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SOCIAL CAPITAL,HUMAN CAPITAL and HEALTHWhat is the Evidence?Ce n t re f o r Ed u c a t i o n a l Re s e a rc h a n d I n n o v a t i o nSocial Capital, Human Capital and Health: What is the Evidence? – © OECD 2010Aknowledgments – 3AknowledgmentsThe principal authors of this report, in the order in which their contributions appear, are asfollows: Richard M. Scheffler; Nicholas C. Petris, Center on Health Care Markets and ConsumerWelfare, University of California, Berkeley; Francesca Borgonovi, OECD , Education Directorate;and Timothy T. Brown, Nicholas C. Petris Center on Health Care Markets and Consumer Welfare,University of California, Berkeley; Franco Sassi, OECD , Employment, Labour and Social AffairsDirectorate; Paul Dourgnon, IRDE S; and, Nicolas Sirven, IRDE S.The authors would like to thank Audrey Laporte, University of Toronto, for her valuable contributionsin the form of peer review and recommendations.The report was edited by Stephen Robitaille. Editorial, administrative and production supportwas provided by Candy Pareja and Marléne Mohier. The authors would like to thank KojiMiyamoto and the OECD Centre for Education Research and Innovation (CE RI) for making thispublication possible.Social Capital, Human Capital and Health: What is the Evidence? – © OECD 2010foreword – 5ForewordJoseph Chamberlain, Mayor of the English city of Birmingham 1873-1876, was a successfulcapitalist – the major screw manufacturer in England – and a non-conformist Christian. Appalledat the rising toll of contagious disease in the poorest parts of the city, he took the water companiesinto public ownership (as he did the gas companies) and was accused of gas and water socialism(Szreter 2005). He declared: “We have not the slightest intention of making profit … We shall getour profit indirectly in the comfort of the town and in the health of the inhabitants”.Chamberlain’s relevance to the benefits of social capital is twofold. First, social capital isimportant not because it might lead to financial profit, but because it might improve the well-beingof the population – Chamberlain’s justification for public ownership. Second, Szreter argues thatChamberlain’s success in Birmingham in reducing water born diseases was the result of a socialmovement of which Chamberlain was a part. Social capital was necessary for the interventions thatimproved the quality of civic life and hence improved health.The present review deals with three key questions. Going beyond 19th Century Britain, Itshows the importance for health of social capital at times and places where the major diseaseburden is not contagious disease. Indeed, the literature reviewed here points to social and psychologicalsupport as a major mechanism by which social capital might improve mental andphysical health and well-being. Second, it asks how social capital interacts with education – thereis clearly more to learn here. If it is the case that those with higher education benefit more fromsocial capital, considerations of equity lead us to ask how social capital can be improved for allsectors of society. The answer to this third question seems to be: we don’t know yet. The evidencecontained in this Review suggests that answering that question – showing how to build socialcapital, particularly at the community level – is a most important next step.Professor Sir Michael MarmotDirector, International Institute of Society and HealthUniversity College London, UKSocial Capital, Human Capital and Health: What is the Evidence? – © OECD 2010Table of contents – 7Table of contentsPreface ŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁ 9Introduction ŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁ 11Overview ŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁ 11Defining social capital ŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁ 12The social capital controversy ŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁ 12The Roseto mystery ŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁ 13Community social capital: a tale of two communities ŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁ13The interaction between social capital and education ŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁ 15Conclusion ŁŁŁŁŁ 15Chapter 1. The relationship between social capital, human capital and health ŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁ 17Introduction ŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁ 17The relationship between human capital and social capital ŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁ 17Human capital, social capital and physical health ŁŁŁŁŁ 18Human capital, social capital and mental health ŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁ 19Human capital, social capital and health behaviours ŁŁŁŁŁŁŁŁŁŁŁŁŁ 20Conclusion ŁŁŁŁŁ 21Chapter 2. The international dimension ŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁ 23Introduction ŁŁŁŁŁ 23Community social capital ŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁ23Individual social capital ŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁ 24Social capital, human capital and health in selected countries ŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁ27Are countries with more social capital in better health? ŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁ 29Conclusion ŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁ 30Chapter 3. Methodological issues and public policy Ł.Ł.Ł.Ł.Ł.Ł.Ł.Ł.Ł.Ł.Ł.Ł.Ł.Ł.Ł.Ł.Ł.Ł.Ł.Ł.Ł.Ł.Ł.Ł.Ł.Ł.Ł.Ł.Ł.Ł.Ł.Ł.Ł.Ł.Ł.Ł.Ł.Ł.Ł.Ł.Ł.Ł.Ł.Ł31Introduction ŁŁŁŁŁŁŁŁŁŁŁŁŁ 31Individual vs. collective social capital ŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁ 31Reconciling individual and contextual approaches ŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁ 32Does social capital determine health? The causality issue ŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁ32Education, social capital and health interactions: what can policymakers learn? ŁŁŁŁŁŁŁŁŁŁŁŁŁ 33Targeting education as a determinant of social capital ŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁ33Annex A. Programme of the 2008 Social Capital Global Network Workshop on Education, SocialCapital And Health, Paris, October 2008 ŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁ35Bibliography ŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁ 37Social Capital, Human Capital and Health: What is the Evidence? – © OECD 20108 – Table of contentsFiguresFigure 0.1 O ne-person households as proportion of all households, 2007 ŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁ12Figure 0.2 I nterrelationships among human and social capital and health ŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁ15Figure 1.1 P athways between social capital and health ŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁ 18Figure 2.1 Relationship between the PSCI and measures of socio-economic status across areas inthe United States and England ŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁ24Figure 2.2 Relationship between education and control over important things in life in 15 countries,based on WHS data ŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁ25Figure 2.3 Relationship between education and voting in 15 countries, based on WHS data ŁŁŁŁ 26Figure 2.4 A verage levels of trust in others in different countries, based on WVS data ŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁ 27Figure 2.5 Relationship between social participation and self-rated health (SRH)in a set of European countries ŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁ29TablesTable 0.1 C haracteristics of metropolitan statistical areas ŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁ 14Table 0.2 Health behaviours and outcomes ŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁŁ14Social Capital, Human Capital and Health: What is the Evidence? – © OECD 2010Pr eface – 9PrefaceThis report takes inspiration from a workshop of the Social Capital Global Network, organisedin Paris by IRDE S and the OECD in October 2008. The presentations and discussions fromthis workshop provide an important basis to better understand the complex relationship betweensocial capital and health, and the role education may play in this nexus.The OECD Centre for Educational Research and Innovation (CE RI) has been analysingthese issues under the Social Outcomes of Learning (SOL ) project launched in 2005. The projectfocuses on two domains: health and “civic and social engagement” to evaluate the state ofthe evidence-base on whether and how education plays a role in improving these outcomes andclarifying the underlying conditions that help make this happen. The findings of the SOL projectwere presented at the International Conference on Education, Social Capital and Health jointlyorganised by the Norwegian Ministry of Education and Research and CE RI in February 2010.The discussion at this conference highlighted the broad consensus among policy-makers andresearchers working in the fields of education and health regarding the prominent role educationcan play in fostering social capital and health. It also highlighted the highly complex andnon-linear nature of the interactions between education, social capital and health, as well as thecritical role family and the community play in enhancing these interactions. CE RI will release asynthesis report of the SOL project in summer 2010.The studies presented at the 2008 workshop provide an important contribution to theknowledge-base on education, social capital and health. They enhance our understanding of theconcepts involved in describing the relationship between social capital and health, provide newempirical evidence and clarify empirical challenges that may hamper future progress in research.While this report presents major strides in our understanding of this complex issue, it also suggeststhat significant challenges remain in furthering the ambitious yet indispensable agenda tohelp improve well-being and progress of our lives.Dirk Van Damme, Head of CE RIKoji Miyamoto, SOL Project LeadCentre for Educational Research and Innovation (CE RI), OECDSocial Capital, Human Capital and Health: What is the Evidence? – © OECD 2010Introduction – 11IntroductionOverviewThe inspiration for this report came from the 2008 Social Capital Global Network Workshopon Social Capital and Health, which was held in Paris, in October 2008. The workshop, jointlysponsored by the Institute for Research and Information in Health Economics (IRDE S) and theOrganisation for Economic Co-operation and Development (OECD ), featured presentationsfrom 28 leading researchers in the field of social capital. The presentations documented the stillemergingyet robust correlation among social capital, education and health. The authors of thisreport all participated in the workshop’s planning, execution and/or presentations, making thiseffort a natural outgrowth of the wrkshop.This introduction provides an overview of social capital, education and health. It beginswith a brief history of the development of the field of social capital research, taking as its departureRobert D . Putnam’s international bestseller, Bowling Alone: The Collapse and Revival ofAmerican Community. The Introduction includes a description of the Petris Social Capital Index,documents major developments and advances in the field, examines the ongoing controversiesamong economists over the use of the term social capital, and illuminates the issues with casestudies from the social capital literature.Chapter 1 examines the relationships among human capital, social capital and health, a newand rapidly expanding area of research in the field. This section includes a discussion of the literatureanalysing the effects of human capital, specifically education, on social capital, and theirinterrelated influences on both physical and mental health outcomes. Most interestingly, researchis beginning to suggest that the links between education levels and health are only partiallyexplained by the increased income that highly educated individuals earn, and that there might infact be a direct, causal effect of education and learning on health behaviours and outcomes.Chapter 2 analyses social capital research from an international perspective. Though much ofthe early social capital research occurred in the United States and United Kingdom, a new set ofresearch has examined social capital issues in a number of other countries, of differing nationalincome averages, at both the individual and community levels. This research also appears tosupport the notion that social capital can have a beneficial impact on individual and communityhealth. This section also provides a cogent discussion of the World Health Survey, conducted bythe World Health Organisation in 70 countries, a valuable source for comparative social capitalresearch. An important yet uncompleted step of social capital and health research has been toextend that research beyond the correlations that exist between social capital and improvementsin community health, to the use of instrumental variables to help establish causality.Chapter 3 discusses the implications of social capital research for policymakers. This sectionhighlights the need for policymakers to employ a nuanced understanding of social capital, healthand education in crafting policies to improve their communities’ status in these important areas.Social Capital, Human Capital and Health: What is the Evidence? – © OECD 201012 – IntroductionDefining social capitalThe term social capital was first discussed at length in Robert D. Putnam’s national bestseller,Bowling Alone: The Collapse and Revival of American Community. Here, the act of bowlingalone – a reference to the disintegration of US after-work bowling leagues – is a metaphor to illustratethe decline of social, political, civic, religious, workplace connections in the United States.Putnam describes social capital as a sociological concept used in business, economics, organisationalbehaviour, political science, public health and the social sciences in general, to refer toconnections within and among social networks. The core idea is that social networks have value.Similar to physical and human capital, social contacts can increase the productivity of individualsand groups. Putnam’s most poignant example of the positive effects of social capital involveshis story of John Lambert and Andy Boschma, who knew each other through their local bowlingleague in Ypsilanti, Michigan. Lambert was a 64-year-old retiree of the University of MichiganHospital, who had been on a kidney transplant waiting list for three years when Boschma, a33-year-old accountant, casually learned about his need and unexpectedly approached him withan offer to donate one of his own kidneys. The story is moving, but in addition to their differencesin profession and generation, Boschma was white and Lambert was African American. The factthat they bowled together in a league made all the difference in their connection.Since the publication of Putnam’s landmark book, the study of social capital and health hasbeen growing throughout the globe (Brown et al., 2006). Yet, there is evidence to suggest thatconnections between individuals, even within families, have significantly declined. Recent datashows that roughly 25% of all US households are occupied by a single person (see Figuree 0.1).In Germany, the number is more than 35%, and in Sweden, 45%. These are perhaps shockingnumbers to most of us. Individuals are not only more likely to be bowling alone but living alone.The social capital controversyThe use of the term social capital has received considerable attention in the past 20 yearsamong social scientists (primarily sociologists), economists, political scientists and social epidemiologists.Economists, however, are conflicted about the use of the term. In 1997, the World Bankhosted a workshop, “Social Capital: Integrating the Economist’s and Sociologist’s Perspectives”,in which the reluctance of economists to accept the analog of social capital to human capitaland physical capital became clear. In his 2000 paper, “Observations on Social Capital”, KennethArrow, a Nobel Prize-winning economist at Stanford University, suggested the abandonment ofthe term “social capital”, saying that the term “capital” implies “extension of time; deliberate sacrificein the present for future benefit; and alienability.” Arrow pointed out the failure of deliberateFigure 0.1. One-person households as proportion of all households, 200750454035302520151050USSwedenNorwayDenmarkGermanyFranceJapanUKCanadaAustraliaSource: Euromonitor 2008.Social Capital, Human Capital and Health: What is the Evidence? – © OECD 2010Introduction – 13sacrifice in the present for future benefit aspect of social capital, by reminding us that social networksare built up for reasons other than their economic value to the participants. Social capital isargued not to have the characteristics of “capital” as defined by economists.Similarly, in his “Notes on Social Capital and Economic Performance”, MIT economist RobertSolow, also a Nobel laureate, asks, “Just what is social capital a stock of? Any stock of capital is acumulation of past flows of investment, with past flows of depreciation netted out.” On this pointboth Solow and Arrow agree. In addition, they agree on the importance of social capital, but rejectthe analogy to capital as used by economists; however, the term remains pervasive.The Petris Social Capital Index (PSCI ), which measures the supply side of social capital, maypass the Arrow-Solow test of how “capital” is defined by economists. The Petris Social CapitalIndex (PSCI ) was created by researchers at UC Berkeley’s Nicholas C. Petris Center for HealthCare Markets and Consumer Welfare (Brown et al., 2006). The index looks at 18 community voluntaryorganisations using public data available for the entire United States. Investment in theseorganisations has a strong correlation to physical capital in that there is something tangible thatexists (church, YMCA ) which can be invested in. Moreover, the Petris Index has been shown to behighly correlated with Putnam’s measures of social capital, such as trust (Scheffler et al., 2008).The Roseto mysteryThe concept of community social capital is vividly illustrated in Malcolm Gladwell’s bestsellingbook, Outliers: the Story of Success, where he discusses the Roseto Mystery. RosetoValfortore is a community 100 miles southeast of Rome. Beginning in 1882, many Rosetoresidents set sail for New York, and eventually settled into a tight-knit community in Bangor,Pennsylvania. They erected churches and established festivals and spiritual societies. The newRosetans grew their own vegetables and raised their own livestock. The town came to life. Yearslater, Stewart Wolf, a young physician was astonished to note that in Roseto, virtually no oneunder age 55 had died of a heart attack or showed signs of heart disease. Surprisingly, there wasno suicide, no alcoholism, no drug addiction and very little crime. It would seem that this smallcommunity was reaping the health benefits of community social capital. Unfortunately, as communitymembers left (for a variety of reasons, including education), they returned to Roseto withmore income and less conformity to the social norms. Over time, the health of Roseto began tolook more like that of the surrounding communities.Community social capital: a tale of two communitiesThis is the tale of two cities, actually two Metropolitan Statistical Areas (MSAs), inCalifornia. These two MSAs (Communities A and B) had average annual household incomesthat varied by less than 10% in 2007, but since 1999 average annual household income inCommunity A grew by USD 7 797, while in Community B growth in average annual householdincome was only USD 4 401. However, the opposite occurred with respect to community socialcapital as measured by the PSCI . In Community A, the PSCI increased by 0.04% (four extraemployees in voluntary organisations per 10 000 people), while in Community B, the PSCIincreased by 0.10% (10 extra employees in voluntary organisations per 10 000 people) – two anda half times higher than the increase in Community A. One community was stronger in incomegrowth while the other was stronger in the growth of community social capital. What was theresult in terms of health behaviour and outcomes? By 2007, both communities improved in eachoutcome, but the community with larger growth in community social capital improved more thanthe community with larger income growth.When comparing the two communities in terms of an important preventive behaviour, obtaininga flu shot, Community B improved by 12 percentage points, while Community A improvedby only 9 percentage points. When comparing the two communities in terms of a dangerousSocial Capital, Human Capital and Health: What is the Evidence? – © OECD 201014 – Introductionhealth behaviour, smoking, Community B saw the prevalence of smoking decline by 8 percentagepoints, while Community A experienced a decline of only 4 percentage points.Finally, when comparing an important health outcome, being overweight or obese, prevalencedeclined by 10 percentage points in Community B, while in Community A it declined by only 7 percentagepoints. Community B, which had the smaller increase in income and the larger increase incommunity social capital, enjoyed greater community health benefits (see Tables 0.1 and 0.2).This simple example illustrates the power of community social capital in affecting healthbehaviours and outcomes. As noted earlier, the PSCI is a supply-side measure of communitysocial capital, measuring the social resources in a community in terms of employees in voluntaryorganisations as a percentage of the population. It includes 18 different types of social organisations,from churches to parent associations to self-help groups.Research has found that the PSCI is associated with the reduced use of cigarettes by smokers(Brown et al., 2006), reduced psychological distress among low-income individuals (Scheffler et al.,2007) and reduced cardiovascular disease among low-income individuals (Scheffler et al., 2008).While the above research measures community social capital for a relatively large geographicarea, community social capital can be measured at virtually any level, with individual citiesperhaps being the most useful for policy purposes. Surveys which include individual measuresof PSCI also allow for measures of community social capital that relate to important aspects ofsocial interaction, such as bonding (social connections between individuals who are similar),bridging (social connections between individuals who are dissimilar), or linking (social connectionsacross different levels of social status).The outcomes of interventions that seek to improve the health of an area, such as a city,are highly likely to be affected by the specifics of its community social capital. As illustratedin Figure 0.2, community social capital may positively affect the diffusion of health informationwithin a community. It may also affect the level of psychosocial support, which enablesTable 0.1. Characteristics of metropolitan statistical areasAreaPSCI (%) Average annual household income1998 2006 Change 1999 2007 ChangeCommunity ARiverside andSan Bernardino0.52 0.56 0.04 USD 38 084 USD 45 881 USD 7 797Community BSan Francisco, Alameda,Contra Costa, Marin,San Mateo0.86 0.95 0.10 USD 46 263 USD 50 664 USD 4 401Table 0.2. Health behaviours and outcomesAreaObtained flu shot (%) Smoker (%) Overweight or obese (%)1999 2007 Change 1999 2007 Change 1999 2007 ChangeCommunity ARiverside andSan Bernardino27 37 9 22 18 -4 83 77 -7Community BSan Francisco,Alameda,Contra Costa, Marin,San Mateo34 47 12 18 10 -8 79 70 -10Social Capital, Human Capital and Health: What is the Evidence? – © OECD 2010Introduction – 15individuals to make the often difficult changes in personal habits that allow for positive changesin health. Community social capital may itself be a target of intervention, given its likely complementarynature with other health interventions.Finally, community social capital is related to potential political strength. Areas with greatersocial connections may often be more easily organised politically, which can help draw healthcareresources to those areas. Measures of social capital, such as the PSCI , are an integral part ofcommunity intervention research.The interaction between social capital and educationHuman capital is the investment in training and education, which was popularised inGary Becker’s book, Human Capital: A Theoretical and Empirical Analysis, with SpecialReference to Education, for which he was awarded a Nobel Prize in Economics. However, wehave less knowledge of the interaction among social capital, human capital and health. We knowalready that human capital has an important and direct effect on health, but its relation to socialcapital is less well understood. It is possible for example, that human and social capital could besubstitutes or complements for each other. If a community has a higher level of social capital,could it have a lower level of human capital and still obtain the same level of health? If this werethe case, then social capital could be considered a substitute for human capital. Alternatively, dohigher levels of human capital improve the efficiency of social capital, making them complementary?If this were the case, then social capital and human capital could be both substitutes andcomplements for each other.Figure 0.2 illustrates the basic model behind the relationship between human and social capitaland health, and their interactions. It shows that both human capital and social capital may beinputs to health. Further, the model shows the interaction effect between human capital, socialcapital and health.ConclusionIt can be as simple as a walking group that meets each week or a book club. Farmers marketsprovide healthy foods and foster social connections. Churches and religious organizations are alsoa good source of community social capital. The rest of this report shows what mechanisms are atwork, how important social capital is to health, and what role is played by education.Figure 0.2. Interrelationships among human and social capital and healthHuman Capital Social CapitalHealthOutcomesRate of return Rate of returnInteraction EffectsSource: Miller et al. (2006), “Social Capital and Health in Indonesia”.Social Capital, Human Capital and Health: What is the Evidence? – © OECD 20101. Th e relationsh ip between social capital, human capital and health – 17Chapter 1The relationship between social capital, human capital and healthIntroductionThe study of the interrelations between human capital, social capital and health is a relativelynew and growing area of research, whose methods are becoming more rigorous over time (Mouw,2006). This review, while not intended to be comprehensive, provides a brief overview of currentunderstandings of the connections among social capital, human capital and health.*The relationship between human capital and social capitalSeveral recent studies have investigated the relationship between education** and varioushealth outcomes and behaviours (see Grossman, 2000, 2005 for literature reviews). Such studiesgenerally highlight a positive association between education and health status. Moreover, theysuggest that the education-health link is only partially explained by the increased income thathighly educated individuals earn, and might stem from a direct, causal effect of education andlearning on health (Grossman and Kaestner, 1997).A few studies have attempted to identify the pathways through which education might operate.Educated individuals may be more efficient producers of health, and as a result obtain betterhealth with the same amount of resources, all else being equal (Grossman, 1972). Education alsomay lead individuals to make better health choices; for example, consuming plenty of fruits andvegetables, exercising and avoiding tobacco use (Rosenzweig and Schultz, 1983). In practice,more education generally translates into greater access to better information and greater processingabilities to act upon such information (Brunello, 2008; Goldman and Smith, 2005). Educationalso may alter risk perceptions, and by doing so may render individuals more likely to invest intheir health. Finally, education has a significant impact on wages, and the ability to purchasehealth-enhancing goods and products. In sum, education may shape people’s life chances, and bydoing so may contribute to establishing conditions that are conducive to better health.One of the specific ways in which education may shape individual life chances is throughthe accumulation of social capital. Empirical studies of individual-level correlates of social capitalhave found that education is one of the most consistent predictors of social capital, both atthe individual and area levels (Smith, 1994; Wilson, 2000; Jones, 2006; Andreoni et al., 2004;Putnam, 2000; McPherson et al., 1996; Lipset, 1976; Wolfinger and Rosenstone, 1980; Putnam,2001). Evidence on the causal effect of education on social capital accumulation, however, is onlybeginning to emerge and the findings are mixed. While some studies highlight a positive impactof education on some forms of Social capital and civic participation (Milligan et al., 2004; Dee,2004), others find no significant causal effect (Milligan et al., 2004; Siedler, 2007; Touya, 2006).*The social capital literature is extremely large and a comprehensive review is beyond the scope of this chapter(see Scheffler and Brown, 2008).**For the purposes of this chapter, we limit our review to formal education as the primary source of humancapital accumulation.Social Capital, Human Capital and Health: What is the Evidence? – © OECD 201018 – 1. Th e relationsh ip between social capital, human capital and healthEducation may promote social capital accumulation directly, by helping individuals developthe civic skills and cognitive capacities that facilitate participation in groups and associations.It also may do so indirectly, by lowering the opportunity costs of engaging in civic activities.Education may foster civic skills directly through the curriculum, for example, by providingindividuals with opportunities to discuss social and political issues in the classroom; by promotinghabits of associational involvement, whereby students are encouraged to volunteer in theircommunities; and finally, by developing bureaucratic competencies. More educated individualsmay enjoy higher levels of social capital also because they hold jobs that allow for greater flexibilityin time management; that encourage, rather than hinder, the development of strong linkswith others through membership groups and associations; and that promote formal participationin social networks.Theoretically, the benefits of social capital on health may flow to the individual through anumber of pathways (Kawachi and Berkman, 2000; McKenzie, 2006). Figure 1.1 details threeprimary pathways that link social capital and health status. First, social capital may increase thediffusion of information on behaviours that improve health. More individuals will thus come intopossession of such information, and can then apply it to improve their health. For example, studieshave found that membership organisations often serve as conduits of health information (Stephenset al., 2004; Viswanath et al., 2006).Second, social capital can provide opportunities for psychosocial support, which if accessed,will tend to reduce stress and improve health (Kawachi and Berkman, 2001). Third, social capitalwill tend to make political organising more likely, which may result in more health resourcesbeing brought into a given area. More health resources will tend to improve access to health care,and thus improve health (Kawachi and Berkman, 2000).Human capital, social capital and physical healthHuman capital and health statusA stream of recent empirical studies has extended the traditional labour economics frameworkthat analyses the relationship between education and wages to examine whether education is associatedwith health status (see Grossman and Kaestner, 1997; and Cutler and Lleras-Muney, 2006 forreviews of recent studies). Several studies suggest that the relationship between education and healthis not solely caused by the education-income link, and that education might play a direct role indetermining health status that goes beyond providing better employment opportunities (GrossmanFigure 1.1. Pathways between social capital and healthIndividual Level HealthArea Level HealthInfoHealth ServicesPsychosocial supportPreventivePracticesSource: Adapted from Scheffler and Brown (2008).Social Capital, Human Capital and Health: What is the Evidence? – © OECD 20101. Th e relationsh ip between social capital, human capital and health – 19and Kaestner, 1997). While most existing studies are correlational, a growing body of evidence suggeststhat the relationship between education and health status might be causal (see, for example,Lleras-Muney, 2005).Several studies have attempted to identify the intergenerational effects of education. The findingssuggest that the more educated parents are, the greater the likelihood that their children willbecome healthy adults. The evidence emerging from developing countries indicates that maternaleducation is a powerful predictor of infant mortality and child health (Desai and Alva, 1998; Frostet al., 2005; Thomas et al., 1990, 1991; Mosley and Chen, 1984; Chou et al., 2007). Educationalprogrammes that specifically target girls have been and are increasingly used as strategies toreduce long-term infant mortality. Fewer studies have examined the parental education-childhealth link in developed countries. Some of these studies fail to find a strong impact of maternaleducation on child health (Chernichovsky and Coate, 1980, 1983). However, others documentpositive associations between maternal schooling and child and adolescent health (Shakotko et al.,1981), and a reduction in the probability that women will smoke during pregnancy, which benefitsboth maternal and fetal health (Currie and Moretti, 2003).Social capital and health statusMost of the available evidence on the association between area-level social capital and physicalhealth is based on cross-sectional data and results differ greatly across studies: while someidentify a positive association between area level social capital and health (Kawachi et al., 1997;Kawachi et al., 1999; Poortinga, 2006a; Sundquist and Yang, 2007), others find little or no association(Poortinga, 2006b; Subramanian et al., 2002; Veenstra et al., 2005; Engstrom et al., 2008).Research based on longitudinal data appears to suggest that the association between area-levelsocial capital and health status can vary greatly depending on the measure of social capital used(Snelgrove et al., 2009). The literature Studies also indicate that individual level social capitalis associated with good health (Hyppa and Maki, 2001, 2003; Lindström, 2004; Mohseni andLindström, 2007; Rose, 2000) and that this association is robust to the level of egalitarianism ina country (Islam et al., 2006).Human capital, social capital and mental healthHuman capital and mental healthIn general, people with low educational attainment, low income and who live in deprivedneighbourhoods are more likely to suffer from mental health problems than the general population,although the socio-economic gradient in the prevalence of mental illness varies greatly bycondition (see Yu and Williams, 1999; Lorant et al., 2003a; and Muntaner et al., 2004; for reviewson the different associations between socio-economic status and various mental health conditions).Other studies also have made similar findings on this topic (Marmot, 2005; Wilkinson etal., 2003). The