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Abstract

Background and rationale

Women and the poor are disproportionately affected by common mental disorders
(CMD), yet few studies have explored their aetiology in low income countries. Social
capital may explain some of the geographical variation in CMD. A systematic review
shows that only one study has examined the association between individual social
capital and CMD 1in low income countries. No study has explored the effect of
ecological social capital on CMD in this setting. The objective of this thesis is to
explore the relationship between individual and ecological measures of social capital

and maternal CMD 1n four low income countries.

Methods

Cross-sectional data from the Young Lives (YL) project with information across 234
communities 1n Peru, Ethiopia, Vietnam and Andhra Pradesh (India) were used. The
mental health of caregivers of one-year-old children, and the individual social capital
of all caregivers was assessed. Ecological social capital was calculated by
aggregating individual responses to the community level. Mothers of one year old
children were selected for analysis (n=6909). Multi-level modelling was used to
explore the association between individual and ecological social capital in each of the
four countries, adjusting for a wide range of individual and community level
confounders. Psychometric techniques and qualitative interviews were used in Peru to
validate the tool used by YL to measure social capital. Results of these interviews
were supplemented with a literature review to explore the nature of social capital in
Peru, and analyses were conducted to explore the determinants of social capital. The
results of these analyses were used to help interpret the results of a further analysis of

the Peruvian data.

Results

The comparative analysis of social capital and CMD across the four countries shows
that combined measures of individual cognitive social capital are associated with
reduced odds of CMD. The results for structural social capital are more mixed and

culturally specific, with some aspects associated with increased odds of CMD. The



validation of the tool to measure social capital in Peru emphasises the difficulties of
measuring complex concepts in different cultural settings, and illustrates the culturally
specific nature of social capital. The description and analysis of social capital in Peru

show 1t to be multi-dimensional and complex and suggest that social capital may have

different effects on CMD in different sub-groups.

Conclusions and implications

Contextual and compositional factors are inter-related and are both associated with
CMD. Structural social capital has context-specific effects and cognitive social
capital more universal effects on CMD. Social capital may have different effects in
different sub-groups, with potentially damaging effects in some disadvantaged groups.
While social capital is important for mental health, its complex and context-specific
nature means that it is impractical to use it as an intervention to prevent or treat CMD.
Instead, its value is as a tool for understanding the social context in which the complex

relationship between an individual’s own characteristics and those of their

environment 1s played out.
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Organisation of thesis

The nine chapters in this thesis are organised into four parts.

Part I: Social capital and mental health: existing evidence

In Chapter 1, I briefly outline maternal common mental disorders (CMD) 1n low
income countries by indicating the scale of the problem and what is known about their
causes. I then outline the theoretical development of social capital and the main
criticisms of the concept which continue to impede progress in the field. In light of
this, I present my combined theory of social capital and the causal pathways through

which social capital may affect mental health, both of which form the theoretical basis

of the thesis.

Chapter 2 comprises two systematic reviews of the literature. The first review 1s a
critique of the methods used to measure social capital in studies exploring the
association between social capital and all types of mental illness. The second is
restricted to those studies exploring the association between social capital and CMD in
order to provide a summary of what is already known about the association. Based on
the results of the literature reviews presented in Chapters 1 and 2, I end Part I with the

justification, objectives and research hypotheses for the thesis.

Part II: Cross-cultural analysis of social capital and CMD

In Chapter 3 I summarise the methods used to collect the Young Lives (YL) data
including the measurement of social capital and CMD, followed by the analytical
framework that I use for all my analyses, and an overview of the statistical methods

used.

I present the findings of the comparative analysis of the association between social
capital and CMD across the four YL countries in Chapter 4. The chapter concludes by

highlighting the 1ssues which require further exploration.
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Part II1: Social capital and CMD in Peru
Part III examines the issues highlighted in Chapter 4 through a detailed exploration of
the association between social capital and CMD in Peru. I use psychometric and

qualitative methods to validate the tool used by YL to measure social capital in Peru

in Chapter 3.

The results of these qualitative interviews are supplemented by a review of the
available literature on social capital in Peru to explore which types of social capital are
important in Peru (Chapter 6). I use this to generate hypotheses about the
determinants of individual social capital (ISC) in Peru, which are tested in Chapter 7

through an analysis of the determinants of each type of social capital using data from
the YL study.

In Chapter 8 I present a further analysis of the association between social capital and
maternal CMD in Peru using the results presented in Chapters 4, 5, 6 and 7 to frame
new research questions and hypotheses, to re-formulate the analysis strategy, and to

Interpret the results.

Part IV: Social capital and CMD: Where are we now?
In the concluding chapter I present an overview of the results for each of the

objectives explored in this thesis. I then address methodological considerations,

including the strengths and limitations of the approaches used and issues surrounding
the measurement of social capital. This is followed by a discussion of the common
themes 1n the association between social capital and maternal common mental
disorders (CMD), and the implications of these for mental health interventions and

future research.
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Chapter 1: Background

1. Social capital and mental health: key issues

In this chapter I provide a brief overview of maternal common mental disorders
(CMD) in low income countries. I outline the scale of the problem and what 1s known
about their individual and contextual causes. I argue that social capital may explain
some of the geographical patterning seen in the prevalence of CMD. This is followed
by a brnief overview of the theoretical development of social capital and the main
criticisms of the concept which continue to impede progress in the field. In light of
this, I outline my combined theory of social capital which views social capital as both
context and composition — the property of groups and individuals. I conclude with an
overview of how the theory of social capital translates into measurement, and some

hypothesized causal pathways through which social capital may affect mental health.

1.1 Mental health

1.1.1 CMD in low income countries

Mental illness is a broad concept which encompasses many different conditions with
differing aetiologies, ranging from schizophrenia to depression and substance misuse.
The World Health Organisation (WHO) estimates that over 450 million people
worldwide (10% of the adult population) suffer from mental disorders at any one time.
In 2001, mental disorders accounted for 12% of the global burden of disease (WHO
2001b). Among the non-communicable diseases, psychiatric illnesses are the most
important cause of disability in low income countries (Abas and Broadhead 1994).
Common mental disorders (CMD) are the most prevalent psychiatric illnesses: the
WHO estimates that one in three people will be affected by CMD in their lifetime
(WHO 2001b). CMD is a term used to describe a range of different conditions
characterised by anxiety and depression which are “commonly encountered in
community settings and whose occurrence signals a breakdown in normal
functioning” (Goldberg and Huxley 1992). Anxiety disorders include generalized
anxiety disorder, obsessive-compulsive disorder, panic disorder, and phobias. Mood
disorders include bipolar disorders and major and minor depressive disorders. Of
these, depression is rated the single most disabling disorder in the world, accounting

for more than one in ten years of life lived with disability (Murray and Lopez 1996).
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Chapter 1. Background

Women 1n low income countries are disproportionately affected. Results from a range
of studies show that across the world three times more women than men (around 30%)
sufter from CMD (Patel 2001), while rates of post-natal depression are three times
that of the developed world (Cooper et al. 1999b). Women are believed to be more
vulnerable to CMD due to their multiple roles as caregivers and economic producers,
exposure to domestic violence, and unequal power relations with men (Patel 2001,
WHO 2001b). CMD not only impact the health of the mother, but also that of the
children she cares for. Poor maternal mental health has been linked to reduced quality
of interaction with infants (Cooper et al. 1999b, Miranda et al. 2000), infant
malnutrition (Miranda et al. 1996), reduced infant growth (Patel 2003, Harpham et al.

