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Introduction and background

Introduction

This guide has been produced as a practical document to
support the growing number of people researching the topic
of social capital and social support. The guide is based on a
module of questions developed for the General Household
Survey (GHS) 2000/2001, and is part of a larger programme
of research commissioned by the Health Development
Agency to investigate the links between social capital and
health.

Data from the 2000/2001 GHS will be used to develop a set
of new national indicators relating to the social environment
within which the people of Britain live. This document is
intended to encourage the collection of a standard set of
information on this topic which will allow comparisons to be
made between different local studies of social capital and
corresponding national indicators. This question set can be
used in its entirety, or in parts, to collect data on issues
relating to people’s views about their local area, civic engage-
ment, reciprocity, local trust, and people’s social networks
and social support.

Whilst the original context for the research that led to this
guide had a health focus, it is hoped that this guide will be
useful to a wide spectrum of professionals engaged locally in
regeneration, community development and neighbourhood
renewal initiatives.

The guide provides detailed information on how to collect
information from surveys, and will be most useful to
researchers interested in capturing attitudinal data relevant to
the measurement of social capital in neighbourhoods.

The publication of this guide is timely, as the report of the
Policy Action Team (PAT) 18 (Cabinet Office, 2000a,b)
recommends that a set of standard neighbourhood statistics
should be pulled together annually, and there should be
leadership at national level to identify what these should be.
In particular, the PAT 18 report identifies a lack of attitudinal
data available for assessing change in deprived communities.
This module goes some way towards filling that gap by
highlighting ways in which to capture through surveys what
residents think of their neighbourhoods.

Background

The Acheson report on inequalities in health (Acheson et al.,
1998) recognised that the solutions to major public health
problems such as heart disease, cancers, mental health and
accidents are complex. The report summarised the substantial
evidence that now exists about the importance of the social,
economic and environmental determinants of a range of
health outcomes, and made a range of recommendations for
future policy and strategy development in this country.

Many of these recommendations are now reflected in the
wide range of policy initiatives set up by the government to
tackle health inequalities, and are outlined in several docu-
ments from the Department of Health (DOH, 1999, 2000)
and the National Strategy for Neighbourhood Renewal
(Cabinet Office, 2000).

Recent evidence suggests that social approaches to the
organisation and delivery of public health may have consider-
able potential for health improvement (Gillies, 1998), particu-
larly for those who suffer most disadvantage in society. The
evidence base for moving forward in this field is, however,
somewhat limited.

The concept of social capital is a relatively new addition to
the health field, but has been put forward as one coherent
construct that will allow us to progress the debate about the
general importance of social approaches to public health. The
interest in social capital is typically traced to the work of three
main authors: Pierre Bourdieu, James Coleman and Robert
Putnam. Each of these authors has defined social capital in
different ways.

Bourdieu (1986) defines social capital in terms of social
networks and connections. He posits that an individual’s
contacts with networks result in an accumulation of ex-
changes, obligations and shared identities that, in turn,
provide potential support and access to sources.

Coleman (1988) emphasises the idea that social capital
is a resource of social relations between families and
communities.
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Putnam (1993, 1995) defines social capital as a key
characteristic of communities. In his definition, social
capital extends beyond being a resource to include
people’s sense of belonging to their community, commu-
nity cooperation, reciprocity and trust, and positive
attitudes to community institutions that include participa-
tion in community activities or civic engagement. It is
Putnam’s definition that has been most referred to in the
health field. While the evidence for links between social
capital and health are sparse, Putnam’s study of governance
and wealth production in Italy found an association between
life expectancy and infant mortality.

Despite the lack of clarity about its definition, and the limited
evidence of the links between social capital and health, the
concept remains an important one and is already being used
to inform the development of many community-based
projects (HEA, 1999). As Hawe and Shiell (2000) point out,
the constructs underlying social capital explicitly recognise
that individual health and health behaviour are influenced by
social structures. Thus the constructs of social capital have
the potential to underpin the development of new theoretical
frameworks for understanding health and health behaviour
in individuals within a broader and more complex social
context.

Gillies (1998) argues that, although not a theory with
explanatory power, social capital allows us to examine the
process whereby formal and informal social connections
operating through a range of different types of networks can
act as a buffer against the worst effects of deprivation. It
reinforces partnership and participatory approaches to

sustainable development, and challenges us to produce a
new set of social indicators to capture the benefits of com-
munity-based initiatives designed to promote health.

The key indicators of social capital include social relation-
ships, formal and informal social networks, group member-
ship, trust, reciprocity, and community and civic engagement.
These indicators offer a new way of thinking about how we
develop healthy communities.

Cooper and colleagues, in an analysis of the links between
social capital and health (Cooper et al., 1999), recommended
that future health surveys should include measures of social
capital. They comment that quantitative indicators of social
capital based on surveys of individuals complement existing
aggregate-level analyses of social capital, and allow the
distribution of social capital to be analysed based on large
and representative samples of the population.

It is with this background that the former Health Education
Authority (now the Health Development Agency) set up a
programme of research to further explore the relationship
between social capital and health, and to seek ways of
measuring it.

The GHS social capital module forms part of this larger
programme of work. While research relating to both the
measurement of social capital and its links to health is
ongoing, this document provides a state-of-the-art guide for
other researchers on how to capture the levels of social capital
that exist in local communities. Further details of other
projects in this programme can be found in Appendix 3.
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Background to the social capital module of the
General Household Survey

The University of Surrey and the Social Survey Division (SSD)
of the Office for National Statistics were commissioned by the
Health Development Agency to design a social capital
module for inclusion in the 2000/2001 GHS.

Background to the General Household Survey

The GHS is a multi-purpose, continuous survey, conducted on
an annual basis, which collects information on a range of
topics from people living in private households in Great
Britain. It includes a range of measures of health and health-
related behaviours such as smoking and drinking. It also
includes detailed information on related topics such as family
history, qualifications, economic activity, benefits, income,
housing characteristics, and ownership of consumer durables
and vehicles. This is an ideal survey in which to include the
social capital module, because of its content and large
sample size. The report based on the 1998! GHS, Living in
Britain, is available in hard copy (Bridgwood et al., 2000), and
can be found on the National Statistics website2. The report
contains the results of the survey, as well as background
information and details of the methodology used. A series
of articles in Issue No. 46 (2000) of the Survey Methodol-
ogy Bulletin, a journal published by SSD, give some
background information to the development of the 2000/
2001 GHS.

The social capital module

The questions for this module were designed with the explicit
purpose of measuring social capital and social support. They
form part of a well established national survey, and provide a
national reference point for those researching this topic at a
local level.

This guide presents the full question set developed for the
social capital module (page 8), together with notes on the
background and application of individual questions, where
appropriate. The notes are based on the development work
which included cognitive testing (interviews investigating
respondents’ perceptions of words and phrases) and piloting.
The preliminary social capital module was largely based on
guestions from previous national surveys®. Appendix 2 shows
the surveys from which the social capital module questions

were derived. Additional questions were formulated to cover
aspects of social capital not previously explored in UK surveys
—such as perceptions of civic trust, social trust, and action to
resolve local problems. The cognitive interviewing was carried
out by Surrey Social and Market Research during August
1999, through 31 in-depth interviews which looked at
people’s understanding of the aspects of social capital, as
well as other key concepts. The report of this cognitive
testing forms a basis for this guide (Earthy et al., 1999). The
final version of the questionnaire was then piloted by SSD in
September 1999, and was further revised. Finally the whole
GHS questionnaire, including the social capital module,
underwent a full ‘dress rehearsal’ in November 1999. The
field work period for the GHS containing the social capital
module was April 2000 to March 2001.

The questions are ordered so the respondent is first asked
about the local area (the most distant level), followed by
questions about the neighbourhood (an interim level), then
finally questions at a personal level. Not only is this a logical
structure, but it was also found that respondents appeared
more at ease when answering the more sensitive questions
last. Definitions of local area and neighbourhood were based
on the results of the cognitive analysis.

The social capital module takes approximately 10 to 15
minutes to complete, and interviewers found that the
questions were very well received by respondents. When
trying to persuade people to take part in the GHS, interview-
ers found the social capital module to be a good ‘selling
point’; people like to give their opinion on their local area.
The topic is introduced as “finding out people’s views of and
involvement in their area and neighbourhood.’ In the GHS,
the social capital module was used with adults aged 16 or
over.

Notes

1. The GHS was not carried out in 1999.

2. The National Statistics website is www.statistic.gov.uk. Living in
Britain can be found in: bookshelf, compendia and references.

3. These included the HEA Health and Lifestyles Survey, the 1998
Health Education and Monitoring Survey, the British Household
Panel Survey, and pilot questions for the Health Survey for England
2000.
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Conducting your own survey

What aspects of social capital do you want
to research?

The GHS social capital module investigates five areas of social
capital. Three relate to the local community (views about the
local area, civic engagement, reciprocity and local trust); and
two relate to individuals themselves (social networks, social
support). You may choose to investigate some, rather than all
of these areas. The following section, ‘The questionnaire’,
shows which specific questions relate to which topic.

What additional questions will need to be
asked?

The social capital questions presented in the following
section form a module taken from the main GHS question-
naire, which collects data on a large number of topics
including the socio-economic characteristics of the respond-
ents. If you are conducting your own survey you will need to
include additional questions to establish characteristics such
as age, sex, household size, family type and employment
status. Further information on these questions can be found
on the ONS website (www.statistics.gov.uk) in the Living in
Britain section.

Method of data collection

The GHS is carried out through face-to-face interviewing,
using computer-assisted personal interviewing, run on
BLAISE software. Further information on the methodology
of the GHS can be found in the report Living in Britain
(Bridgwood et al., 2000). The question set can easily be
used as an interviewer-administered paper questionnaire
or for self completion, although in the latter case the
format for questions and signposting may need to be
adjusted.