literature indicates that education and mental distress are negatively related; highereducation is in general associated with a lower prevalence of mental health problems (see Rossand van Willigen, 1997 for a review; also Chevalier and Feinstein, 2007), although the relationshipappears to be less strong than in the case of physical health. Overall, however, education doesnot appear to be a major determinant of other indicators of well-being, such as life satisfactionand happiness (Witter et al., 1984; Veenhoven, 1996; Hartog and Oosterbeek, 1998; Gerdthamand Johannesson, 2001).One of the pathways through which education may promote good mental health is by enhancingindividual and area-level social capital. Individuals with more education may be more likelythan less educated individuals to be socially integrated, and to have opportunities to meet sociallywithin their communities, factors that promote social capital accumulation at the individual level.They may also be more likely to receive adequate emotional support; because of homophily,Social Capital, Human Capital and Health: What is the Evidence? – © OECD 201020 – 1. Th e relationsh ip between social capital, human capital and healtheducated individuals are more likely to have meaningful social contacts with individuals who alsopossess a high level of education (McPherson et al., 2001). Given that most individuals rely onthe support of those around them to deal with mental distress, if greater education translates intohigher quality psychological support, homophily will mean that educated individuals will receivebetter support than those with low levels of education (Angermeyer et al., 1999). Individualswho live in communities where the average educational attainment is high also are more likelyto enjoy better mental health than individuals in communities with lower education levels.Communities where the average educational attainment is higher may in fact be more inclusiveand less stigmatising towards individuals who have mental health problems, and provide greaterpractical and emotional support to all their citizens.Social capital and mental healthThe evidence on the relationship between social capital and mental health is generally moreconsistent than that on the relationship between social capital and physical health and overwhelminglysupports the hypothesis that individuals with higher levels of social capital or who live inareas with high levels of social capital enjoy good mental health.Studies of individual-level social capital and mental health generally find that individuals withhigh levels of social capital are less likely to suffer from mental disorders than individuals withlow levels of social capital (see De Silva et al., 2005; and Almedon, 2005 for good reviews of thisstream of literature). However, strong evidence that social capital promotes mental health andprotects from the risks of developing mental illness is currently lacking (Whitley and McKenzie,2005) especially among individuals who face a high risk of developing mental health conditionsin adulthood (Borgonovi and Huerta, 2008).The literature that measures social capital at the area level is much smaller than the literaturethat measures social capital at the individual level. Findings somewhat vary with respect tothe strength of observed associations depending on the geographical context, the choice of thegeographical unit at which social capital was measured as well as the specific measures of socialcapital and mental health conditions employed in empirical analyses. However, they confirm theprotective role of area level social capital on mental health: high levels of area-level social capitalare associated with less psychological distress (Araya et al., 2006; Miller et al., 2006); hospitalisationfor psychosis (Lofors and Sundquist, 2006) and incidence of psychosis (Boydell et al.,2002); suicide (Desai et al., 2005); mental illness (Cutrona et al., 2000) and child mental health(Drukker et al., 2003). Just as for individual level social capital, area-level social capital may notprotect everyone equally from the risks of developing mental health conditions. Froe example, astudy examining the relationship between area-level social capital and non-specific psychologicaldistress using data from 59 Metropolitan Statistical Areas in the United States found a negativeassociation only for those with family income below the median (Scheffler et al., 2007) while therelationship between social capital and the incidence of schizophrenia in neighbourhoods in SouthLondon appears to be U-shaped (Kirkbride et al., 2008).Human capital, social capital and health behavioursHuman capital and health behavioursAs previously highlighted, evidence is emerging on the role of education in promoting a longand healthy life. New evidence also suggests that educational attainment plays an importantrole in influencing health-related behaviours. However, the relationship is complicated betweeneducation and specific behaviours, such as smoking, alcohol abuse, poor nutrition and lack ofphysical activity. Better educated individuals appear to be somewhat more likely to engage insome forms of risky behaviours, such as consuming alcohol and drugs (Cutler and Lleras-Muney,2007), but they are also somewhat better at managing their behaviours, by keeping consumptionSocial Capital, Human Capital and Health: What is the Evidence? – © OECD 20101. Th e relationsh ip between social capital, human capital and health – 21low, or stopping consumption before problems escalate (Cutler and Lleras-Muney, 2006; Webbinket al., 2008). Generally, however, the evidence on the relationship between education and healthhabits is in expected direction and indicates that the better educated are more likely to exerciseand are less likely to be overweight or obese (Cutler and Lleras-Muney, 2006; Webbink et al.,2008), or to smoke (DeWalque, 2007; Grimard and Parent, 2007).Social capital and health behavioursThe evidence suggests that social capital might play an important role in promoting a healthylifestyle. Both individual and area-level social capital are negatively associated with smoking(Lindström and Isacsson, 2002; Lindstrom, 2003, 2004; Lindstrom et al., 2003a, 2003b; Brownet al., 2006). Area-level social capital also has been negatively linked with binge drinking in college(Weitzman and Kawachi, 2000). However, as already discussed for the relationship betweensocial capital and health, the evidence suggests that results depend on how social capital is measured.Research based on Swedish data for example found that high level of social participation butlow social trust was positively associated with high alcohol consumption among men (Lindstrom,2005). Similarly, while studies appear to indicate that area-level social capital is positively associatedwith exercise (Wen et al., 2007; Fisher et al., 2004), individual social capital (social participation)is negatively associated with the consumption of fruits and vegetables (Lindstrom et al.,2001).ConclusionEmpirical research investigating the interrelations among education, social capital and healthhas flourished in recent years. Broadly speaking, the consensus emerging from these studies isthat better educated individuals, and individuals with more social capital, enjoy a longer, happierand healthier life than their less educated and less socially integrated counterparts. Whilethe overall message is that more education and greater social capital go hand in hand with betterphysical and mental health and a healthier lifestyle, the strength of associations among education,social capital and health differs greatly across studies. Methodological aspects also mean thatonly in few cases the interpretation of associations among education, social capital and health canbe done though a causal lens on the sole basis of empirical considerations. A sounder methodologicalbasis, which identifies the mechanisms at work, is clearly needed.Social Capital, Human Capital and Health: What is the Evidence? – © OECD 20102. Th e international dimension – 23Chapter 2The international dimensionIntroductionThere is now compelling evidence from a number of studies that social capital is associatedwith improved health, and there is at least some evidence that the direction of causality is mostlyfrom the former to the latter (see Chapters 1 and 2). Studies also have shown that social capitaloften acts as a substitute for human capital, income, or wealth. In this, social capital helps thosewith lower levels of education, and in poorer socio-economic circumstances, to achieve healthoutcomes similar to those of their better-off counterparts (e.g. P evalin and Rose, 2000). For thisreason, social capital tends to be associated with a lower degree of inequality, including smallerhealth disparities and less segregation (see World Health Organisation, 2003, for further discussionof the contribution of social support and its contribution to health).However, most aspects of social capital are associated with higher levels of education, and thereis at least some evidence that social capital mediates the effect of education on health, which helpsexplain why highly educated individuals tend to have better health outcomes (Ross and Wu, 1995).Although much of the research on the links among social capital, human capital and healthhas been undertaken in the United States and, more recently, in the United Kingdom, a numberof studies have reported similar findings in other countries, at different levels of income. Apresentation of the most salient international findings follows below, along with a discussion ofsome of the issues involved in measuring social capital and its impact on health across countries.Social capital has been viewed mainly as a determinant of broad social, political and economicoutcomes, so its measurement has tended to focus on collective phenomena.Community social capitalSocial capital may be viewed as a characteristic of communities, either geographic (neighbourhoods,areas, countries, etc.), or defined more broadly, as networks of individuals linked bysocial ties and interactions. This view leads to a concept of community social capital, that is notmerely a sum of the social capital of the individual members of that community. For this reason,measurements of community social capital that are based simply on an aggregation of individualsocial capital indicators tend to be viewed as second-best, although they are often used as proxiesfor more relevant community-based measures.Robert Putnam’s ground-breaking study of communities in Italy found that democratic institutionswork better, and more efficiently, where civic communities are more developed (Putnam,1993). Putnam defined these developed civic communities as those with a richer associationallife. Putnam later developed what is known as Putnam’s Instrument, a measure of social capitalbased on membership in a range of organisations, which reflect individuals’ desire for socialengagement (Putnam, 1996). Another valuable step forward in the measurement of communitysocial capital was made with the development of the Petris Social Capital Index (PSCI ), whichis discussed in the Introduction. The PSCI provides a supply-side measure of participation inSocial Capital, Human Capital and Health: What is the Evidence? – © OECD 201024 – 2. Th e international dimensionmembership organisations, the phenomenon that Putnam’s instrument aims at measuring. ThePSCI , which is based on administrative data available in many countries, makes the measurementapproach more generalisable, and facilitates comparisons across countries. However, whether thesame measure means the same thing in different settings is still an open question. In particular,comparisons have been made between the United States and England, which show important differencesin the way the PSCI behaves in the two countries. First, using a comparable approach inits calculation, values for the PSCI are substantially lower in England than in the United States(mean 3.7 vs. 9.8). This may be due to a lower diffusion of membership organisations in England,but also to a different balance between paid and voluntary labour in such organisations there,compared with the United States. A second issue concerns the relationship between the PSCI andsocio-economic conditions. While in the United States a higher average income in a given areais associated with a larger value of the PSCI , in England it is more deprived areas which tend tohave larger PSCI values, as illustrated in Figure 2.1. A possible explanation is that the nature ofmembership organisations is not the same in the two countries. Membership organisations mayemploy more staff in deprived areas in England because they use paid staff to provide services tothose most in need, while this may be a less prominent feature in the United States.The PSCI has now been used in several countries to assess the link between health andsocial capital. However, in cross-country comparisons, membership in organisations like thoseidentified by Putnam as a source of social capital was not found to be linked with trust, anotherimportant aspect of social capital, and with economic performance (Knack and Keefer, 1997).OECD reviews of the empirical evidence of determinants of economic growth identified trust asa key aspect of social capital, with a significant influence on growth in a cross-country perspective(Ahn and Hemmings, 2000; Temple, 2000). Measures of trust used in comparative researchrange from simple indices, which reflect the proportion of individuals in a given population whoare prepared to assert that most people can be trusted, to more detailed measures based on theprevalence of actual fraudulent behaviours.Individual social capitalIn the early 2000s, the World Health Organisation (WHO) conducted the World HealthSurvey (WHS), a global health survey that was fielded in 71 countries. In addition, WHO implementeda specialised social capital module in 54 of the 71 WHS countries, which provides themost comprehensive geographical coverage to date of the influences of social capital on health.The module design takes stock of advances in research on social capital and health, and includesquestions covering a range of aspects of social capital expected to be relevant to countries at differentlevels of income.Figure 2.1. Relationship between the PSCI and measures of socio-economic status across areas inthe United States and England10 000 20 000 30 000 40 000 50 000US counties – Selected states – 19900 .005 .01 .015 .02PSCIMedian household income50 40 30 20 10 0England – Local Authorities – 2000-040 2 4 6PSCIDeprivation scoreSource: Analysis of data from County Business Patterns (US Census) and Annual Business Inquiry (England).Social Capital, Human Capital and Health: What is the Evidence? – © OECD 20102. Th e international dimension – 25These aspects covered in the survey are as follows:1. Control over important things in life. This aspect has a critical influence on health,as demonstrated by a vast amount of evidence on health inequalities within socialhierarchies, summarised in the recent work of the WHO Commission on the SocialDeterminants of Health (CSDH, 2008). Arguably, this variable may be viewed as anoutcome, as well as a measure, of social capital. In particular, mutual trust and social participationmay confer a higher degree of control. Thus, the latter may be viewed mostly asa marker of more basic aspects of social capital, a marker that is strongly associated withhealth. Control increases with education, as shown in Figure 2.2, in a subsample of 15WHS countries (China, Croatia, Czech Republic, Estonia, Ethiopia, India, Kazakhstan,Morocco, Paraguay, Philippines, South Africa, Spain, Ukraine, Uruguay and Viet Nam– individual countries are not identified in Figures 2.2 and 2.3), roughly up to medianlevels of education. However, it is not enhanced further by higher levels of education. Thepositive correlation observed here between education and social capital is in line with amore general trend described in the literature assessing links between the two domains.2. Voting behaviour. This aspect too is often viewed as an outcome, rather than a dimension,of social capital (Frey and Stutzer, 2000). Again, in the context of research on the linkbetween social capital and health, voting behaviour may act as a marker for more basicaspects of social capital. However, voting may be associated with factors that bear littlerelation with social capital, such as social control in totalitarian regimes. The relationshipbetween voting and education is consistently U shaped in the same sample of 15 WHScountries, as shown in Figure 2.3. This finding is a clear indication that the relationshipbetween social capital and education may vary, depending on what aspect of social capitalis considered. This must be taken into account when exploring the relative influences ofsocial and human capital on health and interactions between those influences.Figure 2.2. Relationship between education and control over important things in life in 15 countries,based on WHS data4.64.44.243.83.63.43.23Control over important thingsCHNCZEESPESTETHHRVINDKAZMARPHLPRYUKRURYVNMZAF0 2 4 6 8 10 12 14 16 18 20 22 24Years of educationSource: Analysis of World Health Survey (2003) data.Social Capital, Human Capital and Health: What is the Evidence? – © OECD 201026 – 2. Th e international dimension3. Trust. The WHS includes trust in local and national government, rather than more widelyused measures of trust in “others.” In the context of studies of social capital and health,trust in government may be relevant as a measure of confidence that individuals’ basicneeds will be addressed collectively, as measurements of more general trust in othersmay reflect individuals’ ability to obtain needed health resources through social interactions.Comparisons of trust levels across countries are possible on the basis of a rangeof international surveys. Figure 2.4 shows the proportions of respondents feeling that“most people can be trusted” in a range of countries covered in the World Values Survey(WVS). Trust in government has generally diminished over time in OECD countries andso has the education gradient in trust (Dalton, 2005). While the most educated used tohave more trust in government, recent surveys have found that differences between peoplewith varying levels of education gradually have disappeared and even reversed in somecountries (e.g. in the United States).4. Say in getting government to address issues of interest and freedom of expression withoutfear of reprisal. These indicators complement voting behaviour and trust in governmentin drawing a picture of how individuals relate to political institutions. Better educationtends to be associated with a greater say in government action and perceived freedom ofexpression.5. Perceptions of safety (at home, out after dark) and being the victim of crime. This indicatormeasures one of the classical dimensions of social capital. It reflects both the qualityof one’s own neighbourhood and, indirectly, the prevalence of anti-social behaviour andcrime. Safety tends to be negatively correlated with education, since more deprived neighbourhoods,where average education is generally poorer, also tend to be less safe thanwealthier neighbourhoods.The measures reviewed in this section reflect a wide range of options for assessing socialcapital at the individual level, in a cross-country perspective. Cultural and economic differencesFigure 2.3. Relationship between education and voting in 15 countries, based on WHS data10.90.80.70.60.50.40.30.20.13Probability of votingCHNCZEESPESTETHHRVINDKAZMARPHLPRYUKRURYVNMZAF0 2 4 6 8 10 12 14 16 18 20 22 24Years of educationSource: Analysis of World Health Survey (2003) data.Social Capital, Human Capital and Health: What is the Evidence? – © OECD 20102. Th e international dimension – 27among countries are likely to have at least some influence on the meaning of those measures.However, existing empirical evidence shows that broadly comparable measures can be obtained,which makes cross-country comparisons possible and meaningful. While measures of trusthave been used in a large body of empirical research, which focuses on the economic outcomesof social capital, control over important things in life and social networks probably reflects theaspects of social capital that are most closely related to individual health outcomes.Social capital, human capital and health in selected countriesThe link between social interactions and health has been explored in the United States since atleast the 1970s, initially at the individual level. Individuals with strong social and community tieswere shown to have lower mortality rates than others over a defined period of time, and not justbecause they were healthier or made a better use of health care (Berkman and Syme, 1979; Houseet al., 1988). Those who are part of strong social networks were shown to be less likely to sufferfrom conditions such as cardiovascular disease and stroke, and to die because of these conditions(Kawachi et al., 1996; Eng et al., 2002). Empirical evidence from the United States showed thatFigure 2.4. Average levels of trust in others in different countries, based on WVS dataSource: Analysis of World Values Survey (2005) data.Social Capital, Human Capital and Health: What is the Evidence? – © OECD 201028 – 2. Th e international dimensionaverage levels of health reported by individuals living in different states were strongly relatedwith aspects of social capital at the state level (Kawachi et al., 1999; Mellor and Milyo, 2005),and similar relationships were found at smaller community levels (Subramanian et al., 2002).Neighbourhood social capital, in the form of reciprocity, trust and civic participation, was shownto be associated with lower mortality rates (Lochner et al., 2003), a lower incidence of disease anda greater diffusion of healthy behaviours and lifestyles (Brown et al., 2006).Some of the work based in the United States has shown that social capital has a greater effecton health in the most disadvantaged groups or areas (Scheffler et al., 2008). However, anotherstudy found that the beneficial effect of community social capital on aspects of lifestyle such asdiet and physical activity was greater in those with a better education, and absent in those withless than a high-school education (Yoon, 2008).In the United Kingdom, the relationship between health and aspects of social capital has beenstudied using both longitudinal and cross-sectional data. A pooled analysis of British HouseholdPanel Survey data found that most measures of social capital (social participation, frequency ofcontact with close friends, perception of crime in the neighbourhood, social support) were associatedwith a reduced incidence of mental illness and a reduced likelihood of poor self-assessedhealth (Pevalin and Rose, 2000). The study showed strong moderating effects of social capitalwith regard to aspects of socio-economic condition; for example, it found that social participationmade the health gap virtually disappear between the employed and the unemployed. In 2000, anew module on social capital was introduced in the Health Survey for England (HSE). Based onthis data, one study showed marked effects of social support, trust and participation in membershiporganisations on a range of health outcomes (Boreham et al., 2000), while another foundself-assessed health to be associated with collective social capital, particularly aggregate trust,participation in membership organisations and perception of one’s neighbourhood, beyond theeffect of individual social capital (Poortinga 2006a). However, a third study, using data from theHealth and Lifestyle Survey, found little support for a link between survival and area measures ofsocial capital. These social capital measures included participation in voluntary activities, presenceof community spirit, voting in general elections, feelings of belonging to the neighbourhoodand frequency of contact with locals (Mohan et al., 2005).Although much of the existing evidence of the link between social capital and health comesfrom the United States and United Kingdom, studies in other OECD countries have come tosimilar conclusions. A major study of 2.8 million individuals in Sweden found that differencesin social capital among neighbourhoods were associated with differences in the incidence ofcoronary heart disease (Sundquist et al., 2006). These findings were complemented by additionalstudies of self-assessed health and mental health outcomes (Sundquist and Yang, 2007; Loforsand Sundquist, 2007; Engström et al., 2008). Further studies have found significant associationsbetween social capital and health in countries as diverse as Canada (Veenstra et al., 2005) andPortugal (Nogueira, 2009). At the 2008 OECD /IRDE S Workshop on social capital and Health,findings were reported based on data from 13 countries, as well as the WHS and EU -based surveys,many of which addressed the complex relationships among social capital, human capitaland health.Research in low- and middle-income countries is less developed and has not always led toconsistent results. Evidence of a significant effect of social capital on health is available fromrural China (Yip et al., 2007; Wang et al., 2009) where downstream markers of social capitalsuch as collective action and emotional support were found to be associated with higher educationlevels. Evidence of a significant link between social capital and health also exists in studiesfrom former Soviet Republics (d’Hombres et al., 2009) and Indonesia (Miller et al., 2006), whereinteractions between social and human capital were identified in their effects on improvementsin health status.Social Capital, Human Capital and Health: What is the Evidence? – © OECD 20102. Th e international dimension – 29Are countries with more social capital in better health?A large number of studies of the links among social capital, human capital and health in differentcountries provide solid evidence of such links. However, demonstrating that similar linksexist across countries is substantially more challenging. Issues such as heterogeneity amongcountries, particularly along social and cultural lines, made more marked when comparing countrieswith different levels of per-capita income, make cross-national empirical studies difficult.There are suggestions that social capital may be one of the main contributing factors to the link,found in many cross-country studies on socio-economic inequalities and health (Kawachi et al.,1997). However, the evidence of this is still largely anecdotal.When crude correlations between broad average measures of health and social capital aresought across countries with similar levels of income and similar political and social characteristics,findings suggest the existence of a striking relationship. Figure 2.5 provides one example.Social participation displays a clear relationship with self-assessed health in a set of Europeancountries, with poorer average levels of health in countries where social participation is lower(Sirven and Debrand, 2008). Another study, with a broader set of European countries, drew asimilar picture in relation to the effect of trust on self-assessed health (Rocco and Suhrcke, 2008).The two studies demonstrate that the relationship holds when examined at a finer level of detail,confirming previous findings of a significant relationship between social capital and health acrossEuropean countries, based on multi-level models (Poortinga, 2006b; Olsen and Dahl, 2007).On the other hand, a study of 15 geographically and socially diverse countries with differentlevels of income, based on WHS data, showed that health benefits are associated with mostaspects of individual social capital, particularly perceptions of fairness of government and politicalprocess, across countries, and that social capital mediates part of the effect of education onhealth. However, the analysis did not identify a consistent pattern linking residual differences inFigure 2.5. Relationship between social participation and self-rated health (SRH)in a set of European countriesSource: Analysis of data from the Survey of Health, Aging and Retirement in Europe, 2004-06.Social participation is the proportion of survey respondents in a country who areeither members of voluntary organisations or provide help to family, friends, orneighbours. Data from the Survey of Health, Aging and Retirement in Europe,2004-2006, individuals age 50+.Social Capital, Human Capital and Health: What is the Evidence? – © OECD 201030 – 2. Th e international dimensionaverage health among countries to differences in overall levels of social capital in those countries(Sassi, 2008). These results are consistent with those of a larger study of 45 countries at differentlevels of income based on WVS and World Bank data, which showed that contextual aspects ofsocial capital, measured at the country level, were inconsistently related to self-assessed health(Mansyur et al., 2008).ConclusionFrom an international perspective, the research on the links among social capital, humancapital and health provides important insights into the strength of those links. The evidencealso shows that aspects of individual social capital are consistently associated with health status,when this relationship is explored in different countries. Measures of community social capitalare similarly associated with health outcomes in most, although not all, instances. The fact thatthese relationships are found consistently across countries, using a range of alternative measuresof health and social capital, confirms the relevance of the findings. The studies that addressed therelationship between social and human capital, in their effects on health, mostly concluded thatsocial capital has a moderating effect on the relationship between education (or, more broadly,socioeconomic status) and health, leading to greater health improvements among the worse off,compared to the less educated and those in poorer socioeconomic circumstances. However, mostaspects of social capital are positively correlated with education (i.e. the more educated enjoygreater levels of social capital than others), and social capital appears to partly mediate the effectof education on health. Many of these findings hold in a cross‑country perspective, indicating thatcountries with more social capital tend to have better health on average, although the relationshipsare clearer in comparisons of countries with similar income levels.The replication of findings across countries is an important confirmation of the strength ofthe links among social capital, human capital and health. However, it is not a sufficient conditionfor asserting the causal nature of those links. Only a minority of the studies goes beyond theassessment of statistical correlations, and attempts to identify the extent and direction of causalityof the effects observed. In fact, adopting a cross-country perspective makes the latter even morecumbersome, as heterogeneity increases, and the identification of natural experiments or instrumentalvariables which may be relevant in diverse settings becomes challenging.Social Capital, Human Capital and Health: What is the Evidence? – © OECD 20103. Methodological iss ues and public policy – 31Chapter 3Methodological issues and public policyIntroductionHow best can planners and policy makers use research results on social capital, education andhealth to better inform policymaking? This part discusses three questions that arise from socialcapital research. First, should social capital be fostered at the community level, or through incentivesto individuals? Second, does social capital improve community health, or is it health that canimprove social cohesion? Third, what lessons can be learned here for public policy?Individual vs. collective social capitalSocial capital has been defined at various levels, ranging from an individual characteristic,to a state- or country-level feature. For example, social capital has been conceived, assessed andstudied within the family (Coleman, 1988), at work (Okasen, 2008), within the neighbourhood,the so-called “community” (Kawachi, 2008) or the city. For each of these levels, specific pathwaysbetween social capital and income or health have been hypothesised and tested (Scheffler,2008).Individual social capital refers essentially to individual networks and personal involvementin society. At this level, social capital can become a component of human capital, alongside otherskills and knowledge sets (such as education) that favour productivity, career and social inclusion.One possibility is that individual social capital can be an alternative resource for individuals, tocounterbalance a lack of education. If this were the case, individuals with less education wouldrely more on social supports and networks to meet the challenges of daily life. Alternatively,people with higher education, being more able to find and understand information by themselves,may utilise social capital less than their lower-education counterparts. It is also possible thatsocial capital acts as a complement to education, meaning that educated individuals also havemore robust networks and social participation. Empirical studies have favoured the latter alternative,with education being shown a determinant of social participation (Helliwell, 1999). In theconsideration of health, individual social capital may preserve health through social networks andsupport, and preserve cognitive functions for the elderly. Health status itself has a clear facilitatingeffect on access to social capital, with poorer health status limiting an individual’s socialparticipation.At the family level, social capital also has been shown to have an impact on health. For example,although familial context does not refer explicitly to social capital, it has been shown to havean impact on smoking and drinking habits (both positive and negative), through the transmissionof familial lifestyle norms.At the community level, studies of social cohesion, through associative participation, womenor minority empowerment, have been linked to levels of interpersonal trust, crime rates, etc.