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1.
Introduction

During the 19th century, improvements in the health of the population were largely attributed to improvements in the environments in which people lived and worked and to a lesser extent, to better nutrition.  However, even at this time, there was debate and argument amongst leading academics as to the cause of these improvements in health.
  During the second half of the 20th century, the focus for health improvement shifted from the environment to the individual with the onus on healthier behaviours as the key to better health.
  Prominent epidemiologists such as Geoffrey Rose questioned individual accounts of disease and pointed to the importance of population determinants.  He coined the phrase “prevention paradox” the essence of which is that when many people receive a little benefit the total benefit may be large. 
   

Another feature of the latter part of the 20th century was the appearance of a gradient of health inequalities between higher and lower socio-economic groups.
  There is consensus that the accompanying polarisation of income which took place was a major contributory factor to this health divide.  Seminal reports such as the Black report and the Acheson report called for changes to public policy, including reorientation of services to better address the needs of vulnerable groups in the population such as the unemployed, pregnant women, children and the elderly.
,

Now, at the beginning of the 21st century, there is a renewed appetite for addressing health inequalities but 

continued argument as to their cause, particularly in terms of the relationship between income inequality, the social environment and health.  There appear to be 2 conflicting academic “camps” – that of those who argue for a neo-material basis (John Lynch, George Davey Smith et al. 
) versus that of the psycho-social school of thought as proposed by Richard Wilkinson.
  

Relative poverty is the key issue in Wilkinson’s argument: he proposes that living in an inegalitarian society with greater inequalities in income generates psycho-social stress.  This stress leads to higher mortality rates through a compromised immune system and also has catastrophic effects on crime levels, drug use and behaviour disorder in children.8  Critics argue that this thesis rules out any role for other mechanisms such as selection, health behaviours and absolute poverty.  They also comment that there is a lack of evidence on mental health and on social cohesion in the argument.7   

Lynch, Davey Smith et al take the view that health inequalities result from differing life course experiences.  The effect of income inequality on health reflects a combination of cumulative negative exposures and lack of resources held by individuals in tandem with a systematic under investment across a wide range of human, physical, health and social infrastructure.  This interpretation recognises that the political and economic processes that generate income inequality influence individual resources but also have an impact on public resources such as schooling, health care, social welfare and working conditions.7  The essence of this argument has already been put very simply by Geoffrey Rose: 

“The primary determinants of disease are mainly economic and social, and therefore its remedies must also be economic and social.”3
The idea of social capital having an influence on health has now been thrown into the pot to fuel the debate.

2.
What is social capital?

“Your corn is ripe today; mine will be so tomorrow. ‘Tis profitable for us both that I shou’d labour with you today, and that you shou’d aid me tomorrow….”

Putnam proposes that a founding principle of social capital is that of generalised reciprocity characterised by a combination of short-term altruism and long-term self interest i.e. I help you out now with the expectation that you will help me out in the future.
  Examples of this type of reciprocity in today’s society would be: cutting our neighbour’s hedge; participating in a neighbourhood watch scheme; looking after a friend’s children for the afternoon etc.  Although there is no formal commitment by the recipient to return the favour, there is an assumption that someone (not necessarily the recipient) will assist at some point in the future.

Social capital has also been defined in terms of the community cohesion associated with:

· The existence of co-operative and accessible community networks/organisations

· High levels of participation in these networks

· A strong sense of local identity

· High levels of trust, mutual help and support amongst community members.

Putnam distinguishes 2 main types of social capital - “bridging” and “bonding.”  Bonding social capital involves homogenous groups which are by choice or necessity more inward looking, tending to reinforce exclusive identities.  Examples of these types of groups are Women’s Guilds, members of exclusive country clubs, ethnic organisations, bridge clubs etc.  In contrast, bridging social capital is more outward looking and includes people from different social classes.  Examples of bridging social capital groups might include the civil rights movement, ecumenical religious groups, other solidarity groups etc.  Putnam asserts that bonding social capital is good for reinforcing specific reciprocity and mobilising solidarity i.e. it is good for “getting by” while bridging social capital is useful for links to external assets and for information acquisition i.e. it is good for “getting ahead.”10
Other work has highlighted the value of aspects of social capital at different times and in different settings.  For example, family and friends are an important source of support to individuals in times of illness; many people get jobs through informal networks of friends, former colleagues and acquaintances.
  There are also ‘fringe’ benefits to bystanders, for example reduced crime rates in areas with high community cohesion.

