135 151
35-44 090 099 186™* 226%%*
45-54 090 102 162*% 191%*
55-64 063 075 099 1.29
65-74 042** 0 50* 063 085
Marital status Tt Tt Tt Tt
Marned/cohabiting 100 100 100 100
Single 060** 0 65* 1.06 118
Widowed 190 198 138 141
Divorced/separated 157 154 232%%* 2 37***
Social class Tt Tt Tt kel
| 100 100 100 100
1l 145 145 069 072
1IN 093 095 041 045
HIM 079 082 066 073
VNV 068 071 048 051
Long-term unemployed 110 118 055 059
In education/training 074 074 063 066
Sick/disabled 2 26* 224> 133 159
At home 199 21N 067 074
PDI score T T T ns
0 100 100 100 100
1 107 104 110 099
2 145 132 141 123
3+ 194** 1.79** 1,67%* 129
Neighbourhood social capital ns T+t
Very high 100 1.00
High 132 1 45*
Medium 127 147*
Low 135 2 41%%*
Whether victim of crime or attack ns T
No 100 100
Yes 136 150*
Length of time living in area ns T
10+ years 100 100
4-9 years 115 097
2-3 years 1.27 123
1 year or less 153* 174**
N= 1906 1906 2444 2444
ALLR 787 118 106 5 454
A df 19 7 19 7

Significance of difference from reference category *P< 005, **P<001; *** P< 0001

Significance of vanable in the model TP < 005, 1P < 001; T11P < 0 001

Variables not statistically significant 1n the final model, educational level, employment status, involvement with

friends, kin Involvement, close contact with friends/relatives, community activity

Source HEA Health and Lifestyles Survey, 1992
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women and to show that social capital influences stress for women only. The overall
conttibution of social capital 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 mnverse assoctation between neighbourhood social capital and stress
for women. Women with low neighbourhood social capital have an odds ratio more than
twice as high of reporting large amounts of stress relative to women whose level of social
capital 1s very high. The odds ratio of siress is increased for men with low social capital,
but does not vary significantly from the reference category.

Being the victim of crime or attack is significantly associated with stress for women but
not {or men after controlling for material deprivation and social class in the model. Being
resident in an area [or one year or less is associated with greater stress for both sexes
relative to long-term residents of 10 or more years, but this variable only reaches overall
statistical significance for women.

Adding measures of social capital 1o the model does little to alter 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 between 35 and 54 years remain most likely to report
large amounts of stress, along with divorced/separated women, but personal deprivation
is no longer a significant predictor of stress. This could suggest that differential levels of
social capital in the area of residence can explain at least part of the association between
structural disadvantage and stress {or women. Women living in the most materially
deprived circumstances also tend to live in areas with lower neighbourhood social capital,
and negative perceptions of their living environment and community may contribute to
their greater levels of reported stress.

Limiting long-standing illness (LLLI) for men and
women 16—74 years

There is a strong association between age and reporting limiting long-standing illness.
Table 6.6 shows that 16-24-year-old men and women are least likely to have a chronic
illness, with the highest odds of LLT found {or those aged 45-54 years relative to this
group (Model 1), after controlling for employment status and PDI in the model.

The only two measures of socioeconomic position which were significantly associated
with LLI were employment status and the PDI measure of matetial 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

Madel 1 Model 2 Model 1 Model 2
Age 1t Tt 1t Tt
16-24 100 100 1.00 100
25-34 JpPr# 337 109 110
35-44 369%** 326%%* 194%* 191%+*
45-5H4 8047 ** 7.097*+* 4 47%*% 3 9p**#
55-64 7 59*#* B71*** 334%*+ 3 34*%*
65-74 4 32%*~ 366%** 2 54x** 2 4Q*~¥*
Employment status +it Tt Tt Tt
Work full time 100 100 100 100
Work part time 355*** 353*** 1.09 112
Unemployed 1.89%+ 186* 2 45%* 2 42%*
Non-employed 6 39*** 7 25%** 3 14#x 327%x*
PDI score Tt + Tt t
0 100 100 100 1.00
1 143* 139* 162*F 150"+
2 159* 146 147+ 131
3+ 2,17%%* 190** 183%** 1 49*%
Neighbourhood social capital ns Tt
Very high 100 100
High 093 1.27
Medium 123 1 59%
Low 127 194%*>
Contact with friends 1 ns
4 contacts 100 100
2-3 contacts 134 106
0-1 contact 164%* 135
N = 2004 2004 2552 2552
ALLR 304 0 122 1949 199
Adf 11 5 11 5

Significance of difference from reference category. *P < 005, **P< 001, *** P< 0001

Significance of variable in the model 1P < 005, TP < 001, TP < 0 001

Variables not statistically significant in the final model marital status, social class, educational level, kin involvement,
community activity, close contact with friends and/or relatives, length of time living in area, whether victim of ctime
or attack

Source HEA Health and Lifestyles Survey, 1992

class did not have a significant effect (Model 1). Full-time workers are least likely 1o have
a chronic illness, with an odds ratio of over six for non-employed men and over three for
non-employed women compated to those employed [ull time. Being unemployed is also
significantly associated with having a limiting long-standing 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
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are likely to represent a ‘healthy worker’ elfect (Sterling and Weinkam, 1985), with only
the healthiest men and women being selected into paid employment and retained by the
labour force.

After controlling for employment status 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 derivation on our PDI scale. Women who are not materially deprived
(PDI score 0) 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), neighbourhood
social capital is signilicantly 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
ot low level of neighbourhood social capital have their odds ratio of LLI significantly
increased by 59% and 94% respectively compared to women with very high
neighbourhood social capital after controlling for the other variables in the model. This
contrasts with men where low neighbourhood social capital is not significantly different
{rom the reference category and overall neighbourhood social capital does not make any
significant contribution to the model. However, men who had little contact with friends
over a two-week period (0-1 types of contact) are significantly more likely to have a
reported chronic illness than those with the maxmmum of four types of contact during this
time (Model 2). For women, involvement with friends is not significantly associated with
theit chronic health status alter controlling for their level of social capital and
socioeconomic position, although the odds ratio of LLI is higher (1.35) for women with
minimal contact compared to the reference category of four types of contact,

The overall influence of social capital and social support measures on limiting long-
standing illness in these logistic models is much lower than 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
90% among men and 49 % among women who are most deprived. This could suggest that
some of the adverse ellects of living in poor material circumstances on health are related
1o neighbourhood social capital and contact with {riends.

One explanation for these {indings is that individuals who ate materially deprived are also
more likely to report living in a neighbourhood with a low level of social capital, and this
is associated with chronic ill health — particularly for women. However, it is also likely that
community resources, such as transport 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 contact with friends (but not relatives) may be made more problematic for those
with LLI, and decreased contact, particulatly for men, may contribute 1o greater {eelings
of social isolation and lower social capital.

The association between employment status and LLI 1s not weakened by controlling 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 LLIL.

Very good general health for men and women
1674 years

There 1s little difference in the reporting of very good general health {or men of different
ages, and for women there is a curved relationship with better health reported by women
aged 35-44 years (Model 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 relative to the reference
category of 16-24-year-olds (Table 6.7, Model 1), after social class and material
deprivation are included in the model.

General 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 substantially increased for those employed in manual
occupations (classes ITIM to V) relative to social class 1. Women in social classes I and IT
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 10 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 deprivation was not significantly
associated with general health [or 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 Likelihood Ratio) by 90.7 for
men and 143.0 for women.
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Table 6.7. Odds ratios of less than very good general health: men and women aged

16-74 years
Men Women

Model 1 Model 2 Model 3 Model 1 Model 2 Model 3
Age ns ns T Ttt Tt Tt
16-24 100 100 1,00 100 100 100
25-34 119 1.16 108 074 074 067*
35-44 1.14 107 093 072* 0 69* 061**
45-54 119 1.09 103 095 088 086
b55-64 110 104 104 101 097 0899
65-74 169** 157*% 169%* 145% 133 161
Social class Tt Tt Tt inn) Ftt Tt
| 100 100 100 100 100 100
I 138 133 130 084 087 09
1IN 212*** 207** 2 14%x*> 119 1.24 144
1M 182** 174%% 1 95%*# 156 1.62 187
IV 179** 172 197** 128 131 158
Long-term unemployed 2 AB** 2 33** 257"+ 343" 342+ 393*
FT education 2 81**x 2 83**+ 3 12*** 112 122 131
Sick/disabled 10 Q7#*** 970*~* 976*** 7.76%* 7 74%* g37*%*
Looking after home or family 143 147 163 188 163 185
PDI score ns ns ns Tt 11 T
0 1.00 100 100 100 100 100
1 125 123 123 1494#* 141+ 143**
2 127 120 117 176%** 162** 158**
3+ 129 119 115 150%* 130 128
Neighbourhood social capital ns ns ns ns
Very high 100 100 100 100
High 110 109 123 118
Medium 105 099 128 120
Low 132* 120 ] 41 125
Contact with friends 1 1 Tt Tt
4 contacts 1.00 1.00 100 100
2-3 contacts 1 30* 1,33** 117 114
0-1 contact 134* 137** 149%** 148**
Stress in last 12 months Tt Tt
None 100 1.00
Small amount 100 150%*
Moderate amount 178%*x 267***
Large amount 2,007** 291xx*
N= 1939 2491
ALLR 907 1356 445 143 0 133 66 6
A df 16 5 3 16 5 3

Significance of difference from reference category *P < 005, "*P< 001, *** P< 0001
Significance of variable in the model TP < 005, ¥1P <001, TT1P < 0001
Variables not statistically significant in the final model, marital status, educational level, employment status, whether
victim of crime or attack, kin involvement, perceived close friends and relatives, length of tme in area, community

activity

Source HEA Health and Lifestyles Survey, 1992
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The measure of neighbourhood social 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 neighbourhood
social capital are most likely to report poor health (Model 2).