(Buonanno, 2009). Community social capital can affect community health through the diffusionof information on health, healthy behavioural norms, promotion of access to local social servicesSocial Capital, Human Capital and Health: What is the Evidence? – © OECD 201032 – 3. Methodological iss ues and public policyand psychosocial support. Just as with family social capital, the role of community social capitalon health can be negative, as community values may convey unhealthy norms.It is worth noting that the interactions among the inner dimensions and the various scales ofsocial capital (see Introduction) also can be of interest. Low levels of trust and high social participationwithin small groups, such as within the family, may be viewed as the “miniaturisation” ofsociety. Social capital at a larger scale may in turn influence the creation of local social capitalthrough pro-association policies, which themselves may promote social capital at the individuallevel. Finally, local social capital can mediate and strengthen bottom-up collective action among apopulation to obtain resources from higher-level institutions. For example, such bottom-up activitiesmay prod the state to enhance its response to health care resource issues.Reconciling individual and contextual approachesUntil quite recently, studies on social capital and health have been undertaken either at theindividual or the community levels (see Chapters 1 and 2). At an individual level, there is a largeconsensus which argues that social networks provide their members with social support, influencehealthy behaviour, etc. This is known as the “compositional effect” of social capital. At anaggregate level, this effect is challenged by the “environmental effect” of social capital. A highlevel of social capital within a society may generate social cohesion, which in turn may improvethe health status of the whole population. Whether the effects of social capital are direct (compositional)or not (environmental), empirical findings give substance to the assumption that “innone is the importance of social connectedness so well established as in the case of health andwell-being.” (Putnam, 2000).Ecological and individual studies both have their limitations. Many ecological works haveassessed links between social capital and health, but their results can reflect compositional as wellas environmental effects. On the other hand, individual approaches obliterate contextual effectmeasurement, which can lead to overestimating the strength of the link at the individual level.One of the most salient new strands of research investigates simultaneously joint individual andcontextual effects of social capital on health (Kawachi, 2008).A stream of studies long has favoured the search for a contextual effect, in which a high levelof social capital within a society may generate social cohesion, which in turn may promote thehealth of the whole population. Indeed, community social capital and health have been shown tobe statistically associated. Nonetheless, joint studies have shown a different picture. Individualsocial capital tends to overlap the community social capital effect. On the whole, social capitaleventually appears to be more important at the individual level. Joint approaches not only disentangleindividual from contextual links between social capital and health, but also can detectmore complex cross-level interaction effects. For instance, they may show that the influence ofcontextual social capital affects only more socially favoured subgroups, who may better use thesecollective resources (Kawachi et al., 2008).Does social capital determine health? The causality issueAn important yet uncompleted step of social capital and health research has been to gobeyond correlations that exist between social capital and health. One reason why the relationshipbetween social capital and health is often so significant at the individual level lies in the fact thatboth concepts strengthen each other in a reciprocal pattern. It is indeed more likely that people ingood health are more able to take part in social life; and similarly, those who are more involvedin social activities are expected to benefit more from social support than others. This doublecausality mechanism has major consequences on theoretical and public policy issues. Shouldhigher-level institutions invest in health for a more cohesive society, or should these efforts focuson investments in social capital, to improve health in the society?Social Capital, Human Capital and Health: What is the Evidence? – © OECD 20103. Methodological iss ues and public policy – 33The recourse to instrumental variables (IV ) can shed some light on the still unclear causalrelationships between social capital and health. An instrument (a variable that has an impact onsocial capital but has no a priori effect on health) constrains the influence of social capital to factorsthat cannot be influenced by health, in order to restrict the pathway between social capitaland health from the former to the latter. This ensures that the effect of social capital is not confoundedby other variables. This correction for omitted variable bias is the greatest threat to thevalidity of the social capital and health hypothesis (Folland, 2007).However, it is difficult to find a suitable instrument at the individual level, i.e. a variable thatis related to social capital and not to health, and this is why most instruments used in this stillscarce literature refer to the aggregate level. For instance, measures of a community’s heterogeneitycan be calculated in terms of religious beliefs, education levels, or income distribution(D’Hombres et al., 2009). Other measures, such as the extension of a regional network of roads,the percentage of residents without Internet access, or the percentage of residents with the statusof citizens, also have been used as instruments.On the one hand, some of these instruments make more sense than others. In the case of the“relative education” hypothesis, the individual level of education (relative to others) in a given areamay be of a much more significant influence on the individual’s decision to get involved in socialactivities than his or her “absolute” level of education (Helliwell and Putnam, 2007). On the otherhand, variables such as “heterogeneity of the communities in terms of the religious beliefs”, or “theshare of residents with the status of citizens”, may be a form of social capital. If this were true, theinstrument would not be useful. In this latter case, such a conceptual proximity between the instrumentand the social capital variable would be avoided, with other instruments being given preference.By and large, a review of these studies would appear to confirm that social capital has, in general,a positive causal effect on health status (see Chapter 1). However, confidence in the causal effect ofsocial capital can erode when the review extends to the details of the analyses. The use of the IVtechnique does not itself definitively establish the influence of social capital on health; it could beoverestimated (Folland, 2007), underestimated, or in fact be a mixed bag, since different variablesare used to represent social capital (D’Hombres et al., 2009). Nevertheless, the implementation of IVto test for the causal effect of social capital on health is still at an exploratory stage, and should not berejected (see Introduction). Rather, confidence in the social capital and health hypothesis ultimatelymay come from a combination of various approaches (time based-causality, natural experiment), andshould be assessed for different populations (in age, gender, geographical areas, etc.).Education, social capital and health interactions: what can policymakers learn?Does causality go from health to social capital, or from social capital to health? Is the relationshipindividual or contextual? Answers to these key questions provide hints on which typedof policies are likely to be most effective. The main results of empirical studies to date can besummed up as follows. First, both individual social capital and community social capital are,when taken separately, correlated with health. Second, when both levels are taken into accountsimultaneously, contextual effects tend to fade away. Third, at the individual level, a causalityrelationship from social capital to health has been identified. However, the absence of evidencefor a sound contextual effect does not imply there is no room for public action. A public policyfocusing on increasing individual social capital could have an impact on community health, oron the distribution of health within the community. To increase social participation, such a policycould target the determinants of individual social capital (or individual social capital itself)through individual incentives aiming at favouring social participation.Social Capital, Human Capital and Health: What is the Evidence? – © OECD 201034 – 3. Methodological iss ues and public policyTargeting education as a determinant of social capitalAs education appears to be an essential determinant of social participation, policymakers mayconsider an education policy targeting deprived groups. Increased education levels would leadto healthier lifestyles and greater use of preventive services, which would positively influenceoverall community health. Education also has an indirect effect, because it increases the use ofsocial capital, which in turn improves health.But how would an increase in the education level of the poorest community members influencecommunity health as a whole? The results may diverge according to the way educationshapes social capital (Helliwell, 2007; Putnam, 2007). Indeed, for some, the effect of educationon social capital may be an absolute effect, meaning that an additional year of average educationincreases the average level of social capital, too. An education policy of this type therefore wouldincrease the social participation and health status of a community’s poorest members, whilenot having a negative impact on the health of the rest of the population. This would generate anincrease in average health and a decrease in health inequalities. However, the effect of educationon social capital might also be a relative effect, whereby social participation would be a merereflection of one’s social position, and therefore education, relative to others. If this were true,education policies may have uncertain effects on social capital. In sum, these results are promisingbut clearly there is more work to be done to fully understand how the mechanisms linkinghuman capital, social capital and health really work.Social Capital, Human Capital and Health: What is the Evidence? – © OECD 2010annex a. Pr ogramme of the 2008 Social Capital Global Network Worksh op on Education, Social Capital And Health – 35Annex AProgramme of the 2008 Social Capital Global Network Workshop onEducation, Social Capital And Health, Paris, October 2008General introductionRichard M. Scheffler, Nicholas C. Petris Center on Health Care Markets and Consumer Welfare.Education, Social Capital and Health Care“The Impact of Education and Social Capital on Treatment Outcome for Patients with ColorectalCancer”— Eline Aas, University of Oslo; and Tor Iversen, University of Oslo“Social Integration, Social Capital and Access to Health”— P aul Dourgnon, IRDE S; Michel Grignon, McMaster University; Florence Jusot, UniversitéParis Dauphine, IRDE S; and Caroline Berchet, Université Paris Dauphine“Aging, Social Capital, and Utilization of Health Services in Canada”— A udrey Laporte, University of Toronto; Eric Nauenberg, University of Toronto; and LeileiShen, University of Toronto“Study on Social Capital and Health Care Quality”— Chris Brown Mahoney, Petris Center; and Timothy T. Brown, Petris CenterChild Health Outcomes and Their Relationship with Social Capital or Social Capitaland Education“The Relationship Between Social Capital and the Health and Educational Outcomes of Children:the Role of Parental Education”— Richard M. Scheffler, Petris Center; Brent Fulton, Petris Center; and Timothy T. Brown,Petris Center“Family Health and Social Capital”— Hope Corman, Rider University; Kelly Noonan, Rider University; Nancy Reichman, RobertWood Johnson Medical School; and Jennifer Schultz, University of MinnesotaSocial Capital and Health across Europe“Social Capital, Religion, and Health. Exploring the Endogeneity Issue at the Individual Level”— Nicolas Sirven, IRDE S and Thierry Debrand, IRDE S“Education, Health and Social Capital: A Cross-Country Analysis”— Franco Sassi, OECDSocial Capital, Human Capital and Health: What is the Evidence? – © OECD 201036 – annex a. Pr ogramme of the 2008 Social Capital Global Network Worksh op on Education, Social Capital And HealthPolicy Implications of the Findings on Education, Social Capital and HealthTom Schueller, OECDEducation, Social Capital and Health: Empirical FrameworkDonald Kenkel, Cornell University, NBEREducation, Social Capital, Health and Lifestyle Choices“Social Capital, Education and Health in Argentina”— L ucas Ronconi, University of California, Berkeley; Richard M. Scheffler, Petris Center; andTimothy T. Brown, Petris Center“An Inquiry into the Relationship between Education and Health and Social Capital”— Francesca Borgonovi, OECD ; and K. Miyamoto, OECD“On the Mechanisms that Link Area-Level Social Capital and Health: Education and HealthyLifestyles”— Jangho Yoon, Petris Center“Does Social Capital Make You Healthier?”— Beatrice D’Hombres, CRELL ; Lorenzo Rocco, University of Padova; and Marc Suhrcke,University of East AngliaSocial Capital, Human Capital and Health: What is the Evidence? – © OECD 2010bibliography – 37BibliographyAhn, S. and P. Hemmings (2000), “Policy Influences on Economic Growth in OECD Countries:An Evaluation of the Evidence”, OECD Economics Department Working Papers, No. 246,OECD Publishing, Paris.Almedom, A.M. (2005), “Social Capital and Mental Health: An Interdisciplinary Review ofPrimary Evidence”, Social Science & Medicine, Vol. 61, No. 5, pp. 943-964.Angermeyer, M.C., H. Matschinger and S.G. Riedel-Heller (1999), “Whom to Ask for Help inCase of Mental Disorder? Preferences of the Lay Public”, Social Psychiatry and PsychiatricEpidemiology, Vol. 34, No. 4, pp. 202-210.Araya, R., F. Dunstan, R. Playle, H. Thomas, S. Palmer and G. Lewis (2006), “Perceptions ofSocial Capital and the Built Environment and Mental Health”, Social Science & Medicine,Vol. 62, No. 12, pp. 3072-3083.Arrow, K.J. (1999), “Observations on Social Capital”, in P. Dasgupta and I. Serageldin (eds.),Social Capital: A Multifaceted Perspective, The World Bank, Washington, DC .Becker, G. (1993), Human Capital: A Theoretical and Empirical Analysis, with Special Referenceto Education, University of Chicago Press, Chicago.Berkman, L.F. and S.L. Syme (1979), “Social Networks, Host Resistance, and Mortality: A Nine-Year Follow-Up Study Of Alameda County Residents”, American Journal of Epidemiology,Vol. 109, No. 2, pp. 186-204.Boreham, R., M. Stafford and R. Taylor (eds.) (2003). Health Survey for England 2000: SocialCapital and Health, The Stationery Office, London.Borgonovi, F. and M.C. Huerta (2008), “Adversity in Childhood and Mental Health in Adulthood:The Role of Social Capital”, Social Policy and Society, Vol. 8, pp. 99-113.Boydell, J., K. McKenzie and J. van Os (2002), “The Social Causes of Schizophrenia: AnInvestigation into the Influence of Social Cohesion and Social Hostility”, SchizophreniaResearch, Vol. 53, No. 264.Brown, T.T. (2009), “Tale of Two Communities”, The Nicholas C. Petris Center.Brown, T.T., R.M. Scheffler, S. Seo and M. Reed (2006), “The Empirical Relationship BetweenCommunity Social Capital and the Demand For Cigarettes”, Health Economics, Vol. 15,No. 11, pp. 1159-1172.Brunello, G., P-C. Michaud and A. Sanz-de-Galdeano (2008), “The Rise in Obesity across theAtlantic: An Economic Perspective”, IZA Discussion Papers, No. 3529, Institute for the Studyof Labor (IZA), Bonn.Buonanno, P., D. Montolio and P. Vanin (2009), “Does Social Capital Reduce Crime?”, Journalof Law & Economics, University of Chicago Press Vol. 52, No. 1, pp. 145-170.Chernichovsky, D. and D. Coate (1980), “The Choice of Diet for Young Children and Its Relationto Children’s Growth”, The Journal of Human Resources, Vol. 15, No. 2, pp. 255-263.Social Capital, Human Capital and Health: What is the Evidence? – © OECD 201038 – bibliographyChernichovsky, D. and D. Coate (1983), “An Economic Analysis of the Diet, Growth, and Healthof Young Children in the United States”, in D. Salkever, I. Sirageldin and I. Sorkin (eds.),Human Capital and Development, JAI Press Inc., Greenwich.Chevalier, A. and L. Feinstein (2007), “Sheepskin or Prozac: The Causal Effect of Education onMental Health”, UCD Geary Institute, Discussion Paper No. 15. University College Dublin.Chou, S.Y, J.T. Liu, M. Grossman and T.J. Joyce (2007), “Parental Education and Child Health:Evidence from a Natural Experiment in Taiwan”, National Bureau of Economic ResearchWorking Paper, No. 13466, NBER, Cambridge, Mass.Coleman, J. (1988), “Social Capital in the Creation of Human Capital”, American Journal ofSociology, Vol. 94, pp. S95-120.Currie, J. and E. Moretti (2003), “Mother’s Education and the Intergenerational Transmission ofHuman Capital: Evidence from College Openings”, Quarterly Journal of Economics, Vol. 4,pp. 1495-1531.Cutler, D.M. and A. Lleras-Muney (2006), “Education and Health: Evaluating Theories andEvidence”, National Bureau of Economic Research Working Paper, No. 12352, NBER,Cambridge, Mass.Cutler, D.M. and A. Lleras-Muney (2007), “Understanding Differences in Health Behaviours byEducation”, mimeo, No. 3, University of Harvard.Cutrona, C.E., D. Russell, R.M. Hessling, P.A. Brown and V. Murry (2000), “Direct andModerating Effects of Community Context on the Psychological Well-Being of AfricanAmerican Women”, Journal of Personality and Social Psychology, Vol. 79, pp. 1088-1101.Dalton, R.J. (2005), “The Social Transformation of Trust in Government”, International Reviewof Sociology, Vol. 15, No. 1, pp. 133-154.De Silva, M.J., K. McKenzie, T. Harpham and S.R. Huttly (2005), “Social Capital and MentalIllness: A Systematic Review”, Journal of Epidemiology and Community Health, Vol. 59,No. 8, pp. 619-627.De Walque, D. (2007), “Does Education Affect Smoking Behaviors?: Evidence Using theVietnam Draft as an Instrument for College Education”, Journal of Health Economics, Vol. 26,No. 5, pp. 877-895.Dee, T.S. (2004), “Are There Civic Returns to Education?”, Journal of Public Economics, Vol. 88,pp. 1697-1720.Desai, R.A., D.J. Dausey and R.A. Rosenheck (2005), “Mental Health Service Delivery andSuicide Risk: The Role of Individual and Facility Factors”, American Journal of Psychiatry,Vol. 62, pp. 311-318.Desai, S. and S. Alva (1998), “Maternal Education and Child Health: Is There a Strong CausalRelationship?”, Demography, Vol. 35, No. 1, pp. 71-81.d’Hombres B., L. Rocco, M. Suhrcke and M. McKee (2009), “Does Social Capital DetermineHealth? Evidence From Eight Transition Countries”, Health Economics (E-publication aheadof print).Drukker, M., C. Kaplan, F. Feron and J. van Os (2003), “Children’s Health-Related Quality ofLife, Neighbourhood Socioeconomic Deprivation and Social Capital. A Contextual Analysis”.Social Science & Medicine, Vol. 57, pp. 825-841.Eng, P.M., E.B. Rimm, G. Fitzmaurice and I. Kawachi (2002), “Social Ties and Change in SocialTies in Relation to Subsequent Total and Cause-Specific Mortality and Coronary HeartDisease Incidence in Men”, American Journal of Epidemiology, Vol. 155, No. 8, pp. 700-709.Social Capital, Human Capital and Health: What is the Evidence? – © OECD 2010bibliography – 39Engström, K., F. Mattsson, A. Järleborg and J. Hallqvist (2008), “Contextual Social Capital as aRisk Factor for Poor Self-Rated Health: A Multilevel Analysis”, Social Science and Medicine,Vol. 66, No. 11, pp. 2268-2280.Euromonitor (2008), “Table 1: One-Person Households as Proportion of all Households, 2007.”Fisher, K. J., F. Li, Y. Michael and M. Cleveland (2004), “Neighborhood Influences on PhysicalActivity among Older Adults: A Multilevel Analysis”, Journal of Aging and Physical Activity,Vol. 11, pp. 45-63.Folland, S. (2007), “Does ‘Community Social Capital’ Contribute to Population Health?”, SocialScience & Medicine, Vol. 64, No. 11, pp. 2342-2354.Frey, B.S. and A. Stutzer (2000), “Happiness, Economy and Institutions”, The Economic Journal,Vol. 110, pp. 918-938.Frost, M.B, R. Forste and D.W. Haas (2005), “Maternal Education and Child Nutritional Status inBolivia: Finding the Links”, Social Science and Medicine, Vol. 60, No. 2, pp. 395-407.Gladwell, M. (2008), Outliers: The Story of Success, Little, Brown and Co., New York.Goldman, D. and J. Smith (2005), “Socioeconomic Differences in the Adoption of New MedicalTechnologies”, American Economic Review, Vol. 95, pp. 234-237.Grimard, F. and D. Parent (2007), “Education and Smoking: Were Vietnam Draft Avoiders alsoMore Likely to Avoid Smoking?”, Journal of Health Economics, Vol. 26, pp. 896-926.Grossman, M. (1972), “On the Concept of Health Capital and the Demand for Health”, Journal ofPolitical Economy, Vol. 80, No. 2, pp. 223-255.Grossman, M. (2000), “The Human Capital Model”, in A. Culyer and P. Newhouse (eds.),Handbook of Health Economics, North Holland, Amsterdam.Grossman, M. (2005), “Education and Non Market Outcomes”, in E. Hanushek and F. Welch(eds.), Handbook of the Economics of Education, North Holland, Amsterdam.Grossman, M. and R. Kaestner (1997), “Effects of Education on Health”, in J.R. Behrman andN. Stacey (eds.), The Social Benefits of Education, The University of Michigan Press, AnnArbor.Hartog, J. and H. Oosterbeek (1998), “Health, Wealth and Happiness: Why Pursue a HigherEducation?”, Economics of Education Review, Vol. 17, No. 3, pp. 245-256.Helliwell, J.F. and R.D. Putnam (1999), “Education and Social Capital”, NBER Working Papers,No. 7121, NBER, Cambridge, Mass.Helliwell, J.F. and R.T. Putnam (2007), “Education and Social Capital”, Eastern EconomicJournal, Vol. 33, No. 1, pp. 1-19.House, J.S., K.R. Landis and D. Umberson (1988), “Social Relationships and Health”, Science,Vol. 241, pp. 540-545.Hyyppa, M.T. and J. Maki (2001), “Individual-Level Relationships between Social Capitaland Self-Rated Health in a Bilingual Community”, Preventive Medicine, Vol. 32, No. 2,pp. 148-155.Islam, M.K., J. Merlo, I. Kawachi, M. Lindström and U.G. Gerdtham (2006), “Social Capital andHealth: Does Egalitarianism Matter? A Literature Review”, International Journal for Equityin Health, Vol. 5, No. 5, p. 3.Jones, K.S. (2006), “Giving and Volunteering as Distinct Forms of Civic Engagement: TheRole of Community Integration and Personal Resources in Formal Helping”, Nonprofit andVoluntary Sector Quarterly, Vol. 35, No. 2, pp. 249-266.Social Capital, Human Capital and Health: What is the Evidence? – © OECD 201040 – bibliographyKawachi, I., B.P. Kennedy, K. Lochner and D. Prothrow-Stith (1997), “Social Capital, IncomeInequality, and Mortality”, American Journal of Public Health, Vol. 87, No. 9, pp. 1491-1498.Kawachi, I. and L.F. Berkman (2000), “Social Cohesion, Social Capital, and Health”, in L.F.Berkman and I. Kawachi (eds.), Social Epidemiology, Oxford University Press, New York.Kawachi, I. and L.F. Berkman (2001), “Social Ties and Mental Health”, Journal of Urban Health,Vol. 78, No. 3, pp. 458-467.Kawachi, I., B.P. Kennedy and R. Glass (1999), “Social Capital and Self-Rated Health: AContextual Analysis”, American Journal of Public Health, Vol. 89, No. 8, pp. 1187-1193.Kawachi, I., B.P. Kennedy, K.S.M. Lochner and D. Prothrow-Stith (1997), “Social Capital,Income Inequality, and Mortality”, American Journal of Public Health, Vol. 87, pp. 1491-1498.Kawachi, I., G.A. Colditz, A. Ascherio, E.B. Rimm, E. Giovannucci, M.J. Stampfer and W.C.Willett (1996), “A Prospective Study of Social Networks in Relation to Total Mortality andCardiovascular Disease in Men in the USA”, Journal of Epidemiololgy and CommunityHealth, Vol. 50, No. 3, pp. 245-251.Kawachi, I., S.V. Subramanian and D. Kim (eds.) (2008), Social Capital and Health, Springer,New York.Kirkbride, J.B., J. Boydell, G.B. Ploubidis, C. Morgan, P. Dazzan, K. McKenzie, R.M. Murrayand P.B. Jones (2008), “Testing the Association between the Incidence of Schizophrenia andSocial Capital In An Urban Area”, Psychological Medicine, Vol. 38, No. 8, pp. 1083-1094.Knack, S. and P. Keefer (1997), “Does Social Capital Have an Economic Payoff? A CrossCountry Investigation”, Quarterly Journal of Economics, Vol. 112, No. 4, pp. 1251-1288.Laporte, A., E. Nauenberg and L. Shen (2008), “Aging, Social Capital, and Health CareUtilization in Canada”, Health Economics, Policy & Law, Vol. 3 (Pt 4), pp. 393-411.Lindström, M. (2003), “Social Capital and the Miniaturization of Community among Daily andIntermittent Smokers: A Population-Based Study”, Preventive Medicine, Vol. 36, pp. 177-184.Lindstrom, M. (2004), “Social Capital, the Miniaturisation of Community and Self-ReportedGlobal and Psychological Health”, Social Science & Medicine, Vol. 59, No. 3, pp. 595-607.Lindström, M. (2005), “Social Capital, the Miniaturization of Community and High AlcoholConsumption: A Population-Based Study”, Alcohol and Alcoholism, Vol. 40, No. 6,pp. 556‑562.Lindström, M. and S.O. Isacsson (2002), “Smoking Cessation among Daily Smokers, Aged 45-69Years: A Longitudinal Study in Malmö, Sweden”, Addiction, Vol. 97, pp. 205-215.Lindström, M., B.S. Hanson, E. Wirfält and P.O. Ostergren (2001), “Socioeconomic Differencesin the Consumption of Vegetables, Fruit and Fruit Juices. The Influence of PsychosocialFactors”, European Journal of Public Health, Vol. 11, No. 1, pp. 51-59.Lindström, M., M. Moghaddassi, K. Bolin, B. Lindgren and J. Merlo (2003b), “SocialParticipation, Social Capital and Daily Tobacco Smoking: A Population-Based MultilevelAnalysis in Malmö, Sweden”, Scandinavian Journal of Public Health, Vol. 31, No. 6,pp. 444-450.Lindström, M., S.O. Isacsson and S. Elmståhl (2003a), “Impact of Different Aspects of SocialParticipation and Social Capital on Smoking Cessation among Daily Smokers: A LongitudinalStudy”, Tobacco Control, Vol. 12, No. 3, pp. 274-281.Lleras-Muney, A. (2005), “The Relationship between Education and Mortality in the U.S.”,Review of Economic Studies, Vol. 72, No. 1, pp. 189-221.Social Capital, Human Capital and Health: What is the Evidence? – © OECD 2010bibliography – 41Lochner, K.A., I. Kawachi, R.T. Brennan and S.L. Buka (2003), “Social Capital andNeighborhood Mortality Rates in Chicago”, Social Science and Medicine, Vol. 56, No. 8,pp. 1797-1805.Lofors, J. and K. Sundquist (2006), “Low-Linking Social Capital as a Predictor of MentalDisorders: A Cohort Study of 4.5 million Swedes”, Social Science & Medicine, Vol. 64, No. 1,pp. 21-34.Lorant, V., D. Deliège, W. Eaton, A. Robert, P. Philippot and M. Ansseau (2003a),“Socioeconomic Inequalities in Depression: A Meta-Analysis”, American Journal ofEpidemiology, Vol. 157, No. 98-112.Mansyur, C., B. C. Amick, R.B. Harrist and L. Franzini (2008), “Social Capital, IncomeInequality, and Self-rated Health in 45 Countries”, Social Science and Medicine, Vol. 66,pp. 43-56.Marmot, M. (2005), “Social Determinants of Health Inequalities”, Lancet, Vol. 365,pp. 1099-1104.McKenzie, K. (2006), “Social Risk, Mental Health, and Social Capital”, in K. McKenzie andT. Harpham (eds.), Social Capital and Mental Health, Jessica Kingsley Publishers, London.McPherson, J.M. and T. Rotolo (1996), “Testing a Dynamic Model of Social Composition:Diversity and Change in Voluntary Groups”, American Sociological Review, Vol. 61,pp. 179-202.McPherson, J.M., L. Smith-Lovin and J. Cook (2001), “Birds of a Feather: Homophily in SocialNetworks”, Annual Review of Sociology, Vol. 27, pp. 415-444.Mellor, J. and J. Milyo (2005), “State Social Capital and Individual Health Status”, Journal ofHealth Politics, Policy and Law, Vol. 30, No. 6, pp. 1101-1130.Miller, D., S. Lam, R.M. Scheffler, R. Rosenberg and A. Rupp (2006), “Social Capital and Healthin Indonesia”, World Development, Vol. 34, No. 6, pp. 1084-1098.Milligan, K., E. Moretti and P. Oreopoulos (2004), “Does Education Improve Citizenship?Evidence from the United States and the United Kingdom”, Journal of Public Economics,Vol. 88, pp. 1667-1695.Mohan, J., L. Twigg, S. Barnard and K. Jones (2005), “Social Capital, Geography and Health: ASmall Area Analysis for England”, Social Science and Medicine, Vol. 60, No. 6, pp. 1267-1283.Mohseni, M. and M. Lindstrom (2007), “Social Capital, Trust in the Health-Care System andSelf-Rated Health: The Role of Access to Health Care in a Population-Based Study”, SocialScience & Medicine, Vol. 64, No. 7, pp. 1373-1383.Mosley, W.H. and L.C. Chen (1984). “An Analytical Framework for the Study of Child Survivalin Developing Countries”, Population and Development Review, Vol. 10, pp. 25-45.Mouw, T. (2006), “Estimating the Causal Effect of Social Capital: A Review of Recent Research”,Annual Review of Sociology, Vol. 32, pp. 79-102.Muntaner, C., W.W. Eaton, R. Miech and P. O’Campo (2004), “Socioeconomic Position and MajorMental Disorders”, Epidemiological Reviews, Vol. 26, pp. 53-62.Nogueira, H. (2009), “Healthy Communities: The Challenge of Social Capital in the LisbonMetropolitan Area”, Health and Place, Vol. 15, No. 1, pp. 133-139.Oksanen, T., A. Kouvonen, M. Kivimäki, J. Pentti, M. Virtanen, A. Linna and J. Vahtera (2008),“Social Capital at Work as a Predictor of Employee Health: Multilevel Evidence from WorkUnits in Finland”, Social Science and Medicine, Vol. 66, No. 3, pp. 637-649.Social Capital, Human Capital and Health: What is the Evidence? – © OECD 201042 – bibliographyOlsen, K.M. and S.A. Dahl (2007), “Health Differences between European Countries”, SocialScience and Medicine, Vol. 64, pp. 1665-1678.Pevalin, D.J. and D. Rose (2000), Social Capital for Health. Investigating the Links betweenSocial Capital and Health Using the British Household Panel Survey, Health DevelopmentAgency, London.Poortinga, W. (2006a), “Social Relations or Social Capital? Individual and Community HealthEffects of Bonding Social Capital”, Social Science & Medicine, Vol. 63, No. 1, pp. 255-270.Poortinga, W. (2006b), “Social Capital: An Individual or Collective Resource for Health?”, SocialScience & Medicine, Vol. 62, No. 2, pp. 292-302.Putnam, R.D. (1993), Making Democracy Work, Princeton University Press, Princeton.Putnam, R.D. (1996), “The Strange Disappearance of Civic America”, The American Prospect,Vol. 7, No. 24.Putnam, R. (2000), Bowling Alone: The Collapse and Revival of American Community, Simon &Schuster, New York.Rocco, L. and M. Suhrcke (2008), “Does Social Capital Make You Healthier?”, Paper presentedat the OECD /IRDE S 2008 Workshop on Social Capital and Health, Paris.Rose, R. (2000), “How Much Does Social Capital Add to Individual Health? A Survey Study ofRussians”, Social Science & Medicine, Vol. 51, No. 9, pp. 1421-1435.Rosenzweig, M.R. and T.P. Schultz (1983), “Estimating a Household Production Function:Heterogeneity, the Demand for Health Inputs, and their Effects on Birth Weight”, Journal ofPolitical Economy, Vol. 91, pp. 723-749.Ross, C.E. and C. Wu (1995), “The Links between Education and Health”, American SociologicalReview, Vol. 60, pp. 719-745.Ross, C.E. and M. Van Willigen (1997), “Education and the Subjective Quality of Life”, Journalof Health and Social Behavior, Vol. 38, No. 3; pp. 275-297.Sassi, F. (2008), “Health, Social Capital and Education in 15 Countries”, Paper presented at theOECD /IRDE S 2008 Workshop on Social Capital and Health, Paris.Scheffler, R.M. and T.T. Brown (2008), “Social Capital Economics and Health: New Evidence”,Health Economics, Policy and Law, Vol. 3, No. 4, pp. 321-331.Scheffler, R.M., T.T. Brown and J. Rice (2007), “The Role of Social Capital in ReducingNon‑Specific Psychological Distress: The Importance of Controlling for Omitted VariableBias”, Social Science & Medicine, Vol. 65, No. 4, pp. 842-854.Scheffler, R.M., T.T. Brown, L. Syme, I. Kawachi, I Tolstykh and C. Iribarren (2008),“Community-Level Social Capital and Recurrence of Acute Coronary Syndrome”, SocialScience & Medicine, Vol. 66, No. 7, pp. 1603-1613.Shakotko, R.A., L.N. Edwards and M. Grossman (1981), “An Exploration of the DynamicRelationship between Health and Cognitive Development in Adolescence”, in J. van der Gaag,and M. Perlman (eds.), Contributions to Economic Analysis: Health, Economics, and HealthEconomics, North Holland, Amsterdam.Siedler, T. (2007), “Schooling and Citizenship: Evidence from Compulsory Schooling Reforms”,IZA Discussion Papers, No. 2573, Institute for the Study of Labor (IZA), Bonn.Sirven, N. and T. Debrand (2008), “Social Capital, Religion and Health”, Paper presented at theOECD /IRDE S 2008 Workshop on Social Capital and Health, Paris.Smith, D.H. (1994), “Determinants of Voluntary Association Participation and Volunteering: ALiterature Review”, Nonprofit and Voluntary Sector Quarterly, Vol. 23, pp. 243-263.Social Capital, Human Capital and Health: What is the Evidence? – © OECD 2010bibliography – 43Snelgrove, J.W., H. Pikhart and M. Stafford (2009), “A Multilevel Analysis of Social Capital andSelf-Rated Health: Evidence from the British Household Panel Survey”, Social Science &Medicine, Vol. 68, No. 11, pp. 1993-2001.Solow, R.M. (1999), “Notes on Social Capital and Economic Performance”, in P. Dasgupta andI. Serageldin (eds.), Social Capital: A Multifaceted Perspective, The World Bank, Washington,DC .Stephens, K.K., R.N. Rimal and J.A. Flora (2004), “Expanding the Reach of Health Campaigns:Community Organizations as Meta-Channels for the Dissemination of Information”, Journalof Health Communication, Vol. 9, Suppl. 1, pp. 97-111.Subramanian, S.V., D.J. Kim and I. Kawachi (2002), “Social Trust and Self-Rated Health in U.S.Communities: A Multilevel Analysis”, Journal of Urban Health-Bulletin of the New YorkAcademy of Medicine, Vol. 79, No. 4, pp. S21-S34.Sundquist, K. and M. Yang (2007), “Linking Social Capital and Self-Rated Health: A MultilevelAnalysis of 11,175 Men and Women in Sweden”, Health and Place, Vol. 13, No. 2, pp. 324‑334.Temple, J. (2000), “Growth Effects of Education and Social Capital in the OECD Countries”,OECD Economics Department Working Papers, No. 263, OECD Publishing, Paris.Thomas, D., J. Strauss and M.H. Henriques (1990), “Child Survival, Height for Age andHousehold Characteristics in Brazil”, Journal of Developmental Economics, Vol. 33,pp. 197-234.Thomas, D., J. Strauss and M.H. Henriques (1991), “How Does Mother’s Education Affect ChildHeight?”, Journal of Human Resources, Vol. 26, No. 2, pp. 183-211.Touya, D.M. (2006), “Can We Teach Civic Attitudes?”, Documento de Traballo No. 06-03,Universidade de Vigo.Veenhoven, R. (1996), “Developments in Satisfaction Research”, Social Indicators Research,Vol. 37, pp. 1-46.Veenstra, G., I. Luginaah, S. Wakefield, S. Birch, J. Eyles and S. Elliott (2005), “Who You Know,Where You Live: Social Capital, Neighbourhood and Health”, Social Science and Medicine,Vol. 60, No. 12, pp. 2799-2818.Viswanath, K., W. Randolph Steele and J.R. Finnegan (2006), “Social Capital and Health: CivicEngagement, Community Size, and Recall of Health Messages”, American Journal of PublicHealth, Vol. 96, No. 8, pp. 1456-1461.Webbink, D., N. Martin and P. Visscher (2008), “Does Education Reduce the Probability of BeingOverweight?”, CPB Netherlands Bureau for Economic Policy Analysis, Discussion PaperNo. 102, CPB, The Hague.Weitzman, E.R. and I. Kawachi (2000), “Giving Means Receiving: The Protective Effect ofSocial Capital on Binge Drinking on College Campuses”, American Journal of Public Health,Vol. 90, pp. 1936-1939.Wen, M., C.R. Browning and K.A. Cagney (2007), “Neighbourhood Deprivation, Social Capitaland Regular Exercise During Adulthood: A Multilevel Study in Chicago”, Urban Studies,Vol. 44, pp. 2651-2671.Whitley, R. and K. McKenzie (2005), “Social Capital and Psychiatry: Review of the Literature”,Harvard Review of Psychiatry, Vol. 13, No. 2, pp. 71-84.Wilson, J. (2000), “Volunteering”, Annual Review of Sociology, Vol. 26, pp. 215-240.Witter, D., M.A. Okun, W.A. Stock and M.J. Haring (1984), “Education and Subjective Well-Being: A Meta-Analysis”, Educational Evaluation and Policy Analysis, Vol. 6, pp. 165-173.Social Capital, Human Capital and Health: What is the Evidence? – © OECD 201044 – bibliographyWolfinger, R.E. and S.J. Rosenstone (1980), Who Votes?, Yale University Press, New Haven.World Health Organisation (2003), Social Determinants of Health: The Solid Facts, R. Wilkinsonand M. Marmot (eds.), WHO Regional Office for Europe, Copenhagen.World Health Organisation (2008), Closing the Gap in a Generation: Health Equity throughAction on the Social Determinants of Health, Final Report of the Commission on SocialDeterminants of Health, World Health Organisation, Geneva.World Health Survey (2002), www.who.int/healthinfo/survey, accessed 7 December, 2009.World Values Survey (2005), www.worldvaluessurvey.org, accessed 7 December, 2009.Yoon, J. (2008), “The Effect of Community Social Capital on Physical Activity and HealthyEating”, Paper presented at the OECD /IRDE S 2008 Workshop on Social Capital and Health,Paris.Yu, Y. and D.R. Williams (1999), “Socioeconomic Status and Mental Health”, in C.S. Aneshenseland J.C. Phelan (eds.), Handbook of the Sociology of Mental Health, Kluwer/Plenum, NewYork.SOCIAL CAPITAL,HUMAN CAPITAL and HEALTHWhat is the Evidence?Ce n t re f o r Ed u c a t i o n a l Re s e a rc h a n d I n n o v a t i o n
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Foreword