Face-to-face interviews

The following section gives background information on each
question and advice on how to code answers, much of which
will be useful for the interviewer, and for providing notes to
accompany a self-completion document. It is important that
interviewers know how to ask the questions, so that different
individuals ask the same question in the same way. This
reduces interviewer bias, which occurs if the presence of the
interviewer affects the answers given by the respondent.
Nearly all the questions within the social capital module are
opinion questions. These questions are indicated by an
asterisk [*] in the questionnaire. Within the SSD there are
strict interviewer guidelines on how these types of questions
should be asked. The question should be asked exactly as it
appears. If the respondent wants the question explained, the
interviewer should say that it means what the respondent
thinks it means, and should repeat the question once, as it is
written. Interviewers should not try to probe ‘don’t know’ or
unsatisfactory answers. Opinions of others present during the
interview should be discouraged.

Different techniques are used for asking the questions. In
some cases the interviewer reads out the answer categories
(called a running prompt); in others the respondent selects an
answer from a prompt card.

A glossary of research terms is listed in Appendix 3.
Analysing the data

This document gives a brief outline of the way the data can
be analysed, giving examples from other surveys. A second
booklet in this series will give a detailed account of the way
in which the data from the GHS module have been grouped
and analysed.
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The questionnaire

Including the full question set, with notes

This section presents the complete set of questions from the
GHS social capital module. The questions are presented in the
order in which they appear in the module. Although they are
mainly grouped within the five main topics, there was some
adjustment to ease the flow of the interview. The table below
shows which questions relate to which topic.

General notes about the questions

Additional information is given for most questions, and
can be found in a shaded box following the relevant
qguestion. This includes remarks about the development of
the question, notes for interviewers, and other comments
on use.

The following conventions apply:

= Within the questions, words in capital letters are instruc-
tions to the interviewer.

< If a section of the question is in brackets then it is op-

tional. It is up to the interviewer to judge

whether it is appropriate to ask.

e The asterisk [*] indicates an opinion question.

» Variable names as used in the GHS module are shown by
each question number. These are included for two rea-
sons. The variable names uniquely identify the GHS social
capital data to be stored in the data archive; data will be
available from the end of 2001.! It may also be useful for
researchers who wish to compare local data with the GHS

data if they use equivalent variable names.

All the show cards are listed in Appendix 4.

Notes

1. The reference data archive can be found at The Data Archive,

University of Essex, Wivenhoe Park, Colchester, Essex CO4 3SQ.

Tel: 01206 872 001, Fax: 01206 872 003,
email: archive@essex .ac.uk.

The five main topics and related questions

Topic
View of local area

This topic looks at the physical environment in which people live, the facilities in their area and whether
they feel safe in the area. People’s feelings about their physical environment can relate to each of the

other aspects of social capital.

Civic engagement

This looks at people’s role in their community, and whether they feel they can influence events within
the community. Indicators of civic engagement and trust of civil institutions and processes are central to
Putnam’s understanding of social capital. It is measuring the amount of self-empowerment and control
that people think they have, and their involvement with the community.

Reciprocity and local trust

This section looks at how many local people respondents know and trust, and whether people would
do favours for them, or vice versa. Trust of the stranger is a central dimension of Putnam’s concept of

social capital.

Social networks

This section looks at how often respondents see or speak to relatives, friends or neighbours, and how
many close friends or relatives live nearby. Social networks are seen as an important aspect of social
capital, as the number and types of exchanges between people within the network, and shared
identities that develop, can influence the amount of support an individual has, as well as giving access

to other sources of help.

Social support

This section looks at how many people the respondent could turn to if they needed help — ranging from
practical to financial to emotional support. This section also asks who they would turn to for help. The
degree of individual support a person has can influence health outcomes and health behaviour.

Assessing people’s perceptions of their neighbourhood and community involvement (Part 1)
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The questions on social capital
Questions 1-17 examine ‘view of local area’

This topic looks at the physical environment in which
people live, the facilities in their area, and whether they
feel safe in the area. People’s feelings about their physical
environment can relate to each of the other aspects of
social capital.

1. AskNow
IS THIS SECTION BEING ASKED NOW OR LATER

‘AskNow’ allows the interviewer to ask this section now or
later. This is useful in the GHS as only one person is asked
the social capital module, whereas concurrent interviewing
occurs in all other sections. It may therefore be more
convenient for this section to be left to the end. In a
‘stand-alone’ survey this will not be required.

2. Areaintr

Now | would like to ask you some questions about your local
area. (By area | mean within about a 15-20 minute walk or a

5-10 minute drive from your home.)

Cognitive testing found that this definition of an area was
the one that respondents could closely relate to, in terms
of easy access to local shops and facilities. A car-based
definition caters for those who rarely walk, as well as
allowing for variations in walking speeds. The area that
respondents define as their local area may be unevenly
shaped. Pilot interviewers reported that this definition of
area worked well in towns, but not in rural areas. The
definition is therefore in brackets, indicating that it should
be read out at the interviewer’s discretion. It should always
be read out in urban areas, but within rural areas the
definition may seem inappropriate. The interviewer should
refer back to this definition of area as appropriate. It
should be noted that although social capital is mainly
defined as an ‘area’ classification, this module collects data
at an individual level. The pilot found that some respond-
ents living in the same area used different definitions of
the area, and had different opinions about their neigh-
bourhood. This is acceptable, as the questions are based
on opinion, and a paragraph was included in the inter-
viewers’ instructions to explain this.

3. Arealive

How long have you lived in this area?
CODE YEARS

IF LESS THAN 1 CODE AS O

0..97

Question 3 is designed to find out how long the respond-
ent has lived in the area, as defined in the preamble. So if
someone has lived at their current address for 5 years, but
previously lived two streets away for 3 years, they are
coded as 8 years. If the answer is less than 1 year, than
they are coded as 0.

Ask if have lived in the area for less than a year
(Arealive = 0)

4. Areamth
How many months have you lived in this area?
0..11

Question 4 is only asked of those who have lived in the
area for less than a year.

5. Enjyliv

[*] Would you say this is an area you enjoy living in?
Y S 1
N Ot 2
DONE KNOW....uvuiiiiiiiciee e, 3

The following questions (Q6-13) ask about the facilities in
the local area. The answer categories shown on the card
include ‘don’t know or have no experience’, which is
usually excluded as an explicit response. It was felt it was
important to include as some respondents would genu-
inely have no idea, for example someone without children
may not know about the facilities provided for young
people.

Many of the questions below were not originally included,
but were added as they were mentioned by respondents
during the cognitive testing. For example those on leisure
facilities and rubbish collection.

The original response categories asked people to rate
services compared with what they would ‘expect’ (e.g.
‘better than expected’). However, respondents found these
questions hard to answer, and the responses they gave
depended on whether they had low or high expectations
of the services.

Appendix 2 lists the show cards.
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6. Locserv
[*] Thinking generally about what you expect of local serv-
ices, how would you rate the following:

7. Leisyou
[*] Social & leisure facilities for people like yourself
SHOW CARD A

VEry GOOU......cooiiiiiiiiiiie e 1
GO0, ..ttt 2
AVEIAQE....ceeieiiiiieeeieiieieeeeeeeeee et eeeeeeeees 3
POON i 4
VEIY POOT....coiiiiiiiiiiiiiiie e 5
Don’t know or have had no experience........... 6

In Q7 the emphasis is on the social and leisure services the
respondent wishes to use. This question originally referred
only to leisure facilities, which respondents took to mean
sporting amenities only. The question was revised by using
the term ‘social and leisure facilities’.

Where younger respondents are being asked these
questions, Q9 on facilities for teenagers may seem
repetitious, but will give information about how teenagers
and older respondents rate more general local facilities, as
well as those facilities specifically designed for young
people.

8. Leiskids
[*] Facilities for young children up to the age of 12
SHOW CARD A

9. Leisteen  [*] Facilities for teenagers (aged 13 to 17)
SHOW CARD A

Q8 and Q9 were originally one question asked about
young children, without specifying an age range. How-
ever, respondents commented on facilities for children in a
range of ages, and differentiated the quality of services for
different age groups. For this reason the question was split
into two.

10. Bins
[*] Rubbish collection
SHOW CARD A

11. Lochlth
[*] Local health services (e.g. your GP or the local hospital)
SHOW CARD A

A hospital should be considered local if it serves the local
area, even if it is not physically within a 15-20 minute
walk or a 5-10 minute drive.

If a respondent has difficulty in answering the question
because they have differing views on their GP and on their
hospital, the interviewer can refer them back to the
preamble to these questions which asks what they think
‘generally’ of local services.

12. Schools
[*] Local schools, colleges and adult education
SHOW CARD A

This question originally asked about ‘education service’,
but the pilot interview found that respondents were
unsure what the term meant. Universities are not of
interest because they are not considered ‘local’ in the
same way as schools or colleges.

13. Police
[*] Local police service
SHOW CARD A

14. Transprt
What is your main form of transport?

Car/motorcycle/moped.........ccccvcveeeeeiiiiininnnnn. 1
Public transport (buses and trains).................. 2
CYClING. et 3
WalKiNg......ooooiiiiiieeeee e 4
ONeT.. e 5
NEVEr gOES OUL......uviviiieiiiiiiiiiieii e 6

The cognitive interviewing found that respondents felt
transport was crucial to the quality and quantity of their
social networks, and therefore it was considered important
to include a question on the form of transport that is
predominantly used. The ordering of this question (before
the public transport question) also gives some indication
of how qualified the respondent is to judge the efficiency
of public transport in terms of their reliance on it.

This question is trying to obtain the main form of transport
used by the respondent.|f respondents ask for a reference
period, the interviewer should suggest ‘in a typical week’.

The code ‘car/motorcycle/moped’ includes lifts from other
people, including lifts from ring-and-ride schemes, and
taxis. The code ‘public transport (buses and trains)’
includes trams and underground trains.
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15. Loctrans
[*] Would you say this area has good local transport for
where you want to get to?

Y St 1
N O it 2
DONTKNOW...ouiiieiiiii e, 3

Respondents often felt that public transport was good if
you wanted to go to certain specific destinations, but not
so good for other destinations. The question was thus
designed to accommodate varied responses.

10 16. Walkday

[*] How safe do you feel walking alone in this area during
daytime?

Do you feel ...