In Press), and later child cognitive and developmental problems (Murray and Cooper
1997, Runyan et al. 1998).

CMD are common, often chronic, and profoundly disabling, yet cheap and effective
pharmacological and psycho-social interventions are available to treat them in low
income countries (Patel et al. 2004). Unfortunately, as more than 30% of countries
have no mental health programme (WHO 2001b), these interventions are not reaching
those most in need. A recent evaluation of mental disorders in six low income
countries found that 76-85% of serious psychiatric cases went untreated in the 12
months before the survey (WHO 2004). Targeting depression in women has been

rated the fifth most important priority for world health intervention (Abas and
Broadhead 1994).

1.1.2 Individual risk factors for maternal CMD

While a number of studies have examined the prevalence of CMD in the developing
world, few have explored their actiology, and even fewer have evaluated interventions
to combat them (Blue and Harpham 1998, Patel et al. 1999). In a recent review of six
leading international psychiatric journals, only 6% of the research published was not

from Western countries (Patel and Sumathipala 2001).

Drawing largely on literature from the developed world, CMD are viewed as the result
of a complex interaction between biological, psychological, and social risk factors

(WHO 2001b). The risk factors for CMD emerging from low income countries are

remarkably similar to those established in the developed world, suggesting common

20



Chapter 1: Background

mechanisms across cultures (Patel et al. 2001). These include a significant genetic
component to nearly all CMD, indicating a complex interaction between genetic
susceptibility and environmental triggers (WHO 2001b). These triggers primarily
involve social factors such as poverty and its associated conditions including
migration, low education and a higher burden of poor physical health (Fryers et al.
2003). As Patel argues, there is a “vicious cycle of poverty, depression, iliness,
disability, increased health costs, inadequate health care, and further
impoverishment” (Patel 2001). Relative deprivation and increasing inequalities are
also important risk factors, with residents’ assessment of their own standard of living
compared to their neighbours associated with CMD (Ellaway et al. 2001).
Worryingly, these social risk factors are on the increase across low income countries,
for example in the last 50 years of the 20" Century urbanisation tripled from 16% to
50% of the population (Harpham and Blue 1995). This may increase the future

burden of mental 1llness in these settings.

Severe life events such as the death of a loved one, domestic abuse or family
breakdown are all associated with an increased risk of CMD (WHO 2001b),
contributing to the vicious cycle between poverty and mental illness as the poor are
disproportionately affected by such events. This cycle is continued as previous mental
illness is one of the strongest predictors of CMD (Cooper et al. 1999b, Inandi et al.
2002, Patel et al. 2002), therefore severe life events which trigger an episode may

instigate a downward spiral of mental illness.

In addition to these risk factors, mothers face additional stresses as a result of their
reproductive role. For example miscarriages, unplanned or difficult pregnancies, lack
of social support after the birth, and child illness are all risk factors for post-natal
depression (depression occurring within six weeks of giving birth) (Cooper et al.
1999b, Inandi et al. 2002, Patel et al. 2002). Cultural factors may also
disproportionately affect mothers, for example in Goa, India, Patel et al. (2002) found
in a prospective cohort study that sadness about having a daughter rather than a son

was associated with increased rates of post-natal depression.
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1.1.3 Community risk factors for maternal CMD

There has been a recent increase in interest in the effect of area level risk factors on
health, for example the effect of community socio-economic status on mortality
(Keamns 1993, Macintyre and Ellaway 2000a, Kawachi and Berkman 2003). This has
been facilitated by the development of multilevel modelling techniques which allow
the effect of context on individual outcomes to be estimated. Multi-level modelling
avoids the ecological fallacy whereby inferences about individuals are based on data
collected at the ecological level; a problem which has hampered previous efforts (see
for example Lynch et al. 2001, Skrabski et al. 2003). There is now a growing body of
research exploring the impact of neighbourhood social characteristics ranging from
socio-economic deprivation to neighbourhood disorder on a wide range of health

outcomes including mental health (Subramanian 2004).

The advantages of using multi-level models to explore community level influences on
health are numerous. Firstly, the effect of compositional (characteristics of
individuals) and contextual (characteristics of places) factors can be estimated. This
places individual risk factors in context, for example whether an individual smokes or
not 1s partly a consequence of cultural attitudes towards smoking (Macintyre and
Ellaway 2000a). Secondly, it reconciles the two divergent epidemiological traditions
of individual risk factors and ecological analyses, and enriches the almost exclusive
focus on the former throughout the last century (Pickett and Pearl 2001). Perhaps
most importantly, the recognition that the health of individuals is determined not only
by their own characteristics but by those of the places they live, results in more

holistic (and 1t can be argued, realistic) models of disease causation.

A number of methodological issues need to be resolved for the promise of research
into community level influences on mental health to be fulfilled. Macintyre et. al.
(2002) argue that the inter-relationship between compositional and contextual factors
needs to be explored and that it is an over-simplification to view them as unrelated
constructs. Context 1s not just what is left over when all possible individual level
factors have been accounted for, as individual factors are partly determined by the
context 1n which people live. For example, an individual’s income may be partly
determined by the type and availability of local employment opportunities, hence
“people make places and places make people” (Macintyre and Ellaway 2003).
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Macintyre and Ellaway argue that this over-simplification has led to over-adjustment
for individual attributes which may actually be on the causal pathway between
community level factors and health. For example, community deprivation may affect
mortality through restricting the socio-economic status of individuals in poor
communities. They argue that conclusions such as that of Sloggett and Joshi (1994)
that it 1s composition and not context which matters prematurely dismiss this field of

research as they i1gnore the fact that context can determine composition (Macintyre

and Ellaway 2003).

A further problem with existing research is the predominance of cross-sectional
studies which ignore the time lag through which community effects on health
probably operate (Kawachi and Berkman 2003). Cross-sectional studies are also
unable to separate out social selection versus social causation hypotheses. Do poor

people ‘choose’ to live in poorer areas, or does living in a poorer area make people
worse off (Kawachi and Berkman 2003)?

Diez Roux (2003) argues that the key challenge facing neighbourhoods and health
research is to pin down a definition of community. While in much research
communities have come to mean geographically bounded units (Kawachi and
Berkman 2003), they can also be seen as overlapping contexts, for example
communities of friends or the work place community, all of which may affect health
(Subramanian et al. 2003a). Despite these different definitions, it seems sensible to at
least start with more easily defined geographically bounded communities, before

moving onto more fluid and therefore more difficult to measure contexts (Kawachi
and Berkman 2003).