Involvement with friends was the only measure of social suppott significantly associated
with general health. The variables measuring actual contact with relatives and perceived
close contact with friends and relatives were not selected into the (inal 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 friends i1n Model 2 does not alter how age and
social class relate to general health. 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 active
involvement with friends and to have a low level of neighbourhood social capital. The
{ormer may be facilitated by adequate financial or material resources, such as a car or
telephone, whilst living in materially deprived household circumstances is likely to be
associated with living in areas with a low level of neighbourhood social capital.

Model 3 examines whether the association of social capital and social support with self-
assessed health can be accounted for by variation in the amount of stress reported by
these gioups. Controlling for stress improves the fit of the model by 44.5 for men and 66.6
{or women, which is greater than the contribution of social capital and social support in
Model 2, but substantially lower than that of age and socioeconomic variables in Model 1.

For both sexes, stress is strongly associated with subjective health after controlling {or
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 between social class and
general health for men and women, and material deprivation 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
capital once stress is included in the model. Decreased social support, as measured by
reduced contact with friends, is still associated with poorer general health for men and
women alter controlling for stress. These findings could indicate that much of the
association between social capital and general health is not a direct one, but is mediated
by stress. If individuals with low social capaital are more likely to experience stress which
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is negatively related to their general health, then this Iends support to the theory that high
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 {requent
contact with friends is related to higher levels of reported stress among this group.

Discussion and conclusions

Our analysis 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
neighbourhood social capital, but women are more likely to participate in community
actvity than men. It is not possible to establish whether these age differences are because
social capital has 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, 1997). 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 of 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 the variation in
health and reported stress between these groups.

Overall our analysis shows that health and levels of stress are much more strongly related
to socioeconomic factors than to social capital and social support. These are themselves
related to an individual’s social and economic resources. However, neighbourhood social
capital is independently assoctated with stress and health for women after controlling for
socioeconomic factors. Alternative measures of social capital — namely, being the victim of
crime and/or attack or living 1n an area {or 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 social capital, but general health



92 SECONDARY ANALYSIS OF BRITISH DATA

is poorer among those with low neighbourhood social capital. However, for both men and
women there is some evidence to suggest that stress can account for part of the association
between 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 their social environment to a greater extent than for men.
For both sexes, their socioeconomic position is the main discriminator of ill health and
stress.

The measures of social support were not significantly associated with stress after
controlling [or socioeconomic position and social capital. This suggests that having access
to a social support networl of friends and relatives is not [undamental to moderating or
alleviating stress after adjusting for these other factors.

Contact with friends was more closely associated with self-assessed health and limiting
long-standing illness than contact with telatives 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 and relatives, {unctions to ‘buffer’ the individual against the adverse effects
of stress on health, since the association between general health and reported stress was
not reduced by controlling for contact with friends. Our results support the suggestion
that social support from {riends is positively related to health regardless of an individual’s
level of stress (Barrera, 1986; Cohen and Willis, 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 excluded’ from the labour market,
who [eel dissatisfied with their social environment or who lack economic resources are at
greater 1isk of stress and of poor health. Although social support and social capital are
weaker determinants of health and stress than socioeconomic [actors, these measures
continue to have a significant independent influence on health and reported stress,
particularly for women.



7. Social factors affecting diet
and smoking

Chapter 6 demonstrates that social support and social capital are related to health status,
particularly for women. One explanation {or 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
towaids 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 two health-related
behaviours: quality of diet and cigarette smoking. Since this survey does not provide any
information indicating social capital, we also use the HEA Health and Lifestyles Survey
to investigate whether social capital (see Appendix A) influences the likelihood of
smoking among those aged between 16 and 74 years.

Health behaviours have been shown to be socially patterned, with the lower
socioeconomic groups most likely to smoke and least hikely 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 [riends and relatives is positively or
negatively associated with diet for men and women in different age groups. For example,
a high level of social integration may foster health behaviour, encouraging an mdividual
to lose weight or give up smoking (McBride et a/, 1998; Gottlieb and Green, 1984). Social
support may be beneficial in buffering stress, with stress associated with an increased
likelihood of smoking (Graham, 1993) and overeating (Greeno and Wing, 1994).
However, there is some evidence that peer pressure may encourage negative health
behaviours, such as heavy drinking and smoking (Stanton and McGee, 1996).

In this chapter, we examine the nature of the relationship between social support, social
capital and health behaviour, after controlling for underlying socioeconomic variation in
diet and smoking as well as other possible confounding (actors, such as health status and



94 SCCONDARY ANALYSIS OF BRITISH DATA

reported levels of stress. Our analysis presents results separately for men and women,
owing to established gender differences in these health behaviours (see Cooper, Ginn and
Arber, 1999).

Unlike the measures of social support used in Chapter 6, the HSE data include a more
‘subjective’ measure of social support based on personal feelings about family and {riends
rather than frequency of contact with these groups (Appendix B). A series of seven
questions ask whether the individual feels loved, happy, important and accepted, and can
rely on others for care, support and encouragement. Together, this information provides
a measutre of perceived social support. These tesponses are scored according to whether
the respondent considers that they are true, partly true or untrue and respondents are
classified into one of the {ollowing groups: no lack of social support, some lack of social
support and severe lack of social support (see Appendix B for further details). Since this
measure differs from the measures of social support based on types of social contact
(discussed in Chapter 5), the following section analyses variation according to key
socioeconomic and demographic 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 1o have a severe
lack of soctal support than men in each age group. For both sexes, the oldest and youngest
age groups are least likely to have adequate social suppott from friends and family. This
is especially marked among men, with 20% of 16-24-year-olds and 21% aged 85 and
above having a severe lack of social support compared with 15% of men aged 45-54
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 lack of social
support than the married, but within these groups living 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/separated living with other people; only 14% 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. 7.1. Percentage of men and women with a severe lack of social support by age
group
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the proportion is nearly halved for single women living with others. Unlike the never
married or divorced, being widowed is not strongly associated with a severe lack of social
support, with little variation among women who are widows, married or cohabiting.

These results are consistent with those found in Chapter 5 using frequency of contact with
friends and relatives as an indicator of social support. Men are more likely than women to
have infrequent contact with friends and relatives (Table 5.1) and a severe lack of
perceived social support. The divorced/separated are less likely to report close contact
with friends and relatives (Figure 5.5) and more likely to have a severe lack of perceived
social support than the married, with additional differences in social support according to
whether or not the individual lives alone or with other people.

Figure 7.3 shows that paid employment is positively associated with perceived social
support. More than one-quarter of men who are unemployed or economically inactive
have a severe lack of social support compared with under 15% of full-time workers.
These differences are much less marked for women, but the unemployed and other
inactive group are more likely to have a severe lack of social support than women who are
in paid employment, are full-time students or retired.

%
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Employed Employed Full-time Retrrad Keeping Unemployad Othar
fultime part-time student house inactive

P < 0.001 for men and women

Source: Health Survey for England, 1993 and 1994

Fig. 7.3. Percentage of men and women with a severe lack of social support by
employment status
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We begin our analysis by investigating how this indicator of perceived social support
influences the likelihood of having a healthy diet for men and women in different age
groups and socioeconomic circumstances. Smoking behaviour is then related to measures
of social support and social capital, using data {rom the HSE and 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 ‘diet score’ indicating the
relative ‘healthiness’, or quality, of their diet. A large negative score indicates an unhealthy
diet high 1n sugar, cakes, salt and saturated fats and low 1n fruit, vegetables and [ibre-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 atre more healthy than
men’s, with average scores of 1.21 and —0.86 respectively.

Figure 7.4 presents the average diet scores of men and women in different age groups.
There is a curvilinear relationship between age and quality of diet for both sexes, with the
poorest diet among those aged 1624 and 85+ and the healthiest diet among those in their
late 40s and early 50s. Women aged 16-24 have the worst average diet score of —4.6, which
increases to +2.6 {or those aged 45-54 and falls below zero for women aged 75 and above.
With the exception of the youngest age group, men have lower average diet scores than
women in each age group; men’s score only rises above zero between age 45 and 64.

The quality of diet eaten varies linearly with the Personal Deprivation Index score (Figure
7.5). Men 1n the most materally deprived group (score 4+) have the poorest diet, with an
average dier score of —3.9. This compares with a diet score ol —2.3 for those with a PDI
score of 2 and a diet score of approximately zero for the most materially advantaged
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 with
adequate material resources. This suggests that low income and lack of access 1o a car can
place constraints on the type of foods they can obtain.

Occupational soctal class is strongly associated with quality of diet based on the
consumption of vegetables, sugar and fat (see Appendix B). Figure 7.6 shows a linear class
gradient for both sexes in each age gtoup below 75 years. Men and women in the
professional and managerial classes are substantially more likely to have a healthy diet than
those in the manual classes. Women 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. 7.7. Mean diet scores for men and women aged 16+ by employment status

Being in paid employment is associated with a healthier diet (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
+2.1 respectively for men and women employed full time. The gender difference in
quality of diet is particularly marked among those who are employed part-time.

Figure 7.8 shows the average diel scores of men and women according Lo 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 {or men of the same age with no lack of social suppot:t.
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 ol social support. The eflect of
lack of social support in diet is much stronget 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 [actors, 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 {riends.
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Multivariate analysis: quality of diet

Logistic regression analysis is used to assess the relative influence ol socioeconomic
position and social support on diet quality. Using the HSE data, models are first presented
which show the 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 the model. Finally, a measure of stress (see Appendix B) is added in a third
sel of models 10 assess whether a high level ol 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 85+ are
most likely to have a poorer than average diet after controlling for health status,
socloeconomic group and material resources. For both sexes, a good diet is positively
associated with good general health. Howevet, 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 their diet.