RUNNING PROMPT
VErY SAfe....cciiiiiiiie e 1
Fairly Safe.......ccovviieiiiiee e 2
Abitunsafe. ... 3
VEry UNSafe.......uveeeieeiiiiiiiiiiiiiceee e 4

Or do you never go out alone during daytime? 5

17. Walkdark
[*] How safe do you feel walking alone in this area after
dark?

Do you feel ...

RUNNING PROMPT
VEIY Safe.....ooviiiiiiiiiiic e 1
Fairly safe........uvveeeiieeiiiiic 2
Abitunsafe.......cceeeieiii, 3
VEry UNSAfe......occuvviiiiiiiiic e 4
Or do you never go out alone after dark?...... 5

Question testing showed that respondents had a clear
understanding of what was meant by ‘safe’: they under-
stood it as safety from physical attacks.

Questions 18-23 examine ‘civic engagement’

Indicators of civic engagement and trust of civic institu-
tions and processes are central to Putnam’s understanding
of social capital. Cognitive research found that these
concepts were the most difficult to operationalise in the

form of survey questions. This difficulty stemmed from two

issues: (i) trying to measure a community-level resource by
means of individual-level questions; and (i) the rarity of
civic engagement, or even understanding of such proc-
esses, among those interviewed.

It is recommended that the questions relating to civic
engagement are placed immediately following those
concerned with views of the local area, so that respond-
ents could relate to these in terms of the same area.

18. Informed
[*] Thinking of the same local area ......
Would you say that you are well informed about local affairs?

Y St 1

NO e 2

DON'TKNOW......cvvviiiiiiiiiiie e 3
19. Influenc

[*] Do you feel you can influence decisions that affect your
area?

B TN 1

Nt 2

DON'TKNOW.....ccvvviiiiiiiiiec e 3
20. Lserv

To what extent do you agree or disagree with the following
statements?

[*]1 By working together, people in my neighbourhood can
influence decisions that affect the neighbourhood.

SHOW CARD B

Strongly agree........ccvvveviiveeeiniiee e 1

Attt 2

Neither agree nor disagree ............ccccceveennnne 3

DiSAQICR. ...ceeiiiieeee it 4

Strongly disagree.........ooovvvivveviiiieeiiiiiiiieen 5

Don’t have an opinion.........cc.ccceeeveviee e, 6
21. LocNews

[*] Local newspapers are a reliable source of information
about local issues.
SHOW CARD B

After the cognitive testing, the category ‘don’t have an
opinion’ was added to Q20 and Q21, as some respond-
ents stated that they neither agreed nor disagreed where,
on probing, it was found they did not have enough
knowledge on which to base an opinion.

22. Involved
Have you been involved in any local organisation over the
past 3 years?

Ask if have been involved in a local organisation
(Involved = 1)
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23. Active

In the past 3 years, have you had any responsibilities in this
(these) organisation(s), such as being a committee member,
raising funds, organising events or doing administrative or
clerical work?

The main interest from these two questions (Q22 and
Q23) is whether respondents are actively involved in local
organisations.

Local organisations could include

- parent/teacher associations

- school associations

- religious organisations such as churches, mosques
or temples

- residents’ or tenants’ associations

- neighbourhood watch

- support groups

- local branches of national organisations such as
Oxfam or the Salvation Army.

However, it would exclude just being a member of a sport
or social club.

Active involvement would include responsibilities such as

- taking minutes

- being a committee member

- organising events

- raising funds by collecting money

- delivering and picking up donation envelopes
- working in a charity shop.

However, it would exclude just attending meetings.

Questions 24-32 examine ‘view of local area’

Still thinking about the same area, can you tell me how much
of a problem these things are.

24, Traffic

[*] The speed or volume of road traffic

SHOW CARD C
Very big problem..........cccccoviiiiiiee 1
Fairly big problem.........ccccovviiiiiiniiiie, 2
Minor problem..........ccoovii 3
Not at all a problem ...........ccocviiiiiiiiiiien, 4
It happens but is not a problem...................... 5
DON"t KNOW......eeeiiiiiiiceciiicee e 6

25. Parking
[*] Parking in residential streets
SHOW CARD C

26. Carcrime
[*] Car crime (e.g. damage, theft and joyriding).
SHOW CARD C

27. Rubbish
[*] Rubbish and litter lying around
SHOW CARD C

28. DogMess
[*] Dog mess
SHOW CARD C
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29. Graffiti
[*] Graffiti or vandalism
SHOW CARD C

30. NoiseNbr
[*] Level of noise
SHOW CARD C

31. Teenager
[*] Teenagers hanging around on the streets
SHOW CARD C

32. Alcdrug
[*] Alcohol or drug use
SHOW CARD C

After cognitive testing, ‘it happens but is not a problem’
was added to the response categories of the above
questions (Q24-Q32), as it was found that some examples
were not defined as problems by respondents, even when
they occurred in their area. The questions on traffic,
parking, car crime and dog mess were not on the original
list, but were added as they were mentioned as problems
by respondents. Problems associated with alcohol and
drug use (Q32) could include people hanging round the
streets drunk or affected by drugs, syringes littering the
streets, or people openly buying or selling drugs.

Question 33 examines ‘civic engagement’

33. LocAct
In the past 3 years, have you taken any of the following
actions in an attempt to solve a local problem?

Assessing people’s perceptions of their neighbourhood and community involvement (Part 1)
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CODE ALL THAT APPLY
SHOW CARD D
Written to local NnewSpaper...........ccccovcvvevernenee 1
Contacted the appropriate organisation to
deal with the problem, e.g. the council.......... 2
Contacted a local councillor or MP.................. 3
Attended a protest meeting or joined an
ACTION GrOUP...vvvviiiieeeee et 4
SPONTANEOUS
Thought about it, but did not do it................. 5
None of these........cevviiiiiii i, 6

The emphasis in this question is taking action about a local
issue. For example, ‘contacted a local councillor or MP’
would include writing to an MP about a local issue such as
plans to close the accident and emergency unit of the local
hospital, but excludes writing to an MP about a national
issue.

In cognitive testing, many respondents said they consid-
ered taking action but had not actually taken it, and
therefore this was added as a spontaneous response
category.

The GHS question also included ‘or considered taking’ in
the question wording. Future use of this question would
not include this.

Question 34 examines ‘view of local area’

34. Victim
Have you personally been a victim of any of the following
crimes in the past 12 months?

CODE ALL THAT APPLY

SHOW CARD E
Theft or break-in to house or flat.................... 1
Theft or break-in to car parked in the area..... 2
Personal experience of theft or mugging in
the area.......cccveveeiiiii 3
Physical attack in the area (i.e. hit or
kicked in a way that hurt you).................cc.us 4
Racist attack in the area (either verbal
OF PRYSICAI. .uvveviieee e 5
None of these........cevvviiiiiiii 6

The response categories for Q34 make it clear that the
question is referring to the local area.

As this question might be sensitive for some respondents,
a show card is used, so the respondent only has to read
out a number.

Questions 35-39 examine ‘reciprocity and local
trust’

Trust of strangers is a central dimension of Putnam’s
conception of social capital. In cognitive tests it was found
that respondents were generally unable or unwilling to
answer questions concerning trust of others in relation to
an area that extended beyond their immediate neighbour-
hood, or when applied to people the respondent did not
know personally. Therefore the next set of questions asks
respondents to think about their neighbourhood: that is,
the street or the respondent’s part of the street, the block
of flats, or whatever the respondent thinks of as their
immediate area.

Now | would like to ask you a few questions about your more
immediate neighbourhood (by which | mean your street or
block).

35. KnowNbr

[*] Would you say that you know....

RUNNING PROMPT
Most of the people in your neighbourhood...... 1
Many of the people in your neighbourhood..... 2
A few of the people in your neighbourhood.... 3
Or that you do not know people in your
neighbourhood?..........ccccvveeiieiiiiiiee e, 4

Coghnitive testing found that the term ‘know’ was consist-
ently understood as applying to neighbours whom the
respondent knew by sight, which flat or house they lived
in, and well enough to have something of a conversation
with. Knowing the neighbour’s name was not a necessary
requirement of knowing the person.

36. TrustNbr

[*] Would you say that you trust...

RUNNING PROMPT
Most of the people in your neighbourhood...... 1
Many of the people in your neighbourhood..... 2
A few of the people in your neighbourhood..... 3
Or that you do not trust people in your
neighbourhood?..........ccccvveiiiiiiiiieeeee, 4

Respondents tended to say that they trusted those neigh-
bours they knew, but also described with some pride how
they avoided getting to know people they did not instinc-
tively trust. In this way trust was presented as an indication
of the respondent’s own lack of gullibility and their
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shrewdness in judging character, as much as an objective
assessment of the trustworthiness of their neighbours.
Further probing suggested that such trust was fairly
superficial and often centred on a belief that a neighbour
would not ‘take liberties’. When respondents were asked
how many of their neighbours they would trust in specific
situations (such as lending tools, keeping an eye on the
children for a short period, or being given the keys to the
respondent’s home when away), responses tended to be
far more selective. Yet, as responses to questions about
social support demonstrated, most respondents relied on
family or friends rather than neighbours for practical
assistance, so failure to trust a neighbour with keys might
only mean the lack of need to put a neighbour in that
position. It also related to concerns to preserve boundaries
and protect privacy.

37. Neighlk
[*] Would you say this neighbourhood is a place where
neighbours look out for each other?

D TSP PPRPTRE 1
N Ot 2
DON T KNOW......ccvviiiiiiiiiiiice e 3

This question originally used the term ‘look after each
other’, but cognitive testing found that this proved
difficult for respondents to define.

38. Favdone
In the past 6 months, have you done a favour for a neigh-
bour?

D = TSP 1

1N USRS 2
SPONTANEOUS

Just moved into the area.........cccoeeeeeeeeeeeeeennnn. 3

39. Favrecd
And, in the past 6 months, have any of your neighbours
done a favour for you?

Y S et 1

N Ottt 2
SPONTANEOUS

Just moved into the area..........ccccccevveeeeieiinnns 3

Example of favours are

e taking in post
watering plants

lending tools or garden equipment

e carrying things upstairs
feeding pets when neighbours go on holiday

shopping.