Macintyre and Ellaway (2003) consider the most important problem facing this
research to be the lack of theorising about the pathways through which community
can affect health. Formulating specific hypotheses about causal pathways not only
allows the explicit testing of these hypotheses, but also makes it possible to

disentangle the effect of context and composition by classifying variables as either

confounders or intermediate variables.
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In spite of these methodological problems, there are compelling reasons for studying
the effect of community characteristics on CMD. Firstly, rates of mental illness vary
both within and between populations (Duncan et al. 1995, Wight et al. 2005), pointing
to the role of contextual factors in disease causation. For example, in a recent WHO
survey of 16 countries the prevalence of mental disorders across countries varied
between 4.3% and 26.4% (WHO 2004). Secondly, Blue and Harpham (1998) have
argued that the majority of people with CMD do not seek medical care, and therefore
that intervening at the community level is vital to ensure that the majority of affected
people can be targeted. Thirdly, Patel argues that the protective factors in a
community that enable people living in deprived circumstances to remain in good
mental health need to be identified and used as a basis for interventions. He argues
that where mental health services are poorly developed, preventative strategies aimed
at strengthening protective factors in local communities may be more sensible than
replicating the expensive (and not necessarily effective) health care systems of the

developed world (Patel 2001).

As yet no study has explored community level risk factors for mental illness in low
income countries. This contrasts with a significant increase in this research in the
West. In 2001 Picket and Pearl (2001) identified only one study exploring the
association between community level socio-economic status and mental health. A
repeat of this review in 2004 found 12 studies (none of which were set in low income
countries), showing strong evidence of an association between community deprivation
and CMD, and some evidence of an association between community level inequality
and CMD (Muntaner et al. 2004). Other studies from the USA and UK suggest a role
for the ethnic composition of communities (Tweed et al. 1990, Dumont 2002, Wight
et al. 2005), neighbourhood problems (Ellaway et al. 2001), and social disorder
(Aneshensel and Sucoff 1996, Ross et al. 2000) in the prediction of CMD.

1.2 Social capital

1.2.1 The adoption of social capital in mental health research

Social capital is a relatively new concept which may provide an explanation of how
the social environment affects mental health. It is a way of describing social

relationships within societies or groups of people and adds a social dimension to
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traditional structural explanations of disease by viewing communities not just as

contextual environments but as connected groups of individuals (Cullen and

Whiteford 2001).

There are many definitions of social capital (Bourdieu 1986, Coleman 1990, Putnam
1993) but most overlap. The most accessible definition used in the health sciences
originates with Putnam (1993). He stated that social capital consists of five principal
characteristics, namely: (a) community, voluntary, state and personal networks;
(b) civic engagement; (c) local civic identity, sense of belonging, solidarity and
equality with other members; (d) reciprocity and norms of co-operation; (€) trust in

the community.

The rise of social capital research in the last ten years has been meteoric. Medline
cites well over 150 studies examining the association between social capital and health
(Kawachi et al. 2004), and many hundreds more exploring the relationship between
social capital and non-health related outcomes (Halpern 2004). Research has shown
social capital to be associated with outcomes as diverse as crime rates (Sampson e al.
1997), political development (Putnam 1993, 1995), and economic development
(Narayan and Pritchett 1997, Grootaert and van Bastelaer 2001). While a substantial
amount of work has been conducted primarily by the World Bank into the role of
social capital in sustainable development in low income countries (Krishna and
Shrader 2000, Grootaert and van Bastelaer 2001, 2002), hardly any studies have
examined the association between social capital and health in this context. Interest in
social capital has also been growing among health researchers, with associations
shown in developed countries between social capital and, for example mortality
(Kawachi et al. 1997, Skrabski et al. 2003) and self-rated health (Kawachi et al.
1999b, Boreham et al. 2003, Pevalin and Rose 2003). Interest is now focusing on the
association between social capital and mental health, as the psychosocial pathways
through which social capital are thought to affect health may be more relevant for the

pathology of mental disorders (Cullen and Whiteford 2001, McKenzie et al. 2002).

In the field of mental health, social capital is starting to influence mental health policy

development (Cullen and Whiteford 2001, Henderson and Whiteford 2003), despite

the lack of a clear evidence base to support these policy changes coupled with wide
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ranging criticisms of the concept. Building or sustaining healthy communities 1s now
considered an important weapon in a state’s strategy to prevent mental illness. For
instance, the UK Government has written the building of social capital into its mental
health policy. The Department of Health has explicitly cited developing social capital
as an important feature of mental health promotion (Department of Health 2001), and
more recently the Government’s Social Exclusion Unit’s action plan to improve
mental health in England and Wales has advocated that authorities should target
access to volunteering, roles in the community, improving social networks and general
participation to improve mental health (Deputy Prime Minister 2004). In addition, the
WHO and 1n particular the World Bank have adopted social capital as an important

tool 1n poverty reduction and community development (Henderson and Whiteford
2003).

It 1s unclear whether there is an adequate evidence base to support these policy
changes. Despite three recent reviews of the association between social capital and
all mental 1llness, the exact association remains elusive. Two of the reviews are non-
systematic and do not synthesise results from different studies to provide an overall
picture of the association (Whitley and McKenzie 2005, Almedon In press). The third
1s an earlier version of my review presented in section 2.4, which though systematic,
covers all mental illnesses making the studies difficult to summarise (De Silva et al.
2005). The burgeoning social capital and mental health literature since this review
was completed 1n 2003 makes an updated and restricted review of the association
between social capital and CMD possible and timely. Such a systematic review is
required to inform the debate concerning the veracity of claims that building social

capital 1s an important facet of national mental health policy.

1.2.2 The development of social capital theory

The development of social capital theory has been extensively critiqued (see for
example (Macinko and Starfield 2001, Van Deth 2003, Szreter and Woolcock 2004,
Whitley and McKenzie 2005), so only a broad overview will be presented here. Initial
attempts to define social capital were made by sociologists who added onto traditional
social network analysis the notion that networks have benefits which can be used
productively, for example to secure access to economic markets (Bourdieu 1986,

Coleman 1988). Social networks are therefore a form of capital, hence the term
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‘social capital’. These theories focus on the value of an individual’s social networks,
but as Portes points out (1998) “ the term does not embody any idea really new to

sociologists”. Indeed, social capital thus defined has been studied for some time

under the alternative name of social network analysis.

It was not until Putnam’s (1993) analysis of the political development of Italian states
that the concept of social capital really took off. In addition to defining social capital
as networks, Putnam expanded the definition to include the shared norms, values and
mutual trust which “facilitate coordination and cooperation for mutual benefit”.
Putnam also introduced a conceptual twist by arguing that social networks not only
have a value to the people within the social network (compositional effects), but also
to people outside the network (contextual effects). Social capital thus defined is the
value of social relationships to groups (including communities, states and countries),
as well as to individuals. This has led to significant debate as to whether social capital

should be considered a property of groups of people (an ecological construct) or of

individuals.