Class is strongly associated with diet; the odds of a poorer than average diet are over two
times higher for men and women in manual occupations compared with the
professional/managerial group, and a poor diet is also more likely among those who have
never worked relative to this gtoup. In addition to social class, material deprivation 1s
strongly associaled with a poorer diet. The odds of a poorer than average diet are
significantly increased by 2.47 {or men and 2.80 for women with a PDI 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 [actors (Model 2). There is no difference in quality of diet
berween those who are married and cohabiting. Women who are widowed and living with
others have a poorer diet than martied women, whilst lone widows have a better diet than
married women. The results suggest a similar trend {or 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 martied after controlling for differences 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 44% for men and 35% for 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 tTtr Pt trt 1t Tt 11
16-24 100 100 100 100 100 100
25-34 0 5gn** 063%** 063%** 082%¢ 0 8O** 080**
35-44 056*+* 0 bg*** 0 58*** 0 65%** 0 63**~ 062%**
45-54 048%** 050*** 0 49*** 0564+ 0 54%** 0 53***
55-64 043%%* D AGH*> 0 43**~ 0 h2%*~ 0 byx** 0 49%**
65-74 0 52*"* Q bo*** 0 b1*** 0 60*** 0 B60*** 058%**
75-84 0 79* 084 078 087 090 086
85+ 089 092 084 154%*+ 167 162%*
General health Tt + T Tt Tt Tttt
Good 100 100 1 00 100 100 1.00
Farr 117" 1,14** 116** 129*%# 125%** 1.27%**
Bad 118 115 118 120* 1185 118
Chronic illness T Tt ttt T Tt ttt
No long-standing iliness 1.00 100 100 100 100 100
Chronte llness 0B1*** 081 ** 0 84*** 0 B82*** 082+ 083***
Socioeconomic group Tt Tt Tt Tt Tt Tt
Professional/managenal 100 100 100 100 100 1.00
Lower professional and rmanagerial 1.29%** 1.29%** 130%**%* 123* 1.21* 120*
Junior non-manual 1 49% %+ 1,46%*+* 1 45%~* 183%*x* 178%** 174%%*
Skilled manual 2 14%*x 2 0g*x~ 2 04%*> 2 02%%* 195*** 190%**
Semrskilled 2 14%=* 2 05%** 2 00*** 2 48*** 237*%%* 2 30***
Unskilied 2 60"~ 2 B2*x*¥ 2,43*** 272%7* 2 5gr** 257**
Never worked 143%** 136%* 135%* 192%+x 185%** 181+**
PDI score Tt Tt Tt Tt Tt Tt
0 100 100 100 100 100 100
1 118%>> 1 19%* 118*%** 133%»* 134%#* 134%%*
2 1567%* 1.60%~* 158*%* 170%%% 174%%* 1 74%*#
3 191+« 1,98%** 195%~* 2 10%** 2 15%** 2 15**+#
4+ 2 AT 2 Bp*x* 2 51%** 2 80*** 2 35%%* 2,83%**
Living arrangements Tt Tt T T
Married 1.00 100 100 1.00
Cohabiting 096 096 092 092
Single with others 104 103 094 093
Widowed with others 144 145 1.25% 125*
Divorced/separated with others 120 119 098 099
Single hves alone 0 69 ** 0 BO*** 087 087
Widowed lives alone 088 087 0 84* 084
Divorced/separated lives alone 084 083 083 093

Continued on next page
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Table 7.1. continued

Men Women

Model 1 Model 2 Model 3 Model 1 Model 2 Wodel 3
Social support Tt Tt Tt Tt
No lack of social support 100 100 100 100
Some lack of social support 1,16%**> 117*** 116*** 1 17%%*
Severe lack of social support 1.44% %+ 144%** 135**~ 137+
Stress Tt I
None 100 100
Little 083*** 092
Moderate amount 083* 084**
Quite a lot 083** 080%**
Great deal 084 101
N = 14 046 16 586
ALR (Adf) 9724 (20) 793(9) 17 4 (4) 1297.2 (20) 555 (9) 185 (4)

Significance of difference from reference category "P < 005, **P< 001, ***P < 0 001
Significance of variable In the model 1P < 005, TP < 001, t11P < 0001

Source Health Survey for England, 1993 and 1994

men and women experiencing some lack of social support relative to this group.) The
strong effect of structural factors on diet is little 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 elfect of social support on diet remains
unaltered 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
(HALS) showing variation 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 Appendices A and B), but
it is important to be aware of the different sample design of the HSE and HALS (sce
Chapter 5).
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Fig. 7.9. Percentage of men and women currently smoking cigarettes by 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 smoking for [6—24-year-olds, but men above
this age are slightly more likely to smoke than women, with the greatest gender difference
in smoking among the oldest group. aged 85 and above.

Smoking is strongly associated with material living conditions for men and women of all
ages (Figure 7.10). For adults under 75 years with a maximum Personal Deprivation Score
of 4+, the proportion of current smokers is more than doubled compared to those with
no material disadvantage (PDI score 0). This gradient in smoking 1s also evident among
older age groups: 27% of the most materially disadvantaged men and 20% of women
aged 75+ in this group are smokers compared to 5% and 8% of older men and women
who do not live in materially deprived conditions.

Figure 7.11 conlirms that 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 mnduce health-damaging behaviour. For those under 75 years
there is a clear gradient in smoking according to the adequacy of social support. Over
40% 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 75 and women over 55 years,
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Fig. 7.10. Percentage of men and women currently smoking by age group and
Personal Deprivation Score*

*The PDI score increases as the level of material deprivation becomes greater (see Appendix B)
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In HALS, regular smokers who have tried to give up are asked to give their reasons for
re-starting. Of those who were unsuccess{ul in quitting smoking, 8% said they re-started
because of stress and this was signilicantly more likely among women than men. However,
men were more likely than wormen to say they re-started because of encouragement to smoke
from friends and colleagues, in other words ~ peer group pressure. Approximately 5% of
those who had re-started said that help and support from [amily members would aid them
in giving up smoking, while 3% indicated that support from friends would be beneficial.

Figure 7.12 uses HALS data to examine the relationship beiween our measure of
neighbourhood social capital based on perception of the locality (see Chapter 6 and
Appendix A) and smoking in those aged 16~74 years. For women, smoking is associated
with low neighbourhood social capital. Only 20% of women living in areas with very high
social capital are smokers, but over 30% smoke among those with a medium level of social
capital and 40% when neighbouthood social capital is low. This consistent gradient in
smoking rates according to the level of social capital is found for all age groups of women,
with smoking approximately doubled for those reporting low social capital relative to
those with very high levels of social capital. In contrast, the association between social
capital and smoking is less consistent {or 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 not
consistently reduce as the level of neighbourhood social capital increases.

Table 7.2. Percentage of 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) (181) (798!
35-b4 24 37 <00 16 39 < 0001
N= (169) (690) (230} (632)
55-74 18 29 <005 12 26 <0001
N = (124) (483) (221 (449)
All 16-74 21 35 < 0001 17 34 <0001
N = 438) (2039) (632) {1878)

Source HEA Health and Lifestyles Survey, 1992

Individuals’ involvement in community activities, such as voluntary or religious groups, is
strongly associated with their smoking behaviour. Table 7.2 shows that the smoking rate
is 21% among men who engage in community activity but 35 % among those who do not.
These differences in smoking are even more marked for women, increasing for those aged
35-54 years from 16% among those who ate active in the community to 39% among the
non-active. Thus, neighbourhood social capital, community activity and social support are
all associated with a lower likelihood of smoking, particularly among women.



SOCIAL FACTORS AFFECTING DIET AND SMOKING 109

| | )

| @ Very high

B High
[[] Medium

B Low

16-34 35-54 55-74 All16-74

L , e

Men
16-34 P < 0.01; 35-54; 55-74 P [ns); 16-74 P < 0.01

%

45 43

40

- 35 [ Very high
30 M High

25 ] Medium
20 B Low

15 7

16-34 35-54 55-74 All 16-74

Women

16-34; 35-54 P < 0.001; 65-74 P < 0.01; 16-74 P < 0.001

Source: HEA Health and Lifestyles Survey, 1992

Fig. 7.12. Percentage of men and women currently smoking by neighbourhood
social capital and age group
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Multivariate analysis: cigarette smoking

Data {rom the HEA Health and Lifestyles Survey were used to assess the relationship
between smoking and social capital. Indicators of socioeconomic position and social
capital were entered into a logistic regression model which also controlled [or 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 {actors with smoking.

Table 7.3, Model 1 presents the odds of being a current smoker [or adults in the Health
Survey for England, after controlling for age, health status, socioeconomic position and
material 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% for men and 91% {or 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% for men and 55% for 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 {or age, socioeconomic position
and subjective health status. These results are likely to reflect the adverse elfects of
smoking on health and life expectancy as well as an increased tendency to quit smoking
because of long-term ill health.

Smoking is strongly associated with structural factors. The odds of being a smoker are
greatest for those in the unskilled group relative to the professional/managerial class (the
reference category), whilst women who have never worked are significantly less likely to
smoke than the reference category. The likelihood of smoking substantially increases as
material living conditions worsen. Among those with a Personal Deprivation Index score
of 4+, the odds of smoking are 3.8 times higher for men and 4.74 times higher for women
compared to those who are materially advantaged (PDI score 0). After controlling for
socioeconomic group and material resources, employment status is not a significant
predictor of smoking.