If people have just moved into the area, interviewers can
probe to see if the respondent has done or received a
favour since they moved into the area. It may be that
neighbours have helped then when they were actually
moving in. Where such respondents are genuinely unable
to answer, use the spontaneous code ‘Just moved into the
area’.

Questions 40-46 examine ‘social networks’ 13
The following two sections on ‘social networks’ and ‘social
support’ investigate measures of social capital relating to
individuals.

The section on social networks attempts to address the
quality of contact (conceptualised as ‘closeness’), as well
as frequency.

40. Phonerel
The next few questions are about how often you see or
speak to your relatives and friends.

Not counting the people you live with, how often do you do
any of the following? Please choose your answer from the

card.

Speak to relatives on the phone...

SHOW CARD F
EVEIY day....ccoooiiiiiiiieice e 1
50r6 days a Week.......cocvvveeeeeiiiiiiiiniiiieeeeeenn 2
3or4daysaweek.......cccoooiiiiiiiiiie i 3
ONCe Or tWiCe @ WEEK......cvvveeeieiiiiiiiiieeeeee e 4
Once or twice a MoONth........cccccoeevvviiiiiiieeneenn, 5
Once every couple of months............cc..coouee 6
ONCe OF tWICE @ YEAl.....ccuveieeiiiiee e 7
Not at all in last 12 months..........ccccccceeeeiiinnns 8

41. Seerel
See relatives...
SHOW CARD F

42. Phonefri

Speak to friends on the phone...
SHOW CARD F
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43. Seefrnd
See friends...
SHOW CARD F

44. Spkneigh
Speak to neighbours...
SHOW CARD F

Q40 to Q44 are about relatives or friends living outside the
respondent’s household. Interviewers may need to probe
to ensure that respondents are not counting the same
people twice; someone may be a friend and a neighbour,
but should only be coded once.

Work colleagues should be counted as friends only if the
respondent sees them outside working hours and outside
the working premises. Similarly, if a student sees other
students only at classes or lectures, they should not be
included as a friends.

The frequencies shown on the card were harmonised with
those used in other sections of the GHS.

Questions are asked about relatives and friends separately,
as research has shown that the two types of contacts are
distinct and are likely to be differentially motivated.

Ask if see or speak to relatives regularly (i.e. at least once
every couple of months)
(Phonerel = 1-6 or Seerel = 1-6)

45. Closerel

Apart from the people you live with, how many relatives that
you feel close to live within a 15-20 minute walk or 5-10
minute drive, if any?

ONE OF TWO...ccviiiiiee et 1
Three or foun......cccvviiiiiie e, 2
FIVE OF MOT€.....cccoiiiiiiiiiees 3
NONE. . 4

Ask if see or speak to friends regularly (i.e. at least once every
couple of months)
(Phonefri = 1-6 or Seefrnd = 1-6)

46. Closefri
How many close friends live within a 15-20 minute walk or
5-10 minute drive, if any?

ONE OF TWO...ceviiiiieeeeceeie e 1
Three or foUn......cccvviiiiiie e, 2
FIVE OF MOT€.....ccoeiiiiiiiiiieeeaes 3
NONE. .t 4

The term ‘close to’ was understood by all respondents in a
similar way, with most describing a quality of relationship
that involved trust, and shared interests and outlook.
‘Close family’ generally implied the nuclear family, al-
though some respondents excluded from this definition
relatives who were close kin and/or lived nearby if they
were not regarded as being emotionally close. ‘Close
friendship’ was often considered to involve longevity of
acquaintance.

Q45 and Q46 are not asked of those respondents who see
people very occasionally, in order that only the minimum
number of questions are asked of those who have little or
no social contact.

Questions 47-54 examine ‘social support’

Hypothetical scenarios are used to explore individuals’
social support (Q47 to Q52). Cognitive testing found that
the strongly preferred response from some respondents
was not to ask anyone for help. The questions were
revised to ask first if respondents ‘could’ ask for help and,
if so, who ‘would’ they ask. Answers are chosen from a
card which includes ‘would prefer not to ask for help’ as
an option. It was also found that many respondents
omitted their spouse or partner when answering these
questions, so a prompt card was added with a list of
people including ‘husband/wife/partner’. The category
‘husband/wife/partner’ would included ex-husbands, -
wives and -partners, and partners not living in the house-
hold. The category ‘voluntary or other organisation’
includes wardens of sheltered housing and social services.

The interviewer may need to probe to ensure that re-
spondents are not counting the same people twice;
someone may be a friend and a neighbour, but should
only be coded once. If the respondent mentions only one
person, the interviewer should probe by asking ‘anyone
else?’

47. Lifts

| am going to read a list of situations where people might
need help. For each one, could you tell me if you would ask
anyone for help?

You need a lift to be somewhere urgently. Could you ask
anyone for help?

YES. et iieeeee 1
NOL.co 2
Don’t know / It depends...........cccoccvvveeriinnenn. 3

Ask if could ask for lift or answers don’t know/depends
(lifts=1 or 3)
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48. Lifthelp
Can you look at the card and tell me who you would ask for

help?

CODE UP TO 3 ANSWERS

SHOW CARD G
Husband/wife/partner...........ccoocovvvveeeeinninnnne. 1
Other household member...........c.coccviiernnnen. 2
Relative (outside household)............ccccveeeeeenn. 3
FIENd. ... 4
NeIGNDOUN......ccoiiiiiiiiiiee e 5
Voluntary or other organisation...................... 6
OtNEI.. e 7
Would prefer not to ask for help..................... 8

In Q48 the category ‘voluntary or other organisation’
would include voluntary or community organisations
which transport people, such as

- Help the Aged taking pensioners to luncheon clubs
- Sunshine Coaches transporting children.

49. llibed
You are ill in bed and need help at home. Could you ask
anyone for help?

Y S et 1
NO..eeee e 2
Don’t know / It depends..........cccceeeviviiiinnnnnnnn. 3

‘Help at home’ means help with domestic tasks such as
cooking, cleaning, making a cup of tea.

Ask if could ask someone for help if ill in bed, or answers
don’t know/depends
(lbed =1 or 3)

50. llihelp

Can you look at the card and tell me who you would ask for
help?

CODE UP TO 3 ANSWERS

SHOW CARD G

51. Money
You are in financial difficulty and need to borrow £100.
Could you ask anyone for help?

Y S et 1
NO. .o 2
Don’t know / It depends..........ccccceeveicivrvnnnnnn. 3

Assessing people’s perceptions of their neighbourhood and community involvement (Part 1)

At the outset of the research it was assumed that the
amount of money to be requested would affect the extent
to which respondents could ask for help. Respondents
were therefore probed about whether their response
would vary if the amount was £50, £100, £200 or £500.
In practice, the amount appeared to be of secondary
importance. The primary factors influencing response were
whether the respondent knew anyone who could spare
money (even £5 or £10), and the respondent’s own
willingness to admit to financial need.

Loans from banks or other financial institutions should be
excluded.

Ask if could ask someone for help if in financial difficulty, or
answers don’t know/depends
(Money =1 or 3)

52. Monyhelp

Can you look at the card and tell me who you would ask for
help

CODE UP TO 3 ANSWERS

SHOW CARD G

53. Ncrisis

If you had a serious personal crisis, how many people, if any,
do you feel you could turn to for comfort and support?
RECORD NUMBER 0..15

IF MORE THAN 15 CODE AS 15

This question needs to be dealt with sensitively, as it can
be upsetting for people who are socially isolated.

Respondents had no difficulty understanding what was
meant by a personal crisis. Examples included bereave-
ment, or a partner leaving.

If respondents have difficulty in giving a number for this
and the following question (Q54), the interviewer should
ask them to give an estimate.

Ask if could turn to someone for comfort and support
(Ncrisis > 0)

54. NearNcri

How many of these people (Does this person) live within a
15-20 minute walk or 5-10 minute drive, if any?

RECORD NUMBER 0..15

IF MORE THAN 15 CODE AS 15

15
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Analysing the data

Analysis plans for the GHS social capital
module

Although it is instructive to look at the answers to the
questions individually, the main purpose of the analysis is to
group questions together to create summary variables which
can be used as indicators of the different aspects of social
capital. These indicators can then be analysed with
respect to other variables, such as those relating to
health.

It is intended that the analysis of the GHS social capital
module will produce summary variables for each of the five
main aspects of social capital. At the time of this guide’s
publication, the derivation of these variables had not
been finalised. However, a second booklet in this series
will give a detailed account of the way the data from the
GHS module have been grouped and analysed.

Summary variables are produced by combining the answers
to different questions. For example, questions within the
module could be given a value, depending on the answer,
and then the scores are added together to form an index.
Below is a step-by-step guide to show how summary vari-
ables can be produced from some of the questions used in
the social capital module. These examples are included to
give an idea of the ways in which data can be grouped.
They are not the finalised indices from the GHS social
capital module. When you come to analyse the data you
will probably want to use the indices that have been
created for the GHS module, so that your data can be
compared to national data. The second booklet in this
series will contain this information.

Example: To create an index to measure
civic engagement

This requires combining the respondent’s answers to the
relevant questions, to give an overall impression of their
degree of civic engagement. The most straightforward
method is to give each response a score that can then be
added across the questions to give an overall score. The
overall scores can then be grouped and categorised into
degrees of civic engagement (for example ‘low’ ‘medium’ or
‘high’).

In this example, answers indicating a positive degree of
civic engagement are given a positive score, and those
indicating a negative degree of civic engagement are
given a negative score. The scores range from -2 to +2
for each question. Using a negative to positive range
makes the scoring of ‘neutral’ or ‘don’t know’ answers
simpler, as they can be set at zero. Questions that have
been omitted by a respondent should be excluded, and
some account taken of this in the final score and
categorisation.