Civic engagement, religious affiliation, volunteering and good social and family networks have also been proposed as important ingredients of social capital.  Putnam argues that dwindling levels of social capital in American society are responsible not only for poorer health but also for community and family disintegration as well as rising crime levels.10

A recent report entitled “Better Together” cites social capital as a vital resource for achieving societal goals.  The authors emphasise the importance of fostering strategies that will raise the aggregate level of trustworthiness and trust in society.  They talk about strengthening horizontal communication and reciprocity amongst peers proposing that a new civic renaissance is needed throughout each level of civic society using individual and institutional innovation.  They conclude the report with a list of 100 activities they suggest individuals can undertake to build social capital including activities such as singing in a choir, running for public office, holding a barbecue for neighbours or using public transport.

Although the word “social capital” like “community” conjures up positive images, its use is not always necessarily beneficial for others in society and it can be used for malevolent, anti-social purposes as illustrated by the activities of groups such as the Ku Klux Clan, terrorist groups and those involved in paedophile networks.  Most study of social capital, however, has focused on positive, health-enhancing attributes.

A recent interstate survey of civic engagement in the US used the following indicators to assess social capital.
 The questions used in this survey were as follows:

· How many of your neighbours' first names do you know? 

· How often do you attend parades or festivals? 

· Do you volunteer at your childrens’ school? Or help out senior citizens? 

· Do you trust your local police? 

· Do you know who your U.S. senators are?

· Do you attend religious services? Or go to the theatre? 

· Do you sign petitions? Or attend neighbourhood meetings? 

· Do you think the people running your community care about you? 

· Can you make a difference?

· How often do you visit friends or family? 

A recent essay provides a blunt critique of Putnam’s thinking proposing that his analysis is decidedly apolitical.
  The author comments that American intellectuals, in their discourse on the decline of civic participation and public life, invariably fail to take account of the impact of wider political and economic influences on the population.  Political repression such as McCarthyism and more recently, union busting, have consciously restricted civic participation in the US during the last 2-3 decades.  This commentary states that Putnam wants to have it both ways:

“He longs for a vibrant public square where men and women meet to discuss the great questions of the day and then continue the conversation over beers.  But he won’t touch the political conflicts – particularly about capitalism and economic inequality – that drive people in and out of that square.”

3.
Social Capital and Health

There is conflicting evidence regarding the correlation between social capital and mortality.  Kawachi and colleagues demonstrated a correlation between strong social networks and lower mortality rates in the USA.
  More recently, they demonstrated a relationship between civic distrust, associational membership and mortality.
   The Whitehall study conducted by Marmot showed that low control at work and poor social support predicted coronary heart disease.
  However, Lynch et al recently found weak and inconsistent associations between levels of social capital and mortality amongst different countries.

Whitehead suggests that the debate on the relation between income inequality, social capital, and health has become a minefield.
  She makes the following observations regarding social capital:

· At an individual level, social networks, civic engagement and good social relationships have been shown to be good for a person’s health.  However, individual characteristics should not be extrapolated to whole populations to hypothesise that strong social ties and mutual co-operation in a society may help explain why some countries have healthier populations than others.  Factors which explain inequalities within a given country may not be the same as those between countries.  So, evidence based on individuals should not be confused with that based on populations.

· It is not useful to lump together findings based on psychological measures and those related to social conditions as the “psychosocial environment.”  Psychological measures include feelings of trust/distrust, self efficacy, self confidence etc.  Indicators of the social environment are those policies that influence social and economic life including employment policy, housing policy, transport policy etc.  

· Social capital is generally assumed to involve horizontal social interactions, that is social relationships between people in the same community or social group.  An older idea regarding the concept of “social capital” is that of vertical interactions (solidarity) where vertical bonds are created between different groups from the top to the bottom of the social scale. Systems such as the UK National Health Service where “everyone contributes and everyone benefits” are an example of this investment across different groups in society.

Academic disputes around the interpretation of the link between social capital, economic development, public policy and health are ongoing.  Lynch et al assert that the relevance of social capital to pubic health may have been exaggerated due to flawed conceptualisation and empirical evidence. 
 They insist that it should be seen as a product of broadly defined social relations rather than a primarily psychological construct.  Wilkinson’s counter-argument to the neo-materialist viewpoint is that that the growing interest in the link between social capital and health arises from clear evidence that more egalitarian societies are more cohesive, less violent, have higher levels of trust and more involvement in community life.
  He suggests that a fuller understanding between the relation between income inequality and social cohesion resonates with the early socialist belief that inequality was an obstacle to human harmony.  But recent research in 2 deprived London boroughs found that perceptions of inequality can have positive as well as negative health effects, i.e. deprivation can be both a source of hopelessness and a source of social action.  What appeared to be important in this research were the residents’ perception of the way the inequality was structured and their response to it.