Lack of social support and certain living arrangements were both significantly associated
with smoking after controlling for structural factors. Including these variables improved
the fit of the model by 77.9 [or 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 likely to smoke. Men who are widowed and
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Table 7.3. Odds of smoking cigarettes: men and women aged 16+

Men Women

Model 1 Model 2 Model 3 Model 1 Model 2 Model 3
Age Tt Tt Tt Tt Tt Tt
16-24 100 100 100 100 100 100
25-34 1.02 095 095 097 093 089
35-44 095 088 088 089 093 092
45-54 081** 076** 075%* 086 092 0.91
55-64 0 bh*** 051*#** 0,50%** 0 64%~* 07717** 0 70%**
65-74 0 40**+ 037*%* 036*** 0 34*** 0 38*** 0 38***
75-84 0 19%%* Q17%** 0 [7%*= 016*** 0 18*** 0 18%**
85+ 0 12%** 0 10*** 0 10*** 0 09*** 0 10%** 0 10%**
General health 11 Tt Tt Tt TtT Tt
Good 100 100 1.00 1.00 100 100
Fair 158**> 1.68%** 158%** 143*%** 142%** 1 40***
Bad 160**%* 1,59%** 159%*x 155%<* 152%** 1 43%**
Chronic iliness Tt hunt T+t Tt Tt T+t
No long-standing iliness 100 100 1.00 100 100 100
Chronic iliness 086%** 0 8o*** 086+ 086%*+* 0 8b*** 0 85***
Socioeconomic group Tt Tttt Tt Tt Tt Tt
Professional/managerial 100 100 1.00 100 100 100
Lower professional and managernal 140%** 13g#= 1.40%** 095 0.98 099
Junior non-manual 138%** 137+ 138%%* 105 110 113
Skilled manual 1 89*** 186*** 1 86%% 138** | 44% %= 148%**
Semi-skilled 1 90%*#* 1.87%** 187%** 134™* 140%** 1,45%**
Unskilled 228%** 2,29%** 227%** 1 47%** 1 58*** 163***
Never worked 087 091 091 0B1*** 066*** 067***
PDI score Tt Tt Tt Tt Tt Tt
0 100 100 100 100 100 100
1 165m** 162%%* 161#*% 1.60*** 1.52x** 1 52##%
2 2 17%** 2 10=** 2 09%*# 250*** 227%x* 229%**
3 3 54*** 333%** 331*** 337%** 2.90%** 2. 971%#*
4+ 380*** 3 47%** 3 44x>* 474%** 391+* 393 **
Living arrangements Tt Tt Tt Tt
Married 100 100 100 1.00
Cohabiting 1 52%** 153*** 163*** 1 62%%*
Single with others 091 091 109 108
Widowed with others 137 139 1 29*% 129
Divorced/separated with others 165%** 165%** 156%** 1 B2***
Single lives alone 095 096 134%#* 132***
Widowed lives alone 139* 139* 106 105
Divorced/separated lives alone 167%%*> 160*** 148%** 1 45%=*
Social support T T in} Tt
No lack of social support 100 1 00 100 100
Some Jack of social support 110* 111% 111 111*
Severe lack of support 110 TN 119%* 117**

Continued on next page
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Table 7.3. continued

Men Women

Model 1 Model 2 Model 3 Model 1 Model 2 Model 3
Stress ns Tt
None 100 100
Little 090 092
Moderate amount 092 092
Quite a lot 092 109
Great deal 110 1 42%%*
N= 14171 16797
ALLR{Adf) 13815 (20} 77.9(9) 69 4 15856.9 (20) 87.6 (9) 320 (4)

Significance of difference from reference category *P< 005, **P< 001, ***P < 0001
Significance of variable in the model 1P < 005, TP < 001; TTTP < 0001

Source Health Survey for England, 1993 and 1994

living alone are significantly more likely to be current smokers than the married, but there
is no such difference for women. Being divorced/separated is strongly associated with
smoking regardless of whether the individual lives alone or with others. The odds ratios
of smoking are signilicantly increased by over 60% [or divorced/separated men relative
to married men. The odds for divorced/separated women are increased by approximately
half compared with married women. Whereas single men are no more likely to smoke
than martried, single women living alone are more likely to smoke than married women.

Smoking 1s 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 positive relationship between
lack of social support and smoking remains after controlling {or structural factors and
living arrangements, showing that percetved social support [rom 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 between stress 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 to feelings of stress (Graham, 1993).
There is no evidence that stress can account for the greater smoking of men and women
who lack social support, as this relationship remains unchanged when stress 1s included
in the model

Using data from HALS, we next analyse how smoking is related to social capital and
community activity. Figure 7.13 presents the odds ratios of smoking after adjusting for
socioeconomic and socio-demographic factors, namely age, sex, social class, employment
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Fig. 7.13. Odds ratios of current smoking by measures of social capital: for men and
women aged 16-74 years after controlling for age, socioeconomic position, health
status and reported stress

status and material deprivation (see Appendix B). For women, the likelihood of smoking
consistently increases as the level of neighbourhood social capital decreases, but 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 neighbourhood social capital is
low, compared with the reference category (very high neighbourhood 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 1.71 for men and to 2.21 for women who
do not participate in any voluntary or community group actrvity,

The benefits of neighbourhood social capital and communtty participation on smoking
behaviour exist independently of age, socioeconomic group, material deprivation, health
status and reported levels of stress. However, Figure 7.14 shows that structural factors
(social class and material deprivation) are more strongly associated with smoking than
neighbourhood social capital and community activity.

For men there is a statistically signilicant association between smoking and social class,
with the odds of smoking 3.26 times higher for men in social classes IV and V compared
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after controlling for age, social capital, health status and reported stress
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to those in social class I. 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 their 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 deprivation. Similarly, smoking is less strongly associated
with social capital and social support than with socioeconomic {actors.

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 behaviours
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 their 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 likellhood 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 perceptions of the quality of the
neighbourhood, was significantly associated with the health status of women but not men
after controlling for other factors (Table 6.6). Neighbourhood social capital is also a
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significant determinant of health behaviour among women only; low neighbourhood
social capital is associated with smoking. This suggests that the quality of the social
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 activity in
decreasing the likelihood of smoking applied to both men and women. Gottlieb and
Green (1984) reported that smoking behaviour was reduced among men and women with
regular church attendance after controlling for structural factors, and these authors
suggest that social control may account {or the positive influence of community actwvity
on health behaviour.

The finding that the divorced/separated were more likely to smoke and that being
previously married was associated with a poorer quality diet and smoking among some
groups suggests that being married can have a positive influence on health-related
behaviour (Broman, 1993; Umberson, 1992; Cooper, Ginn and Arber, 1999). Previous
research has suggested that the benelits of marriage on health behaviour are mediated by
social support or shared socioeconomic resources. The loss of support from a spouse
through marital dissolution or death may worsen health behaviour, at least in the short
term. In contrast, our results show that differences in health behaviours between the
married and non-married remain after adjusting for socioeconomic differences and
variation in perceived social support.



8. The eftect of social support
on the health and smoking
behaviour of older people

Tt has been argued that social support becomes more important [or mamtaining good
health with advancing age (Minkler, 1984). Changes 1n 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 may ‘buffer’ the mndividual against adverse health outcomes or
health-damaging behaviour or serve to reduce stress and improve sell-esteem, which
ultimately benefit health and health behaviour (see Part I).

Research in this area has tended to neglect older age groups in [avour of those under the
age of 65 years, even though the size and availability of social networks have been shown
to vary with age (Kahn, 1979; Phillipson et 2/, 1998). There 1s evidence to suggest that
social support networks differ for men and women (Shumaker and Hill, 1991) and these
gender differences may be particularly marked in later life. For example, the greater
longevity 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 [actors may contribute to lower
social support and greater feelings of social isolation, which may be detrimental to health

and health-related 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 [rom lower
social classes and income groups are more likely to report chronic lness, poor general
health and functional disability (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 (Broman,
1993) the relative contribution of social support compared to structural factors in
in{luencing health and health behaviour requires {urther investigation.

This chapter uses nationally representative data from the 1994 General Household Survey
(Bennett et al , 1996) to assess the role of social support and structural factors 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 (Minklex, 1984). Our analysis of the GHS shows that the overall use of three
voluntaty or statutory services (meals on wheels, lunch club and day centre) is very low
among those aged 65+ at approximately 8%. However, the use of these services is strongly
associated with functional disability for older men and women (Table 8.1). It is therefore
not possible to assess the direction of causation between health and the use of these
setvices using cross-sectional data.

Table 8.1. Percentage of 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) {328) {168) {123} {1435)
Women 3 8 15 24 9 < 00M
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 neighbours (see Appendix C). These measures can be
used to assess social connections with others (Barrera, 1986), but the GHS data give no
indication about the quality of the social contact. Tt is not possible to examine older
people’s contact with friends, children and other relatives separately, which is an
important lintation, as these types of contacts are likely 10 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 and the chronic health status of older
people. For example, impaired mobility will limit 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 between visiting patterns and limiting long-
standing 1llness or functional disability, our study uses respondents’ own assessment of
their general health in the last year. This provides an indicator of subjective wellbeing.

We use measures of functional disability, socioeconomic position and {requency of visits
as independent variables in our analysis to try and assess the extent to which level of
disability, social circumstances and contact with neighbours, 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 will have equal access to social support networks, so we
begin by examining variation in older people’s contact with neighbours, 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 are smaller than {or younger age groups, but that older
women report more close social contacts than older men (Phillipson et 4/, 1998).