In general the scores should be equivalent across questions
(for example, a very positive response to one question should
be scored the same as a very positive response to a different
question). The exception to this is where it is known (or
considered) that a particular question carries more ‘weight’
than other questions, in which case the scores can be
increased for this question. In this example, all questions are
considered to carry equal weight. The table overleaf shows
the scores that could be allocated to the responses to each
civic engagement question.
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Scores for each civic engagement question

Name/ Answer code and

number  Question full answer Score

Informed Would you say that you are well informed about local affairs? 1 Yes +2

(Q18) 2 No -2

Influence Do you feel you can influence decisions that affect your area? 3 Don't know 0

(Q19) -8 Not answered 0

Lserve [*] By working together, people in my neighbourhood can 1 Strongly agree +2

(Q20) influence decisions that affect the neighbourhood. 2 Agree +1

LocNews [*] Local newspapers are a reliable source of information about 3 Neither agree or disagree 0

(Q21) local issues. 4 Disagree -1
5 Strongly disagree -2
6 Don’t have an opinion 0

Involved Have you been involved in any local organisation over the past 3 1 Yes +2 17

(Q22) years? 2 No -2

Active In the past 3 years, have you had any responsibilities in this -8 Not answered 0

(Q23) (these) organisation(s), such as being a committee member,

raising funds, organising events or doing administrative or clerical
work?

LocAct In the past 3 years, have you taken any of the following actions 1-4 Took an action +2

(Q33) in an attempt to solve a local problem? 5 Consider taking an action 0
6 Did not take, or consider -2

taking an action

Thus a respondent who answered as follows:

Q18: yes (+2); Q19: no (-2); Q20: agree (+1); Q21: neither
agree or disagree (0); Q22: yes (+2); Q23: no (-2); Q33:
took an action (+2)

would have an overall score of:

+2-2+1+0+2-2+2 = +3

In this example the overall scores could range from -14 to
+14. These scores would then be grouped, as described
earlier, into categories, either by dividing the range of scores
(for example —14 to —6; -5 to +5; +6 to +14); or the more

likely approach would be to split the scores according to
the distribution of respondents and adjust the verbal
description accordingly. For example, if the majority of
respondents scored less than zero, you may have to
describe categories in terms of degrees of lack of civic
engagement, rather than the broad general terms of ‘low’
‘medium’ and ‘high’.

Examples from other surveys

For more examples of summary variables that have been used
on large-scale surveys, it is worth looking at the appendix to
Cooper et al. (1999), which lists various summary measures
on social support and social capital that have been used by
different British surveys.
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Appendix 1 Surveys used in the development of
the GHS social capital module

The following table lists the questions used in the GHS
social capital module showing which survey the questions
were originally taken from. These included the pilot
questions for the Health Survey for England 2000 (HSE

2000); the 1998 Health Education and Monitoring Survey
(HEMS); the Health Education Authority’s Health and
Lifestyles Survey (HEA HALS); and the British Household
Panel Survey (BHPS).

Surveys used in the development of the GHS social capital module

HSE2000
Question Pilot questions HEMS HEA HALS BHPS
3. Arealive + + +
4. Areamth
5. Enjyliv + + + + (different
wording)
6. Locserv
7. Leisyou + + +
8. Leiskids + (similar) + (age not + (age not
specified) specified)
9. leisteen
10. Bins
11.  Lochith
12.  Schools
13.  Police
14. Transprt
15. Loctrans + (similar) +(similar) +(similar)
16. Walkday )
17.  Walkdark + +
18. Informed + (different
response
categories)
19. Influenc
20. Lserv
21. LocNews
22. Involved o (gives list of o (gives list of o (gives list of
activities) activities) activities)
23.  Active
24. Traffic ¢ (asks in relation
to risk to health)
25, Parking
26. Carcrime
27. Rubbish + o (asks in o (asks in relation
relation to risk to to risk to health)
health)
28 DogMess
29.  Graffiti + (similar) + (similar) o (only vandalism) ®
(asks in relation to
risk to health)
30. NoiseNbr ® ¢ (asks in relation
to risk to health)
31. Teenager + )
32.  Alcdrug
33. LocAct
Key:

+ = question is identical or very similar

¢ = survey covers a similar topic, but the questions asked are different

Assessing people’s perceptions of their neighbourhood and community involvement (Part 1)
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Appendix 1 continued

Surveys used in the development of the GHS social capital module

HSE2000
Question Pilot questions HEMS HEA HALS BHPS
34. Victim
35.  KnowNbr
36. TrustNbr o)
37. Neighlk + + (reworded) + (reworded)
38 Favdone
39. Favrecd
40. Phonerel P o) o)
41. Seerel () [0 [0 [0
42.  Phonefri ® ) )
43 Seefrnd ® ® ®
44.  Spkneigh P ) ) + (similar, fewer
response
categories)
45. Closerel
46. Closefri
47. Lifts
48. Lifthelp
49. llibed
50. lllhelp
51.  Money *
52.  Monyhelp
53.  Ncrisis +
54.  NearNcri
Key:

+ = question is identical or very similar
¢ = survey covers a similar topic, but the questions asked are different
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Appendix 2 Show cards used in the GHS social
capital module

A E
1 Very good 1 Theft or break-in to house or flat
2 Good 2 Theft or break-in to car parked in the area
3 Average 3 Personal experience of theft or mugging in
4 Poor the area
5 Very poor 4 Physical attack in the area (i.e. hit or kicked
6 Don’t know or have had no experience in a way that hurt you)
5 Racist attack in the area (either verbal or
physical)
6 None of these
1 Strongly agree
2 Agree
3 Neither agree or disagree 1 Every day
4 Disagree 2 5 or 6 days a week
5 Strongly disagree 3 3 or 4 days a week
6 Don’t have an opinion 4 Once or twice a week
5 Once or twice a month
6 Once every couple of months
7 Once or twice a year
8 Not at all in the last 12 months
1 Very big problem
2 Fairly big problem
3 Minor problem
4 Not at all a problem
5 It happens but is not a problem 1 Husband/wife/partner
2 Other household member
3 Relative outside the household
4 Friend
5 Neighbour
6 Voluntary or other organisation
1 Written to local newspaper 7 Other
2 Contacted the appropriate organisation to 8 Would prefer not to ask for help
deal with the problem, e.g. the council
3 Contacted a local councillor or MP
4 Attended a protest meeting or joined an
action group
5 None of these

Assessing people’s perceptions of their neighbourhood and community involvement (Part 1)
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Appendix 3 Summaries of projects in the HDA

social capital programme

Exploring the relationship between social
capital and health using quantitative
studies: the General Household Survey
2000/2001 module

Contact

Antony Morgan

Health Development Agency

Trevelyan House

30 Great Peter Street

London SW1P 2HW

Tel: 020 7413 1895

email: antony.morgan@hda-online.org.uk

Principal partners

Alison Walker

GHS Project Manager

D1/ 19

Office for National Statistics
1 Drummond Gate

London SW1V 2QQ

Sara Arber

Department of Sociology
School of Human Sciences
University of Surrey
Guildford

Surrey GU2 7XH

Duration
July 1999-March 2002
Background

The HDA has signalled a commitment to tackling inequalities in
health. A number of qualitative studies are currently investigat-
ing the links between health and social capital, to inform the
development of interventions to tackle the broader determi-
nants of health. This body of qualitative work, however, must be
complemented by robust quantitative analyses. These analyses
must aim to identify the links between social capital and longer-
term health outcomes.

The HDA has therefore commissioned a programme of work to:

e more extensively test the component elements of social capital
and health in large surveys already conducted in the UK

« devise new surveys or studies in order to test the link between

social capital and health and health behaviour in the UK.

This project is one of a number commissioned in this area.

Aims

To develop empirically, evidence of links between social capital
and a range of health outcomes, through the analysis of existing
data sets and the development of new ones

Objectives

» to carry out a review of existing cross-sectional surveys to
assess their potential for analysing data related to any of the
constructs of social capital and health measures; surveys
identified will ideally have data on a wide range of health
outcomes, health-related behaviours and other measures of
social support

» to develop a social capital module which could be added to
existing longitudinal studies and, if this is not possible, to set
up new studies

» to explore the potential for setting up a social capital module
which could be used in future cross-sectional and/or panel
health surveys

» to gather the data, perform univariate and multivariate
analyses and publish the data

» to investigate the role of social capital in the impact of new
government health and education initiatives.

Description

The work done over the life of the project will include:

» areview of existing cross-sectional surveys and assessment of
their potential for analysing data in relation to the range of
constructs of social capital and health

* a 10-15 minute module of questions on social capital will be
developed and included in the 2000/1 GHS; the module will
be administered to one randomly selected adult aged 16 or
over in each responding household

 detailed multivariate analysis of the social capital module will
be undertaken, creating a range of further indicators of social
capital and examining their relationship with a range of
health measures

 further analysis of the social capital module will be under-
taken, to provide a health policy analysis of the impact of
new government health and education initiatives; in addition,
comparisons will be drawn with earlier work to examine
changes over time.

Proposed outputs

A report to the HDA on the review of the various cross-
sectional surveys on social capital, discussing the available
questions on the various elements of the social capital
construct.

* A 60-page report from ONS on the social capital module: this
report will be published by the HDA in spring 2001.

* A 120-page publishable report from the University of Surrey
on the multivariate analysis of the social capital module.
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Exploring the relationship between social
capital and health using quantitative
studies: the British Household Panel Survey
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Background

The HDA has signalled a commitment to tackling inequalities in
health. A number of qualitative studies are currently investigat-
ing the links between health and social capital, to inform the
development of interventions to tackle the broader determi-
nants of health. This body of qualitative work, however, must be
complemented by robust quantitative analyses. These analyses
must aim to identify the links between social capital and longer-
term health outcomes.

The HDA has therefore commissioned a programme of work to:
e more extensively test the component elements of social

capital and health in large surveys already conducted in the
UK

» devise new surveys or studies in order to test the link be-
tween social capital and health and health behaviour in the
UK.

This project is one of a number commissioned in this area.
Aims

To empirically test for evidence of links between social capital
and a range of health outcomes, through the analysis of data
from the British Household Panel Survey (BHPS).

Objectives

» To develop empirical measures of social capital and health
available from the BHPS data and quantitatively to explore
the relationships between them.

» Data from the BHPS meet the objectives laid out by the HDA
in that a wide range of health outcomes, health-related
behaviours and measures of social support are available.
Other established factors related to health are included in the
data and the BHPS can be merged with community level
statistics.