Rather than polarising the debate and assuming that neo-materialist and psycho-social influences are always mutually exclusive with regard to the influence of social capital on health, several authors sensibly take a more balanced view.  

Baum states:

“While civil society is set aside from the government and the market this does not mean it is not strongly influenced by both.  They are intimately related.  Government policies will have a direct effect on civil society, particularly in terms of the extent to which governments are prepared to pursue policies that control markets, re-distribute income and wealth and create a society in which trust and co-operation can flourish.”

Popay proposes that 2 imperatives for future work on social capital and health are firstly to remember that social capital should be conceptualised as a dynamic process involving people living in places, and that this process has a past as well as a present and future.
  Secondly, she recommends that future research should link area effects and social capital and should also bring in different “ways of knowing” about inequalities in health through survey data, subjective narratives and historical documentary data.

Cattell, in her research, demonstrated that community context was a key factor in understanding social capital.22  She found that neighbourhood factors including the local area history, work opportunities, local resources and opportunities for community participation played an important role in the development of relationships of trust and perceptions of safety or fear or crime as well as encouraging population stability.  She concluded that social capital can be a useful tool particularly if used in combination with ‘social exclusion’ and that it should be built on by recognition of the complex and recursive relationship between an array of resources and social capital.

Other research has found that physical environment is important for community morale and social interaction.
  Many deprived areas are physically isolated and in areas of economic decline due to loss of industry but neighbourhoods studied in this research had retained social cohesion in the form of a commitment to the local area; informal social networks; strong bonds of reciprocity and mutual aid.  

4.
Conclusions

Formation of a clear and unambiguous picture of the part social capital plays in individual and community health is difficult due to its complex interplay with other factors.  Much academic dispute has taken place and is ongoing regarding the exact impact of social capital on health at a population level.   However, there is emerging evidence that it does have a role to play, particularly when examined in a political, social and economic context.   Accusations of an apolitical analysis may be justified in some cases and there is a danger that the promotion of social capital may be seen as a substitute for economic investment in poor communities and political change at a macro level.  Notwithstanding, there are good examples of recent research which has looked at social capital in a more informed and politically astute way.

A recent survey of poverty and social exclusion found that respondents considered social activities such as visiting friends or family were one of the items thought necessary for an acceptable standard of living.  These social activities could be described as manifestations of social capital.  Definitions of social exclusion also refer to social capital.  Social exclusion has been described as “broadly covering those people who do not have the means, material and otherwise to participate in social, economic and cultural life.”

At an individual level, Holmes argues that our physical and psychological security depends completely on our connections with other people.  He goes on to propose that self-esteem and security are intimately linked with individuals feeling good about themselves when they feel a valued part of a network of family and friends.
  If social exclusion reduces access to these networks then it is likely to have an adverse effect on individual levels of self-esteem and security.  As W H Auden has said “We must attach to one another or die.”
  

There is obviously a need for continued debate around the whole area of social capital and health but meantime, there are already some useful tools in existence which can be made use of in the public health arena to assess levels of social capital.  The Health Development Agency has recently produced a practical guide for researchers on the inclusion of survey questions regarding social capital.
  During the preliminary pilot, interviewers found that these questions were very well received by respondents.  The social capital module investigates 5 areas of social capital: three elicit views about the local area including civic engagement, reciprocity and local trust and two relate to individuals, investigating social networks and social support.

The Health Development Agency has also commissioned qualitative and quantitative research to:29

a) further explore the component elements of social capital and health in large surveys already conducted in the UK

b) devise new surveys or studies in order to test the link between social capital and health and health behaviour in the UK

Questions remain regarding the social mechanisms through which economic inequalities affect population health.  Recent research has found that Scotland’s health remains poor in comparison to the rest of the UK and other European countries.
  In addition, the gradient of health inequalities within Scotland appears to be sharper than elsewhere in Great Britain and this now cannot be completely accounted for by deprivation.  This unexplained part of the health gap has been called the ‘Scottish effect.’  One hypothesis for this finding is that psychological, social or behavioural factors have become more influential in recent years.  If we accept this as a possible explanation, then social capital and its influence on health could have a more important role to play than previously thought.  In order to explore these questions, some useful research could be undertaken.  

The Scottish Council Foundation propose that we could seek to measure the health of Scotland’s social capital and explore ways of including it as an explicit goal of the policy process particularly in terms of identifying what actions need to be taken by whom to create more cohesive communities with high levels of trust.
  Perhaps it is time for us to make greater efforts to understand what factors within Scottish society determine health status and engage with less tangible and disputed ones such as social capital.