1.2.3 Criticisms of social capital

Partly as a result of the three different conceptualisations of social capital represented
by the work of Putnam, Bourdieu and Coleman, significant criticism of the theory,
measurement, and application of social capital has been levied from many quarters
(Portes 1998, Woolcock 1998, Macinko and Starfield 2001, Fine 2002). These

criticisms must be addressed before the utility of social capital in mental health

research can be determined.

One major criticism 1s that social capital as a concept is too broad, essentially
encompassing all social relationships at any level be that within families, or between
state level organisations (Macinko and Starfield 2001, Muntaner et al. 2001, Fine
2002, McKenzie 2003). This is a direct consequence of the different theoretical
conceptualisations of soctal capital. While individual measures such as the number of
groups that an individual belongs to have been criticised as ‘old wine in new bottles’
(Lochner et al. 1999), ecological measures such as the percentage of non-voters show
little commonality with such measures and yet are included under the same term.

Further confusion has been added by the broad conceptualisation of social capital in
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the development literature, including the Department for International Development
(DFID) Livelihoods framework (www.livelihoods.org). The situation has not been
helped by critiques erroneously calling measures such as income inequality and racial
segregation social capital (Kunitz 2001). This diversity has lead to some theorists
calling for social capital to be re-named °‘social capitals’, thereby allowing the
different, and perhaps irreconcilable, streams of research to continue (Whitley and
McKenzie 2005).

A further justified criticism is that some of the proxies used to measure social capital
present tautological arguments by measuring both the causes and consequences of
social capital (Portes 1998, Kawachi and Berkman 2000, Stone 2001, Harpham et al.
2002). The existence of social capital cannot be inferred from the very outcomes
which 1t 1s hypothesized to generate (for example low crime rates). In addition, the
principal theorisations define social capital as a social good, resulting in the common
criticism that social capital only explores the positive side of social relations (Portes
1998, Kawachi and Berkman 2000, Macinko and Starfield 2001, McKenzie et al.
2002). For example, Putnam (1995) defines social capital as “coordination and co-
operation for mutual benefit” and Coleman (1990) as “relations among actors ...that
are useful for the cognitive or social development of a child or young person”.
Hypothesised negative consequences of social capital include exclusion of outsiders,

excess claims on group members, restrictions on individual freedoms, and downward

levelling of norms (Portes 1998).

A major criticism levied against social capital is that the measurement does not match
up to the theory (Woolcock 1998, Stone 2001, McKenzie et al. 2002). A number of
studies retrofit concepts of social capital onto existing survey data, resulting in
measures such as newspaper readership or census response rates which bear little
relation to the theoretical concepts (Weitzman and Kawachi 2000, Rosenheck et al.

2001, Harper et al. 2003). Such practices are largely responsible for the tautological
measures outlined above. A number of theorists stress that social capital is a multi-
dimensional concept, the complexity of which cannot be accurately captured by a
single question (Stone 2001, Harpham et al. 2002, Lynch 2002, McKenzie et al.
2002). Yet some studies use only one indicator of social capital (Weitzman and

Kawachi 2000, McCulloch 2001), or collapse several indicators into one scale of low,
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medium or high social capital (Rosenheck et al. 2001, Desai et al. 2005).
Nevertheless, in recent years progress has been made towards more theoretically
informed and multi-dimensional measures (Harpham et al. 2002), although the debate

about the level at which social capital should be measured remains.

Compounding this problem is the lack of validation of tools to measure social capital.
While hundreds of studies have measured social capital, only a handful have
attempted psychometric validation of these tools, and even fewer have undertaken in
depth validations. In a systematic search of the literature for all studies validating
tools to measure social capital, I found only eleven studies attempting some
validation. Of these, eight used psychometric validation such as factor analyses to
assess Internal validity (Robinson and Wilkinson 1995, Onyx and Bullen 2000,
Narayan and Cassidy 2001, Stone and Hughes 2002, Yang et al. 2002, Hean et al.
2003, L1 et al. 2003, O'Brien et al. 2004), and three used qualitative validation
techniques (Boreham 1999, Earthy et al. 2000, Blaxter and Poland 2002, Tuan et al. In

Press). The results of this review are presented in detail in section 5.1.

Despite these criticisms, social capital still holds promise for a greater understanding
of the causes of 1ll health. It expands the focus from the individual to the collective,
highlights the social causes of disease as well as the biological and material, and

explores the complexity of social relationships through recognising that they can

occur at different levels and have indirect effects.

1.2.4 Measurement of social capital

The way social capital 1s measured must match up to the complexity of the theory
which emphasises multiple dimensions within the concept. There is consensus that
social capital consists of social networks (quantity of relationships) characterised by
norms of trust and reciprocity (quality of relationships) (Lochner et al. 1999), but
these must be broken down into their component parts and measured separately (Stone
2001). Social capital can be divided into a behavioural/activity component of what
people do (for example participation in groups) and a cognitive/perceptual component
of what people think (for example whether they trust other people). These are referred
to as structural and cognitive social capital respectively (Bain and Hicks 1998).

Structural and cognitive social capital can refer to linkages and perceptions in relation
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to people who are similar to each other, such as others in ones own community or
people of the same socio-economic status (called bonding social capital), or to people
who are different, such as people outside ones community or with a different social
identity (called bridging social capital). Social capital can also occur through formal
Institutions such as between a community and local government structures, or through
people with different power relations, termed linking social capital (Szreter and
Woolcock 2004). Thus while structural and cognitive social capital explain the nature
of networks (1.¢. their quality or quantity), bonding, bridging and linking social capital
explain where these relationships take place. Table 1.1 illustrates the different
dimensions of social capital, what they can be used for, and some examples of how

they are measured.

It 1s 1mportant that all dimensions of social capital are measured in order to fully
assess their impact upon health. For example, a community may have very strong
bonding ties but weak bridging ties, reducing the ability of that community to effect
change beyond what it has immediate control over. Equally, measuring the quantity
of networks (structural social capital) has little meaning unless the quality of those

networks 1s also assessed (cognitive social capital).

As with the theory of social capital, the most significant debate surrounding the
measurement of social capital relates to whether it is considered the property of
individuals or groups. Individual social capital is most commonly measured by asking
individuals about their participation in social relationships and their perceptions of the
quality of those relationships. For example it may measure whether a person
participates 1n local social groups not related to work or whether they trust their
neighbours. Ecological social capital has most often been measured by aggregating
the responses of individuals in population surveys to the community level (for
example, average level of trust), which relies on the aggregation of subjective

assessments which are dependent upon the personal characteristics of the respondents
(McKenzie et al. 2002).
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Table 1.1: The dimensions of social capital

Definition

Cognitive
Trust, reciprocity,
sharing and support.

Structural

Extent and structure of
relationships such as
size of networks, and
degree of group
membership.

Bonding
Linkages to people who

are similar.