Over two-{ifths of older people have {requent contact with their neighbours, 40% of
older women and 46% of older men see their neighbours nearly every day to talk to.
Having no contact at all with neighbours is more common among women than men.

Table 8.2 shows that the {requency 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 relatives
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 {or both sexes; only 15% of men
and 20% of 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% aged 65-69 years to 35% of men and 43 % of women aged 85 and above (Table
8.2(a)).

Receiving visits from {riends and relatives does not vary significantly 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 likely to recewve more than one visit a week
{rom friends and relatives, particularly among older women.

The age-telated decline in visits to friends and relatives and the increase in visits received
from these sources is likely to reflect increasing levels of chronic ill health and functional
disability among 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 to make
travelling to visit friends and relatives more difficult.

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 particulatly isolated,
being unlikely to visit and receive visits {rom friends and relatives. Widowed older women
and divorced/separated older men are less likely to visit than the married, particulatly for
men.

Figure 8.2 shows that twice as many single women as widows receive no visits: 10%
compared with 5% lack this type of social support This could suggest differences in the
type of social support received by widows rather than the lack of social support per se.
Approximately one-quarter of single and divorced older men do not receive visits from
{riends 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
{riends and relatives suggests that marriage is important in maintaining social contacts
whereas single and divorced/separated older men are much less likely to have either
source of social contact. In all, single older men are the most isolated in terms of lack of
visits made or received.

Previous research on older people suggests that a lower socioeconomic position 1s
associated with reduced social contact. Figure 8.3 shows that the frequency ol visits to
friends and relatives is strongly associated with income for both sexes. Those in the top
income quintile are most likely to visit {riends 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
{riends and relatives at all. This supports results {rom US survey data (Krause and



Table 8.2. Social support based on frequency of visits to and from friends and relatives by 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 80-84 85+ All
65+
{a) Visits to friends/
relatives
More than weekly 36 32 25 25 15 30 40 39 40 28 20 36
Once a week 23 24 21 20 17 22 21 23 18 17 1 19
Within last month 23 22 21 17 24 22 21 17 17 22 14 18
Not within last month 7 9 11 8 9 7 7 6 9 8 12 8
Do not go io visit 11 13 22 30 35 17 11 16 20 26 43 19
% 100 100 100 100 100 100 100 100 100 100 100 100
N = 474 461 238 179 87 1439 557 605 374 278 220 2034
{a) Visits from friends/
relatives
More than weekly 40 35 35 42 46 38 43 49 48 44 52 47
Once a week 21 23 27 26 21 24 24 21 22 23 20 22
Monthly or less 32 35 32 24 28 31 27 24 23 28 23 25
Do noft receive visits 7 7 6 8 8 7 5 6 7 5 5 6
% 100 100 100 100 100 100 100 100 100 100 100 100
N= 475 461 238 178 87 1439 558 605 374 277 220 2034

Visits to friends and relatives P < 0 001 for men and women
Visits from friends and relatives P (ns) for men and women

Source General Household Survey, 1994
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Fig. 8.1. Percentage who do not visit friends or relatives by marital status: men and
women aged 65+
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Fig. 8.2. Percentage who do not receive visits from friends or relatives by marital
status: men and women aged 65+
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Source General Household Survey, 1994

Fig. 8.3. Percentage who do not visit friends and relatives by 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 tesearch 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 status (see Bloom, 1990).
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Figure 8.4 shows that the frequency of visits to friends and relatives is significantly
associated with the general health of older men and women. The percentage 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
visits at all to friends and relatives compared to those who do so more than once a weel.
Frequent social contact may therelore promote a sense of wellbeing, but poor health is
also likely to reduce the feasibility of visits to friends and relatives.

The relationship between visits received from friends and relatives and self-assessed
health is less consistent (Figure 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 statistically significant. Older women who have received visits
from [riends and relatives in the last month are more likely to report good health; among
those with no visits, only 31% aged 65-74 and 15% aged 75+ report good health,

Figure 8.6 shows that contact with neighbours 1s positively related to self-assessed health.
Over 40% of older people who see their neighbours to chat to once a week or more report
good health, compared with approximately 30% for those who have no such 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 {requent contact with neighbours, friends and relatives
is important 1 promoting good general health among older men and women. Those
lacking visits from {riends and relatives or who never visit them have poorer self-assessed
health. However, it is important to consider other possible confounding factors, such as
an increasing level of functional disability that may make social contact with others
outside the home more difficult. For example, Figure 8.7 shows the percentage of older
men and women who do not see their neighbouts, according to their level of functional
disability. The functional disability scale used is based on the ability to perform everyday
tasks (see Appendix C). Contact with neighbours who live nearby is clearly reduced as
functional impairment becomes more severe. Among those with no disabiliry, only a small
proportion do nol see their neighbours; this increases to approximately 22 % among those
with a moderate impairment 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 which they
live, including housing (Arber and Ginn, 1991). Figure 8.8 shows how the health of older
people varies according to whether they live i1n owner occupied, rented or local authority
accommodation. Local authority tenants are much less likely to report good health than
those in 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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Source: General Household Survey, 1994
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Fig. 8.4. Percentage reporting good health by frequency of visits to friends and

relatives: men and women aged 65+
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Fig. 8.5. Percentage reporting good health by frequency of visits received
from friends and relatives: men and women aged 65+



THE EFFECT OF SOCIAL SUPPORT ON THE HEALTH OT' OLDER PEOPLE 127

38 D Men
4 Women
31 20
27
Nearly Several times Ooce a Monthly
every day aweek week ot less Not at all Al

Men P < 0 05, Women P < 0001
Source General Household Survey, 1994

Fig. 8.6. Percentage reporting good health by frequency of contact with neighbours:
men and women aged 65+
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Fig. 8.7. Percentage who do not see neighbours to chat to by level of functional
disability: men and women aged 65+
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Fig. 8.8. Percentage reporting good health by length of time in current housing and
tenure: men and women aged 65+

authority tenants a distinction is made according to whether the older person has moved
in the last five years. Relocation may be prompted by retirement, or increased disability
may make moves to sheltered housing or to live with relatives more likely. These moves
may have a disruptive influence on available social support. However, there is no evidence
of this: older people in owner-occupied housing and men living in local authority housing
for less than five years are more likely to report good health than longer-term residents in
the same type of housing.

There are clear social class differences in self-assessed health for older men and women
based on their last main occupation (Figure 8.9), confirming previous findings (Arber and
Cooper, 1999). Approximately 25% more men and 15% more women aged 65+ who
were previously employed in a professional or managerial occupation rate their health as
‘good’ than those previously in a semi- or unskilled occupation, with women who have
never worked also much less likely to report good health. These differences between the
manual and non-manual classes are evident for all age groups and are particularly marked
for older men in their late 60s and early 70s and for women aged 75-79 years.
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Fig. 8.9. Percentage of men and women reporting good health by age group and

socioeconomic group*
*Actual percentages are listed in Appendix E.
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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 approximately twice as likely to smoke cigarettes as men in the non-manual
classes in each age group (Figure 8.10). For women aged 65-74 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.

Cigarette smoking varies significantly among older people according to their living
arrangements (Figure 8.11). Neatrly 40% of older men and nearly one-quarter of older
women who are divorced/separated are current smokers, which falls to approximately
15% among older people who are matried. 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 matital status, individuals with access to supportive social relationships
have been shown to engage in less health-damaging behaviour (Bertkman and Breslow,
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 of 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 relatives, but this is not statistically sigmficant (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
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Fig. 8.10. Percentage of men and women currently smoking cigarettes by age group
and socioeconomic group
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Fig. 8.13. Percentage currently smoking by frequency of visits to friends and
and relatives: men and women aged 65+

%
25
22
— 21
20 19 [1 Men
" 13
Saliatad | QY
% 6 1‘ 17 -] Women
— 15 — . 1 15
15 +— 1
13 i
i 1
1
10 7 F— —
1
1
N 1
. ]
5 +— h } -
Pt i
E\ N ]
i
0 ] -1 ]
Nearly Several times Once 3 Monthly
every day a week week or less Mot at all Al

P (ns) for men and women

Source General Household Survey, 1994
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see their neighbours less than once a month or do not see them at all are more likely to
smoke than those who see neighbours at least once a week (Figure 8.14), but these results
are not statistically significant.

Summary

Social support, in terms of visits to and {rom friends and relatives, shows significant
vatiation 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/separated being most
likely to lack contact with friends and relatives.

Regular contact with neighbours, 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 relatives are more likely to smoke than those who visit more frequently.
QOlder men and women 1n the lower socioeconomic groups were less likely to rate their
health as ‘good’ than the more advantaged social groups and were also more likely to smoke.

Multivariate analysis

Using multivaniate logistic regression analysis we will, first, examine the relative
contribution made by social support and socioeconomic position to the self-assessed
health of older people and, second, assess how these [actors 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 these 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 imporiant to control for both sociceconomic position and
functional disability to assess whether our measures of social support are independently
associated with self-assessed health.