References

� Szreter S.  The Importance of Social Intervention in Britain’s Mortality Decline c. 1850 - 1914: a Re-interpretation of the Role of Public Health. The Society for the Social History of Medicine, 1988, 1-37.


� The Scottish Office.  Scotland’s Health: A Challenge to Us.  Edinburgh:HMSO, 1992


� Rose G.  The strategy of preventive medicine. Oxford: Oxford Medical Publications, 1992.


� Davey Smith G, Bartley M, Blane D.  The Black Report on Socioeconomic Inequalities in Health 10 Years On.  BMJ 1990;301:373-7.


� Townsend P, Whitehead M and Davidson N.(eds)  Inequalities in Health: The Black Report and The Health Divide. London: Penguin Books, 1992.


� Acheson D.  Inequalities in health: report of an independent inquiry. London: HMSO, 1998


� Lynch JW, Smith GD, Kaplan GA, House JS.  Income inequality and mortality: importance to health of individual income, psychosocial environment, or material conditions.  BMJ 2000;320:1200-1204


� Wilkinson RG. Unhealthy Societies: The Afflictions of Inequality. London: Routledge, 1996.


�   Hume D.  A Treatise on Human Nature.  Book 3, Part 2, Section 5 http://panoramix.univ-paris1.fr/CHPE/Textes/Hume/treat0.html


�  Putnam RD.  Bowling Alone.  New York: Simon & Schuster, 2000.


� Perri 6 Escaping Poverty: from safety nets to networks of opportunity. London: Demos, 1997  


�  Saguaro Seminar.  Bettertogether – the report of the Saguaro Seminar: civic engagement in America.  www.bettertogether.org


� http://www.ctsv.org/communitysurvey/


�  Robin C.  Missing the Point  Dissent 2001;48 (2)


�  Kawachi I, Colditz GA, Ascherio A, Rimm EB, Giovannucci E, et al.  A prospective study of social networks in relation to total mortality and cardiovascular disease in men in the USA.  J Epidemiol Community Health 1996;50:245-251.


�  Kawachi I, Kennedy BP.  Socioeconomic determinants of health: Health and social cohesion: why care about income inequality? BMJ 1997;314:1037


� Marmot MG, Davey Smith G, Stansfield S, Patel C, North F and Head J.  Health inequalities among British civil servants: the Whitehall II study.  Lancet 1991;337:1387-93


� Lynch J, Davey Smith G, Hillemeier M, Shaw M, Raghunathan T, Kaplan G.  Income inequality, the psychosocial environment, and health: comparisons of wealthy nations.  BMJ 2001; 358:194-200


�  Whitehead M, Diderichsen F.  Social capital and health: tip-toeing through the minefield of evidence.  Lancet 2001:358(9277)


� Lynch J, Due P, Muntaner C, Davey Smith G.  Social capital – Is it a good investment strategy for public health?  J Epidemiol Community Health 2000;54:404-408


� Wilkinson R.  Inequality and the social environment: a reply to Lynch et al.  ?  J Epidemiol Community Health 2000;54:411-413


� Catell V.  Poor people, poor places, and poor health: the mediating role of social networks and social capital.  Social Science & Medicine 2001; 52:1501-1516


� Baum F.  Social capital: is it good for your health? Issues for a public health agenda.  J Epidemiol Community Health 1999;53:195-196


� Popay J. Social capital: the role of narrative and historical research. J Epidemiol Community Health 2000;54:401


� Joseph Rowntree Foundation.  Social cohesion and urban inclusion for disadvantaged neighbourhoods, 1999. http://www.jrf.org.uk/knowledge/findings/foundations/4109.asp


� Social Exclusion Unit.  The Social Exclusion Unit Leaflet.  London: Cabinet Office, 2000


� Holmes J.  The Search for the Secure Base: Attachment Theory and Psychotherapy.  Hove: Brunner- Routledge, 2001.


� Auden WH.  Collected Poems.  London: Faber, 1962.


� Health Development Agency.  Assessing people's perceptions of their neighbourhood and community involvement. Part 1: A guide to questions for use in the measurement of social capital based on the General Household Survey module.  London: Health Development Agency, 2001.


� Hanlon P, Walsh D, Buchanan D, Redpath A, Bain M et al.  Chasing the Scottish Effect.  Glasgow: Public Health Institute of Scotland, 2001.


� Boyes L, Davies M, Elrick D, Leicester G, Lyon A et al.  Out of the Ordinary: The Power of Ambition in an Uncertain World.  Edinburgh: The Scottish Council Foundation, 2001.





PAGE  
1