Description

The work done over the life of the project will include the
following:

 derive specific research questions from the literature on social
capital and health, bounded by the limitations of the data
available from the BHPS

» explicitly construct reasonable measures or proxies for social
capital

» develop the longitudinal health indicators in the BHPS

» explore the quantitative relationships between the measures
of social capital and health while taking into account other
health-related factors.

Proposed outputs

» Three interim progress reports during stage 1 of the project
(not for publication).

» A final report in July 2001 covering the whole project
(publishable).
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Investigating the links between a range
of social indicators and health using
quantitative studies: using the Whitehall II
study and the Health Survey for England

Contact

Antony Morgan

Health Development Agency

Trevelyan House

30 Great Peter Street

London SW1P 2HW

Tel: 020 7413 1895

Email: antony.morgan@hda-online.org.uk

Principal researchers
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Richard Wilkinson

Mel Bartley

Robert Erens

Department of Epidemiology and Public Health
University College London

1-19 Torrington Place

London WC1E 6BT

Duration

June 1999-March 2002

Background

Studies of the causes of disease have tended to focus on the
characteristics of individuals and individual behaviour. Recently,
interest in the role of the wider social environment has been
renewed. Empirical research suggests that social capital is
related to health, and recent government initiatives appear to
be based on the theory that greater community involvement will
improve health. However, few studies have investigated the
association between social capital and health in communities in
a quantitative way.

There is no universally accepted definition of social capital,
although Putnam’s definition of ‘features of social organisations
that facilitate action and cooperation for mutual benefit’ is
often cited. This study will describe levels of social capital within
the local community and investigate their association with a
range of health outcomes.

Aims and objectives

The aims of this study are:

e to collect comprehensive, quantitative measures of social
capital in a range of areas throughout England

» to investigate the biological and behavioural mechanisms by
which social capital influences health

» to determine whether social capital in the area adds anything
to the social support available to an individual

» to investigate whether effects of social capital are independ-
ent of, or interact with, levels of material deprivation in
the area.

Study design

A community survey will be administered in a range of deprived,
affluent, inner-city, suburban and rural wards throughout
England. The survey will include questions on residents’
perceptions of various constructs of social capital (social
trust, social cohesion, networks), and of the facilities and
services in their area. For each ward, responses will be aggre-
gated to form a ‘ward social trust index’, a ‘ward social cohesion
index’, and so on.

A wide range of health outcomes and determinants of health
are already available in two ongoing studies, the Health Survey
for England (HSE) and the Whitehall Il study. Physical, biological
and mental health outcomes and health-related behaviours have
been collected, along with data on social supports and detailed
socio-demographic characteristics.

The community survey will be sent to a random sample of
people living in the same wards as the HSE or Whitehall Il
participants for whom we have existing health data. The
community survey will not include HSE or Whitehall Il partici-
pants, but will be used to provide contextual information for
these participants. Aggregated measures of social capital will be
linked to the existing health data. As measures of social capital
will be reported by a different group of people from those
reporting their health status, the association between social
capital and health can be investigated without problems of
positive or negative affect bias.

Multi-level analysis will be used to determine whether the
association between social capital and health is independent of
the individual characteristics of residents, and whether the
effects of social capital on health vary according to the socio-
economic status of the area or the individual.

The community survey will also be administered in the Camden
and Islington Health Action Zone in order to investigate the role
of social capital in the impact of new government health
initiatives.

Intended outputs

The results from this research should lead to a better under-
standing of the context in which people live and how the
material and social characteristics of their local area may be
health-enhancing or health-damaging. They should indicate the
appropriate level for intervention, be it at the individual level, at
the level of local government, or even at national government
level.
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Exploring the relationship between social
capital and health using quantitative
studies: social capital, place and health

Contact
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Health Development Agency
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Duration
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Background

The HDA has signalled a commitment to tackling inequalities in
health. A number of qualitative studies are currently investigat-
ing the links between health and social capital, to inform the
development of interventions to tackle the broader determi-
nants of health. This body of qualitative work, however, must be
complemented by robust quantitative analyses. These analyses
must aim to identify the links between social capital and longer-
term health outcomes.

The HDA has therefore commissioned a programme of work to:

e more extensively test the component elements of social
capital and health in large surveys already conducted in the
UK

e devise new surveys or studies in order to test the link be-
tween social capital and health and health behaviour in the
UK.

This project is one of a number commissioned in this area.

Aims

To assess the links between social capital, place and health
through multivariate and multi-level analyses of individual and
area measures of mortality, morbidity and social capital.

Objectives

» To develop empirical measures of social capital for small
areas; one of the weaknesses of current measures of social
capital is that they are often constructed at a large spatial
scale. We will draw on measures of civic participation and
social capital available in national survey data sets.

« Having developed these measures, we aim to link them to
individual and area measures of health status and mortality at
various scales.

Description

The work done over the life of the project will include the
following:

« critical evaluation of existing measures of social capital,
focusing particularly on the spatial scale of measurement

» construction of reasonable proxies for social capital, through
(i) detailed small-area analyses of the distribution of blood
donors (as a measure of altruistic participation) and (ii)
synthetic estimates of social capital constructed at ward level
through regression-based techniques

e multivariate ecological analyses of links between these
measures and patterns of mortality and morbidity, controlling
for comparative levels of deprivation

« multi-level modelling of individual and area effects of social
capital on health using our measures and the various indi-
vidual and area characteristics measured in the Health and
Lifestyle Survey (HALS).

Proposed outputs

e Three interim progress reports (not for publication)
covering derivation of new indicators of social capital,
multivariate analyses of relationships between our small-
area measures and health indicators, and multi-level
analyses.

» Set of derived indicators for wards in England, to be made
available to other interested researchers.

» A final report in September 2001 covering the whole project
(publishable).
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An examination of the potential to identify
an instrument reflecting measurable
attributes of social capital

Contact

Antony Morgan

Health Development Agency

Trevelyan House

30 Great Peter Street

London SW1P 2HW

Tel: 020 7413 1895

email: antony.morgan@hda-online.org.uk

Principal partners
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Duration
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Background

Social capital refers to features of social organisation, such as
networks, norms and trust, that facilitate coordination and
cooperation for mutual benefit (Putnam, 1993). The construct
has explanatory potential and possible utility as a resource
capable of ameliorating the worst effects of inequalities in
health. The use of the construct has been hampered, however,
by several factors, which include a lack of conceptual clarity or
agreement about the theoretical basis and constituent parts of
social capital and, associated with this, an inability to measure
the extent to which social capital is a unitary concept or re-
flected in an environment that is conducive to positive health.

Aims and objectives

The aim of the project is to develop and test a survey tool that
will measure clearly defined attributes of social capital that can
be used by individuals as a personal resource, by:

¢ the completion of a concept analysis: this process identifies
the defining characteristics of social capital, as reflected and
used in existing research and literature — particularly impor-
tant as a lack of specificity and conceptual clarity can hinder
selection of the most appropriate and meaningful criteria for
measurement; a key feature of this study is the concentration
on concept clarification before progressing to instrument
development

¢ identifying cross-sectional surveys that are regularly under-
taken and survey instruments used (or potentially used)
widely in research

e isolating measurable attributes within the concept of social
capital in the literature, critically comparing definitions and

meanings found, and then mapping these findings across from
the literature review to the survey/research instruments

» exploring the structure of the concept both theoretically and
empirically

» using the information from the literature and survey instru-
mentation to develop, validate and pilot a survey tool with
the potential to measure attributes embedded in the concept
of social capital, establishing whether the survey tool reflects
a relationship between social capital and health

« clarifying definitions and developing/locating more fitting
instrumentation to measure the extent to which social capital
is reflected in an environment that is conducive to positive
health; in this study, particular attention will be paid to
clarifying pathways (if any) between health as a personal
resource and social capital, which is a community resource.

Study design/project description

The project will proceed in two phases. The first involves
concept clarification and the compilation of an initial survey
instrument. The second phase involves pilot applications of the
instrument so as to begin establishing validity and reliability, and
to identify scales onto which similar items may load, based on
common themes that they address.

The first phase of the project will have identified a bank of
potential items, which may be useful in measuring social capital.
The degree to which those items interrelate (as calculated by
factor analysis and reliability calculations), and their appropriate-
ness in measuring social capital, need to be ascertained. This
will be achieved through two pilot procedures:

e an initial pilot of the instrument will be conducted with 50
members of both ancillary and academic staff from the
School of Nursing and Midwifery, King’s College London: a
face-to-face application of the instrument will be achieved,
and a stratified sample will be selected based on gender, age
and job grade

* in the final pilot procedure two areas have been chosen
within the urban area of London, the boroughs of Newham
and Chelsea/Westminster, as examples of one deprived and
one affluent community; the Jarman census data will be
utilised so as to ensure identification of truly deprived and
affluent streets/zones/individuals within these areas; a postal
application of the questionnaire will be conducted; a sample
of 1,000 subjects will be selected at random from the
electoral role, and post stratification procedures applied in
terms of age, gender and socio-economic status.

Factor analysis of items will be conducted in the final pilot to
ascertain or confirm the identity of scales of items, and a final
measure of internal reliability calculated.

Intended outputs

The primary output of the project will be a report of the
development and operational characteristics of the tool, both
theoretically based and empirically tested. We would anticipate
this report be prepared in a format which could serve as a
manual for other researchers wishing to utilise the tool. We will
seek advice from the HDA as to the most useful format for
dissemination in the light of developments in this and other
projects.
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Exploring the relationship between social
capital and health using quantitative
studies: the contribution of social and
emotional well-being in childhood and
adulthood to social capital and health
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Introduction

This project will identify completed studies and data sets with
the potential for relevant secondary analyses that contribute to
the development of current knowledge about the impact of
social capital on health. The studies will be appraised and
qualitative synthesis undertaken. The data sets will be acquired
and relevant analyses completed and described. A report will be
written for the HDA covering both the systematic review and the
secondary analyses, and papers will be submitted for publication
in peer-reviewed journals. The project focuses on longitudinal
rather than cross-sectional studies as these provide more
powerful evidence of causality, and there appear to be a
sufficient number of such studies reported in the published
literature. It covers studies of social and emotional well-being,
arguing that these attributes underpin social capital. It also
covers studies of children and adults, arguing that the social
capital available to children (determined to a large part by their
parents) plays a key role in determining social and emotional
well-being in adulthood. It focuses on measures collected at the
level of the individual, as these capture both objective and
subjective aspects of social capital.