Joseph chamberlain, mayor of the english city of Birmingham 1873-1876, was a successful 
capitalist – the major screw manufacturer in england – and a non-conformist christian. appalled 
at the rising toll of contagious disease in the poorest parts of the city, he took the water companies 
into public ownership (as he did the gas companies) and was accused of gas and water socialism 
(Szreter 2005). He declared: “We have not the slightest intention of making profit … We shall get 
our profit indirectly in the comfort of the town and in the health of the inhabitants”.

chamberlain’s relevance to the benefits of social capital is twofold. First, social capital is 
important not because it might lead to financial profit, but because it might improve the well-being 
of the population – chamberlain’s justification for public ownership. Second, Szreter argues that 
chamberlain’s success in Birmingham in reducing water born diseases was the result of a social 
movement of which chamberlain was a part. Social capital was necessary for the interventions that 
improved the quality of civic life and hence improved health.

the present review deals with three key questions. going beyond 19th century Britain, it 
shows the importance for health of social capital at times and places where the major disease 
burden is not contagious disease. indeed, the literature reviewed here points to social and psy-
chological support as a major mechanism by which social capital might improve mental and 
physical health and well-being. Second, it asks how social capital interacts with education – there 
is clearly more to learn here. if it is the case that those with higher education benefit more from 
social capital, considerations of equity lead us to ask how social capital can be improved for all 
sectors of society. the answer to this third question seems to be: we don’t know yet. the evidence 
contained in this Review suggests that answering that question – showing how to build social 
capital, particularly at the community level – is a most important next step.