Bridging
Linkages to people who
are different.

Linking

Links between people
or institutions with
different power levels.

Purpose

Reduces levels of mistrust and
anxiety.

Leads to communities acting
together for their best interest rather
than people working against each
other.

Provides the structures through
which people can create more
networks, exchange favours, and
engage in collective action.

Strengthens ties between people of
similar status allowing people to
subsist of a daily basis.

Gives access to resources,
information and opportunities which

are not available in ones own group.

Provides access to resources and
pOWer.
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Example question

In general, can the majority of
people in this community be
trusted?

In the last 12 months have you
been an active member in any

of the following types of groups
in your community?

In the last 12 months, have you
joined together with other
community members to
address a problem or common

issue?

In the last year have people in
this neighbourhood carried out

any organised activities with
people from another
neighbourhood?

In the last 12 months, have you
talked with a local authority or
governmental organisation
about problems in the
community?

A number of problems have been identified with this approach. Macintyre and
Ellaway (2003) have cautioned against the atomistic fallacy whereby ecological
characteristics are incorrectly inferred from individual level data. For example,
individuals may have high social capital by being very socially active, but this will not
necessarily produce a cohesive society if people are engaged in different religions or
social groupings within that community, as seen in the segregated communities in
Belfast. They also poimnt out that less variation in neighbourhood scores has been
found 1n subjective assessments of neighbourhoods when compared to objective

assessments (Macintyre 1997). This may be due to psychological adjustment whereby

a downward levelling of aspirations means that residents downplay the differences

! Example questions taken from the Adapted Social Capital Assessment Tool (A-SCAT) (Harpham, T,
Grant, E and Thomas, E (2002). "Measuring social capital within health surveys: key issues." Health
Policy and Planning 17(1): 106-11..
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between communities as a protective mechanism against despair (Sen 1992). The
further problem of reverse causality occurs when subjective assessments of the social
environment are used to predict health outcomes, in particular mental health, as

respondents’ mental 1llness may cause them to under-report social capital in their

community.

In light of these problems, some researchers have argued for the use of ‘true’
contextual measures of community characteristics (McKenzie et al. 2002, Henderson
and Whiteford 2003, Macintyre and Ellaway 2003). However, to date no study has
successfully measured social capital in a truly contextual way. The two most
innovative projects developing these measures, the Health Survey for Scotland
(Cummins et al. 2005) and the Project on Human Development in Chicago
Neighbourhoods (PHDCN) (Raudenbush and Sampson 1999), have both been unable
to produce adequate contextual measures of social capital. Cummins et al. (2005)
attempted to use routinely and non-routinely collected data to measure 10 aspects of
social capital ranging from paid newspaper circulation to religious congregation size,
blood donations, and volunteering rates. However, due to issues of data reliability and
the geographical levels at which data were available, only two of the 10 variables
could be used (voter turnout in the general election and political party in power).
Even if reliable data were available for all these variables, they remain poor proxies
for the complex aspects of the social environment which social capital aims to capture.
Raudenbush and Sampson (1999) achieved more success with the intensive video-
taped observations of neighbourhood environments in Chicago. However, contextual
observations were limited to physical and social disorder (for example presence of
graffiti, rubbish, and anti-social behaviour), which are outcomes of social capital and

not social capital itself.

Indeed, Raudenbush (2003) acknowledges that some aspects of the social environment
such as social cohesion, norms of support and perceptions of fear and violence are
actually best measured using aggregations of respondents views as it is the perception
of the social environment rather than the reality which may be important for health. In
addition, there 1s evidence that respondents are able to give objective assessments of
their environment. Subramanian et al. (2003b) have shown that significant contextual

differences between communities remain even after controlling for individual
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predictors of perceptions of trust such as age and socio-economic status, indicating

that subjective assessments of the environment do reflect contextual realities.
Aggregations of individual perceptions therefore remain the best currently available

way to measure ecological social capital.

1.2.5 A combined theory of social capital

The dichotomy between individual and ecological social capital epitomises the
criticisms of the concept with no reconciliation of diverse theoretical definitions and
measurement levels.  Without a clear definition of social capital, accurate
measurement that reflects the theory is almost impossible, making an analysis of 1ts
effect on a specific outcome meaningless. So can individual and ecological social
capital be reconciled? Pollack and von dem Kneseback (2004) argue that the two are
not mutually exclusive and that “the degree to which the individual-level infuses with
the neighbourhood level and visa versa requires further theoretical and empirical
study”. On reflection, it seems that research into the two streams are so entrenched
that 1t would be naive to assume that either one can be ignored. I argue that taking a
holistic view of social capital as the ‘value’ of social relationships at any level allows
the two streams not only to co-exist but to complement each other, and also recognises
the complex relationship between compositional and contextual factors. Just as the
distinction between compositional and contextual factors is artificial, so is the
distinction between individual and ecological social capital. Individuals’ social
capital 1s influenced by what is available to them in the community, and the level of

social capital in a community is determined by the social capital of its residents.

My proposed combined theory of social capital attempts to reconcile these two
streams of research. Individual social capital (ISC) considers direct relationships
within a network (1.e. the impact of an individual participating in a network), while
ecological social capital (ESC) considers indirect relationships (i.e. the impact of
networks irrespective of participation). For example, effective community networks
which prevent the closure of a local hospital benefit everyone who depends on that
hospital, not just those mnvolved in campaigning against the closure. As it is not
necessary to be part of the campaign group to benefit from its actions this is an
example of an indirect relationship. However, there may also be an additional impact

on those personally involved in the group (direct effects). These may include positive
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effects such as feelings of self-worth, and negative effects such as a drain on time and
emotions. In order to measure the indirect effects of ESC on an individual’s mental
health, the direct effects of that individual’s own social capital must also be taken into
account, Multi-level modelling can be used to assess the direct effect of ISC and the

indirect effect of ESC on an individual’s risk of suffering from CMD.

While recognising that both ISC and ESC are important, I propose that measuring
ESC at the commumty level (rather than at the family, state of even country level as
other studies have done) is the most useful for exploring the aetiology of CMD. ISC
has been studied 1n some detail via sophisticated social network analyses. However,
ESC is a newer concept that seeks to explore the social context in which people live,
resulting 1n more holistic models of disease causation. Exploring social capital as a
community characteristic is exciting as it moves beyond individual determinants of
health to the way that society can reduce the risk of illness (McKenzie 2003).
Furthermore, 1n contrast to traditional structural ecological measures, it provides a
novel way of exploring health determinants which recognises that communities are
made up of groups of connected individuals rather than describing them in one-
dimensional terms such as mean deprivation levels. Social capital thus defined is no
longer ‘old wine in new bottles” (Lochner ef al. 1999). ESC also provides a clear
methodological framework within which to explore associations with health
outcomes. The research methodology used to explore relationships at an ecological
level are very different from those required at an individual level, and include
sophisticated techniques such as multilevel modelling. Standardising the research in
this way will enable a cohesive body of work to be undertaken, allowing conclusions

to be drawn regarding the association between social capital and different outcomes.