The principal investigators have come together because of a
shared interest in the importance of this topic. They come from
a range of institutions and cover a range of disciplines. The
project will be based in the Health Services Research Unit, a
multidisciplinary research group based in the Department of
Public Health in Oxford, which has an established track record in
epidemiological methods, handling large data sets, systematic
reviews, the development of health outcome measures and
intervention studies of emotional and social well-being.

The applicant is currently involved in a range of studies relating
to emotional and social well-being, including systematic reviews
and controlled trials of interventions delivered to groups and
communities that aim to promote emotional and social well-
being in childhood and adulthood. This project will collate the
evidence demonstrating the importance of such interventions
for public health in general. It will also prepare the ground for a
further project that addresses the development of valid and
reliable measures of social and emotional well-being.

Aims and objectives

On the basis of currently identified studies, develop a model that
describes:

 the importance of social and emotional well-being as
determinants of future physical and mental health

« the critical role of emotional and social well-being in child-
hood in this process.

Test the validity of the model on the basis of:

« new studies identified in a systematic search of the literature
« further analyses of currently available longitudinal studies.

Description

Systematic search for longitudinal studies in which data have
been collected on aspects of social and/or emotional well-being
(e.g. social trust, social support, close confounding relationships,
self-esteem, self-efficacy, personal autonomy, empathy, resil-
ience, hostility, aggression, parental care, attachment, empower-
ment) at one point in time, and data on physical and mental
health and or health-related lifestyles at another point in time.
The search will cover studies in adults and children.

The search will cover electronic databases (such as ERIC, Psychlit,
Medline, Cinahl, Social Science Citation Index, Sociofile, Health
Star, BIDS, Embase) from 1970 onwards, looking for titles and
abstracts of relevant longitudinal studies. The following
databases will be searched for relevant grey literature: SIGLE,
Dissertation Abstracts, National Research Register, Faculty of
Public Health Medicine database of Part Il projects. The search
will include investigation of websites giving information about
relevant studies using the search engines AltaVista and Excite,
and making use of the Social Sciences Information Gateway. The
Cochrane Database of Systematic Reviews and the York Data-
base of Abstracts of Reviews of Effectiveness will be searched to
identify complementary ongoing reviews. The search strategy
and search terms will be defined following preliminary investiga-
tion. The details of potentially relevant articles will be
downloaded and hard copies of all those that might be relevant
obtained. The bibliographies of all obtained papers will be
searched for further relevant articles. Inclusion criteria will be
defined following preliminary searches. Studies reported in
foreign languages will be translated if apparently relevant.
Identifying search terms and locating the literature is likely to be
more challenging than for a standard systematic review and may
require a limited amount of hand searching of journals and
contact with research teams undertaking these studies. A broad
range of study designs will be included.

The quality of studies will be appraised taking into account
factors such as representativeness of the sample, methods of
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measuring emotional and social well-being, completeness of
follow-up, methods of ascertaining outcomes and adjustment
for confounding factors. The strength of the evidence
indicating causality will be assessed using accepted criteria
such as the strength and consistency of the relationship,
adjustment for confounding factors, and dose-response
relationship.

Data will be extracted from included studies and a qualitative
synthesis undertaken. Where there is sufficient homogeneity in
terms of populations studies and outcomes used, it may be
possible to undertake a quantitative synthesis. Where studies
have been excluded on the grounds of quality or relevance, the
reasons will be documented. The results will be tabulated and
described.

Data archives in the UK such as that at the Economic and Social
Research Council will be contacted to identify longitudinal
studies in which relevant variables have been collected, but in
which appropriate analyses have not yet been completed.
Secondary data analyses will be undertaken on these data sets
using quantitative methodology suitable for the data, adjusting
for potential confounding factors using multiple or logistic
regression techniques. The main confounding factors will be
aspects of the economic, physical and social environment such
as income, housing, gender and race.

Time and resources permitting, the guardians of other relevant

databases, identified from studies found in the systematic
search, will be approached. If these are available for secondary
analysis by independent research groups they will be obtained
and the appropriate secondary analyses will be undertaken.

This is the first part of a two-part project; the second part will
form the basis of a subsequent bid for funding to the HDA and
other potential funding bodies. The second part will build on
the current project and incorporate qualitative interviewing to
establish public concepts of social and emotional well-being. It
will develop and validate measures of social and emotional well-
being that can be used to collect data in self-report question-
naires in both epidemiological and intervention studies. It will
pilot different methods of data collection, recognising that
questionnaires with personal details may discourage participa-
tion in community interventions where there are low levels of
literacy and social trust. A range of approaches including
financial incentives will be tried.

Outcomes

Results will be disseminated in a report to the HDA and in
papers to be submitted to peer-reviewed journals. The details of
the study will be publicised in the Health Services Research Unit
newsletter, annual report and website. The results of the study
will be presented at national and international meetings. The
contribution of HDA will be acknowledged in all products of the
research.

Assessing people’s perceptions of their neighbourhood and community involvement (Part 1)



Social Capital and Health: A case study
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Background

The relationship between social capital and health has been
under-researched in the British context. Social capital (Putnam,
1993) is defined in terms of social cohesion and sense of
community, trust, reciprocity and participation which operates at
a community level for the mutual benefit of community mem-
bers. The contested nature of social capital is apparent (Wall et
al., 1998); whilst it may act in a positive and enhancing way to
promote health and well-being, it may also act to constrain
health experiences and choices (Gillies, 1998). Understanding
how social capital and health are related requires a full explora-
tion of the processes that link the two together. Such processes
can be identified at both social/community and individual levels.

Individual experiences of life transitions and perceptions of
health are contextualised within particular social support and
community networks. It is apparent that the experience of life
transitions are often associated with higher levels of stress, and
the person’s efforts to cope with life transitions can involve
seeking support from family and friends in the local community.
Thus the social/community context provides a medium through
which meanings of health and capabilities to cope with stress
and ill-health are located.

Past research has suggested that both gender and age strongly
influence health experiences. Here it is acknowledged that both
gender and age are complex and diverse phenomena:
masculinities and femininities can be manifest in very different
ways (Mac An Ghaill, 1996), while age categorisations do not
always correspond to homogeneous experiences. Indeed, both
gender and age can be conceptualised as situational, relational
and dynamic such that the situations and relationships within
which health problems are experienced can differ tremendously
between younger and older men and women.

Current research has identified a number of such differences. In

particular, men have a shorter life expectancy while women tend
to suffer more in terms of morbidity (Renzetti and Curran,
1995). Men and women can experience different types of
health- and stress-related problems (Carroll, 1992) as they age.
Men tend to engage in more unhealthy behaviours than
women, including increased smoking and drinking (Ogden,
1996). Women, on the other hand, are heavier users of health
services and are often the primary source through which
healthcare is channelled into family life.

Gender and age are also important issues when understanding
the nature of social support networks. Women tend to have
larger and more diverse social support networks than men
(Cooper et al., 1999). In addition, women engage in more
reciprocal and confiding relationships which can mediate their
experiences of ill-health and stress, although such support
networks can change as the person grows older (Scott and
Wenger, 1995).

Furthermore, people’s relationships with space and place are
also highly gendered (Spain, 1992). For example, women
experience home and family in very different ways from men,
and this experience is subject to change in later life (Sixsmith
and Sixsmith, 1991). Gender also influences the experience of
living in the community, where women suffer more from living
in disadvantaged areas than men (Cooper et al., 1999). It may
only be when places are degendered that inequalities can be
redressed.

This body of research has revealed many relationships between
health, gender, age and the experience of community living.
However, it does not clearly address the ways in which commu-
nity, gender and age provide the context within which social
capital relates to health. Thus there is a need to explore as yet
under-researched areas such as the nature of young men’s
health needs and the role of their social support networks.
Similarly, there is little known about the social construction of
masculinities and femininities in terms of structuring the
development and use of social support networks, as well as
participation in community and voluntary groups. It is only by
research into such areas as these that the processes which
underpin the accumulation and maintenance of social capital,
and how it is used as a resource, can be fully understood.

Aims and objectives

The study aims to explore the relationship between social capital
and health at an individual (psychosocial) level and investigate
the ways in which gender and age structure this relationship.
Study objectives are to:

« understand the experience of stress and perceived ill-
health within the context of the family and local commu-
nity

* reveal how life transitions relate to stress and perceived ill-
health and how social and community support systems
mediate that relationship

» explore the roles that trust, reciprocity and shared norms play
in creating an inter-linked family and community context
within which stress and ill-health are experienced

» examine individuals’ motivations for and psychosocial barriers
against participation in community-based groups.

Moreover, the research will explore the relationship between
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social capital and health at a community (social structural) level.
In this respect study objectives are to:

e examine the ways in which identifying (or not) with the local
community promotes willingness (or unwillingness) to
contribute to community life

e reveal the organisation of community groups in terms of
providing a community structure for local participation

¢ elucidate the ways in which community groups promote local
empowerment and shape social attitudes.

Finally, the study will investigate ways in which health interven-
tion programmes can play a role in reducing experience of
inequalities in health and well-being, taking into account
constructions of masculinities and femininities.

Study design

The present proposal will take a holistic approach, using a case-
study methodology in a socially deprived area of Bolton in which
people’s own experiences of community living, social support
and health (in terms of stress and perceived ill-health) will be
investigated. The approach will explore processes at both
individual and community levels, and will enable both gender
and age factors to emerge. The research will employ a multi-
methods approach, to include:

e semi-structured interviews

e street interviews

« focus groups

¢ evaluation of community social structure
e newspaper analysis.