professor Sir michael marmot

director, international institute of Society and Health
university college london, uk
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Preface

this report takes inspiration from a workshop of the Social capital global network, organ-
ised in paris by iRdeS and the oecd in october 2008. the presentations and discussions from 
this workshop provide an important basis to better understand the complex relationship between 
social capital and health, and the role education may play in this nexus.

the oecd centre for educational Research and innovation (ceRi) has been analysing 
these issues under the Social outcomes of learning (Sol) project launched in 2005. the pro-
ject focuses on two domains: health and “civic and social engagement” to evaluate the state of 
the evidence-base on whether and how education plays a role in improving these outcomes and 
clarifying the underlying conditions that help make this happen. the findings of the Sol project 
were presented at the International Conference on Education, Social Capital and Health jointly 
organised by the norwegian ministry of education and Research and ceRi in February 2010. 
the discussion at this conference highlighted the broad consensus among policy-makers and 
researchers working in the fields of education and health regarding the prominent role educa-
tion can play in fostering social capital and health. it also highlighted the highly complex and 
non-linear nature of the interactions between education, social capital and health, as well as the 
critical role family and the community play in enhancing these interactions. ceRi will release a 
synthesis report of the Sol project in summer 2010.

the studies presented at the 2008 workshop provide an important contribution to the 
knowledge-base on education, social capital and health. they enhance our understanding of the 
concepts involved in describing the relationship between social capital and health, provide new 
empirical evidence and clarify empirical challenges that may hamper future progress in research. 
While this report presents major strides in our understanding of this complex issue, it also sug-
gests that significant challenges remain in furthering the ambitious yet indispensable agenda to 
help improve well-being and progress of our lives.

dirk van damme, Head of ceRi

koji miyamoto, Sol project lead

centre for educational Research and innovation (ceRi), oecd
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Introduction

Overview

the inspiration for this report came from the 2008 Social capital global network Workshop 
on Social capital and Health, which was held in paris, in october 2008. the workshop, jointly 
sponsored by the institute for Research and information in Health economics (iRdeS) and the 
organisation for economic co-operation and development (oecd), featured presentations 
from 28 leading researchers in the field of social capital. the presentations documented the still-
emerging yet robust correlation among social capital, education and health. the authors of this 
report all participated in the workshop’s planning, execution and/or presentations, making this 
effort a natural outgrowth of the wrkshop.

this introduction provides an overview of social capital, education and health. it begins 
with a brief history of the development of the field of social capital research, taking as its depar-
ture Robert d. putnam’s international bestseller, Bowling Alone: The Collapse and Revival of 
American Community. the introduction includes a description of the petris Social capital index, 
documents major developments and advances in the field, examines the ongoing controversies 
among economists over the use of the term social capital, and illuminates the issues with case 
studies from the social capital literature.

chapter 1 examines the relationships among human capital, social capital and health, a new 
and rapidly expanding area of research in the field. this section includes a discussion of the lit-
erature analysing the effects of human capital, specifically education, on social capital, and their 
interrelated influences on both physical and mental health outcomes. most interestingly, research 
is beginning to suggest that the links between education levels and health are only partially 
explained by the increased income that highly educated individuals earn, and that there might in 
fact be a direct, causal effect of education and learning on health behaviours and outcomes.

chapter 2 analyses social capital research from an international perspective. though much of 
the early social capital research occurred in the united States and united kingdom, a new set of 
research has examined social capital issues in a number of other countries, of differing national 
income averages, at both the individual and community levels. this research also appears to 
support the notion that social capital can have a beneficial impact on individual and community 
health. this section also provides a cogent discussion of the World Health Survey, conducted by 
the World Health organisation in 70 countries, a valuable source for comparative social capital 
research. an important yet uncompleted step of social capital and health research has been to 
extend that research beyond the correlations that exist between social capital and improvements 
in community health, to the use of instrumental variables to help establish causality.

chapter 3 discusses the implications of social capital research for policymakers. this section 
highlights the need for policymakers to employ a nuanced understanding of social capital, health 
and education in crafting policies to improve their communities’ status in these important areas.
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Defining social capital

the term social capital was first discussed at length in Robert d. putnam’s national bestseller, 
Bowling Alone: The Collapse and Revival of American Community. Here, the act of bowling 
alone – a reference to the disintegration of uS after-work bowling leagues – is a metaphor to illus-
trate the decline of social, political, civic, religious, workplace connections in the united States. 
putnam describes social capital as a sociological concept used in business, economics, organi-
sational behaviour, political science, public health and the social sciences in general, to refer to 
connections within and among social networks. the core idea is that social networks have value. 
Similar to physical and human capital, social contacts can increase the productivity of individu-
als and groups. putnam’s most poignant example of the positive effects of social capital involves 
his story of John lambert and andy Boschma, who knew each other through their local bowling 
league in Ypsilanti, michigan. lambert was a 64-year-old retiree of the university of michigan 
Hospital, who had been on a kidney transplant waiting list for three years when Boschma, a 
33-year-old accountant, casually learned about his need and unexpectedly approached him with 
an offer to donate one of his own kidneys. the story is moving, but in addition to their differences 
in profession and generation, Boschma was white and lambert was african american. the fact 
that they bowled together in a league made all the difference in their connection.

Since the publication of putnam’s landmark book, the study of social capital and health has 
been growing throughout the globe (Brown et al., 2006). Yet, there is evidence to suggest that 
connections between individuals, even within families, have significantly declined. Recent data 
shows that roughly 25% of all uS households are occupied by a single person (see Figuree 0.1). 
in germany, the number is more than 35%, and in Sweden, 45%. these are perhaps shocking 
numbers to most of us. individuals are not only more likely to be bowling alone but living alone.

The social capital controversy

the use of the term social capital has received considerable attention in the past 20 years 
among social scientists (primarily sociologists), economists, political scientists and social epidemi-
ologists. economists, however, are conflicted about the use of the term. in 1997, the World Bank 
hosted a workshop, “Social capital: integrating the economist’s and Sociologist’s perspectives”, 
in which the reluctance of economists to accept the analog of social capital to human capital 
and physical capital became clear. in his 2000 paper, “observations on Social capital”, kenneth 
arrow, a nobel prize-winning economist at Stanford university, suggested the abandonment of 
the term “social capital”, saying that the term “capital” implies “extension of time; deliberate sac-
rifice in the present for future benefit; and alienability.” arrow pointed out the failure of deliberate 

Figure 0.1. One-person households as proportion of all households, 2007
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sacrifice in the present for future benefit aspect of social capital, by reminding us that social net-
works are built up for reasons other than their economic value to the participants. Social capital is 
argued not to have the characteristics of “capital” as defined by economists.

Similarly, in his “notes on Social capital and economic performance”, mit economist Robert 
Solow, also a nobel laureate, asks, “Just what is social capital a stock of? any stock of capital is a 
cumulation of past flows of investment, with past flows of depreciation netted out.” on this point 
both Solow and arrow agree. in addition, they agree on the importance of social capital, but reject 
the analogy to capital as used by economists; however, the term remains pervasive.

the petris Social capital index (pSci), which measures the supply side of social capital, may 
pass the arrow-Solow test of how “capital” is defined by economists. the petris Social capital 
index (pSci) was created by researchers at uc Berkeley’s nicholas c. petris center for Health 
care markets and consumer Welfare (Brown et al., 2006). the index looks at 18 community vol-
untary organisations using public data available for the entire united States. investment in these 
organisations has a strong correlation to physical capital in that there is something tangible that 
exists (church, Ymca) which can be invested in. moreover, the petris index has been shown to be 
highly correlated with putnam’s measures of social capital, such as trust (Scheffler et al., 2008).

The Roseto mystery

the concept of community social capital is vividly illustrated in malcolm gladwell’s best-
selling book, Outliers: the Story of Success, where he discusses the Roseto mystery. Roseto 
valfortore is a community 100 miles southeast of Rome. Beginning in 1882, many Roseto 
residents set sail for new York, and eventually settled into a tight-knit community in Bangor, 
pennsylvania. they erected churches and established festivals and spiritual societies. the new 
Rosetans grew their own vegetables and raised their own livestock. the town came to life. Years 
later, Stewart Wolf, a young physician was astonished to note that in Roseto, virtually no one 
under age 55 had died of a heart attack or showed signs of heart disease. Surprisingly, there was 
no suicide, no alcoholism, no drug addiction and very little crime. it would seem that this small 
community was reaping the health benefits of community social capital. unfortunately, as com-
munity members left (for a variety of reasons, including education), they returned to Roseto with 
more income and less conformity to the social norms. over time, the health of Roseto began to 
look more like that of the surrounding communities.

Community social capital: a tale of two communities

this is the tale of two cities, actually two metropolitan Statistical areas (mSas), in 
california. these two mSas (communities a and B) had average annual household incomes 
that varied by less than 10% in 2007, but since 1999 average annual household income in 
community a grew by uSd 7 797, while in community B growth in average annual household 
income was only uSd 4 401. However, the opposite occurred with respect to community social 
capital as measured by the pSci. in community a, the pSci increased by 0.04% (four extra 
employees in voluntary organisations per 10 000 people), while in community B, the pSci 
increased by 0.10% (10 extra employees in voluntary organisations per 10 000 people) – two and 
a half times higher than the increase in community a. one community was stronger in income 
growth while the other was stronger in the growth of community social capital. What was the 
result in terms of health behaviour and outcomes? By 2007, both communities improved in each 
outcome, but the community with larger growth in community social capital improved more than 
the community with larger income growth.

When comparing the two communities in terms of an important preventive behaviour, obtain-
ing a flu shot, community B improved by 12 percentage points, while community a improved 
by only 9 percentage points. When comparing the two communities in terms of a dangerous 
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health behaviour, smoking, community B saw the prevalence of smoking decline by 8 percentage 
points, while community a experienced a decline of only 4 percentage points.

Finally, when comparing an important health outcome, being overweight or obese, prevalence 
declined by 10 percentage points in community B, while in community a it declined by only 7 per-
centage points. community B, which had the smaller increase in income and the larger increase in 
community social capital, enjoyed greater community health benefits (see tables 0.1 and 0.2).

this simple example illustrates the power of community social capital in affecting health 
behaviours and outcomes. as noted earlier, the pSci is a supply-side measure of community 
social capital, measuring the social resources in a community in terms of employees in voluntary 
organisations as a percentage of the population. it includes 18 different types of social organisa-
tions, from churches to parent associations to self-help groups.

Research has found that the pSci is associated with the reduced use of cigarettes by smokers 
(Brown et al., 2006), reduced psychological distress among low-income individuals (Scheffler et al., 
2007) and reduced cardiovascular disease among low-income individuals (Scheffler et al., 2008).

While the above research measures community social capital for a relatively large geographic 
area, community social capital can be measured at virtually any level, with individual cities 
perhaps being the most useful for policy purposes. Surveys which include individual measures 
of pSci also allow for measures of community social capital that relate to important aspects of 
social interaction, such as bonding (social connections between individuals who are similar), 
bridging (social connections between individuals who are dissimilar), or linking (social connec-
tions across different levels of social status).

the outcomes of interventions that seek to improve the health of an area, such as a city, 
are highly likely to be affected by the specifics of its community social capital. as illustrated 
in Figure 0.2, community social capital may positively affect the diffusion of health informa-
tion within a community. it may also affect the level of psychosocial support, which enables 

table 0.1. Characteristics of metropolitan statistical areas

Area

PSCI (%) Average annual household income

1998 2006 Change 1999 2007 Change

Community A
Riverside and 
San Bernardino

0.52 0.56 0.04 USD 38 084 USD 45 881 USD 7 797

Community B
San Francisco, Alameda, 
Contra Costa, Marin, 
San Mateo

0.86 0.95 0.10 USD 46 263 USD 50 664 USD 4 401

table 0.2. Health behaviours and outcomes

Area

Obtained flu shot (%) Smoker (%) Overweight or obese (%)

1999 2007 Change 1999 2007 Change 1999 2007 Change

Community A
Riverside and 
San Bernardino

27 37 9 22 18 -4 83 77 -7

Community B
San Francisco, 
Alameda, 
Contra Costa, Marin, 
San Mateo

34 47 12 18 10 -8 79 70 -10
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individuals to make the often difficult changes in personal habits that allow for positive changes 
in health. community social capital may itself be a target of intervention, given its likely comple-
mentary nature with other health interventions.

Finally, community social capital is related to potential political strength. areas with greater 
social connections may often be more easily organised politically, which can help draw health-
care resources to those areas. measures of social capital, such as the pSci, are an integral part of 
community intervention research.

The interaction between social capital and education

Human capital is the investment in training and education, which was popularised in 
gary Becker’s book, Human Capital: A Theoretical and Empirical Analysis, with Special 
Reference to Education, for which he was awarded a nobel prize in economics. However, we 
have less knowledge of the interaction among social capital, human capital and health. We know 
already that human capital has an important and direct effect on health, but its relation to social 
capital is less well understood. it is possible for example, that human and social capital could be 
substitutes or complements for each other. if a community has a higher level of social capital, 

could it have a lower level of human capital and still obtain the same level of health? if this were 
the case, then social capital could be considered a substitute for human capital. alternatively, do 
higher levels of human capital improve the efficiency of social capital, making them complemen-
tary? if this were the case, then social capital and human capital could be both substitutes and 
complements for each other.

Figure 0.2 illustrates the basic model behind the relationship between human and social capi-
tal and health, and their interactions. it shows that both human capital and social capital may be 
inputs to health. Further, the model shows the interaction effect between human capital, social 
capital and health.

Conclusion

it can be as simple as a walking group that meets each week or a book club. Farmers markets 
provide healthy foods and foster social connections. churches and religious organizations are also 
a good source of community social capital. the rest of this report shows what mechanisms are at 
work, how important social capital is to health, and what role is played by education.

Figure 0.2. Interrelationships among human and social capital and health
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Source: miller et al. (2006), “Social capital and Health in indonesia”.
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Chapter 1 
 

The relationship between social capital, human capital and health

Introduction

the study of the interrelations between human capital, social capital and health is a relatively 
new and growing area of research, whose methods are becoming more rigorous over time (mouw, 
2006). this review, while not intended to be comprehensive, provides a brief overview of current 
understandings of the connections among social capital, human capital and health.*

The relationship between human capital and social capital

Several recent studies have investigated the relationship between education** and various 
health outcomes and behaviours (see grossman, 2000, 2005 for literature reviews). Such studies 
generally highlight a positive association between education and health status. moreover, they 
suggest that the education-health link is only partially explained by the increased income that 
highly educated individuals earn, and might stem from a direct, causal effect of education and 
learning on health (grossman and kaestner, 1997).

a few studies have attempted to identify the pathways through which education might oper-
ate. educated individuals may be more efficient producers of health, and as a result obtain better 
health with the same amount of resources, all else being equal (grossman, 1972). education also 
may lead individuals to make better health choices; for example, consuming plenty of fruits and 
vegetables, exercising and avoiding tobacco use (Rosenzweig and Schultz, 1983). in practice, 
more education generally translates into greater access to better information and greater process-
ing abilities to act upon such information (Brunello, 2008; goldman and Smith, 2005). education 
also may alter risk perceptions, and by doing so may render individuals more likely to invest in 
their health. Finally, education has a significant impact on wages, and the ability to purchase 
health-enhancing goods and products. in sum, education may shape people’s life chances, and by 
doing so may contribute to establishing conditions that are conducive to better health.

one of the specific ways in which education may shape individual life chances is through 
the accumulation of social capital. empirical studies of individual-level correlates of social capi-
tal have found that education is one of the most consistent predictors of social capital, both at 
the individual and area levels (Smith, 1994; Wilson, 2000; Jones, 2006; andreoni et al., 2004; 
putnam, 2000; mcpherson et al., 1996; lipset, 1976; Wolfinger and Rosenstone, 1980; putnam, 
2001). evidence on the causal effect of education on social capital accumulation, however, is only 
beginning to emerge and the findings are mixed. While some studies highlight a positive impact 
of education on some forms of Social capital and civic participation (milligan et al., 2004; dee, 
2004), others find no significant causal effect (milligan et al., 2004; Siedler, 2007; touya, 2006).

*the social capital literature is extremely large and a comprehensive review is beyond the scope of this chapter 
(see Scheffler and Brown, 2008). 
**For the purposes of this chapter, we limit our review to formal education as the primary source of human 
capital accumulation.
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education may promote social capital accumulation directly, by helping individuals develop 
the civic skills and cognitive capacities that facilitate participation in groups and associations. 
it also may do so indirectly, by lowering the opportunity costs of engaging in civic activities. 
education may foster civic skills directly through the curriculum, for example, by providing 
individuals with opportunities to discuss social and political issues in the classroom; by promot-
ing habits of associational involvement, whereby students are encouraged to volunteer in their 
communities; and finally, by developing bureaucratic competencies. more educated individuals 
may enjoy higher levels of social capital also because they hold jobs that allow for greater flex-
ibility in time management; that encourage, rather than hinder, the development of strong links 
with others through membership groups and associations; and that promote formal participation 
in social networks.

theoretically, the benefits of social capital on health may flow to the individual through a 
number of pathways (kawachi and Berkman, 2000; mckenzie, 2006). Figure 1.1 details three 
primary pathways that link social capital and health status. First, social capital may increase the 
diffusion of information on behaviours that improve health. more individuals will thus come into 
possession of such information, and can then apply it to improve their health. For example, studies 
have found that membership organisations often serve as conduits of health information (Stephens 
et al., 2004; viswanath et al., 2006).