1.3 Association between social capital and mental health

In response to the criticism that there has been a lack of theoretical development about
the causal pathways through which neighbourhood contexts affect health (Macintyre
and Ellaway 2003), this section presents a conceptual framework outlining which

individual and community level variables are risk factors for CMD, followed by a

series of proposed pathways through which both individual and ecological social

capital may affect mental health.
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1.3.1 Conceptual framework

Based on the results of the literature review on individual and community risk factors

for CMD presented in sections 1.1.2 and 1.1.3, the following conceptual framework

(Figure 1.1) was developed. The variables are divided into the six main risk factor
types for CMD, and into individual or community level factors. This framework
views CMD as the result of a complex interaction between biological, psychological,
environmental, socio-economic, demographic and social factors operating at both the
individual and the community level. The framework was developed to provide a
holistic model of CMD causation, rather than only exploring those variables that may
confound the relationship between social capital and CMD, and is the basis for the
analytical framework used for all the analyses in this thesis. It does not present the
pathways through which these variables affect CMD, though it is assumed that there is
a complex relationship between context and composition whereby individual

characteristics affect community characteristics and vice versa.

Figure 1.1: Conceptual framework of risk factors for CMD
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1.3.2 Causal pathways through which social capital may affect CMD

A number of potential mechanisms through which social capital may affect mental
health have been proposed, largely drawing on the associations that individual social
networks and support have been shown to have with health (Kawachi and Berkman
2001). These include: (a) more rapid diffusion of health information; (b) social
control over deviant health-related behaviour (collective efficacy); (c) increased
access to local services and amenities; and (d) psychosocial processes such as self-
esteem and mutual respect (Kawachi ef al. 1999a). However, no cohesive theory has

been developed to explain how all of these factors may lead to the development of
CMD.

I developed a conceptual framework based on the mechanisms proposed as potential
pathways through which social capital may affect CMD (Figure 1.2). ESC can affect
an individual’s nisk of developing CMD though both community and individual
pathways. ESC should not only be viewed as a resource to collective action, but also

as instrumental in creating and maintaining positive psychological states which may

result in better mental health.

Individual pathways

Social networks have been shown to be protective during a crisis (Cullen and
Whiteford 2001) as they give access to resources which may reduce its impact
(Harpham et al. 2004a) and may promote coping psychological mechanisms such as a
sense of belonging, purpose, or self worth (Kawachi and Berkman 2001). For
example, Patel et al. (2001) found that women in Zimbabwe were less likely to
develop depression if they received social support after a severe life event. Strong
networks have also been shown to reduce the likelihood of negative life events such as
unemployment (Kawachi and Berkman 2001). Even if a person is not part of a

support network, they may be able to cope better with negative life events 1if they

perceive that there are supportive networks in the community that they can access.
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Chapter 1: Background

Living in a community where people trust each other has been hypothesized to
increase feelings of security, self-esteem and equity (Putnam 1995, Cullen and
Whiteford 2001, Harpham et al. 2004a), resulting in reduced psychosocial stress
(Wilkinson 1996). These more positive psychological states may in turn lead to an

increased ability to cope with negative life events and a reduction in chronic stress.

Prolonged exposure to chronic stress has been linked to increased production of
cortisol, a steroid hormone which acts as part of the ‘fight or flight’ response (Brunner
1997). Cortisol has been proposed as the biological pathway through which stressful
life events lead to depression (Checkley 1992). Prolonged exposure to high levels of
cortisol (such as in Cushing’s syndrome), may provoke paranoia or depression, while
some depressed patients respond to an inhibitor of cortisol biosynthesis (Brunner
1997). Higher levels of cortisol have also been found in patients with panic disorders

and anorexia nervosa (Checkley 1992).

This evidence suggests that the primary way in which low levels of social capital
affects mental health is through the production of chronic stress from living in an
unhealthy social environment, leading to prolonged exposure to cortisol. These
damaging neuroendocrine states may precipitate the development of depression and

anxiety.

Community pathways

There 1s growing empirical evidence that social capital contributes to sustainable
economic development and therefore poverty alleviation (Carroll 2001, Grootaert and
van Bastelaer 2001, Robison et al. 2001). A reduction in poverty may be a powerful
way in which social capital can reduce the burden of CMD in the developing world. It
has also been argued that social capital can buffer individuals against the deleterious
effects of poverty. As Ellaway et al. (2001) state “social cohesion and social capital
are often found, advocated or assumed to exist in abundance in disadvantaged
neighbourhoods as residents find endogenous means of ‘getting by’ in the context of
poverty and social exclusion”. This has led to some commentators criticising social
capital as a dangerous alternative to state-centred economic redistribution policies

which excludes the structural determinants of health such as socio-economic status,
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Chapter 1. Background

gender and ethnicity (Muntaner et al. 2001). Nevertheless, the potentially buffering
effect of social capital on poverty is a pathway that deserves attention in low income

countries where expensive mental health treatment programmes may not be feasible.

High ESC may also reduce CMD by creating effective communities that are better at
exerting social control over deviant behaviour. This type of collective efficacy has
been shown to result in less drug taking and anti-social behaviour which may be
damaging to mental health (Kawachi e al. 1999a). Effective communities may also
be better at acquiring and maintaining good health services, leading to improved
prevention and treatment of mental disorders. For example, socially cohesive
neighbourhoods have been shown to be more effective at preventing budget cuts and
lobbying for more services (Sampson et al. 1997), though this pathway may be less

important in low income countries, few of which have mental health services (WHO
2001b).

Cohesive communities have also been shown to promote good health-related
behaviour. This may include the adoption of healthy behavioural norms (Kawachi et
al. 1999a) such as preventing smoking in public places, a rapid diffusion of health
information (Kawachi and Berkman 2000), and the increased adoption of innovative

behaviours (Rogers 1983).

It must be stressed that while the purpose of Figure 1.2 is to explore the pathways
through which social capital may affect mental health, the direction of causation in
these proposed pathways may run either way. For example, as Szreter and Woolcock
(2004) argue, social capital is a product of the prior history of political, constitutional
and ideological developments in any given setting. It is highly plausible that
economic and political development (in particular equitable development and greater
state capacity) will lead to higher levels of social capital by creating more fertile
ground for collective action and community initiatives. An improvement in social
capital leading to greater community efficacy may subsequently increase the
effectiveness of community development programmes, setting up a positive feedback
loop. In addition, Figure 1.2 is not meant to suggest that social capital is the only way
in which the social environment affects mental health. To a large extent the quality of

services and amenities, control over deviant behaviour and economic development, all

39



Chapter 1: Background

of which may have an impact on mental health, are a product of the larger political,
economic and social context, for example state policies on crime prevention and
distribution of resources. ESC is proposed here as a mediating factor through which a

community is able to access and make use of the wider social, political and economic

context.
1.4 Next steps

In this chapter I have argued the need for research that explores the association

between individual and ecological social capital and CMD in low income countries.
As well as outlining the concept of social capital and its major criticisms, I present my
combined theory of social capital which aims to reconcile some of the disparate

schools of thought, and suggest some hypothesized pathways through which social

capital could affect mental health.