We first present logistic models showing the likelihood of reporting ‘less than good’
health, and second, models showing the likelihood of being a current cigarette smoker. A
series of three models are presented separately for men and women, due to gender
differences in smoking and reported health status in later life, as well as differences in the
structural position and social support networks of older men and women. Only those
variables that reach statistical significance in the {inal 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 {unctional disability 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 eatly 80s are most likely
to report less than good health. Self-assessed health was not significantly associated with
matital 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 [rom, friends and relatives. For
both men and women, the odds of reporting less than good health consistently increase as
the frequency of visits to {riends and relatives decreases (Model 1). Women who have visited
less {requently 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. Men 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 health. The odds of poor health are also
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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Table 8.3. Odds ratios for logistic regression of less than good general health: men

and women aged 65+

Men Women

Model 1 Model 2 Model 3 Model 1 Model 2 Model 3
Age ns ns ns + ns ns
65-69 1,00 1 00 100 100 100 100
70-74 108 099 097 111 108 090
75-79 144% 137 114 144* 142+ 104
80~84 153* 150 089 161** 152* 087
85+ 098 089 0 44* 149 150 067
Receives visits from friends/
relatives T T ns T ns ns
More than weekly 100 100 100 100 100 100
Once a wesk 086 089 103 0892 097 105
Within last month 090 100 120 062*" 072* 093
Not within last month 071 074 097 075 080 098
Not at all 042** 042% 059 122 133 156
Visits to friends/relatives Tt Tt ns Tt Tt T
More than weekly 1.00 1.00 100 100 100 i 00
Once a week 113 117 1.18 109 112 088
Within last month 138 135 1.25 151** 1 49* 121
Not within last month 180* 174% 143 243%** 2 58r** 189*
Not at all 364%** 323*+* 168~ 301%** 275%*+* 138
Whether see neighbours to chatto ns ns ns T 1 ns
Yes 100 1.00 100 100 100 100
No 145 143 115 139" 137* 103
Socioeconomic group Tt T t ns
Professional 100 100 100 100
Routine non-manual 165* 158 111 116
Skilled manual 1562** 138 133 138
Semi/unskilled 2 11%=* 191** 1 66** 148*%
Never warked 2 06* 194>
Household income ns ns T Tt
Top 20% 1.00 100 100 100
60 < 80% 104 109 161** 137
40 < 60% 108 104 154* 133
20 < 40% 143 147 192%*~ 191%%*
Lowest 20% 134 149 1897** 195"**
Length of time in current
housing tenure T1 ns Tt Tt
Owner 5+ years 100 100 100 1.00
Owner < 5 years 074 062 095 093
Renter 085 074 0.69 065
Local authority 5+ years 2 25** 139 189~ 155
Local authority < 5 years 153~ 135 178%* 1.51**

continued on next page
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Table 8.3. continued

Men Women

Model 1 Model 2 Model 3 Model 1 Model 2 Model 3
Degree of disability Tt Tt
None 100 100
Slight (score 1-2) 2 88*** 204 %>
Moderate (score 3-5) 861*** 656%**
Severe (score 6-8) 11 40*#** 11 94%**
Very severe (score 9-12) 25 29** 16 38***
ALLR {df) 54 8 (9) 627 (11) 147 5 (4) 384 (8) 857 (12) 1241 (4)
N= 1227 1721

Statistical significance of variable in the model, TP < 0 05, TTP < 001, T11P < 0 001

Statistical significance of difference from the reference category, *P < 005, **P < 001, ***P < 0 001

Variables not statistically significant for men or women in the final model living arrangements, frequency of contact
with neighbours

Source General Household Survey, 1994

Lack of contact with neighbours 1s associated with poorer health, but the results are only
statistically significant for older women. Women who do not see their neighbours to chat
to have their odds ratio of poor general health increased by 39% after controlling for age
and contact with friends and relatives.

The addition of socioeconomic measures improves the fit of the model by 62.7 for men
and 85.7 for women, as shown by the change in the Log Likelihood Ratio (LLR) There
is a clear class gradient in reported general health for both sexes, with the professional and
managerial group 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 relative 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 two income groups by 92%
and 89% respectively after controlling {or social class and the other variables in the model.

Older people living in local authority housing are more likely 1o 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 {actors to the model does not change the pattern of relationships
between social support and health, with the exception that the frequency of visits from

triends 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 general health as the severity of functional impairment increases.

The association between social support and general health is considerably weakened after
controlling (or functional disability. Thus, the bivatiate 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 odds 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 independently contributes to poorer sell-assessed health.

The relationship between contact with neighbours and sell-reported health also
disappears once disability is included in the model, reflecting the strong association
between neighboutly contact and functional disability seen in Figure 8.7. Unlike social
support gained through contact with friends and relatives, this type of social contact does
not appear to in{luence perceived health directly, which may be expected if the
relationship is based more on proximity and less on shared interests or famuily ties.

The relationship between socioeconomic position and health is weakened when disability 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 unskilled 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 between local authority houstng 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 f{ive 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 {or social support. Finally
structural measures are added to assess the relative contribution of social and structural
(actors to the Iikelihood of being a current smoker.

Table 8.4 (Model 1) confirms that the likelihood of smoking significantly 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
1). Older men who are married are least likely to be smokers, with the odds of smoking
significantly mcreased among men who are widowers or single relative married men.
Divorced/separated men have a three times higher odds of smoking than matried men.
For women, the odds ratio of smoking is significantly increased by 48% 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 mattied 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 controlling {or age and living arrangements. However, the odds ratios
for frequency of contact with friends and relatives are shown where one category of the
variable reaches 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 1o 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 slightly increased for men receiving no visits (Model 2).

Turning to visits made to friends and relatives, the odds ratio of smoking is significantly
increased by 74% for 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 significantly associated with {requency of making visits for older men,
although the odds of smoking are still greater for those visiting less frequently (Model 3).
Women who never visit {riends and relatives remain significantly more likely to smoke,
although the odds decrease slightly when socioeconomic position s included in the
model. 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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Table 8.4. Odds ratios for logistic regression of current cigarette smoking: men and

women aged 65+

Men Women

Model 1 Model 2 Model 3 Model 1 Model 2 Model 3
Age Tt Tt 1t Tt Tt Tt
65-69 100 100 100 100 100 100
70-74 0 66* 0 65* 058** 077 074 072
75-79 062 064 058* 0 49*** O AT*** 0 45%**
80-84 0.44** 040%* 036*** 0 18%** 0 17%** 0 15%**
85+ 008~** 0 06%** 0 05**+ 0 13%** 0 10*#** 0,107 **
Living arrangements Tt Tt T Tt t Tt
Married 100 100 100 100 | 00 100
Single 190* 168 133 097 098 093
Widowed living alone 2 13*** 222%%* 190** 1.48* 145* 141
Widowed living with others 214 198 254 2 63*** 2,A5%**% 287**
Divorced/separated 3 56%** 322%** 203 1.89 182 173
Receives visits from friends/relatives ns ns ns ns
More than weekly 100 100 100 100
Once a week 103 107 099 103
Within Jast month 080 085 067 072
Not within last month 083 085 084 085
Not at all 142 1.43 072 075
Visits to friends/relatives ns ns ns ns
More than weekly 100 100 100 100
Once a week 110 112 119 119
Within last rmonth 159 154 134 1.28
Not within Jast month 141 135 130 126
Not at all 174* 147 168* 159*%
Household income Tt ns
Top 20% 100 100
60 < 80% 163 120
40 < 60% 158 1,53
20 < 40% 2 26** 1562
Lowest 20% 2,83*** 136
Length of time in current housing tenure Tt ns
Owner 5+ years 100 100
Owner < & years 1.67 063
Renter 1.89 105
local authority 5+ years 2 63*** 1.20
Local authority < 5 years 196*** 144*
ALLR {df) 52 7(8) 11 6(12) 52.9(11) 87 4(8) 14 0(9) 15 4(12)
N= 1232 1728

Statistical significance of vanable in the model TP <005, T1P< 001, t1TP < 0 001,
Statistical significance of difference from the reference category *P< 005, **P< 001, ***P < 0 001.
Varables not statistically significant for men or women in the final model contact with neighbours, socioeconomic

group
Source General Household Survey, 1994
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Smoking among older people was not significantly associated with socioeconomic 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 fit of the model by 52.9 for older men (Model 3). Men in the
lowest two income groups have a two times higher odds of smoking than those in the top
mcome 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 increased for men living 1n 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 between smoking and material deprivation.
For women, housing tenure does not reach overall statistical significance in the model, but
the odds ratio of smoking is significantly increased by 44 % among those living in local
authority housing fot less than [ive years.

The association between smoking and divorce/separation becomes non-significant for
men after controlling {or their socioeconomic position, and lone widows are no longer
significantly more likely 10 smoke than the married. This suggests that at least part of the
association between being a divorced/separated older male or a lone widow and smoking
results from their disadvantaged socioeconomic position relative to married couples.

Discussion and conclusions

Our analysis shows that structural {actors are more strongly related to the health and
health behaviour of older people than our measures of social support.

Conststent 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 authority 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 social classes are less likely to
report good health than those previously employed in professional occupations.

Poor health is associated with infrequent visits to friends and relatives alter controlling for
socioeconomic position, but the relationship between self-assessed health and this type of
social support is largely explained by varation i [unctional ability 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 with 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.

Tn contrast, smoking is strongly associated with living arrangements for older people, but
the frequency of contact with friends and relatives is only weakly related to this health
behaviour. Smoking among men is not significantly associated with social contact with
friends and relatives after controlling for socioeconomic position. Married men are least
likely to smoke, and smoking is significantly increased among the divorced/separated and
widowers after controlling for differences in their social contact with friends and relatives.
This supports findings suggesting that the marital relationship is important in promoting
healthier behaviour among men (Cooper, Ginn and Arber, 1999; Umberson, 1992).
However, after allowing for socioeconomic differences, 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 visits to {riends and relatives. This suggests that
socioeconomic 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 visit 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 social 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 {riends 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
controlling for frequency of visits to and from f{riends and relatives and socioeconomic
position 1s one which 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),
smoking is most strongly associated with structural measures; those in local authority
housing are more likely to smoke than owner occupiers and older women living in low
income houscholds are most likely to be cutrent smokers. These measures are more
significant predictors of smoking than social class among people aged 65 and above.