Second, social capital can provide opportunities for psychosocial support, which if accessed, 
will tend to reduce stress and improve health (kawachi and Berkman, 2001). third, social capital 
will tend to make political organising more likely, which may result in more health resources 
being brought into a given area. more health resources will tend to improve access to health care, 
and thus improve health (kawachi and Berkman, 2000).

Human capital, social capital and physical health

Human capital and health status
a stream of recent empirical studies has extended the traditional labour economics framework 

that analyses the relationship between education and wages to examine whether education is associ-
ated with health status (see grossman and kaestner, 1997; and cutler and lleras-muney, 2006 for 
reviews of recent studies). Several studies suggest that the relationship between education and health 
is not solely caused by the education-income link, and that education might play a direct role in 
determining health status that goes beyond providing better employment opportunities (grossman 

Figure 1.1. Pathways between social capital and health
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and kaestner, 1997). While most existing studies are correlational, a growing body of evidence sug-
gests that the relationship between education and health status might be causal (see, for example, 
lleras-muney, 2005).

Several studies have attempted to identify the intergenerational effects of education. the find-
ings suggest that the more educated parents are, the greater the likelihood that their children will 
become healthy adults. the evidence emerging from developing countries indicates that maternal 
education is a powerful predictor of infant mortality and child health (desai and alva, 1998; Frost 
et al., 2005; thomas et al., 1990, 1991; mosley and chen, 1984; chou et al., 2007). educational 
programmes that specifically target girls have been and are increasingly used as strategies to 
reduce long-term infant mortality. Fewer studies have examined the parental education-child 
health link in developed countries. Some of these studies fail to find a strong impact of maternal 
education on child health (chernichovsky and coate, 1980, 1983). However, others document 
positive associations between maternal schooling and child and adolescent health (Shakotko et al., 
1981), and a reduction in the probability that women will smoke during pregnancy, which benefits 
both maternal and fetal health (currie and moretti, 2003).

Social capital and health status
most of the available evidence on the association between area-level social capital and physi-

cal health is based on cross-sectional data and results differ greatly across studies: while some 
identify a positive association between area level social capital and health (kawachi et al., 1997; 
kawachi et al., 1999; poortinga, 2006a; Sundquist and Yang, 2007), others find little or no asso-
ciation (poortinga, 2006b; Subramanian et al., 2002; veenstra et al., 2005; engstrom et al., 2008). 
Research based on longitudinal data appears to suggest that the association between area-level 
social capital and health status can vary greatly depending on the measure of social capital used 
(Snelgrove et al., 2009). the literature Studies also indicate that individual level social capital 
is associated with good health (Hyppa and maki, 2001, 2003; lindström, 2004; mohseni and 
lindström, 2007; Rose, 2000) and that this association is robust to the level of egalitarianism in 
a country (islam et al., 2006).

Human capital, social capital and mental health

Human capital and mental health
in general, people with low educational attainment, low income and who live in deprived 

neighbourhoods are more likely to suffer from mental health problems than the general popula-
tion, although the socio-economic gradient in the prevalence of mental illness varies greatly by 
condition (see Yu and Williams, 1999; lorant et al., 2003a; and muntaner et al., 2004; for reviews 
on the different associations between socio-economic status and various mental health condi-
tions). other studies also have made similar findings on this topic (marmot, 2005; Wilkinson et 
al., 2003). the literature indicates that education and mental distress are negatively related; higher 
education is in general associated with a lower prevalence of mental health problems (see Ross 
and van Willigen, 1997 for a review; also chevalier and Feinstein, 2007), although the relation-
ship appears to be less strong than in the case of physical health. overall, however, education does 
not appear to be a major determinant of other indicators of well-being, such as life satisfaction 
and happiness (Witter et al., 1984; veenhoven, 1996; Hartog and oosterbeek, 1998; gerdtham 
and Johannesson, 2001).

one of the pathways through which education may promote good mental health is by enhanc-
ing individual and area-level social capital. individuals with more education may be more likely 
than less educated individuals to be socially integrated, and to have opportunities to meet socially 
within their communities, factors that promote social capital accumulation at the individual level. 
they may also be more likely to receive adequate emotional support; because of homophily, 
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educated individuals are more likely to have meaningful social contacts with individuals who also 
possess a high level of education (mcpherson et al., 2001). given that most individuals rely on 
the support of those around them to deal with mental distress, if greater education translates into 
higher quality psychological support, homophily will mean that educated individuals will receive 
better support than those with low levels of education (angermeyer et al., 1999). individuals 
who live in communities where the average educational attainment is high also are more likely 
to enjoy better mental health than individuals in communities with lower education levels. 
communities where the average educational attainment is higher may in fact be more inclusive 
and less stigmatising towards individuals who have mental health problems, and provide greater 
practical and emotional support to all their citizens.

Social capital and mental health
the evidence on the relationship between social capital and mental health is generally more 

consistent than that on the relationship between social capital and physical health and overwhelm-
ingly supports the hypothesis that individuals with higher levels of social capital or who live in 
areas with high levels of social capital enjoy good mental health.

Studies of individual-level social capital and mental health generally find that individuals with 
high levels of social capital are less likely to suffer from mental disorders than individuals with 
low levels of social capital (see de Silva et al., 2005; and almedon, 2005 for good reviews of this 
stream of literature). However, strong evidence that social capital promotes mental health and 
protects from the risks of developing mental illness is currently lacking (Whitley and mckenzie, 
2005) especially among individuals who face a high risk of developing mental health conditions 
in adulthood (Borgonovi and Huerta, 2008).

the literature that measures social capital at the area level is much smaller than the litera-
ture that measures social capital at the individual level. Findings somewhat vary with respect to 
the strength of observed associations depending on the geographical context, the choice of the 
geographical unit at which social capital was measured as well as the specific measures of social 
capital and mental health conditions employed in empirical analyses. However, they confirm the 
protective role of area level social capital on mental health: high levels of area-level social capital 
are associated with less psychological distress (araya et al., 2006; miller et al., 2006); hospi-
talisation for psychosis (lofors and Sundquist, 2006) and incidence of psychosis (Boydell et al., 
2002); suicide (desai et al., 2005); mental illness (cutrona et al., 2000) and child mental health 
(drukker et al., 2003). Just as for individual level social capital, area-level social capital may not 
protect everyone equally from the risks of developing mental health conditions. Froe example, a 
study examining the relationship between area-level social capital and non-specific psychological 
distress using data from 59 metropolitan Statistical areas in the united States found a negative 
association only for those with family income below the median (Scheffler et al., 2007) while the 
relationship between social capital and the incidence of schizophrenia in neighbourhoods in South 
london appears to be u-shaped (kirkbride et al., 2008).

Human capital, social capital and health behaviours

Human capital and health behaviours
as previously highlighted, evidence is emerging on the role of education in promoting a long 

and healthy life. new evidence also suggests that educational attainment plays an important 
role in influencing health-related behaviours. However, the relationship is complicated between 
education and specific behaviours, such as smoking, alcohol abuse, poor nutrition and lack of 
physical activity. Better educated individuals appear to be somewhat more likely to engage in 
some forms of risky behaviours, such as consuming alcohol and drugs (cutler and lleras-muney, 
2007), but they are also somewhat better at managing their behaviours, by keeping consumption 
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low, or stopping consumption before problems escalate (cutler and lleras-muney, 2006; Webbink 
et al., 2008). generally, however, the evidence on the relationship between education and health 
habits is in expected direction and indicates that the better educated are more likely to exercise 
and are less likely to be overweight or obese (cutler and lleras-muney, 2006; Webbink et al., 
2008), or to smoke (deWalque, 2007; grimard and parent, 2007).

Social capital and health behaviours
the evidence suggests that social capital might play an important role in promoting a healthy 

lifestyle. Both individual and area-level social capital are negatively associated with smoking 
(lindström and isacsson, 2002; lindstrom, 2003, 2004; lindstrom et al., 2003a, 2003b; Brown 
et al., 2006). area-level social capital also has been negatively linked with binge drinking in col-
lege (Weitzman and kawachi, 2000). However, as already discussed for the relationship between 
social capital and health, the evidence suggests that results depend on how social capital is meas-
ured. Research based on Swedish data for example found that high level of social participation but 
low social trust was positively associated with high alcohol consumption among men (lindstrom, 
2005). Similarly, while studies appear to indicate that area-level social capital is positively associ-
ated with exercise (Wen et al., 2007; Fisher et al., 2004), individual social capital (social partici-
pation) is negatively associated with the consumption of fruits and vegetables (lindstrom et al., 
2001).

Conclusion

empirical research investigating the interrelations among education, social capital and health 
has flourished in recent years. Broadly speaking, the consensus emerging from these studies is 
that better educated individuals, and individuals with more social capital, enjoy a longer, hap-
pier and healthier life than their less educated and less socially integrated counterparts. While 
the overall message is that more education and greater social capital go hand in hand with better 
physical and mental health and a healthier lifestyle, the strength of associations among education, 
social capital and health differs greatly across studies. methodological aspects also mean that 
only in few cases the interpretation of associations among education, social capital and health can 
be done though a causal lens on the sole basis of empirical considerations. a sounder methodo-
logical basis, which identifies the mechanisms at work, is clearly needed.
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Chapter 2 
 

The international dimension

Introduction

there is now compelling evidence from a number of studies that social capital is associated 
with improved health, and there is at least some evidence that the direction of causality is mostly 
from the former to the latter (see chapters 1 and 2). Studies also have shown that social capital 
often acts as a substitute for human capital, income, or wealth. in this, social capital helps those 
with lower levels of education, and in poorer socio-economic circumstances, to achieve health 
outcomes similar to those of their better-off counterparts (e.g. pevalin and Rose, 2000). For this 
reason, social capital tends to be associated with a lower degree of inequality, including smaller 
health disparities and less segregation (see World Health organisation, 2003, for further discus-
sion of the contribution of social support and its contribution to health).

However, most aspects of social capital are associated with higher levels of education, and there 
is at least some evidence that social capital mediates the effect of education on health, which helps 
explain why highly educated individuals tend to have better health outcomes (Ross and Wu, 1995).

although much of the research on the links among social capital, human capital and health 
has been undertaken in the united States and, more recently, in the united kingdom, a number 
of studies have reported similar findings in other countries, at different levels of income. a 
presentation of the most salient international findings follows below, along with a discussion of 
some of the issues involved in measuring social capital and its impact on health across countries. 
Social capital has been viewed mainly as a determinant of broad social, political and economic 
outcomes, so its measurement has tended to focus on collective phenomena.

Community social capital

Social capital may be viewed as a characteristic of communities, either geographic (neigh-
bourhoods, areas, countries, etc.), or defined more broadly, as networks of individuals linked by 
social ties and interactions. this view leads to a concept of community social capital, that is not 
merely a sum of the social capital of the individual members of that community. For this reason, 
measurements of community social capital that are based simply on an aggregation of individual 
social capital indicators tend to be viewed as second-best, although they are often used as proxies 
for more relevant community-based measures.

Robert putnam’s ground-breaking study of communities in italy found that democratic insti-
tutions work better, and more efficiently, where civic communities are more developed (putnam, 
1993). putnam defined these developed civic communities as those with a richer associational 
life. putnam later developed what is known as putnam’s instrument, a measure of social capital 
based on membership in a range of organisations, which reflect individuals’ desire for social 
engagement (putnam, 1996). another valuable step forward in the measurement of community 
social capital was made with the development of the petris Social capital index (pSci), which 
is discussed in the introduction. the pSci provides a supply-side measure of participation in 
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membership organisations, the phenomenon that putnam’s instrument aims at measuring. the 
pSci, which is based on administrative data available in many countries, makes the measurement 
approach more generalisable, and facilitates comparisons across countries. However, whether the 
same measure means the same thing in different settings is still an open question. in particular, 
comparisons have been made between the united States and england, which show important dif-
ferences in the way the pSci behaves in the two countries. First, using a comparable approach in 
its calculation, values for the pSci are substantially lower in england than in the united States 
(mean 3.7 vs. 9.8). this may be due to a lower diffusion of membership organisations in england, 
but also to a different balance between paid and voluntary labour in such organisations there, 
compared with the united States. a second issue concerns the relationship between the pSci and 
socio-economic conditions. While in the united States a higher average income in a given area 
is associated with a larger value of the pSci, in england it is more deprived areas which tend to 
have larger pSci values, as illustrated in Figure 2.1. a possible explanation is that the nature of 
membership organisations is not the same in the two countries. membership organisations may 
employ more staff in deprived areas in england because they use paid staff to provide services to 
those most in need, while this may be a less prominent feature in the united States.

the pSci has now been used in several countries to assess the link between health and 
social capital. However, in cross-country comparisons, membership in organisations like those 
identified by putnam as a source of social capital was not found to be linked with trust, another 
important aspect of social capital, and with economic performance (knack and keefer, 1997). 
oecd reviews of the empirical evidence of determinants of economic growth identified trust as 
a key aspect of social capital, with a significant influence on growth in a cross-country perspec-
tive (ahn and Hemmings, 2000; temple, 2000). measures of trust used in comparative research 
range from simple indices, which reflect the proportion of individuals in a given population who 
are prepared to assert that most people can be trusted, to more detailed measures based on the 
prevalence of actual fraudulent behaviours.

Individual social capital

in the early 2000s, the World Health organisation (WHo) conducted the World Health 
Survey (WHS), a global health survey that was fielded in 71 countries. in addition, WHo imple-
mented a specialised social capital module in 54 of the 71 WHS countries, which provides the 
most comprehensive geographical coverage to date of the influences of social capital on health. 
the module design takes stock of advances in research on social capital and health, and includes 
questions covering a range of aspects of social capital expected to be relevant to countries at dif-
ferent levels of income.

Figure 2.1. Relationship between the PSCI and measures of socio-economic status across areas in 
the United States and England

10 000 20 000 30 000 40 000 50 000

US counties – Selected states – 1990

0 
.0

05
 

.0
1 

.0
15

 
.0

2
PS

CI

Median household income
50 40 30 20 10 0

England – Local Authorities – 2000-04
0 

2 
4 

6
PS

CI

Deprivation score

Source: analysis of data from county Business patterns (uS census) and annual Business inquiry (england).



Social capital, Human capital and HealtH: WHat iS tHe evidence? – © oecd 2010

2. tHe inteRnational dimenSion – 25

these aspects covered in the survey are as follows:

1. Control over important things in life. this aspect has a critical influence on health, 
as demonstrated by a vast amount of evidence on health inequalities within social 
hierarchies, summarised in the recent work of the WHo commission on the Social 
determinants of Health (cSdH, 2008). arguably, this variable may be viewed as an 
outcome, as well as a measure, of social capital. in particular, mutual trust and social par-
ticipation may confer a higher degree of control. thus, the latter may be viewed mostly as 
a marker of more basic aspects of social capital, a marker that is strongly associated with 
health. control increases with education, as shown in Figure 2.2, in a subsample of 15 
WHS countries (china, croatia, czech Republic, estonia, ethiopia, india, kazakhstan, 
morocco, paraguay, philippines, South africa, Spain, ukraine, uruguay and viet nam 
– individual countries are not identified in Figures 2.2 and 2.3), roughly up to median 
levels of education. However, it is not enhanced further by higher levels of education. the 
positive correlation observed here between education and social capital is in line with a 
more general trend described in the literature assessing links between the two domains.

2. Voting behaviour. this aspect too is often viewed as an outcome, rather than a dimension, 
of social capital (Frey and Stutzer, 2000). again, in the context of research on the link 
between social capital and health, voting behaviour may act as a marker for more basic 
aspects of social capital. However, voting may be associated with factors that bear little 
relation with social capital, such as social control in totalitarian regimes. the relationship 
between voting and education is consistently u shaped in the same sample of 15 WHS 
countries, as shown in Figure 2.3. this finding is a clear indication that the relationship 
between social capital and education may vary, depending on what aspect of social capital 
is considered. this must be taken into account when exploring the relative influences of 
social and human capital on health and interactions between those influences.

Figure 2.2. Relationship between education and control over important things in life in 15 countries, 
based on WHS data
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3. Trust. the WHS includes trust in local and national government, rather than more widely 
used measures of trust in “others.” in the context of studies of social capital and health, 
trust in government may be relevant as a measure of confidence that individuals’ basic 
needs will be addressed collectively, as measurements of more general trust in others 
may reflect individuals’ ability to obtain needed health resources through social interac-
tions. comparisons of trust levels across countries are possible on the basis of a range 
of international surveys. Figure 2.4 shows the proportions of respondents feeling that 
“most people can be trusted” in a range of countries covered in the World values Survey 
(WvS). trust in government has generally diminished over time in oecd countries and 
so has the education gradient in trust (dalton, 2005). While the most educated used to 
have more trust in government, recent surveys have found that differences between people 
with varying levels of education gradually have disappeared and even reversed in some 
countries (e.g. in the united States).

4. Say in getting government to address issues of interest and freedom of expression without 
fear of reprisal. these indicators complement voting behaviour and trust in government 
in drawing a picture of how individuals relate to political institutions. Better education 
tends to be associated with a greater say in government action and perceived freedom of 
expression.

5. Perceptions of safety (at home, out after dark) and being the victim of crime. this indica-
tor measures one of the classical dimensions of social capital. it reflects both the quality 
of one’s own neighbourhood and, indirectly, the prevalence of anti-social behaviour and 
crime. Safety tends to be negatively correlated with education, since more deprived neigh-
bourhoods, where average education is generally poorer, also tend to be less safe than 
wealthier neighbourhoods.

the measures reviewed in this section reflect a wide range of options for assessing social 
capital at the individual level, in a cross-country perspective. cultural and economic differences 

Figure 2.3. Relationship between education and voting in 15 countries, based on WHS data
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among countries are likely to have at least some influence on the meaning of those measures. 
However, existing empirical evidence shows that broadly comparable measures can be obtained, 
which makes cross-country comparisons possible and meaningful. While measures of trust 
have been used in a large body of empirical research, which focuses on the economic outcomes 
of social capital, control over important things in life and social networks probably reflects the 
aspects of social capital that are most closely related to individual health outcomes.

Social capital, human capital and health in selected countries

the link between social interactions and health has been explored in the united States since at 
least the 1970s, initially at the individual level. individuals with strong social and community ties 
were shown to have lower mortality rates than others over a defined period of time, and not just 
because they were healthier or made a better use of health care (Berkman and Syme, 1979; House 
et al., 1988). those who are part of strong social networks were shown to be less likely to suffer 
from conditions such as cardiovascular disease and stroke, and to die because of these conditions 
(kawachi et al., 1996; eng et al., 2002). empirical evidence from the united States showed that 

Figure 2.4. Average levels of trust in others in different countries, based on WVS data

Source: analysis of World values Survey (2005) data.
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average levels of health reported by individuals living in different states were strongly related 
with aspects of social capital at the state level (kawachi et al., 1999; mellor and milyo, 2005), 
and similar relationships were found at smaller community levels (Subramanian et al., 2002). 
neighbourhood social capital, in the form of reciprocity, trust and civic participation, was shown 
to be associated with lower mortality rates (lochner et al., 2003), a lower incidence of disease and 
a greater diffusion of healthy behaviours and lifestyles (Brown et al., 2006).

Some of the work based in the united States has shown that social capital has a greater effect 
on health in the most disadvantaged groups or areas (Scheffler et al., 2008). However, another 
study found that the beneficial effect of community social capital on aspects of lifestyle such as 
diet and physical activity was greater in those with a better education, and absent in those with 
less than a high-school education (Yoon, 2008).

in the united kingdom, the relationship between health and aspects of social capital has been 
studied using both longitudinal and cross-sectional data. a pooled analysis of British Household 
panel Survey data found that most measures of social capital (social participation, frequency of 
contact with close friends, perception of crime in the neighbourhood, social support) were asso-
ciated with a reduced incidence of mental illness and a reduced likelihood of poor self-assessed 
health (pevalin and Rose, 2000). the study showed strong moderating effects of social capital 
with regard to aspects of socio-economic condition; for example, it found that social participation 
made the health gap virtually disappear between the employed and the unemployed. in 2000, a 
new module on social capital was introduced in the Health Survey for england (HSe). Based on 
this data, one study showed marked effects of social support, trust and participation in member-
ship organisations on a range of health outcomes (Boreham et al., 2000), while another found 
self-assessed health to be associated with collective social capital, particularly aggregate trust, 
participation in membership organisations and perception of one’s neighbourhood, beyond the 
effect of individual social capital (poortinga 2006a). However, a third study, using data from the 
Health and lifestyle Survey, found little support for a link between survival and area measures of 
social capital. these social capital measures included participation in voluntary activities, pres-
ence of community spirit, voting in general elections, feelings of belonging to the neighbourhood 
and frequency of contact with locals (mohan et al., 2005).

although much of the existing evidence of the link between social capital and health comes 
from the united States and united kingdom, studies in other oecd countries have come to 
similar conclusions. a major study of 2.8 million individuals in Sweden found that differences 
in social capital among neighbourhoods were associated with differences in the incidence of 
coronary heart disease (Sundquist et al., 2006). these findings were complemented by additional 
studies of self-assessed health and mental health outcomes (Sundquist and Yang, 2007; lofors 
and Sundquist, 2007; engström et al., 2008). Further studies have found significant associations 
between social capital and health in countries as diverse as canada (veenstra et al., 2005) and 
portugal (nogueira, 2009). at the 2008 oecd/iRdeS Workshop on social capital and Health, 
findings were reported based on data from 13 countries, as well as the WHS and eu-based sur-
veys, many of which addressed the complex relationships among social capital, human capital 
and health.