Existing studies examining the association between social capital and mental health

now need to be systematically reviewed in order to:

1. identify the limitations of existing research into social capital and mental health in
order to determine the direction that future research needs to take to move the field

forward; and

2. establish what 1s already known about the association between social capital and

CMD and 1dentify where new research can make an original contribution.

Both these topics will be covered in Chapter 2.
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Chapter 2: Systematic review

2. Systematic review of social capital and mental iliness

In order for the concept of social capital to fulfil its promise, the criticisms
surrounding its conceptualisation and measurement outlined in section 1.2 must be
addressed. This chapter 1s divided into two parts, both based around a systematic
review of quantitative studies exploring the association between social capital and

mental 1llness. Despite a small number of excellent qualitative studies on social
capital and mental 1llness (Sayre 2000, Cattell 2001, Whitley and Prince 2005), I focus
in this review on quantitative studies as these reflect the methods used in this thesis.
In the first part of the chapter I critically review the quantitative methods used to
measure social capital in studies exploring the association between social capital and
all types of mental illness in order to provide a representative overview of the research
field. I explore how these studies have conceptualized and measured social capital
and evaluate them in the light of criticisms of social capital research. As the focus of
this thesis 1s common mental disorders (CMD), in the second section I restrict the
review to those quantitative studies which examine the association between social
capital and CMD i1n order to provide a summary of what is already known. The
methods generic to both systematic reviews are presented at the start of this chapter.
On the basis of the status of existing research I highlight the areas in which this thesis

can make an onginal contribution, and outline the justification, objectives and

research hypotheses of this thesis.

2.1 Chapter objectives

1. Systematically review the quantitative methods used to measure social capital in
existing studies of social capital and mental illness, and evaluate these measures in
the light of criticisms of the concept.

2. Systematically review quantitative studies exploring the association between

social capital and CMD in order to provide an estimate of the effect of social
capital on CMD.
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Chapter 2: Systematic review

2.2 Methods

A protocol was developed in accordance with guidelines in the Cochrane Reviewers’
Handbook (Clarke and Oxman 2003). I aimed to identify all quantitative studies
investigating the association between any aspect of social capital and mental 1llness up
to the start of December 2004. The selection of databases and search terms was made

following consultation with a Cochrane Information Scientist®.

Published articles and grey literature were identified by searching keywords, titles and
abstracts 1n 14 electronic databases and three social capital websites using appropriate
text words and thesaurus terms related to mental illness and social capital. In addition,
‘in press’ articles of the two journals which publish the majority of social capital and
health research (Social Science and Medicine and the Journal of Epidemiology and
Community Health) were hand searched to identify forthcoming papers. Box 2.1 lists

the databases searched and search terms used.

As different terms were, and still are, used to refer to concepts that have now been
joined together under the umbrella term “social capital’, a wide range of search terms
were used, for example ‘social cohesion’, ‘collective efficacy’ and ‘trust’. The search
term ‘social support’ was not included as there is a vast literature which has
previously been reviewed relating social support to mental illness and I do not wish to
repeat this work here (Kawachi and Berkman 2001). I believed that those social
support studies which measure social capital would be picked up by the more specific
search terms I used. Thesaurus terms (for example ‘mental disorders’) were used to

search for all mental illnesses.

The search identified over 30,000 abstracts and titles which I reviewed electronically
to identify original research which explored the association between some aspect of
social capital and a mental illness outcome. Commentaries and reviews were
excluded. The reference sections of studies identified in this way were hand searched
to identify additional papers. Studies were excluded if they contained only measures

of social capital which could be considered to be consequences of social capital, for

? Fiona Renton, Cochrane Injuries Group.
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Chapter 2: Systematic review

example neighbourhood disorder, divorce, or homicide rates. Papers were not
excluded on the grounds of methodological quality as part of the purpose of the
review was to document and evaluate limitations of existing research. No restrictions
were put on date, geographical location, or language of publication. As the exact
selection criteria for the two systematic reviews differed, specific details of the
selection process for each review will be covered in the methods section for each

review (sections 2.3.1 and 2.4.1).

Box 2.1: List of sources searched and search terms used for systematic reviews

Electronic databases Internetresources In press articles
PubMed Inter-American initiative on Social Science and
Embase social capital, ethics and Medicine

Psychinfo development® Journal of Epidemiology
IBSS World Bank Social Capital and Community Health
Science and Social document library®

Science Citation Index ~ Social Capital Gateway®
TRIP Database

Popline

CAB abstracts
HMIC
SERFile
SIGLE4

Lilacs

Eldis

ID21

Search terms

mental disorders OR psychology OR psychiatry OR mental health OR mental distress OR
psychological morbidity OR mental wellbeing OR emotional wellbeing

AND

social capital OR social cohesion OR neighbourhood cohesion OR neighborhood cohesion
OR informal social control OR collective efficacy OR civil society OR group participation
OR participation OR trust

2.3 Systematic review of the methods used in studies of social capital

and mental illness

2.3.1 Methods

Papers were included if they had a mental illness outcome (including suicide as it is

highly correlated with mental illness (Harris and Barraclough 1997)), but excluded 1f

> http://www.iadb.org/etica/ingles/index-i.cfm
* http://www1.worldbank.org/prem/poverty/scapital/index.htm
> http://www.socialcapitalgateway.org/
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Chapter 2: Systematic review

they only measured sub-threshold states such as alcohol use but not misuse. As the
aim of this study is to review existing research on social capital and mental 1llness in
the light of criticisms of the field, studies were included only if they made explicit
reference to the concept of social capital either by calling the measure ‘social capital’,
or by explicitly grounding the measure in social capital research. Methodological
characteristics of the studies were reviewed (for example study design and setting),

and the measure of social capital examined.

2.3.2 Results

Characteristics of studies

Twenty-eight papers were included in the review. Table 2.1 summarises the
methodological characteristics of the studies, and Appendix A lists the characteristics
of each study. Only a limited range of mental illness outcomes are explored by the
studies, with the majority (17/28) using screening instruments to measure CMD.
Other mental 1liness outcomes include child mental disorders, mental health service
use, psychosis, suicide and substance misuse. The studies are set in a limited
geographical range with only one of the 28 studies from a low income country
(Harpham et al. 2004a), and half set in North America. Urban populations are over-
represented, 1n particular the urban poor. Most (22/28) of the studies are cross-

sectional, making the direction of causality between social capital and mental illness

impossible to determine.

Conceptualisation of social capital

The way in which the studies included in the review define and conceptualize social
capital lends credence to the criticism that social capital as a concept is too broad,
essentially encompassing all social relationships at any level, whether within families,
within communities or between state level organisations (Macinko and Starfield 2001,

Muntaner et al. 2001, Fine 2002, McKenzie 2003). The three major schools of
thought characterised by the work of Putnam, Bourdieu and Coleman are represented.