9. Conclusions and
recommendations

Age and gender are significant determinants of social capital and social support. With
increasing age, men and women are mote likely to have high levels of neighbourhood
social capital and participation in community activity is greater among older women. This
could rellect real dillerences berween younger and older age groups in the quality of their
living environment, or how that environment is perceived.

Measures of social support based on contact 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, but this is not evident for contact with relatives. These results suggest that social
contacts with friends and relatives 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, with
visits decreasing as age advances, but the receipt of visits did not vary by age for older men
and women.

THowever, interpreting age differences in social support using measures of social contact
is problematic, firstly, because 1t does not account for differences in physical mobility
which may restrict social activities outside the home and, secondly, because the actual
pattern of social contact with others may change with age without loweting perceived
social support. A more subjective indicator based on personal feelings about family and
{riends {found the oldest and youngest age groups to be most likely to lack social support,
with men in all age groups more likely 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 neighbourhood
social capital suggests that unemployed men and women are more likely to live in poor
quality neighbourhoods 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 {rom family and friends is most
likely for those employed 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.

Smoking and unhealthy eating vary significantly according to age, and men are more likely
than women to engage in these health-damaging behaviours. After adjusting for age
differences, the likelihood of smoking and eating a poor quality diet is significantly greater
among those who lack material and financial resources compared with the more
advantaged social groups. These findings suggest that low income and insufficient
material resources constrain 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 1s no evidence that
high levels of stress adversely influence quality of diet.

The influence of social capital and social support on health, stress and health behaviour
is much weaker than the influence of socioeconomic factors, and these relationships differ
for men and women.

Cominunity activity and high neighbourhood social capital are associated with better
health outcomes for both sexes. However, after controlling for socioeconomic factors,
neighbourhood 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 quality
neighbourhoods.

Matetial living conditions and socioeconomic position remain much stronger predictors
of adverse health than the perceived quality of the local area or involvement in community
activities. However, there is some evidence to suggest that individuals living in materially
deprived circumstances are also more likely to live in communities low in social capital;
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the relationship between material deprivation and poor health is weakened by controlling
{or 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 with 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 with stress after adjusting for socioeconomic characteristics
of men and women. However, low neighbourhood social capital, being the victim of crime
or attack or having lived in the area for a short period of time (1 year or less) were
associated with significantly greater 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 significantly 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 variation
underlying these behaviours; individuals in all age groups with a severe lack of social
support were more likely to be smokers and 1o have an unhealthy diet compared to those
with adequate support from {riends 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 1674 years after controlling for differences in their socioeconomic
circumstances and reported levels of stress. Women’s chances of smoking consistently
increase as neighbourhood 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 in regulating health
behaviour (Gottlieb and Green, 1984).



CONCLUSIONS AND RECOMMENDATIONS 147

Recommendations

This secondaty 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 (FHALS) and perceived 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 of ‘close contact’ and ‘regular contact’ with friends
and relatives may differ [or individuals depending on their age, sex, ethnic origin and
social class, as well as other confounding factors, such as geographical proximity. Using
measures of social capital and social support based on a scored response to a series of
questions, it is important to ensure 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 HALS suggested that social support from friends is more strongly related to health
than social support from relatives, hence there is considerable value in collectling separate
information 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 neighbourhood:

Is it a place you enjoy living in?

Is it a place where you personally feel safe?

Is it a place where neighbours look after each other or not?
Has it good facilities for young children or not?

Has it good local transport or not?

Has 1t good lesure facilities for people like yourself or not?

Responses to these six questions were scored +1 if the answer was ‘yes’ and -1 if the
answer was ‘no’. A ‘don’t know’ response was given a neutral score of 0. This gave a
minimum social capital score of —6 and a maximum of 6. These responses wete regrouped
as follows:

Score —6-0 Low social capital
Score 1-2 Medium social capital
Score 34 High social capital
Score 5-6 Very high social capital.

For some analyses, the ‘high’ and ‘very high’ categories were combined.
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Whether victim of 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 10 race or colour
Physical attack due to race or colour.

Length of time living in area

Recoded into four categories as follows:

10 or more years
4-9 years

2-3 years

1 year or less.

N N S

Community activity in last 2 weeks (‘civic engagement’)
Respondents are asked if they have done any of the following 1n 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 0 (no community activity) to
3 (maximum community actwity). This was then collapsed into a two-category variable:

1 No community activity
2 Engage in community activity (score is greater than 0).

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 relatives;
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Close contact with friends and relatives
Close contact with relatives only

Close contact with friends only

No close contact with friends or relatives.

JUESOER UV () R Y

Kin involvement in last 2 weeks

An indicator of involvement with relatives 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 0 (no kin involvement) to 4 when respondents answered
‘ves’ to all of the above. The scale was combined into three categories:

1 4 contacts
2 2-3 contacts
3 0-1 contact.

Kith involvement in last 2 weeks

An indicator of involvement with friends was constructed by counting how many of the
following respondents had in the last two weeks:

Visited friends

Had {riends visit them

Gone out with {riends

Spoken to friends on the phone.

This gave a total ranging from 0 (no kith involvement) to 4 when respondents answered
‘yes’ to all of the above. The scale was combined into three categories:
y g

1 4 contacts
2 2-3 contacts
3 0-1 contact.
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Socioeconomic position

Educational level

This was based on the highest educational qualification obtained and collapsed into five
categories as shown below:

Educational level categories

1 Higher (degree or equivalent) First and higher university degrees, prof.
institute qualification
Nursing qualifications: SEN, SRN, NNEB and
higher diploma

2 Alevel or equivalent GCE A level; City and Guilds advanced/final
level; ONC/D, B/TEC
Nursing general certificate or diploma

3 GCSE/GCE O level or equivalent ~ CSE, GCE O levels; trade apprenticeship;
clerical and commercial; City and Guild
Cralt/ordinary level/operative; craft technical

certificate
4 Any other qualification Insig Award Tech (GCIA); any other
5 None No formal qualification.

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
score of 0 and a maximum score of 5. 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 security benefit received.

Employment status
Divided into the following {our categories:

1 Employed full-time  Full-time, government training scheme
2 Employed part-time  Part-time
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2 Unemployed * For < 6 months or > 6 months; temporarily sick/disabled
3 Non-employed Retired; at school or in full-time education; looking after the
home; long-term sick/disabled.

Social class

Based on the Registrar General’s classification. Five social classes as follows:

I

II
ITIN
1M
v
\4

Unclassified.

Social class information was only collected for respondents who were currently employed,
retired or unemployed for less than 6 months. For the multivariate analysis, separate
categories have been added to represent those who are long-term unemployed (6+
months), in education or training, sick/disabled or looking after the home, and classes TV
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
good health (the latter category includes 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:

I No limiting long-standing illness (includes those with non-limiting long-standing illness)
2 Limiting long-standing illness (LLI).

*Based on respondent’s own asscssment, not on whether actively secking paid employment or hours wotked
per week.
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Health behaviour

Cigarette smoking

This measure is based on current smoking status and 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:

Free from stress and pressure

Small amount of stress or pressure
Moderate amount of stress or pressure
Large amount of stress or pressure.

B N e

We have used the same four categories for our analysis and have focused on those
experiencing a large amount of stress or pressure in the multivariate analysis.
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Appendix B. Health Survey for England,
1993 and 1994

Social support

Social support is measured in the HSE by responses (true — 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 {amily and {riends — who . . .

do things to make me happy

make me feel loved

can be relied on no matter what happens

would see that T 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.

NNV R W N

Possible scores ranged {rom 6 to 21, 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 was combined as follows:

Married

Cohabiting

Single alone

Widowed alone
Divorced/separated 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:

Managers/employers in large organisations, professionals

Managers/employets 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.

~N NV A W N

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 0 and a maximum of 6. Those with a PDI of {our or more, which represents
a high level of deprivation, were grouped together:

No central heating in household

No telephone in household

No car 1n 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 their 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

Respondents are asked if they have any long-standing illness, disability or infirmity. A ‘yes’
ot ‘no’ answer to this question gave the following rwo-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 (indicated in (a) below), and negatively [or 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 with their Healthy Diet Score:

{a) Recommended items:

*bread, cereal, “vegetables, *fruit, *pulses scored +1
(b) ‘Go easy’ items:

sugar in tea/coffee, *cakes, *biscuits, *sweets,

marg/butter, cooking oil, milk,

salt in cooking/at table scored —1
(¢) Neutral items scored 0.

Account was taken in scoring of the type of bread (white 0, 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 (whele -1, semi-skimmed 0 or skimmed +1).
Frequency of consumption was scored where available (indicated 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 overall average diet score for men and women aged 16 and above was approximately
zero, at 0.26. For the purposes of analysis, any individual with a positive diet score was
classed as having a ‘healthy diet’ whilst 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 diet B is an example of an unhealthy diet.
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Diet A Score Daet B Score
Skimmed milk +1 Whole milk -1
Oil used in cooking ~1 Oil used in cooking -1
Low/reduced fat spread -1 Butter used -3
Wholemeal bread +2 White bread 0
High fibre cereal +2 No cereal

Salt added in cooking -1 Salt added in cooking 1
Salt at table occasionally -1 Salt at table generally -2
No sugar in tea 0 Sugar in tea -3
Cakes < 2 days/week -1 Cakes 2-6 days/week -2
Biscuits < 2 days/week -1 Biscuits 2—6 days/week -2
Sweets rarely 0 Sweets 2—6 days/week -2
Vegetables daily +3 Vegetables 5-5 days/week +2
Fruit 5-6 days/week +3 Fruit 5-6 days/week +3
Bread daily +3 Bread daily +3
Diet score +8 -9

Cigarette smoking

This measure is based on cutrent 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.
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Appendix C. General Household
Survey, 1994: adults aged 65+

Social support

Going to visit friends or relatives

In the 1994 GHS, respondents aged 65 and aver 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, 1-2 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:

More than weekly

Once a week

Within the last month
Not within the last month
Not at all.