Research in low- and middle-income countries is less developed and has not always led to 
consistent results. evidence of a significant effect of social capital on health is available from 
rural china (Yip et al., 2007; Wang et al., 2009) where downstream markers of social capital 
such as collective action and emotional support were found to be associated with higher educa-
tion levels. evidence of a significant link between social capital and health also exists in studies 
from former Soviet Republics (d’Hombres et al., 2009) and indonesia (miller et al., 2006), where 
interactions between social and human capital were identified in their effects on improvements 
in health status.
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Are countries with more social capital in better health?

a large number of studies of the links among social capital, human capital and health in dif-
ferent countries provide solid evidence of such links. However, demonstrating that similar links 
exist across countries is substantially more challenging. issues such as heterogeneity among 
countries, particularly along social and cultural lines, made more marked when comparing coun-
tries with different levels of per-capita income, make cross-national empirical studies difficult. 
there are suggestions that social capital may be one of the main contributing factors to the link, 
found in many cross-country studies on socio-economic inequalities and health (kawachi et al., 
1997). However, the evidence of this is still largely anecdotal.

When crude correlations between broad average measures of health and social capital are 
sought across countries with similar levels of income and similar political and social character-
istics, findings suggest the existence of a striking relationship. Figure 2.5 provides one example. 
Social participation displays a clear relationship with self-assessed health in a set of european 
countries, with poorer average levels of health in countries where social participation is lower 
(Sirven and debrand, 2008). another study, with a broader set of european countries, drew a 
similar picture in relation to the effect of trust on self-assessed health (Rocco and Suhrcke, 2008). 
the two studies demonstrate that the relationship holds when examined at a finer level of detail, 
confirming previous findings of a significant relationship between social capital and health across 
european countries, based on multi-level models (poortinga, 2006b; olsen and dahl, 2007).

on the other hand, a study of 15 geographically and socially diverse countries with differ-
ent levels of income, based on WHS data, showed that health benefits are associated with most 
aspects of individual social capital, particularly perceptions of fairness of government and politi-
cal process, across countries, and that social capital mediates part of the effect of education on 
health. However, the analysis did not identify a consistent pattern linking residual differences in 

Figure 2.5. Relationship between social participation and self-rated health (SRH) 
in a set of European countries

Source: analysis of data from the Survey of Health, aging and Retirement in europe, 2004-06.

Social participation is the proportion of survey respondents in a country who are 
either members of voluntary organisations or provide help to family, friends, or 
neighbours. data from the Survey of Health, aging and Retirement in europe, 
2004-2006, individuals age 50+.
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average health among countries to differences in overall levels of social capital in those countries 
(Sassi, 2008). these results are consistent with those of a larger study of 45 countries at different 
levels of income based on WvS and World Bank data, which showed that contextual aspects of 
social capital, measured at the country level, were inconsistently related to self-assessed health 
(mansyur et al., 2008).

Conclusion

From an international perspective, the research on the links among social capital, human 
capital and health provides important insights into the strength of those links. the evidence 
also shows that aspects of individual social capital are consistently associated with health status, 
when this relationship is explored in different countries. measures of community social capital 
are similarly associated with health outcomes in most, although not all, instances. the fact that 
these relationships are found consistently across countries, using a range of alternative measures 
of health and social capital, confirms the relevance of the findings. the studies that addressed the 
relationship between social and human capital, in their effects on health, mostly concluded that 
social capital has a moderating effect on the relationship between education (or, more broadly, 
socioeconomic status) and health, leading to greater health improvements among the worse off, 
compared to the less educated and those in poorer socioeconomic circumstances. However, most 
aspects of social capital are positively correlated with education (i.e. the more educated enjoy 
greater levels of social capital than others), and social capital appears to partly mediate the effect 
of education on health. many of these findings hold in a cross-country perspective, indicating that 
countries with more social capital tend to have better health on average, although the relationships 
are clearer in comparisons of countries with similar income levels.

the replication of findings across countries is an important confirmation of the strength of 
the links among social capital, human capital and health. However, it is not a sufficient condi-
tion for asserting the causal nature of those links. only a minority of the studies goes beyond the 
assessment of statistical correlations, and attempts to identify the extent and direction of causality 
of the effects observed. in fact, adopting a cross-country perspective makes the latter even more 
cumbersome, as heterogeneity increases, and the identification of natural experiments or instru-
mental variables which may be relevant in diverse settings becomes challenging.
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Chapter 3 
 

Methodological issues and public policy

Introduction

How best can planners and policy makers use research results on social capital, education and 
health to better inform policymaking? this part discusses three questions that arise from social 
capital research. First, should social capital be fostered at the community level, or through incen-
tives to individuals? Second, does social capital improve community health, or is it health that can 
improve social cohesion? third, what lessons can be learned here for public policy?

Individual vs� collective social capital

Social capital has been defined at various levels, ranging from an individual characteristic, 
to a state- or country-level feature. For example, social capital has been conceived, assessed and 
studied within the family (coleman, 1988), at work (okasen, 2008), within the neighbourhood, 
the so-called “community” (kawachi, 2008) or the city. For each of these levels, specific path-
ways between social capital and income or health have been hypothesised and tested (Scheffler, 
2008).

individual social capital refers essentially to individual networks and personal involvement 
in society. at this level, social capital can become a component of human capital, alongside other 
skills and knowledge sets (such as education) that favour productivity, career and social inclusion. 
one possibility is that individual social capital can be an alternative resource for individuals, to 
counterbalance a lack of education. if this were the case, individuals with less education would 
rely more on social supports and networks to meet the challenges of daily life. alternatively, 
people with higher education, being more able to find and understand information by themselves, 
may utilise social capital less than their lower-education counterparts. it is also possible that 
social capital acts as a complement to education, meaning that educated individuals also have 
more robust networks and social participation. empirical studies have favoured the latter alterna-
tive, with education being shown a determinant of social participation (Helliwell, 1999). in the 
consideration of health, individual social capital may preserve health through social networks and 
support, and preserve cognitive functions for the elderly. Health status itself has a clear facili-
tating effect on access to social capital, with poorer health status limiting an individual’s social 
participation.

at the family level, social capital also has been shown to have an impact on health. For exam-
ple, although familial context does not refer explicitly to social capital, it has been shown to have 
an impact on smoking and drinking habits (both positive and negative), through the transmission 
of familial lifestyle norms.

at the community level, studies of social cohesion, through associative participation, women 
or minority empowerment, have been linked to levels of interpersonal trust, crime rates, etc. 
(Buonanno, 2009). community social capital can affect community health through the diffusion 
of information on health, healthy behavioural norms, promotion of access to local social services 



Social capital, Human capital and HealtH: WHat iS tHe evidence? – © oecd 2010

32 – 3. metHodological iSSueS and puBlic policY

and psychosocial support. Just as with family social capital, the role of community social capital 
on health can be negative, as community values may convey unhealthy norms.

it is worth noting that the interactions among the inner dimensions and the various scales of 
social capital (see introduction) also can be of interest. low levels of trust and high social partici-
pation within small groups, such as within the family, may be viewed as the “miniaturisation” of 
society. Social capital at a larger scale may in turn influence the creation of local social capital 
through pro-association policies, which themselves may promote social capital at the individual 
level. Finally, local social capital can mediate and strengthen bottom-up collective action among a 
population to obtain resources from higher-level institutions. For example, such bottom-up activi-
ties may prod the state to enhance its response to health care resource issues.

Reconciling individual and contextual approaches

until quite recently, studies on social capital and health have been undertaken either at the 
individual or the community levels (see chapters 1 and 2). at an individual level, there is a large 
consensus which argues that social networks provide their members with social support, influ-
ence healthy behaviour, etc. this is known as the “compositional effect” of social capital. at an 
aggregate level, this effect is challenged by the “environmental effect” of social capital. a high 
level of social capital within a society may generate social cohesion, which in turn may improve 
the health status of the whole population. Whether the effects of social capital are direct (com-
positional) or not (environmental), empirical findings give substance to the assumption that “in 
none is the importance of social connectedness so well established as in the case of health and 
well-being.” (putnam, 2000).

ecological and individual studies both have their limitations. many ecological works have 
assessed links between social capital and health, but their results can reflect compositional as well 
as environmental effects. on the other hand, individual approaches obliterate contextual effect 
measurement, which can lead to overestimating the strength of the link at the individual level. 
one of the most salient new strands of research investigates simultaneously joint individual and 
contextual effects of social capital on health (kawachi, 2008).

a stream of studies long has favoured the search for a contextual effect, in which a high level 
of social capital within a society may generate social cohesion, which in turn may promote the 
health of the whole population. indeed, community social capital and health have been shown to 
be statistically associated. nonetheless, joint studies have shown a different picture. individual 
social capital tends to overlap the community social capital effect. on the whole, social capital 
eventually appears to be more important at the individual level. Joint approaches not only dis-
entangle individual from contextual links between social capital and health, but also can detect 
more complex cross-level interaction effects. For instance, they may show that the influence of 
contextual social capital affects only more socially favoured subgroups, who may better use these 
collective resources (kawachi et al., 2008).

Does social capital determine health? The causality issue

an important yet uncompleted step of social capital and health research has been to go 
beyond correlations that exist between social capital and health. one reason why the relationship 
between social capital and health is often so significant at the individual level lies in the fact that 
both concepts strengthen each other in a reciprocal pattern. it is indeed more likely that people in 
good health are more able to take part in social life; and similarly, those who are more involved 
in social activities are expected to benefit more from social support than others. this double 
causality mechanism has major consequences on theoretical and public policy issues. Should 
higher-level institutions invest in health for a more cohesive society, or should these efforts focus 
on investments in social capital, to improve health in the society?



Social capital, Human capital and HealtH: WHat iS tHe evidence? – © oecd 2010

3. metHodological iSSueS and puBlic policY – 33

the recourse to instrumental variables (iv) can shed some light on the still unclear causal 
relationships between social capital and health. an instrument (a variable that has an impact on 
social capital but has no a priori effect on health) constrains the influence of social capital to fac-
tors that cannot be influenced by health, in order to restrict the pathway between social capital 
and health from the former to the latter. this ensures that the effect of social capital is not con-
founded by other variables. this correction for omitted variable bias is the greatest threat to the 
validity of the social capital and health hypothesis (Folland, 2007).

However, it is difficult to find a suitable instrument at the individual level, i.e. a variable that 
is related to social capital and not to health, and this is why most instruments used in this still 
scarce literature refer to the aggregate level. For instance, measures of a community’s hetero-
geneity can be calculated in terms of religious beliefs, education levels, or income distribution 
(d’Hombres et al., 2009). other measures, such as the extension of a regional network of roads, 
the percentage of residents without internet access, or the percentage of residents with the status 
of citizens, also have been used as instruments.

on the one hand, some of these instruments make more sense than others. in the case of the 
“relative education” hypothesis, the individual level of education (relative to others) in a given area 
may be of a much more significant influence on the individual’s decision to get involved in social 
activities than his or her “absolute” level of education (Helliwell and putnam, 2007). on the other 
hand, variables such as “heterogeneity of the communities in terms of the religious beliefs”, or “the 
share of residents with the status of citizens”, may be a form of social capital. if this were true, the 
instrument would not be useful. in this latter case, such a conceptual proximity between the instru-
ment and the social capital variable would be avoided, with other instruments being given preference.

By and large, a review of these studies would appear to confirm that social capital has, in general, 
a positive causal effect on health status (see chapter 1). However, confidence in the causal effect of 
social capital can erode when the review extends to the details of the analyses. the use of the iv 
technique does not itself definitively establish the influence of social capital on health; it could be 
overestimated (Folland, 2007), underestimated, or in fact be a mixed bag, since different variables 
are used to represent social capital (d’Hombres et al., 2009). nevertheless, the implementation of iv 
to test for the causal effect of social capital on health is still at an exploratory stage, and should not be 
rejected (see introduction). Rather, confidence in the social capital and health hypothesis ultimately 
may come from a combination of various approaches (time based-causality, natural experiment), and 
should be assessed for different populations (in age, gender, geographical areas, etc.).

Education, social capital and health interactions: what can policymakers learn?

does causality go from health to social capital, or from social capital to health? is the rela-
tionship individual or contextual? answers to these key questions provide hints on which typed 
of policies are likely to be most effective. the main results of empirical studies to date can be 
summed up as follows. First, both individual social capital and community social capital are, 
when taken separately, correlated with health. Second, when both levels are taken into account 
simultaneously, contextual effects tend to fade away. third, at the individual level, a causality 
relationship from social capital to health has been identified. However, the absence of evidence 
for a sound contextual effect does not imply there is no room for public action. a public policy 
focusing on increasing individual social capital could have an impact on community health, or 
on the distribution of health within the community. to increase social participation, such a policy 
could target the determinants of individual social capital (or individual social capital itself) 
through individual incentives aiming at favouring social participation.
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Targeting education as a determinant of social capital

as education appears to be an essential determinant of social participation, policymakers may 
consider an education policy targeting deprived groups. increased education levels would lead 
to healthier lifestyles and greater use of preventive services, which would positively influence 
overall community health. education also has an indirect effect, because it increases the use of 
social capital, which in turn improves health.

But how would an increase in the education level of the poorest community members influ-
ence community health as a whole? the results may diverge according to the way education 
shapes social capital (Helliwell, 2007; putnam, 2007). indeed, for some, the effect of education 
on social capital may be an absolute effect, meaning that an additional year of average education 
increases the average level of social capital, too. an education policy of this type therefore would 
increase the social participation and health status of a community’s poorest members, while 
not having a negative impact on the health of the rest of the population. this would generate an 
increase in average health and a decrease in health inequalities. However, the effect of education 
on social capital might also be a relative effect, whereby social participation would be a mere 
reflection of one’s social position, and therefore education, relative to others. if this were true, 
education policies may have uncertain effects on social capital. in sum, these results are promis-
ing but clearly there is more work to be done to fully understand how the mechanisms linking 
human capital, social capital and health really work.
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Annex A 
 

Programme of the 2008 Social Capital Global Network Workshop on 
Education, Social Capital And Health, Paris, October 2008

General introduction

Richard m. Scheffler, nicholas c. petris center on Health care markets and consumer Welfare.

Education, Social Capital and Health Care

“the impact of education and Social capital on treatment outcome for patients with colorectal 
cancer”
— eline aas, university of oslo; and tor iversen, university of oslo

“Social integration, Social capital and access to Health”
—  paul dourgnon, iRdeS; michel grignon, mcmaster university; Florence Jusot, université 

paris dauphine, iRdeS; and caroline Berchet, université paris dauphine 

“aging, Social capital, and utilization of Health Services in canada”
—  audrey laporte, university of toronto; eric nauenberg, university of toronto; and leilei 

Shen, university of toronto

“Study on Social capital and Health care Quality”
— chris Brown mahoney, petris center; and timothy t. Brown, petris center

Child Health Outcomes and Their Relationship with Social Capital or Social Capital 
and Education

“the Relationship Between Social capital and the Health and educational outcomes of children: 
the Role of parental education”
—  Richard m. Scheffler, petris center; Brent Fulton, petris center; and timothy t. Brown, 

petris center

“Family Health and Social capital”
—  Hope corman, Rider university; kelly noonan, Rider university; nancy Reichman, Robert 

Wood Johnson medical School; and Jennifer Schultz, university of minnesota

Social Capital and Health across Europe

“Social capital, Religion, and Health. exploring the endogeneity issue at the individual level”
— nicolas Sirven, iRdeS and thierry debrand, iRdeS

“education, Health and Social capital: a cross-country analysis”
— Franco Sassi, oecd
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Policy Implications of the Findings on Education, Social Capital and Health

tom Schueller, oecd

Education, Social Capital and Health: Empirical Framework

donald kenkel, cornell university, nBeR

Education, Social Capital, Health and Lifestyle Choices

“Social capital, education and Health in argentina”
—  lucas Ronconi, university of california, Berkeley; Richard m. Scheffler, petris center; and 

timothy t. Brown, petris center

“an inquiry into the Relationship between education and Health and Social capital”
— Francesca Borgonovi, oecd; and k. miyamoto, oecd

“on the mechanisms that link area-level Social capital and Health: education and Healthy 
lifestyles”
— Jangho Yoon, petris center

“does Social capital make You Healthier?”
—  Beatrice d’Hombres, cRell; lorenzo Rocco, university of padova; and marc Suhrcke, 

university of east anglia



Social capital, Human capital and HealtH: WHat iS tHe evidence? – © oecd 2010

BiBliogRapHY – 37

Bibliography

ahn, S. and p. Hemmings (2000), “policy influences on economic growth in oecd countries: 
an evaluation of the evidence”, oecd economics department Working papers, no. 246, 
oecd publishing, paris.

almedom, a.m. (2005), “Social capital and mental Health: an interdisciplinary Review of 
primary evidence”, Social Science & Medicine, vol. 61, no. 5, pp. 943-964.

angermeyer, m.c., H. matschinger and S.g. Riedel-Heller (1999), “Whom to ask for Help in 
case of mental disorder? preferences of the lay public”, Social Psychiatry and Psychiatric 
Epidemiology, vol. 34, no. 4, pp. 202-210.

araya, R., F. dunstan, R. playle, H. thomas, S. palmer and g. lewis (2006), “perceptions of 
Social capital and the Built environment and mental Health”, Social Science & Medicine, 
vol. 62, no. 12, pp. 3072-3083.

arrow, k.J. (1999), “observations on Social capital”, in p. dasgupta and i. Serageldin (eds.), 
Social Capital: A Multifaceted Perspective, the World Bank, Washington, dc.

Becker, g. (1993), Human Capital: A Theoretical and Empirical Analysis, with Special Reference 
to Education, university of chicago press, chicago.

Berkman, l.F. and S.l. Syme (1979), “Social networks, Host Resistance, and mortality: a nine-
Year Follow-up Study of alameda county Residents”, American Journal of Epidemiology, 
vol. 109, no. 2, pp. 186-204.

Boreham, R., m. Stafford and R. taylor (eds.) (2003). Health Survey for England 2000: Social 
Capital and Health, the Stationery office, london.

Borgonovi, F. and m.c. Huerta (2008), “adversity in childhood and mental Health in adulthood: 
the Role of Social capital”, Social Policy and Society, vol. 8, pp. 99-113.

Boydell, J., k. mckenzie and J. van os (2002), “the Social causes of Schizophrenia: an 
investigation into the influence of Social cohesion and Social Hostility”, Schizophrenia 
Research, vol. 53, no. 264.

Brown, t.t. (2009), “tale of two communities”, the nicholas c. petris center.

Brown, t.t., R.m. Scheffler, S. Seo and m. Reed (2006), “the empirical Relationship Between 
community Social capital and the demand For cigarettes”, Health Economics, vol. 15, 
no. 11, pp. 1159-1172.

Brunello, g., p-c. michaud and a. Sanz-de-galdeano (2008), “the Rise in obesity across the 
atlantic: an economic perspective”, iZa discussion papers, no. 3529, institute for the Study 
of labor (iZa), Bonn.

Buonanno, p., d. montolio and p. vanin (2009), “does Social capital Reduce crime?”, Journal 
of Law & Economics, University of Chicago Press vol. 52, no. 1, pp. 145-170.

chernichovsky, d. and d. coate (1980), “the choice of diet for Young children and its Relation 
to children’s growth”, The Journal of Human Resources, vol. 15, no. 2, pp. 255-263.



Social capital, Human capital and HealtH: WHat iS tHe evidence? – © oecd 2010

38 – BiBliogRapHY

chernichovsky, d. and d. coate (1983), “an economic analysis of the diet, growth, and Health 
of Young children in the united States”, in d. Salkever, i. Sirageldin and i. Sorkin (eds.), 
Human Capital and Development, Jai press inc., greenwich.

chevalier, a. and l. Feinstein (2007), “Sheepskin or prozac: the causal effect of education on 
mental Health”, ucd geary institute, discussion paper no. 15. university college dublin.

chou, S.Y, J.t. liu, m. grossman and t.J. Joyce (2007), “parental education and child Health: 
evidence from a natural experiment in taiwan”, national Bureau of economic Research 
Working paper, no. 13466, nBeR, cambridge, mass.

coleman, J. (1988), “Social capital in the creation of Human capital”, American Journal of 
Sociology, vol. 94, pp. S95-120.

currie, J. and e. moretti (2003), “mother’s education and the intergenerational transmission of 
Human capital: evidence from college openings”, Quarterly Journal of Economics, vol. 4, 
pp. 1495-1531.

cutler, d.m. and a. lleras-muney (2006), “education and Health: evaluating theories and 
evidence”, national Bureau of economic Research Working paper, no. 12352, nBeR, 
cambridge, mass.

cutler, d.m. and a. lleras-muney (2007), “understanding differences in Health Behaviours by 
education”, mimeo, no. 3, university of Harvard.

cutrona, c.e., d. Russell, R.m. Hessling, p.a. Brown and v. murry (2000), “direct and 
moderating effects of community context on the psychological Well-Being of african 
american Women”, Journal of Personality and Social Psychology, vol. 79, pp. 1088-1101.

dalton, R.J. (2005), “the Social transformation of trust in government”, International Review 
of Sociology, vol. 15, no. 1, pp. 133-154.

de Silva, m.J., k. mckenzie, t. Harpham and S.R. Huttly (2005), “Social capital and mental 
illness: a Systematic Review”, Journal of Epidemiology and Community Health, vol. 59, 
no. 8, pp. 619-627.

de Walque, d. (2007), “does education affect Smoking Behaviors?: evidence using the 
vietnam draft as an instrument for college education”, Journal of Health Economics, vol. 26, 
no. 5, pp. 877-895.

dee, t.S. (2004), “are there civic Returns to education?”, Journal of Public Economics, vol. 88, 
pp. 1697-1720.

desai, R.a., d.J. dausey and R.a. Rosenheck (2005), “mental Health Service delivery and 
Suicide Risk: the Role of individual and Facility Factors”, American Journal of Psychiatry, 
vol. 62, pp. 311-318.

desai, S. and S. alva (1998), “maternal education and child Health: is there a Strong causal 
Relationship?”, Demography, vol. 35, no. 1, pp. 71-81.

d’Hombres B., l. Rocco, m. Suhrcke and m. mckee (2009), “does Social capital determine 
Health? evidence From eight transition countries”, Health Economics (e-publication ahead 
of print).

drukker, m., c. kaplan, F. Feron and J. van os (2003), “children’s Health-Related Quality of 
life, neighbourhood Socioeconomic deprivation and Social capital. a contextual analysis”. 
Social Science & Medicine, vol. 57, pp. 825-841.

eng, p.m., e.B. Rimm, g. Fitzmaurice and i. kawachi (2002), “Social ties and change in Social 
ties in Relation to Subsequent total and cause-Specific mortality and coronary Heart 
disease incidence in men”, American Journal of Epidemiology, vol. 155, no. 8, pp. 700-709.