While the majority of studies adopt Putnam’s definition of social capital as a

community level resource which is reflected in the structure of social relationships, a
number of studies use Bourdieu’s individualistic definition as the resources that

accrue to individuals as a result of their membership of social networks. Three studies
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adopt Coleman’s definition of social capital as embedded in the social relations

between individuals, but available as a resource to individuals. Coleman developed

his theory in relation to educational outcomes in children, and it is notable that all

three papers using Coleman’s definition measure child mental disorders (Parcel and
Menaghan 1993, Furstenberg and Hughes 1995, Runyan et al. 1998). It should be
noted that none of the original theories were developed in relation to health outcomes,
and it 1s unclear whether the definitions reflect those aspects of social relationships

which are most important for mental health.

Table 2.1: Description of studies included in systematic review of methods

Methodoloc Number of studies
Level of measurement of social capital Individual 21
Ecological 8
Mental illness outcome: Adult common mental disorders 17
Child mental disorders S
Mental health service use/care S
Psychosis 1
Substance misuse 1
Suicide 1
Study type: Cross sectional 20
Longitudinal 8
Case-control 2
Setting: North America 14
Other Europe 8
UK 4
Australia 2
Low income countries 1
Mixed 15
Urban 12
Rural 1
Total number of studies 28

These studies total more than 28 as some studies fitted more than one category, for

example used both cross-sectional and longitudinal methods, or measured more than one
mental illness outcome.

The common criticism that social capital research only explores the positive side of
social relations (Portes 1998, Kawachi and Berkman 2000, Macinko and Starfield
2001, McKenzie et al. 2002) is not borne out by this review. Many of the studies do
acknowledge the potentially harmful effects of social capital and in fact measure
social capital in a value-neutral way as evidenced by the positive association found

between group participation and mental illness in one study (Veenstra 2005).
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Level of measurement

The existing literature on social capital and mental illness does little to resolve the
debate between ecological and individual measures of social capital, with seven
studies measuring it at the ecological level, 20 at the individual level, and one at both
levels (Veenstra 2005). This makes Shortt’s (2004) claim that there 1s a “consensus
that social capital is a characteristic of social groups rather than individuals” seem
rather optimistic. The 1ssue 1s further complicated by the fact that few papers state
whether they measure ecological or individual social capital, or indeed make any
reference to the existence of the debate surrounding level of measurement. In
addition, a large number of the studies using Putnam’s definition actually measure
social capital at the individual level. These studies measure either an individual’s
access to an ecological resource (i.e. the extent they are personally involved 1n the
community through social participation), or an individual’s perception of it (i.c.

whether they think people in general are trustworthy), rather than the resource itself.

The fact that only eight studies measure ESC, three of which use the same dataset
(Drukker et al. 2003, Van der Linden et al. 2003, Drukker et al. 2004), highlights the
difficulties with the measurement of this concept. While six studies aggregate
individual responses to the community level, two use routinely collected data at the
level of USA states. Yet as in the income inequality literature where different effects
have been shown at different levels of aggregation (Wilkinson 1997), the differences
between the results of the ecological studies may also be explained by different levels
of aggregation measuring different types of social capital. Furthermore, with the
exception of two studies (Hendryx and Ahern 2001, Veenstra 2005), all ecological
studies use measures which are aggregations of individual responses. Though there 1s
an acknowledged need for contextual measures that do not require aggregation of
individual responses or rely on individual perceptions which may be confounded by
mental health status, 1n practice such measures are elusive. For example, Veenstra

(2005) used per capita number of public spaces as a proxy for structural social capital,

but found that this was associated with worse depression scores. He concluded that

per capita public spaces may reflect demographic phenomena such as population size

declining over time rather than extent of social participation. Other contextual proxy

measures such as voting rates (Rosenheck et al. 2001, Greenberg and Rosenheck
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2003, Desai et al. 2005) are also open to different interpretations, as it is unclear to

what degree voting is confounded by cultural factors such as political history.

One study (Veenstra 2005) includes both individual and ecological measures of social
capital, though it identifies itself more with ecological measures by viewing individual
social capital merely as “individual level actions and sentiments that may contribute
to a community's store of social capital”’. This emphasises Macintyre and Ellaway’s
(2003) theory that there 1s no clear distinction between contextual and compositional
factors. Just as individual levels of trust partly determine levels of trust in the
community, so community cohesion affects an individual’s perception of their social

environment.

Diversity of social capital measures

A review of the social capital measures used in the 28 papers confirms Wall’s (1998)
assertion that “there is a point at which diverse interpretations create more confusion
than clarity. Social capital is on the threshold of being used so widely and in such
divergent ways that its power as a concept is weakened”. The 28 papers measure 11
different aspects of ‘social capital’, outlined in Table 2.2. Of these, eight reflect
common definitions of social capital. Three relate to cognitive measures of social
capital such as trust and sense of community, four to structural social capital such as
group participation and engagement in public affairs, and one to Coleman’s definition
of family social capital which, while rooted in theory, has so little in common with the

other measures that the results from these studies have to be viewed separately.

Two of the eleven social capital measures do not fit any of the three major definitions
outlined above. Hendryx and Ahern (2001) frame their work within Putnam’s
definition of social capital yet measure ‘community level health care social capital’
operationalised as collaborations among health care organisations and the proportion
of the community with public health insurance. Liukkonen et al. (2004) measure
‘workplace social capital’ with the security of the employment contract (which they
deem an indicator of trust) and social support from co-workers combined into a social
capital score. In addition, four studies include measures of neighbourhood disorder or
safety, despite these never appearing in the original definitions of the concept. This

results 1n tautological arguments as both the causes and consequences of social capital
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are measured (Portes 1998). Further heterogeneity stems from the fact that six of the
studies retro-fit concepts of social capital onto existing survey questions rather than
developing questions specifically to measure social capital, resulting in crude proxies
for social capital such as voting rates (Rosenheck et al. 2001, Greenberg and

Rosenheck 2003, Desai et al. 2005).

Table 2.2: Measures of social capital used in studies included in methods review

Structural social capital No.
studies
Group participation
Individual 10
o Participation in voluntary or local organizations. Frequency not always
measured.
Ecological 4

o Per capita membership of voluntary organisations, per capita number of
public spaces.

Civic action
Individual 8

o Citizenship - involvement in local civic action such as attending meetings,
demonstrating, voting in elections.

 Informal social control - willingness to intervene in hypothetical

neighbourhood-threatening situations i.e. children mis-behaving, or opening
of brothel.

Ecological 3
e Voting rates.

Social support
Individual 5

e Actual s:ocial support - extent of help received from neighbours for different
needs (1.e. helping if someone is sick), support from co-workers.

o Perceptions of social support - neighbours willing to help in theoretical
situations such as taking care of kids.

e Reciprocity.

Community networks
Individual 6
« Informal soci<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>