A B N S

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 question are asked whether they receive visits every day,
2-3 times a week, once a week, 1-2 times each month or less than once a month. Those
who receive visits 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 {ollowing categories to indicate different levels of received social support:

More than weekly

Once a week

Within the last month
Not within the last month
Not at all.

A B R O R S
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Contact with neighbours

This measure is based on whether or not tespondents see their neighbours (excluding
friends or relatives) to chat to. Those who are in social contact with their neighbours are
then asked to indicate whether they see them every day/nearly every day, 2-3 times a
week, once a week, 1-2 times a month or less than once a month. This information was
combined into the following categories:

Nearly every day
Several times a week
Once a week
Monthly or less

Not at all.

Ui R W N e

For some of the analysis, the following two-category variable has been used:

1 Contact with neighbours (codes 1—4 above)
2 No contact with neighbours  (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:

Owner occupier, 5+ years
Owner occupier, < 5 yeats
Private renter

Local authority, 5+ years
Local authority, < 5 years.

VoW N e

Socioeconomic group (SEG)

Socioeconomic group was based on the individual’s own last main occupation. For
women, those who had never been employed were included as a separate category:

1 Professional and managerial
2 Routine non-manual



160 APPENDIX C

3 Skilled manual
4 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 equivalised scale, household income has been
adjusted in the following way:

2 adults 1n household No adjustment
1 adult in household Divided by 0.6
3 adults in household Divided by 1.5
4 adults in household Divided by 2.

Living arrangements

Information on marital status and household composition was combined to distinguish
between the widowed living alone and the widowed living with others. It was not possible
to make this distinction for single and divorced/separated older people owing to the
smaller numbers of men and women in these groups:

Married (includes cohabitees)
Single

Widowed, living alone
Widowed living with others
Divorced/separated.

U AW N

Health status
General health

Respondents were asked to rate their health over the last 12 months as good, fairly good
ot not good. We distinguished between 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 activities formed a Gutitman scale. Each task was scored as follows:

0 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 0 to 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 {ollowing categories to represent the level of functional
impairment. For some analyses, categories 4 and 5 are combined and referred to as
‘severe’, 6+.

None

Slight (scote 1-2)
Moderate (score 3-5)
Severe (score 6-8)

Very severe (score 9-12).

AW, I SR U I (SR

Health behaviour

Cigarette smoking

This measure is based on the current smoking status 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.
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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 tegression is that the dependent variable is
dichotomous, for example, health is ‘good’ or ‘less than good’.

Unlike the Least 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 probabulity is non-
linear, hence an iterative method is used which produces probability estimates coded
between 0 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 probabulity that a person with identical characteristics will not
smoke. Odds ratios are presented for each variable included 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 category [or marital status is ‘martied’. 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 best-fitting logistic model has been selected using
a ‘Forward Stepwise’ procedure, The first model tested contains only a constant term. At
each step, the variable with the smallest significance level (or the score statistic 1s entered
into the model (the cut-off value 1s P < 0.05). All the specified variables in the blocks are
then scaled for entry or removal using the likelihood ratio test (LR). For each variable, a
log likelihood (—2L.L) is calculated which demonstrates the effect of removing that
variable from the model. If the resultant significance level 1s greater 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) 1s used. This improvement
statistic reptresents the change in ~2LL between successive steps of building a model and
is comparable to the F-change test used in multiple regression.
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Appendix E. Tables of percentages
used in some figures

(Base numbers are given in brackets where appropriate)

Fig. 5.5 (p. 71) Perceived close contact with friends and relatives by marital status

Married/ Single Widowed Divorced/ All
co-habiting separated
{a) Men aged 16-74 years
Both close friends and relatives 74 73 71 68 73
Close relatives only 16 8 16 17 14
Close friends only 6 15 5 11 9
No close friends or relatives 5 4 8 4 5
% 100 100 100 100 100
N= 1581 671 56 121 2430
{b) Women aged 16-74 years
Both close friends and relatives 81 77 79 72 80
Close relatives only 11 7 10 10 10
Close friends only 6 15 8 13 8
No close friends or relatives 2 2 3 5 2
% 100 100 100 100 100
N= 1599 493 172 186 2450

Source HEA Health and Lifestyles Survey, 1992

Fig. 5.6 (p. 72) Perceived close contact with friends and relatives by length of time
living in area

10+ years 4-9 years 2-3 years 1 yrorless All

{a) Men aged 16-74 years

Both close friends and relatives 76 72 65 60 73
Close relatives only 13 15 13 22 14
Close friends only 8 9 16 8 9
No close friends or relatives 3 5 6 9 4
% 100 100 100 100 100
N= 1549 483 237 213 2484
{b) Women aged 16-74 years

Both close friends and relatives 82 78 79 70 80
Close relatives only 9 11 10 16 10
Close friends only 8 9 <] 10 g
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

Neighbourhood social capital. Low Medium High Very high All

{a) Men aged 16-74 years

% with high stress 19 (B41) 15 (644) 16 {703) 13 (408) 16 (2468)
% with less than good health 58 (641) 52 (644} 55 (710) 49 (482) 53 (2477)
% with imiting long-standing lliness 15 (637) 15 (644} 14 (706) 13 (481} 14 (2469)
(b) Women aged 16-74 years

% with high stress 28 (661) 19 (630) 20 (723) 15 (490) 21 (2504)
% with less than good health 57 (658) 54 (632} 53 (727} 46 (490) 53 (2607)
% with imiting long-standing lliness 21 (659) 17 (628) 15 (717) 13 (490) 17 (2493)

Source HEA Health and Lifestyles Survey, 1992
Base numbers in brackets

Fig. 7.6 (p. 99) Percentage of men and women with a healthly

socioeconomic group

diet” by age and

16-34 35-54 55-74 75+ All 16+

(a) Men aged 16+ years

Professional/managernal 54 (596) 58 {1208) 60 (717) 48 (176} 57 (2697)
Lower professional/managerial 44 (687) 51 (1060) 53 (619) 37 (140) 49 (2506)
Routine non-manual 37 (b695) 45 (376) 52 (312) 33 (106) 42 (1389)
Skilled manual 28 (1352) 37 {1665) 39 (1443) 26 (310) 35 (4770)
Semi-skilled 27 (624) 34 (526) 38 (508) 25 (122) 32 (1780)
Unskilled 20 (203) 32 (157) 26 (178) 19 (36) 25 (574)
(b) Women aged 16+ years

Professional/managerial 71 {(359) 76 {375 76 [164) 60 (42) 73 (940}
Lower professional/managerial 64 (846} 72 {1282) 74 (743) 51 (217) 69 (3088)
Routine non-manual 51 (1861) 64 (1878) 63 (1433) 47 (466) 58 (5638)
Skilled manual 49 (344) 58 (447) 55 (389) 41 (192) 53 (1372)
Semi-skilied 38 (1066), 52 (1130) 53 (966} 37 (395) 46 (3557)
Unskilled 33 (205) 45 (407) 52 (512) 29 (210) 43 (1334)
Never worked 46 (915) 55 (150} 55 (1201 40 (102) 48 (1287)

Source Health Survey for England, 1993 and 1994

Base numbers In brackets
*Defined as a positive diet score {see Appendix B),
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Fig. 8.9 (p. 129) Percentage of 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+ years

Professional/managerial 58 (171} 55 (153} 43 (67) 44 (86) 52 (477)
Routine non-manual 40 {49} 39 (41) 41 (22) 29 (35) 37 (147)
Skilled manual 42 {165) 43 (163) 26 (99) 35 (87) 38 (514)
Semi-/unskilled 32 (92) 25 (103) 34 {47} 22 (49) 28 (291)
All 46 (486) 43 (467) 35 (238) 34 {265) 41 {1456)
(b} Women aged 65+ years

Professional/managenal 54 (88) 48 (94) 43 (58) 37 (94) 47 (334)
Routine non-manual 50 (180} 45 (205) 38 (125) 33 (138) 43 (658)
Skilled manual 40 (48) 41 (56) 36 {40} 19 {43) 34 (187)
Semi/unskilled 41 {(202) 32 {220) 21 (123) 22 (169) 30 (714)
Never worked 23 (22) 45 (20) 14 (22) 21 (45) 25 (109)
All 46 (b58) 41 (607) 33 (373) 27 (408) 37 (2036)

Source General Household Survey, 1994
Base numbers in brackets
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It is now recognised that the solutions to major health problems
such as cancers, heart diseases, mental health and accidents are
extremely complex, requiring interventions from a multiplicity of
agencies both statutory and voluntary. And these interventions will
need to take into account the broader determinants of health such
as social, economic, political and environmental factors. It is 2 major
challenge to bring about change in these factors in such a way that
existing inequalities in health are fully recognised and addressed.

Recent research suggests, however, that-social approaches do indeed
have considerable potential for the improvement of public health but
the evidence base is somewhat limited. This report is one of several
that have been commissioned by the HEA to investigate the links
between social capital and health. The report is in two parts. Part 1
is a literature review of the links between health, health behaviour
and social support, including an investigation of recent literature
dealing with the impact that ‘social capital’ has upon individual and
collective well-being, Part 2 explores the relationship between social

support and social capital on health through secondary analysis of
three large national surveys. The results presented here provide
researchers, social scientists and health professionals with important
pointers for the future collection of data and the generation of new
hypotheses relating to inequalities in health.
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