Social capital, Human capital and HealtH: WHat iS tHe evidence? – © oecd 2010

BiBliogRapHY – 39

engström, k., F. mattsson, a. Järleborg and J. Hallqvist (2008), “contextual Social capital as a 
Risk Factor for poor Self-Rated Health: a multilevel analysis”, Social Science and Medicine, 
vol. 66, no. 11, pp. 2268-2280.

euromonitor (2008), “table 1: one-person Households as proportion of all Households, 2007.”

Fisher, k. J., F. li, Y. michael and m. cleveland (2004), “neighborhood influences on physical 
activity among older adults: a multilevel analysis”, Journal of Aging and Physical Activity, 
vol. 11, pp. 45-63.

Folland, S. (2007), “does ‘community Social capital’ contribute to population Health?”, Social 
Science & Medicine, vol. 64, no. 11, pp. 2342-2354.

Frey, B.S. and a. Stutzer (2000), “Happiness, economy and institutions”, The Economic Journal, 
vol. 110, pp. 918-938.

Frost, m.B, R. Forste and d.W. Haas (2005), “maternal education and child nutritional Status in 
Bolivia: Finding the links”, Social Science and Medicine, vol. 60, no. 2, pp. 395-407.

gladwell, m. (2008), Outliers: The Story of Success, little, Brown and co., new York.

goldman, d. and J. Smith (2005), “Socioeconomic differences in the adoption of new medical 
technologies”, American Economic Review, vol. 95, pp. 234-237.

grimard, F. and d. parent (2007), “education and Smoking: Were vietnam draft avoiders also 
more likely to avoid Smoking?”, Journal of Health Economics, vol. 26, pp. 896-926.

grossman, m. (1972), “on the concept of Health capital and the demand for Health”, Journal of 
Political Economy, vol. 80, no. 2, pp. 223-255.

grossman, m. (2000), “the Human capital model”, in a. culyer and p. newhouse (eds.), 
Handbook of Health Economics, north Holland, amsterdam.

grossman, m. (2005), “education and non market outcomes”, in e. Hanushek and F. Welch 
(eds.), Handbook of the Economics of Education, north Holland, amsterdam.

grossman, m. and R. kaestner (1997), “effects of education on Health”, in J.R. Behrman and 
n. Stacey (eds.), The Social Benefits of Education, the university of michigan press, ann 
arbor.

Hartog, J. and H. oosterbeek (1998), “Health, Wealth and Happiness: Why pursue a Higher 
education?”, Economics of Education Review, vol. 17, no. 3, pp. 245-256.

Helliwell, J.F. and R.d. putnam (1999), “education and Social capital”, nBeR Working papers, 
no. 7121, nBeR, cambridge, mass.

Helliwell, J.F. and R.t. putnam (2007), “education and Social capital”, Eastern Economic 
Journal, vol. 33, no. 1, pp. 1-19.

House, J.S., k.R. landis and d. umberson (1988), “Social Relationships and Health”, Science, 
vol. 241, pp. 540-545.

Hyyppa, m.t. and J. maki (2001), “individual-level Relationships between Social capital 
and Self-Rated Health in a Bilingual community”, Preventive Medicine, vol. 32, no. 2, 
pp. 148-155.

islam, m.k., J. merlo, i. kawachi, m. lindström and u.g. gerdtham (2006), “Social capital and 
Health: does egalitarianism matter? a literature Review”, International Journal for Equity 
in Health, vol. 5, no. 5, p. 3.

Jones, k.S. (2006), “giving and volunteering as distinct Forms of civic engagement: the 
Role of community integration and personal Resources in Formal Helping”, Nonprofit and 
Voluntary Sector Quarterly, vol. 35, no. 2, pp. 249-266.



Social capital, Human capital and HealtH: WHat iS tHe evidence? – © oecd 2010

40 – BiBliogRapHY

kawachi, i., B.p. kennedy, k. lochner and d. prothrow-Stith (1997), “Social capital, income 
inequality, and mortality”, American Journal of Public Health, vol. 87, no. 9, pp. 1491-1498.

kawachi, i. and l.F. Berkman (2000), “Social cohesion, Social capital, and Health”, in l.F. 
Berkman and i. kawachi (eds.), Social Epidemiology, oxford university press, new York.

kawachi, i. and l.F. Berkman (2001), “Social ties and mental Health”, Journal of Urban Health, 
vol. 78, no. 3, pp. 458-467.

kawachi, i., B.p. kennedy and R. glass (1999), “Social capital and Self-Rated Health: a 
contextual analysis”, American Journal of Public Health, vol. 89, no. 8, pp. 1187-1193.

kawachi, i., B.p. kennedy, k.S.m. lochner and d. prothrow-Stith (1997), “Social capital, 
income inequality, and mortality”, American Journal of Public Health, vol. 87, pp. 1491-1498.

kawachi, i., g.a. colditz, a. ascherio, e.B. Rimm, e. giovannucci, m.J. Stampfer and W.c. 
Willett (1996), “a prospective Study of Social networks in Relation to total mortality and 
cardiovascular disease in men in the uSa”, Journal of Epidemiololgy and Community 
Health, vol. 50, no. 3, pp. 245-251.

kawachi, i., S.v. Subramanian and d. kim (eds.) (2008), Social Capital and Health, Springer, 
new York.

kirkbride, J.B., J. Boydell, g.B. ploubidis, c. morgan, p. dazzan, k. mckenzie, R.m. murray 
and p.B. Jones (2008), “testing the association between the incidence of Schizophrenia and 
Social capital in an urban area”, Psychological Medicine, vol. 38, no. 8, pp. 1083-1094.

knack, S. and p. keefer (1997), “does Social capital Have an economic payoff? a cross 
country investigation”, Quarterly Journal of Economics, vol. 112, no. 4, pp. 1251-1288.

laporte, a., e. nauenberg and l. Shen (2008), “aging, Social capital, and Health care 
utilization in canada”, Health Economics, Policy & Law, vol. 3 (pt 4), pp. 393-411.

lindström, m. (2003), “Social capital and the miniaturization of community among daily and 
intermittent Smokers: a population-Based Study”, Preventive Medicine, vol. 36, pp. 177-184.

lindstrom, m. (2004), “Social capital, the miniaturisation of community and Self-Reported 
global and psychological Health”, Social Science & Medicine, vol. 59, no. 3, pp. 595-607.

lindström, m. (2005), “Social capital, the miniaturization of community and High alcohol 
consumption: a population-Based Study”, Alcohol and Alcoholism, vol. 40, no. 6, 
pp. 556-562.

lindström, m. and S.o. isacsson (2002), “Smoking cessation among daily Smokers, aged 45-69 
Years: a longitudinal Study in malmö, Sweden”, Addiction, vol. 97, pp. 205-215.

lindström, m., B.S. Hanson, e. Wirfält and p.o. ostergren (2001), “Socioeconomic differences 
in the consumption of vegetables, Fruit and Fruit Juices. the influence of psychosocial 
Factors”, European Journal of Public Health, vol. 11, no. 1, pp. 51-59.

lindström, m., m. moghaddassi, k. Bolin, B. lindgren and J. merlo (2003b), “Social 
participation, Social capital and daily tobacco Smoking: a population-Based multilevel 
analysis in malmö, Sweden”, Scandinavian Journal of Public Health, vol. 31, no. 6, 
pp. 444-450.

lindström, m., S.o. isacsson and S. elmståhl (2003a), “impact of different aspects of Social 
participation and Social capital on Smoking cessation among daily Smokers: a longitudinal 
Study”, Tobacco Control, vol. 12, no. 3, pp. 274-281.

lleras-muney, a. (2005), “the Relationship between education and mortality in the u.S.”, 
Review of Economic Studies, vol. 72, no. 1, pp. 189-221.



Social capital, Human capital and HealtH: WHat iS tHe evidence? – © oecd 2010

BiBliogRapHY – 41

lochner, k.a., i. kawachi, R.t. Brennan and S.l. Buka (2003), “Social capital and 
neighborhood mortality Rates in chicago”, Social Science and Medicine, vol. 56, no. 8, 
pp. 1797-1805.

lofors, J. and k. Sundquist (2006), “low-linking Social capital as a predictor of mental 
disorders: a cohort Study of 4.5 million Swedes”, Social Science & Medicine, vol. 64, no. 1, 
pp. 21-34.

lorant, v., d. deliège, W. eaton, a. Robert, p. philippot and m. ansseau (2003a), 
“Socioeconomic inequalities in depression: a meta-analysis”, American Journal of 
Epidemiology, vol. 157, no. 98-112.

mansyur, c., B. c. amick, R.B. Harrist and l. Franzini (2008), “Social capital, income 
inequality, and Self-rated Health in 45 countries”, Social Science and Medicine, vol. 66, 
pp. 43-56.

marmot, m. (2005), “Social determinants of Health inequalities”, Lancet, vol. 365, 
pp. 1099-1104.

mckenzie, k. (2006), “Social Risk, mental Health, and Social capital”, in k. mckenzie and 
t. Harpham (eds.), Social Capital and Mental Health, Jessica kingsley publishers, london.

mcpherson, J.m. and t. Rotolo (1996), “testing a dynamic model of Social composition: 
diversity and change in voluntary groups”, American Sociological Review, vol. 61, 
pp. 179-202.

mcpherson, J.m., l. Smith-lovin and J. cook (2001), “Birds of a Feather: Homophily in Social 
networks”, Annual Review of Sociology, vol. 27, pp. 415-444.

mellor, J. and J. milyo (2005), “State Social capital and individual Health Status”, Journal of 
Health Politics, Policy and Law, vol. 30, no. 6, pp. 1101-1130.

miller, d., S. lam, R.m. Scheffler, R. Rosenberg and a. Rupp (2006), “Social capital and Health 
in indonesia”, World Development, vol. 34, no. 6, pp. 1084-1098.

milligan, k., e. moretti and p. oreopoulos (2004), “does education improve citizenship? 
evidence from the united States and the united kingdom”, Journal of Public Economics, 
vol. 88, pp. 1667-1695.

mohan, J., l. twigg, S. Barnard and k. Jones (2005), “Social capital, geography and Health: a 
Small area analysis for england”, Social Science and Medicine, vol. 60, no. 6, pp. 1267-1283.

mohseni, m. and m. lindstrom (2007), “Social capital, trust in the Health-care System and 
Self-Rated Health: the Role of access to Health care in a population-Based Study”, Social 
Science & Medicine, vol. 64, no. 7, pp. 1373-1383.

mosley, W.H. and l.c. chen (1984). “an analytical Framework for the Study of child Survival 
in developing countries”, Population and Development Review, vol. 10, pp. 25-45.

mouw, t. (2006), “estimating the causal effect of Social capital: a Review of Recent Research”, 
Annual Review of Sociology, vol. 32, pp. 79-102.

muntaner, c., W.W. eaton, R. miech and p. o’campo (2004), “Socioeconomic position and major 
mental disorders”, Epidemiological Reviews, vol. 26, pp. 53-62.

nogueira, H. (2009), “Healthy communities: the challenge of Social capital in the lisbon 
metropolitan area”, Health and Place, vol. 15, no. 1, pp. 133-139.

oksanen, t., a. kouvonen, m. kivimäki, J. pentti, m. virtanen, a. linna and J. vahtera (2008), 
“Social capital at Work as a predictor of employee Health: multilevel evidence from Work 
units in Finland”, Social Science and Medicine, vol. 66, no. 3, pp. 637-649.



Social capital, Human capital and HealtH: WHat iS tHe evidence? – © oecd 2010

42 – BiBliogRapHY

olsen, k.m. and S.a. dahl (2007), “Health differences between european countries”, Social 
Science and Medicine, vol. 64, pp. 1665-1678.

pevalin, d.J. and d. Rose (2000), Social Capital for Health. Investigating the Links between 
Social Capital and Health Using the British Household Panel Survey, Health development 
agency, london.

poortinga, W. (2006a), “Social Relations or Social capital? individual and community Health 
effects of Bonding Social capital”, Social Science & Medicine, vol. 63, no. 1, pp. 255-270.

poortinga, W. (2006b), “Social capital: an individual or collective Resource for Health?”, Social 
Science & Medicine, vol. 62, no. 2, pp. 292-302.

putnam, R.d. (1993), Making Democracy Work, princeton university press, princeton.

putnam, R.d. (1996), “the Strange disappearance of civic america”, The American Prospect, 
vol. 7, no. 24.

putnam, R. (2000), Bowling Alone: The Collapse and Revival of American Community, Simon & 
Schuster, new York.

Rocco, l. and m. Suhrcke (2008), “does Social capital make You Healthier?”, paper presented 
at the oecd/iRdeS 2008 Workshop on Social capital and Health, paris.

Rose, R. (2000), “How much does Social capital add to individual Health? a Survey Study of 
Russians”, Social Science & Medicine, vol. 51, no. 9, pp. 1421-1435.

Rosenzweig, m.R. and t.p. Schultz (1983), “estimating a Household production Function: 
Heterogeneity, the demand for Health inputs, and their effects on Birth Weight”, Journal of 
Political Economy, vol. 91, pp. 723-749.

Ross, c.e. and c. Wu (1995), “the links between education and Health”, American Sociological 
Review, vol. 60, pp. 719-745.

Ross, c.e. and m. van Willigen (1997), “education and the Subjective Quality of life”, Journal 
of Health and Social Behavior, vol. 38, no. 3; pp. 275-297.

Sassi, F. (2008), “Health, Social capital and education in 15 countries”, paper presented at the 
oecd/iRdeS 2008 Workshop on Social capital and Health, paris.

Scheffler, R.m. and t.t. Brown (2008), “Social capital economics and Health: new evidence”, 
Health Economics, Policy and Law, vol. 3, no. 4, pp. 321-331.

Scheffler, R.m., t.t. Brown and J. Rice (2007), “the Role of Social capital in Reducing 
non-Specific psychological distress: the importance of controlling for omitted variable 
Bias”, Social Science & Medicine, vol. 65, no. 4, pp. 842-854.

Scheffler, R.m., t.t. Brown, l. Syme, i. kawachi, i tolstykh and c. iribarren (2008), 
“community-level Social capital and Recurrence of acute coronary Syndrome”, Social 
Science & Medicine, vol. 66, no. 7, pp. 1603-1613.

Shakotko, R.a., l.n. edwards and m. grossman (1981), “an exploration of the dynamic 
Relationship between Health and cognitive development in adolescence”, in J. van der gaag, 
and m. perlman (eds.), Contributions to Economic Analysis: Health, Economics, and Health 
Economics, north Holland, amsterdam.

Siedler, t. (2007), “Schooling and citizenship: evidence from compulsory Schooling Reforms”, 
iZa discussion papers, no. 2573, institute for the Study of labor (iZa), Bonn.

Sirven, n. and t. debrand (2008), “Social capital, Religion and Health”, paper presented at the 
oecd/iRdeS 2008 Workshop on Social capital and Health, paris.

Smith, d.H. (1994), “determinants of voluntary association participation and volunteering: a 
literature Review”, Nonprofit and Voluntary Sector Quarterly, vol. 23, pp. 243-263.



Social capital, Human capital and HealtH: WHat iS tHe evidence? – © oecd 2010

BiBliogRapHY – 43

Snelgrove, J.W., H. pikhart and m. Stafford (2009), “a multilevel analysis of Social capital and 
Self-Rated Health: evidence from the British Household panel Survey”, Social Science & 
Medicine, vol. 68, no. 11, pp. 1993-2001.

Solow, R.m. (1999), “notes on Social capital and economic performance”, in p. dasgupta and 
i. Serageldin (eds.), Social Capital: A Multifaceted Perspective, the World Bank, Washington, 
dc.

Stephens, k.k., R.n. Rimal and J.a. Flora (2004), “expanding the Reach of Health campaigns: 
community organizations as meta-channels for the dissemination of information”, Journal 
of Health Communication, vol. 9, Suppl. 1, pp. 97-111.

Subramanian, S.v., d.J. kim and i. kawachi (2002), “Social trust and Self-Rated Health in u.S. 
communities: a multilevel analysis”, Journal of Urban Health-Bulletin of the New York 
Academy of Medicine, vol. 79, no. 4, pp. S21-S34.

Sundquist, k. and m. Yang (2007), “linking Social capital and Self-Rated Health: a multilevel 
analysis of 11,175 men and Women in Sweden”, Health and Place, vol. 13, no. 2, pp. 324-334.

temple, J. (2000), “growth effects of education and Social capital in the oecd countries”, 
oecd economics department Working papers, no. 263, oecd publishing, paris.

thomas, d., J. Strauss and m.H. Henriques (1990), “child Survival, Height for age and 
Household characteristics in Brazil”, Journal of Developmental Economics, vol. 33, 
pp. 197-234.

thomas, d., J. Strauss and m.H. Henriques (1991), “How does mother’s education affect child 
Height?”, Journal of Human Resources, vol. 26, no. 2, pp. 183-211.

touya, d.m. (2006), “can We teach civic attitudes?”, documento de traballo no. 06-03, 
universidade de vigo.

veenhoven, R. (1996), “developments in Satisfaction Research”, Social Indicators Research, 
vol. 37, pp. 1-46.

veenstra, g., i. luginaah, S. Wakefield, S. Birch, J. eyles and S. elliott (2005), “Who You know, 
Where You live: Social capital, neighbourhood and Health”, Social Science and Medicine, 
vol. 60, no. 12, pp. 2799-2818.

viswanath, k., W. Randolph Steele and J.R. Finnegan (2006), “Social capital and Health: civic 
engagement, community Size, and Recall of Health messages”, American Journal of Public 
Health, vol. 96, no. 8, pp. 1456-1461.

Webbink, d., n. martin and p. visscher (2008), “does education Reduce the probability of Being 
overweight?”, cpB netherlands Bureau for economic policy analysis, discussion paper 
no. 102, cpB, the Hague.

Weitzman, e.R. and i. kawachi (2000), “giving means Receiving: the protective effect of 
Social capital on Binge drinking on college campuses”, American Journal of Public Health, 
vol. 90, pp. 1936-1939.

Wen, m., c.R. Browning and k.a. cagney (2007), “neighbourhood deprivation, Social capital 
and Regular exercise during adulthood: a multilevel Study in chicago”, Urban Studies, 
vol. 44, pp. 2651-2671.

Whitley, R. and k. mckenzie (2005), “Social capital and psychiatry: Review of the literature”, 
Harvard Review of Psychiatry, vol. 13, no. 2, pp. 71-84.

Wilson, J. (2000), “volunteering”, Annual Review of Sociology, vol. 26, pp. 215-240.

Witter, d., m.a. okun, W.a. Stock and m.J. Haring (1984), “education and Subjective Well-
Being: a meta-analysis”, Educational Evaluation and Policy Analysis, vol. 6, pp. 165-173.



Social capital, Human capital and HealtH: WHat iS tHe evidence? – © oecd 2010

44 – BiBliogRapHY

Wolfinger, R.e. and S.J. Rosenstone (1980), Who Votes?, Yale university press, new Haven.

World Health organisation (2003), Social Determinants of Health: The Solid Facts, R. Wilkinson 
and m. marmot (eds.), WHo Regional office for europe, copenhagen.

World Health organisation (2008), Closing the Gap in a Generation: Health Equity through 
Action on the Social Determinants of Health, Final Report of the commission on Social 
determinants of Health, World Health organisation, geneva.

World Health Survey (2002), www.who.int/healthinfo/survey, accessed 7 december, 2009.

World values Survey (2005), www.worldvaluessurvey.org, accessed 7 december, 2009.

Yoon, J. (2008), “the effect of community Social capital on physical activity and Healthy 
eating”, paper presented at the oecd/iRdeS 2008 Workshop on Social capital and Health, 
paris.

Yu, Y. and d.R. Williams (1999), “Socioeconomic Status and mental Health”, in c.S. aneshensel 
and J.c. phelan (eds.), Handbook of the Sociology of Mental Health, kluwer/plenum, new 
York.



SOCIAL CAPITAL,
HUMAN CAPITAL and HEALTH

What is the Evidence?

SOCIAL CAPITAL,
HUMAN CAPITAL and HEALTH

What is the Evidence?

C e n t re  f o r  E d u c a t i o n a l  R e s e a rc h  a n d  I n n o v a t i o n C e n t re  f o r  E d u c a t i o n a l  R e s e a rc h  a n d  I n n o v a t i o n


	Social Capital, Human Capital and Health - What is the Evidence?  


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.3
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts false
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize false
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo true
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Preserve
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth 8
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.00000
  /EncodeColorImages true
  /ColorImageFilter /FlateEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth 8
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.00000
  /EncodeGrayImages true
  /GrayImageFilter /FlateEncode
  /AutoFilterGrayImages false
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.00000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [1200 1200]
  /PageSize [595.276 841.890]
>> setpagedevice