Study implications
The research will contribute to an understanding of the relation-

ship between social capital and health, revealing the ways in
which gender and age structure such a relationship. The work

has implications for the development of health promotion
initiatives and strategies aimed at reducing health inequalities
among underprivileged communities.
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Background

Within the health promotion arena there has been a growing
emphasis on possible community-level influences on health — in
addition to the more traditional focus on the transformation of
individual health behaviours.

While there is general agreement that structural factors such as
socio-economic inequalities are the most important determi-
nants of health variations, health promotion researchers are
increasingly arguing that the impact of such factors may be
mediated by a range of community-level factors. Correspond-
ingly, in the arena of health promotional intervention and policy,
there is increasing emphasis on the importance of local commu-
nity participation in health promotional strategies.

However, our understandings of the influence of community-
level factors on health, and of the mechanisms underlying the
allegedly health promoting outcomes of community participa-
tion, are still in their infancy. It is this gap in knowledge that
forms the context of the HEA/LSE/Luton and Bedfordshire social
capital and health research programme.

Social capital and health

It has recently been suggested that the concept of ‘social
capital’ — derived from research in the areas of political science
and economics — has the potential to:

* serve as a conceptual framework for research investigating
the impact of community-level networks and relationships on
health

* aid in the design of community-level health promotional
interventions and policies

 fill gaps in our understandings of the determinants of the

success or failure of health promotional interventions
(Campbell et al., 1999).

These assumptions form the basis of the HDA's commitment to
investigate the links between social capital and health, as part of
their goal of informing the development of interventions to
tackle the broader determinants of health. This investigation
takes the form of a range of quantitative and qualitative
research projects.

Pilot study: Social Capital and Health (1998-99)

The first exploratory study focused on two relatively disadvan-
taged wards of Luton. Through semi-structured, in-depth
interviewing and focus groups, the pilot study provided a micro-
qualitative account of people’s involvement in a range of social
networks.

Those relationships of trust and reciprocity that were found to
exist in the communities were located overwhelmingly within
informal face-to-face networks of friends, neighbours and
relatives, and the study highlighted the minimal role played by
other network types in our informants’ lives. Furthermore,
certain types of these informal networks (diverse and geographi-
cally dispersed) appeared to suggest that, potentially, they may
be more health-enhancing than others. This suggested that a
widening of Putnam’s typology of social networks was needed,
with more attention paid to the informal.

In the context of the present study, one further recommendation
emerged as being of particular interest: that there are strong
differences in the way social capital is created, sustained and
accessed, and that there is a need for more attention to the
interaction of social capital, gender, age, socio-economic status
and ethnicity.

Current research: Social Capital and Health in Multi-Ethnic
Communities (1999-2000)

The current project is again based in Luton, this time in two
wards of both high disadvantage and ethnic diversity. In consul-
tation with our local advisory group, three ethnic communities
were highlighted for investigation: Pakistani-Kashmiri, African-
Caribbean and White English.

Methodology is again micro-qualitative, with 75 3-hour semi-
structured interviews (25 from each ethnic group) structured as
equally as possible by gender, age, employment status and
organisational affiliation.

Analysis will be facilitated via NUD*IST, a qualitative software
package, and a final report will be submitted by November 2000
to HDA.

Aim and policy context

For those seeking to promote health-enabling communities, it is
important to have a realistic understanding of community
networks, resources and relationships that exist in their local
communities of interest and/or place.

Given the key role that local community/neighbourhood
participation is assumed to play in various health promotion
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interventions and policies, we need to develop our under-
standing of:

e what networks exist
e what factors help or widen participation in these
e the potential implications for successful health promotion.

Currently, much attention is being devoted to inequalities in
health across ethnic groups. We hope that the concept of social
capital can complement existing research on socio-economic

influences on health, and contribute to increasing our
understanding of health inequalities experienced by British
minority ethnic groups, and to designing and evaluating
interventions and policies seeking to address them.

Reference

Campbell, C., Wood, R. and Kelly, M. (1999) Social Capital and
Health. London: Health Education Authority.
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How older people relate social capital to
health

Contact

Catherine Swann

Health Development Agency

Trevelyan House

30 Great Peter Street

London SW1P 2HW

Tel: 020 7413 1903

email: catherine.swann@hda-online.org.uk

Principal partners

Mildred Blaxter

School of Health Policy and Practice

Fiona Poland

School of Occupational Therapy and Physiotherapy
University of East Anglia

Elizabeth Fry Building

Norwich NR4 7TJ

Duration
October 1999-March 2001

Aims and objectives

We suggest that a problem arises in the study of social capital

and health because, although social capital is usually

perceived as a societal characteristic, its components (such

as levels of social and civic trust, social cohesiveness and
cooperative relationships) usually have to be measured at
the individual level. Indicators at the macro-level are cur-
rently being operationalised without much information
either about their meanings for the respondents of various
surveys, or whether other concepts and other indicators are
perceived (especially in a life-course perspective) as being
more relevant.

The objectives of this study are to derive, from the literature and

from a body of specifically focused new interview material,

measures of how the concept of social capital is understood, the

transitional points at which it has been lost and gained, and

how it is associated, in people’s minds with health history and

health status.

The emphasis is on older age, since it is here that the life course
can be reflected upon, and on people in less favourable social

circumstances.

Study design

The study consists first of an analysis of the actual questions and
measures used for the concept of social capital at the individual

level, in the research literature, and how they relate to the

community and societal levels. This is followed by an interview
study based on a grounded theory method, with the interviews

structured to elicit, in a free and open-ended discussion of
health history and social history, the respondents’

understandings of the different concepts found in the literature.

Respondents will be obtained from a local housing estate in
which we have contacts, and from lists of (probably) two

general practices, with the collaboration of the practitioners.

Analysis and field work will take place concurrently, with a

random, small initial group of appropriate respondents followed

by a purposive sample of others selected to test developing

hypotheses about the dimensions of social capital, how it is

gained and lost, and its relationship to individual health. We
envisage a total of approximately 45 respondents.

Policy context

The aim is to formalise the expressions of lay perceptions as

research tools, although their testing would remain for further
research. More immediately, the outcomes for health promotion
may be the interpretation of various anomalies in the research

literature, and a clearer understanding of the context of per-
ceived social action, negotiation and collaboration as they
develop in individual lives.
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Age, social capital and health in East
London: generational and life stage

influences on the creation, forms and

health effects of social capital

Contact

Catherine Swann

Health Development Agency

Trevelyan House

30 Great Peter Street

London SW1P 2HW

Tel: 020 7413 1903

email: catherine.swann@hda-online.org.uk

Principal partners

Vicky Cattell

Rachel Herring

Department of Public Health and Epidemiology
University College London

1-19 Torrington Place

London WC1E 6BT

Duration
November 1999-March 2001

Background

The current interest in social capital and health can be viewed as
the latest stage in the search for a social model in health. Social
capital — involving social networks, community participation,
perceptions of trust and safety, and reciprocal aid — is a resource
produced when people cooperate for mutual benefit. The
concept can help us identify conditions which contribute to or
detract from the quality of life, and has been used as an aid to
understanding the dynamics between poverty, place of resi-
dence and poor health. We need to increase our understanding
of the complexities of the concept and its effects: factors which
influence its creation, the different forms it takes, and the
processes by which health can benefit.

Earlier work suggested that local resources and facilities were an
important influence on building and developing networks and
social capital (Cattell, 2001; Cattell and Evans, 1998). The
current research builds on this work by exploring variation by
age group. People at different points of the life stage have
different needs, may have different opportunities, and may
access different kinds of social capital, but influences in earlier

life also play a role. Previous work pointed to the role of past
opportunities for involvement in clubs and work in influencing
current motivation. Questions remain concerning additional
influences connected to these ‘generational effects’.

Aims and objectives

The overall objectives of the study are to explore the dynamics
between social capital, health and age group, and to further
explore the utility of social capital as a heuristic tool for
understanding processes and patterns of health inequalities.
It aims to:

 identify age-related variation in the creation, sources and
forms of social capital

» explore processes and mechanisms involved in the relation-
ship between social capital and positive and negative health
effects for different age groups

 identify appropriate policy responses with the potential for
improving the quality of life of people at the four life stages.

Study design

Set in a housing estate in Hackney, east London, this qualitative
study will build on earlier work in the area (Cattell and Evans,
1998). A brief community and health profile of the locality will
be compiled and followed by 60 in-depth interviews with
residents. The sample will be balanced between teenagers and
young adults without children; people with young families;
middle-aged residents; and retired residents. Four focus groups
will be conducted towards the end of the field work to further
explore emerging themes. Data will be analysed using
‘grounded theory’ methodology.

Policy implications

The research will have implications for government policies
designed to tackle social exclusion of neighbourhoods and
age groups, and for targeted interventions to reduce health
inequalities. At the local level, findings will be of interest to
those involved in Health Action Zones, health promotion,
regeneration and community development work.

References
Cattell, V. (2001) Poor people, poor places and poor health: the
mediating role of social networks and social capital. Social

Science and Medicine 52 (10): 1501-1516.

Cattell, V. and Evans, M. (1998) Neighbourhood images in East
London. York: Joseph Rowntree Foundation.
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Appendix 4 Glossary of terms

BLAISE software

BLAISE is an integrated computer program for survey process-
ing in which you can create a questionnaire to be used in
computer-assisted interviewing. It allows for complex ques-
tion routing and checks. The program can also be used in the
editing and preparation of data for analysis.

Cognitive testing

An approach which pays explicit attention to the mental
processes that respondents use to answer questions. In
particular it can explore respondents’ comprehension of a
question, strategies they use to retrieve relevant information
from memory, and the decision processes they follow when
giving an answer.

Computer-assisted personal interviewing
Used in face-to-face and telephone interviewing. The
guestionnaire is on the computer and some validity

checks are done as the answers are entered. Interviewers
are routed through the questionnaire by the responses
they key in.

Interview bias

Occurs when interviewers, by their interviewing style, influ-
ence response. Bias can be caused through deviation from
the exact wording of the questions, from their predetermined
order, from the manipulation of prompt cards, or from the
tone of voice.

Piloting
Testing of the questionnaire and the survey methodology.

Variable

A characteristic that is not the same for all cases and which
has more than one category (or value), for example, sex is a
variable with the categories male and female.
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